MONTHLY LOCAL CO-ORDINATOR CHECKLIST

The purpose of this document is to provide the resources to help you identify cases of possible awareness during general anaesthesia (AAGA) in your Trust, and to outline how to report these cases to NAP5. 


The sections explain:
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Feeding back information to NAP5: the ‘Feedback of the 15th’ of each month
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8A: Appendix 1: Form of email/letter to potential sources of reports



8B: Appendix 2: Suggested global email to Trust consultants



8C: Appendix 3: Regular 'Feedback of the 15th'



8D: Appendix 4: Suggested form of letter to patient(s), if judged appropriate
Section 8: 
SUMMARY FLOWCHART FOR MONTHLY ACTIONS OF LCS


We hope you will find this helpful. Please do ‘cut and paste’ and modify the suggested texts in Section 7 to use locally in your emails and communications. Please also save the form in Section 7C, Appendix 3 as you will need to return this to us on a monthly basis. Please send us other ‘difficult scenarios’ as they arise and we will place on the NAP5 website as an evolving resource for us all to refer to. Thank you again for your help with this Project.

You can always contact the NAP5 team at nap5@nap5.org or phone 020 7092 1678.
Glossary of abbreviations Alphabetical
NAP

- National Audit Project

LC 

– local co-ordinator

AAGBI 

- Association of Anaesthetists of Great Britain & Ireland
RCOA

- Royal College of Anaesthetists
AAGA

- accidental awareness during general anaesthesia

'Report'

- this is a statement made by or on behalf of a patient, that the patient experienced  awareness when expecting 

  to be unconscious
'Notification'
- this is the information that you as LC send to NAP5 about a report of AAGA

NIGB
         - National Information Governance Board for England and Wales

PAG
         - Patient Advisory Group

NRES 
         - National Research Ethics Services (UK)

HQIP 
         - Healthcare Quality Improvement Partnership

CMOs 
         - Chief Medical Officers

PALS 
         - Patient Advice and Liaison Services

GP 
         - General Practitioner

ICU 
         - Intensive Care Unit

IV
         - Intravenous
Section 1
Regulatory approvals and other support for this project

NAP5 has been given approval to collect patient information from case notes and upload anonymised data by NIGB (National Information Governance Board for England & Wales) and PAGs (Patient Advisory Groups for Scotland & Northern Ireland). Furthermore NRES (National Research Ethics Service for the whole of the UK) has co-ordinated with these groups and confirmed that our project is a service evaluation with no need at any stage for patient consent for the transmission of any anonymised information. Finally, the project has received approval from HQIP (Healthcare Quality Improvement Partnership) for inclusion on its directory of clinical registers and databases.


The NAP5 website onto which you will upload the data has various levels of security (NIGB-approved) to ensure anonymity of data.


We have sought support from the four Chief Medical Officers of the United Kingdom, and our Steering Panel includes representation from the medical defence organisations, NHS Trust risk management, and Trust medical directors. Appropriate letters of support will be posted on nap5 website (www. http://www.nationalauditprojects.org.uk/NAP5_home).

No further approvals are needed for you to access patients’ casenotes, or upload the relevant data. There is no requirement to seek any additional local approvals such as Caldicott Guardians (since the NIGB/PAG approvals supercede this and in any case no patient-identifiable information is involved), or local ethics committees (since NRES approval supercedes this). However, we do discuss some potential scenarios in which you may wish to contact NAP5 for further advice (see Section 6).
AAGA is a complication of anaesthesia and departments and anaesthetists do need to know if a patient under their care may have suffered a complication of anaesthesia (regardless of what that complication is). Feedback of this sort is simply a matter of essential clinical governance. Without wishing to pre-empt any conclusions of NAP5 it is already clear to us that some cases may not have been made known to anaesthetic departments, because of a belief that patients may be too distressed and might wish the anaesthetic department not to know. This is understandable, and there is no requirement that the anaesthetic department or anaesthetist involved should have any further contact with the patient, but it does not change the need to learn from the case in an objective way. For this reason we need your ‘search area’ for cases (listed below -Table 1) is as wide as possible to maximise case capture.
Section 2

