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Dear Local Co-ordinator

Since the circulation of the NAP5 presentation for departments we have had a number of queries on the following topics. 

1. Why are reports of awareness during sedation included?

2. Why are reports of awareness before emergence included?

3. Why are historical cases of awareness included?

We firstly thank all those raising these questions. It is good to know people are reading the presentations and also good to receive feedback. I’ll take all three questions in turn but first these are not mistakes and I can reassure you these are decisions made after a considerable amount of thought and discussion within the NAP5 steering group.

Before answering the questions it is worth considering the wider aims of the project. We aim to examine the topic of accidental awareness during general anaesthesia (AAGA). First and foremost this is a patient-reported event and is a matter of patient concern. In contrast to the events examined in NAP3 and NAP4 no anaesthetist can generate a report to NAP5 without a patient first raising the issue. Numerous studies which actively look for AAGA consistently find an incidence of 1 case of AAGA for every 600 general anaesthetics, yet few anaesthetists recognise the face validity of this figure because their own practice does not seem to reflect such a high incidence. Discussions with non-anaesthetists including psychologists on our panel indicate that the one person many patients will avoid speaking to after experiencing AAGA…or what they believe to be AAGA….is an anaesthetist. It might be considered medical arrogance to only consider those reports of ‘awareness’ that interest us (e.g. those after general anaesthesia) rather than those that appear to interest patients (i.e. those that lead a patient to tell a healthcare worker that they have been aware/awake during a procedure when they did not expect to be).

Therefore in order