What to do every month: the list of 'sources'
New reports of AAGA (regardless of when the actual anaesthetic was administered) made on or after 1 June 2012 are eligible for notification to NAP5. This means that some of the cases you notify to NAP5 may relate to an anaesthetic administered years ago. This may seem odd, but the reason for this is that there will be cases occurring between 1 June 2012 and 31 May 2013 which may not be reported for years or decades after NAP5 is complete (Fig. 1; the red arrows). We are judging that the number of yellow arrows and red arrows will balance and therefore what we ‘gain’ by including historical cases will balance what we lose by missing the cases reported in the future (Fig. 1). Thus we wish to capture “one year’s worth” of new reports of AAGA.
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Your work as LC will involve actively seeking reports of AAGA that were made between 1 June 2012 through 31 May 2013. You will need to check at monthly intervals with a list of potential 'sources'  of AAGA reports, (anaesthetic departments as well as other sources within the Trust/hospital and some outside the hospital) where reports of AAGA may be made. We list some sources in Table 1, below. Your first check with all the sources will therefore take place on or very soon after 1 July 2012, when you will ascertain if there were any reports of AAGA for the previous month of June 2012. Thereafter you will need to contact the sources on the 1st of every month, ascertaining if there were any cases for the previous month. 

Because you will be contacting these sources on a monthly basis from 1 July 2012 (see Fig. 2, below), we recommend that you establish initial contact with these sources immediately, informing or 'warning' them of your monthly approaches. 

The calendar below (Fig. 2) indicates when and how your work as LC with respect to these sources will start.

Figure 2. Calendar chart of first 2 months of NAP5, highlighting the relevant dates. 
NAP5 officially opens on 1 June 2012. 

You will first check with all the sources on 1 July 2012 (and thereafter on the 1st of every month) and aim to have answers from them by 15th July (and thereafter on the 15th of every month), when you will file your 'Feedback of the 15th' (see Section 4 and Appendix 3) to us at NAP5.
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Table 1 below lists our suggested sources, along with our recommended methods of contacting them on a monthly basis. The exact nature and title of the sources may depend upon your Trust/hospital's individual organization, and you are best placed to decide the most effective means of contacting the sources to establish if they have received a report of AAGA during the previous month. 

If anything, please be over-inclusive and err on the side of including rather than excluding any department in addition to those we have listed, if you feel that department or staff grouping in your hospital represents a potential source of AAAGA reports. Please refer to the suggested initial letters or emails you can send to groupings other than anaesth​​etic departments (Appendix 1 and 2).

Table 1. List of sources and suggested methods of contact (--------------"--------------)  indicates 'same as above'.
	Source with which to establish monthly contact
	Suggested method of monthly contact and/or raising local profile of NAP5

	· Anaesthetic department, including acute pain services

· Intensive care department (if different from above)

· All surgical departments, including maternity department2
· All medical departments 
· where procedures under anaesthesia or sedation may be conducted

· All radiology departments

· where procedures under anaesthesia or sedation may be conducted

· Any other department which requires anaesthetic services

· Preoperative nursing

· where patients may report a previous experience

· Nursing department, including midwifery and community nursing/midwifery

· the department needs to be made aware that we are seeking new reports of AAGA

· Outpatients departments
· where patients may first report their operative experience

· Trust Risk Management department/Committee
· Trust Complaints department

· Patient Advice and Liaison Services (PALS)

· Trust Legal Services department

· Trust Clinical Governance department
· Psychiatric and psychological services

	Monthly email to each member of department; NAP5 poster in department; LC offers to give departmental talk on NAP5; LC offers to give audit/clinical governance meeting talk 

                 --------------"--------------

Monthly global email to all consultants (see Appendix 2); monthly email/phone call to head of each department (see Appendix 2); LC offers to give departmental talk on NAP5; place NAP5 posters in relevant department, where appropriate

                 --------------"--------------

                 --------------"--------------

                 --------------"--------------

Monthly email/phone call to head of each department (see Appendix 2); LC offers to give departmental talk on NAP5; place NAP5 posters in relevant department, where appropriate

                 --------------"--------------

                 --------------"--------------

Establish contact with single person in department (possibly the head of department) and send this person monthly emails 

                 --------------"--------------

                 --------------"--------------

                 --------------"--------------

                 --------------"--------------

Establish contact with single person in department (possibly the head of department) and send this person monthly emails - however also 
                 --------------"--------------

see Section 3



	
	


Section 3
Contacting Psychiatric and General Practitioner Services

3A: Contacting Psychiatric and psychology services


You may already have well defined links with a department of psychiatry and/or psychology (eg, you may have personal contact with individual(s) who may be prepared to help and act as a link). 


However, psychiatric and psychological services are organised independently from the hospital/Trust acute clinical sector and their departments and the two do not map so readily together. Therefore, in addition to any contacts or links you are able to establish locally, we at NAP5 will contact the following by email on a monthly basis:  The Medical Director of each Mental Health Trust; all professors of psychiatry  the head of all the Divisions within Royal College of Psychiatry: every Director in the Priory Group of hospitals, and every department of the British Psychological Society. If we ascertain from these sources in any month that there has been a report of AAGA, we will try to identify the Trust/hospital and LC who might retrieve the case notes and notify us of the case details. Thus sometimes, in the case where a psychiatric or psychological department is the source of the report, you may be informed of a case by means of an email from us at NAP5.
4B: Omission of General Practitioners from regular monthly contact

After much deliberation, NAP5 has concluded that it will not be possible for LCs themselves to seek regular monthly feedback from local GP services. There are just too many individual practices and no readily accessible central database of contact information to enable an efficient network to be created. We appreciate that we will miss those patients who may make a report primarily to a GP, who then does not refer that patient on. However, as in the case of psychiatric and psychological services, we at NAP5 centrally will disseminate information via the Royal College of General Practitioners.


If a GP does make contact with you to say that s/he has received a report of AAGA then it is important to include this in your monthly notifications to NAP5.
Section 4

Feeding back information to NAP5: the ‘Feedback of the 15th’ of each month


By the 15th of each month (ie, from 15 July 2012 onwards; see Fig. 2 above), you should have established from your list of local contacts (ie, those in Table 1 and psychiatric services) whether there have been any new reports of AAGA the previous month.


On the 15th of the month you need to return the 'Feedback of the 15th' form in Appendix 3 to NAP5 (nap5@nap5.org) to say one of -

(a) there has been a report of AAGA and you will upload information, or 

(b) you have checked with all of your regular sources and can confirm that there has been no new report of AAGA from your Trust.


Negative notifications such as in option (b) are vital to us, as then we know that you have checked with each of your contacts.


These 12 monthly summaries throughout the year, from every UK hospital, will form the backbone of NAP5 and it is vital they are sent promptly. On the 7th and 14th of each month we will send you an email to remind you that feedback is needed on the 15th. If have not filed a 'Feedback of the 15th', then from 16th onwards we will send you an email every day until 22nd, when we will also send a letter by post. If by 29th of the month you have still not sent us the 'Feedback of the 15th' we will contact you by phone to discuss this.


We apologise if this seems intrusive, but the entire project relies upon regular feedback from each of 330 LCs across the UK. For organised upkeep of the databases and to ensure progress of the project, such regular feedback is essential.


Holidays and absences: We appreciate that there will be times when you are away on leave and therefore will be unable to file a 'Feedback of the 15th'. You may choose to allow our emails and telephone messages to accumulate and deal with them promptly on your return. Or, you may arrange for a deputy to cover for you and ask him/her to file the 'Feedback of the 15th' notification. We do ask for your understanding in our desire to receive these regular reports from all 330 LCs, because from July 2012, panellists will be meeting at NAP5 at the end of each month to assess the progress of the project and examine all the notifications.


The last 'Feedback of the 15th' you will need to file is on 15 June 2013, relating to any new reports of AAGA during May 2013. 
Section 5

Uploading information to NAP5: Steps to take if you elicit a report

Whenever one of the sources in Table 1 confirms there has been a new report of AAGA, you will need to take the following steps. Broadly, we require you to obtain information of the case and upload as much information anonymously as is possible to the NAP5 secure website (accessible via http://www.nationalauditprojects.org.uk/NAP5_home):

1. obtain the patient details from the source, sufficient for you to retrieve the patient's case notes and anaesthetic record. Ideally, you will need the patient notes, especially any relevant anaesthetic chart, when you upload the anonymised information to the secure NAP5 website. 

2. If you are unable to obtain the patient's case notes, then you will need to glean as much information as you can from the source of the report or the person to whom the report of AAGA was made. It is advisable to speak with the anaesthetist or relevant clinician and it may be useful to upload the information together, with them.


3. obtain the date the first report was made to the source, and the date of the anaesthetic intervention which led to the report of AAGA


4. you do not need to approach the patient, or ask any direct questions, but if you or a colleague has already done so and elicited the patient's description of their experience in their own words, this information will be helpful and requested at time of data upload. Similarly, try and obtain a narrative of the patient experience from the source who first received the first report of AAGA. Key points to establish about the patient experience include:



> is/was the patient distressed by their experience?


> was there any painful experience?



> do descriptors include feelings of paralysis, or loss of motor control, a desire to speak or shout which was not fulfilled?



> do descriptors include feelings of breathlessness or choking?



> since the experience, have there been any nightmares or flashbacks?



> what sort of words has the patient used to describe their experience?


5. depending upon the specific circumstances, we would like you to send a letter to the patient; a suggested wording is presented in Appendix 4. Note that we ask whether or not you have sent such a letter to the patient in your 'Report of the 15th' return (see Appendix 3).

6. When you have as much information as you judge notifiable to NAP5, you should send an email to nap5@nap5.org. The email should only state



i) your name and contact details



ii) your hospital



iii) the date the AAGA was reported


iv) that you are ready to notify a report to NAP5


You must not include any patient or clinician identifiable details.


For each case that you wish to notify, you will be issued with login details and password for the secure site. Login and start to answer the questions. At this stage you will need the case notes and will ideally upload the data with the relevant anaesthetist. A mock data upload form will be available at http://www.nationalauditprojects.org.uk/NAP5_home so that you can see the questions you will be asked.

7. use the login and password to access the secure site (which will be accessible via http://www.nationalauditprojects.org.uk/NAP5_home). If at any stage you find difficulties in uploading information, use the email and number provided on the secure site to seek assistance.
Section 6

FAQs and ‘difficult’ scenarios
General approach

Many of the scenarios below deal with the broad question "should I notify this case to NAP5?". We emphasise several general points:

1. the LC (or the person who is notifying NAP5 if not the LC), has great flexibility in deciding whether a case is reportable, because that person knows most about the case and its likely relevance. It is also because definitions or awareness and circumstances in which it can occur can be extremely complex and we cannot anticipate all possible scenarios over the year;

2. we urge those notifying cases to NAP5 to err on the side of notifying rather than not notifying. 

3. The title of this project is "Accidental Awareness During General Anaesthesia" and each of the words in this title is a reminder of the remit of the project:

(a) 'Accidental': if the awareness during the procedure was intentional, then generally the case is not notifiable to NAP5. This is with the important proviso that if the patient expected to be therapeutically unconscious but felt they were not unconscious then by definition from the patient's perspective, this is 'accidental';


(b) 'Awareness': For our purposes, this is a situation in which the patients believes they were aware and is able to recall some explicit thoughts and perceptions and sensations, related to events occurring around them (ie, they have a memory of what happened, however brief or incomplete). Therefore, 'implicit memory' (eg, where memories are recovered during hypnosis or solely for purposes of research) are not notifiable. Also, reports of experiences that do not mention (or complain about) awareness are not relevant. For example, a patient may complain of unacceptable pain after a procedure; in this instance provided the complaint is not about awareness as well it is not notifiable. Similarly, a patient stating after an anaesthetic that "I have had a terrible experience but I cannot say what it was" is not reporting awareness.

(c) 'During': NAP5 regards the relevant episode to be from the moment of 'induction' (ie, the start of any intervention designed to alter the patient's conscious level) to the point at which the patient regains full consciousness. For surgical interventions, we are broadly interested in three time periods: (i) accidental awareness in the time period from induction before the start of surgery; (ii) accidental awareness during surgery; (iii) accidental awareness after surgery is complete, but before return of full consciousness. These time periods may not always be clearly distinct, depending upon the situation. The exact time point of what constitutes 'return of full consciousness' may be debatable (but see point 4, below), but pragmatically is related to the removal of an airway device (if used), ability to maintain own airway without assistance, and verbal response. Some patients may regard some episodes of sedation as 'anaesthesia'. In all these instances, we will take full account of the facts and seek to categorise the reports appropriately (see point 5 below). Some FAQs describe issues relating to anaesthesia or sedation in the critical care unit for specific procedures.

(d) 'General Anaesthesia': anaesthetists understand what constitutes general anaesthesia. Practical clinical definitions revolve around things like loss of verbal contact, loss of responsiveness to surgical stimulus, perhaps historically even Guedel's stages and clinical signs, etc. However, the patient may have a different perspective (even after 'informed consent') of the state of consciousness intended during any  intervention sedation is administered. For example, they might imagine they are to be fully unconscious when the anaesthetist intends to administer sedation, even perhaps when this has been explained. We are interested in such differences of expectation of the patient versus that of the anaesthetist and therefore, 'general anaesthesia' does include all such cases. For clarity we would like notification of these types of patient-triggered reports, even if they follow sedation..
4. The trigger to make a notification to NAP5 is that the patient or their representative makes a report, statement or complaint that they were aware when they expected to be therapeutically unconscious. If there is no such report at all, then there is no trigger to notify NAP5.
5. We anticipate we will receive several types of 'report' through this process of notification. For example, some reports where patient expectations differed from the clinician's with respect to sedation; some reports of syringe swaps during induction leading to brief awareness during tracheal intubation; some reports of awareness throughout surgery; some dreams; some vexatious complaints; some reports of awareness during prolonged stay in intensive care, etc. It will be one of the tasks of NAP5 Project Team to study the details you provide and hence categorise these reports. LCs will guide that process of categorisation, by providing  the information that enables us to do this. 


It may help to envisage the NAP5 project as shown in Figure 3. 
Figure 3. The red balls represent notifications of cases made to NAP5 by LCs (or others); these are the 'reports'. The NAP5 Project Team analyses these and categorises them into various 'events' (the example are not necessarily those we will use and is not intended to be comprehensive; it is for illustrative purposes only). These events will be judged for relevance in their informing the final NAP5 report. 
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FAQs
A recovery nurse mentions that a patient the previous week said in passing they were aware. She cannot recall the date, the patient or any details that help in identify the case. Is this reportable to NAP5?

This case should be notified if the patient can be identified, and we would hope an effort would be made to do this. However if you are not able to confirm that a report was made and identify the patient the case cannot be notified to NAP5. 

My critical care colleagues inform me that a patient recalls being ventilated for pneumonia. The patient recalls the intubation event when no drugs were used as it was during a period of resuscitation. Is this reportable to NAP5?

Yes, if it is a report of awareness during intubation we would like to know about it.

My critical care colleagues report to me that a patient recalls being ventilated for pneumonia. The patient does not recall intubation and there were no surgical interventions during his stay on ICU, but the patient recalls periods when he was 'lightened' for attempted weaning, which he found distressing.

Although this is a report of awareness, there has been no specific interventional procedure for which there was an expectation of unconsciousness. Rather, the therapeutic intention here seemed to be purposefully to create awareness. Therefore, this does not really fall within the main interest of NAP5. However, if you have a compelling reason to report the case you may to do so. If you choose to notify us of the case, when you start to upload to the secure website you will see the questions will direct you in a specific way.
My critical care colleagues inform me that a patient recalls being ventilated for pneumonia. The patient does not recall intubation and there were no surgical interventions during his stay on ICU, but he did require a transfer for scanning and during this time there was an IV disconnection causing awareness which he recalls.

Yes; this is a report of awareness. However, when you start to upload to the secure website you will see the questions will direct you in a specific way.

My critical care colleagues inform me that a patient was ventilated for pneumonia and during his stay on ICU underwent a tracheostomy. The patient recalls the procedure; is this notifiable to NAP5?


Yes, this is a specific intervention with specific recall and we would like to know about it.
The Trust legal department have received a complaint but have quarantined the patient casenotes, making it impossible to gain access. What shall we do?
First, you will need to explain to them that the anaesthetic department does need to examine the case anonymously in line with good clinical governance practice. You will need to stress your need to have access to some patient information to enable you to do this (eg, all information about the case other than the patient’s name and address). This should be sufficient explanation to give you access to the required information.

Second, you may also need to explain the background to NAP5 and the absolute security and anonymity embedded within it, stressing the importance of national databases and registries which require a minimum level of non-identifiable information. The point to emphasise is that NAP5 is a national registry of anonymised complications, requiring a minimum dataset so that we can all collectively know the magnitude of the problem. It may then be possible to access the notes under supervision or to view a copy (the purpose of quarantining is simply to prevent their being tampered with and often only involves making a copy).
Third, you might be able to obtain case details by contacting the colleague who was responsible for the case, since s/he may have a copy of the casenotes and may be prepared to help and upload the relevant anonymised information.


If you still encounter difficulty or make no progress, please contact NAP5 at nap5@nap5.org.
The Trust legal department have received a complaint (July 2012) but have quarantined the patient casenotes, making it impossible to gain access. Furthermore, my regular monthly email to anaesthetic colleagues has elicited no response; a colleague may not wish to reveal they have been involved in a case of AAGA. What shall we do?

It is unlikely that you will make much progress in obtaining full case details. Please avoid causing local conflicts in your desire to obtain the information and please do be sensitive to the views of others in such difficult scenarios. We suggest some possible avenues for progress:
It is possible the surgeon or other non-anaesthetic practitioner involved in the case also has access to the case notes and is prepared to co-operate with anonymous data upload. 
Also, recall that the NAP5 secure website will be open until the end of June 2013. If by this time the case is closed, then the Trust legal department will likely release the notes and you may notify us of the case up to then. If this is the case, make a statement in your 'Feedback of the 15th' (in this case 15 Aug 2012) to us to the effect that 'yes', you have had a report of AAGA. In the same form, make a statement that you will upload a fuller report to NAP5 later, when you have the case notes. This way, we can track 'pending' cases whose data upload is delayed for these sorts of reasons.
A colleague informs you that a patient at a private hospital has reported a AAGA during a previous operation  conducted in an NHS hospital. Is that reportable to NAP5?


Yes, the care was provided in an NHS setting and this is notifiable to NAP5.
The surgeon/psychiatrist/other source has received a report of AAGA, but refuses to divulge any details saying that the patient is so distressed that they do not wish the anaesthetic department to know anything about it. What shall we do?
We advise sensitivity in dealing with these potentially difficult scenarios.

We hope such circumstances will be unusual. However it might be argued that it is not appropriate for the anaesthetist responsible for the case, or the anaesthetic department who need to discuss it, to be denied this knowledge. The scenario is akin to a patient suffering wound infection or dehiscence not wishing the surgeon or the surgical department even to know anything about it, as this would be a serious barrier to essential clinical governance. We hope you will be able to discuss the case with the source and overcome this impasse. You might usefully stress that primarily (regardless of the existence of NAP5) it is a matter of normal clinical practice and sound clinical governance that the case is examined and then discussed like all other complications. The scenario described is certainly one where it is inadvisable to send the patient any letter of the type outlined in Appendix 4.

This does not mean that the department or anaesthetist must be involved in future care, but simply they are made aware that a complication has arisen. Patients may be rightly concerned about future contact and these wishes need to be respected.
However - for avoidance of doubt -  patients do not have any right to prevent anonymised data being transmitted to an approved database or registry for the purposes of service evaluation. This is the basis of the NIGB-PAG-NRES approvals explained in Section 1. 
A colleague tells you that he had a report of AAGA relating to care given in the private hospital. Is that reportable to NAP5?

No, for pragmatic reasons NAP5 only concerns care given in NHS hospitals.
A patient who underwent egg retrieval for IVF has complained of AAGA. She expected to be unconscious, but because of facilities available in the unit, the anaesthetist can only provide sedation. This is really a complaint about differing expectations of sedation - is this reportable to NAP5?


Yes, we are very interested in any report or complaint in which the patient's expectations (of being unconscious) differed from the anaesthetist's. This type of scenario may apply to a range of situations involving sedation or regional anaesthesia, in which the patient expected to be unconscious but they were not. 

However, a distinction should be made with complaints that are more generally about the level of service being provided rather than the feeling of unmet expectations during the event. For example, a statement like "I expected to receive a general anaesthetic but the anaesthetist explained that s/he could only provide sedation" is not a report of accidental awareness. Rather, it is  a different comment on the limitations and nature of service provision.
Do I need to question every patient for awareness after their anaesthetic, and should our department institute such a policy? Should we purchase or start to use depth of anaesthesia monitors?

No, there is no such requirement, nor do we ask you to do this. The essential point is that you should not change your practice in any way.
A patient reports AAGA related to an anaesthetic at another NHS hospital. What shall we do?
This is a scenario where co-operation between LCs is very important.

The primary issue – regardless of the existence of NAP5 - is the need for clinical feedback and good clinical governance. These principles require you to contact a senior colleague (who may be the LC) at the other hospital to make them aware of the case of AAGA. As clinicians you are able - and indeed encouraged - to share this important information about a possible complication of anaesthesia, including patient-identifiable information. This is simply good clinical practice.

Secondarily, and again in line with good clinical practice, it is the responsibility of that 2nd anaesthetist to feed back to his department, or relevant colleagues (including the LC at the 2nd hospital), so that the case can be discussed and lessons learned locally.

Finally, in relation to the NAP5 project, the 2nd LC is in a position to retrieve the case notes and upload information to NAP5. The date of the AAGA report is the date made at the 1st (your) hospital. The date of anaesthetic is the date of procedure at the 2nd hospital.

Note that, depending upon circumstances, the letter outlined in Appendix 4 may be best sent by you rather than the other LC as it would seem the patient has moved to your area. However, LCs can liaise with each other on these points.

Note also that, in your 'Feedback of the 15th', use the free text option to explain that you have referred this case to the LC of the Trust where the report originated.


LCs from other Trusts/hospitals may be contacted directly using a facility we have set up to enable this. Please go to http://www.nationalauditprojects.org.uk/NAPLocalCoord and then search for the relevant hospital: the website enables you to email that LC directly.

3ction 6stance.s to fol follow]essible via 5e notifiable to NAP5,  upload relevant information.be able to direct you to the reAn anaesthetist notices that the volatile agent in the vaporiser has been empty for some time, and the blood pressure and heart rate have been rising. He feels that the patient was very likely aware, but there is no report of complaint by the patient or representative between the dates of 1 June 2012 and 31 May 2013.

There is no report or complaint by patient or representative so strictly, the case is not notifiable to NAP5. Nonetheless, the anaesthetist may feel compelled to report this to NAP5 and the data entry portal will enable the details of the case to be reported, and ask for relevant details.

On 2 June 2012, a patient sits up during general anaesthesia for inguinal hernia surgery, removes the LMA, but is then quickly re-anaesthetised. Eeven by 31 May 2013 the patient has made no report or complaint.


There is no report or complaint by the patient or representative so strictly, the case is not notifiable to NAP5. Nonetheless, the anaesthetist himself may feel compelled to notify this as the actions of the patient implied some degree of 'wakefulness'. The data entry portal on the website will enable the details of the case to be reported, and ask for relevant details.

The parents of a 5 year old child report the child was aware during an operation. The child has not used the words 'awareness' and cannot recall a specific event during surgery, but the parents base their conclusion on disturbed behaviour; is this reportable to NAP5? 

Yes, in this situation the carers of the patient have made a report that the patient may have been aware. The details are notifiable to NAP5.


Similar situations may arise in patients with limited mental capacity who may be disturbed postoperatively. If at any stage any person caring for the patient believes this may be related to the patient being conscious when the patient expected to be therapeutically unconscious, then the details are notifiable to NAP5.
A patient is told they will be sedated but awake and responsive and will be asked to perform certain movements during surgery and to answer certain questions. The patient does this happily. After surgery, the patient is asked about their experience and the patient says “I was aware”.


This is difficult to justify as notifiable to NAP5 since there is neither a complaint nor is there suggestion that the experience was unexpected or unintended. If the anaesthetist feels compelled to report this case, the data entry portal will allow them to do so.

Section 7
Appendices

7A: Appendix 1: Form of email/letter to potential sources
Suggested initial email/letter to main contact in the relevant department listed in Table 1 and psychiatric service (please cut-and-paste and modify this in line with any local requirements):

Re: The 5th National Audit Project (NAP5) of the Royal College of Anaesthetists and the Association of Anaesthetists of Britain and Ireland, on Accidental Awareness during General Anaesthesia

In my capacity as the Royal College- and Association of Anaesthetists-approved Local Co-ordinator (LC) for the above project, I am writing to you seeking your help.

NAP51 is a national project taking place in all hospitals of the UK which aims to identify all new reports of accidental awareness2 during general anaesthesia (AAGA) in the UK for the year from 1 June 2012 through to 31 May 2013. We believe many cases present to clinicians in the hospital who are not anaesthetists and are therefore writing to you to ask that you have a heightened awareness of any patient reports of AAGA that you or your staff encounter. We wish to identify all cases that the patient regards to have been AAGA (even if you or other clinicians do not consider it a correct diagnosis).


To this end, NAP5 is requiring anaesthetic departments proactively to check with all departments to which a patient (or their representative) might make an initial report or complaint. This is for a period of 12 months from 1 June 2012. I would therefore appreciate your assistance:


> Please disseminate the information as widely as possible within your department. Please inform them that NAP5 is in progress and ask them to be alert to any reports of AAGA (I enclose a poster and leaflet to circulate or place in your department)


> I will contact you monthly from June 2012 to ask if you have been made aware of any new reports of AAGA made to your staff or colleagues, and to ask you to provide the relevant information so that I can retrieve the anaesthetic details of the case


> I would be very happy to make a short presentation on AAGA and NAP5 to your departmental meeting, or a meeting of key staff


For clarity it is the patient report of AAGA that must take place between 1st June 2012 and 31st May 2013, not the anaesthetic/intervention that led to the report: indeed the latter may have occurred many years previously. 


From the information you provide, the anaesthetic department will be able to review the case details in line with good clinical governance practice (eg, discussion at M&M meeting). The case will also will be logged anonymously onto the NAP5 Registry.1

 If you need any further information about the registry there is further information at http://www.nationalauditprojects.org.uk/NAP5_home, and enquiries can be sent to nap5@nap5.org.

I would be grateful if you could disseminate this information and I look forward to our monthly points of contact.
Yours sincerely, 
1 NAP5 and the NAP5 website have been created with regulatory approvals of NIGB (the National Information Governance Board), PAGs (Patient Advisory Governance Boards for Scotland and Northern Ireland) and NRES (the National Research Ethics Service). The registry is part of the HQIP's (Health Quality Improvement Partnership) national database of service registries. The bodies have ensured that the registry is properly anonymised, secure and meets the requirements of all nationally-approved registries, such that nobody outside of the Trust will have access to any patient-identifiable information (the event will be recorded in an approved manner).
2 A new report of AAGA is any situation in which the patient (or his/her carer or representative) reports for th first time to a healthcare worker that they were conscious when they expected to be therapeutically unconscious. Therefore, it includes cases of awareness during a surgical operation and also situations in which the patient expected full unconsciousness but received only some sedation without loss of consciousness.
7B: Appendix 2

Suggested global email to Trust consultants (please modify this in line with any local requirements):
Re: The 5th National Audit Project (NAP5) of the Royal College of Anaesthetists and the Association of Anaesthetists of Britain and Ireland, on Accidental Awareness during General Anaesthesia

The specialty of anaesthesia is, for an initial period of one year from June 2012, ensuring that anaesthetic departments in each of 330 Trusts across the UK is informed of any new report of accidental awareness during general anaesthesia (AAGA)1. 


As the Royal College- and Association of Anaesthetists-approved Local Co-ordinator, I will collect from you details of any new report. This report might be a passing comment made to you or your colleagues at a clinic or ward round, or it may be a more formal statement of complaint made by the patient or their representative. I would be most grateful if you could inform me of any such report (my email is below).


I will be sending this email on a monthly basis to ensure prominence of this project remains high.


Thank you for your co-operation.
1 A new report of AAGA is any situation in which the patient (or his/her carer or representative) reports that they were conscious when they expected to be therapeutically unconscious. Therefore, it includes cases of awareness during a surgical operation and also situations in which the patient expected full unconsciousness but received only sedation without loss of consciousness.

2 The project has full approval of regulatory bodies in the four countries of the UK and I can provide details if you wish. If you need any further information about the registry there is further information at www.nationalauditprojects.org.uk and enquiries can be sent to nap5@nap5.org.
7C: Appendix 3
Regular 'Feedback of the 15th': send this form to us on the 15th of every month from 15 July 2012
This is downloadable from http://www.nationalauditprojects.org.uk/article.php?newsid=517
We will send you this form on the 7th of every month






Feedback of the 15th



Month for which this is the Feedback Form (delete):
2012 - June/ July/ Aug/ Sept/ Oct/ Nov/ Dec   2013- Jan/ Feb/ Mar/ Apr/ May/ June

Your name:
Your Trust / hospital:

Date: 
Please complete A and/or B and/or C (more than one may apply) and complete as indicated:


A
"I have identified         x      (insert number)  new reports of AAGA during the previous month; the case notes are available and I will soon be filing / have filed [delete one] details and notifying via NAP5 data collection website"                                      

B
"I have discovered      x       insert number)  new reports of AAGA for the previous month but the case notes are not yet available; I will not yet be able to file details to notify via NAP5 data collection website" 

C
"There have been no new reports of AAGA and I have therefore placed the number 0 (zero) in the spaces in A and B above.
Have you sent the patient(s) a letter along the lines suggested in Appendix 4? 



Yes / No [delete one]
Please make any comments below that you wish (eg, about the processes or any other feedback): 
7D: Appendix 4

Suggested form of letter to patient(s), if judged appropriate

Background for LCs on why we would like to make contact with patients in appropriate cases: NAP5 will enable us to identify a potentially large cohort of patients who report or experience AAGA. Locally within your Trust, patient information is retained in line with data governance requirements. We hope that it may be possible to learn from these individuals' experiences but we have established from NIGB that this will only be possible if the patient initially expresses a willingness to be contacted again. Any future study seeking the patient's input (eg, a questionnaire) will require its own, additional separate regulatory and/or ethical approvals and patient consent. The purpose of sending the initial letter below is to allow you to forward any bona fide  ??requests for information (including specific consent forms) to the patient in the future.


Below is an example of a letter we ask you to send to the patient. Whether you decide it is appropriate to do so will depend upon specific circumstances. In some situations any approach would be inappropriate. For example, the patient may have stated to the source of the report that s/he does not wish to see an anaesthetist ever again; or the patient may have had such distressing experiences that their psychiatrist or psychologist feels such an approach counterproductive. Therefore the judgement as to whether or not to send a letter rests locally, with the LC and the anaesthetic department/team and also with the person who first received the report of AAGA.

We recommend therefore, that you decide whether it is appropriate to send this letter in consultation with the person who first received the report of AAGA. We also recommend that this letter is ideally given to the patient by the person who first received the report of AAGA, and that it is sent as soon after the report is made as possible.


We ask that you keep a secure list of  those patients who reply ‘yes’ to the letter below, in line with your Trust's data governance requirements, so that future research involving willing patients may be facilitated. On no account should you send this list to us at NAP5.

Suggested letter text:
Dear ..........,


You have described to a member of staff an experience related to a past anaesthetic.  We are very grateful to you for telling us about this since this can help us to improve the quality of care we give you and to other patients. If you might consider taking part in future research into this type of event (eg, an anonymous questionnaire study), please sign below and return to us using the prepaid envelope. Replying in this manner does not oblige you to take part in any future study. Nor does it mean the Trust will pass on your details to anyone else (they will always be confidential). The statement simply allows us to pass on to you, always confidentially, regarding any future requests for assistance with this sort of study which we may receive. Thank you for your time.
Patient name:

Signature:

Date:
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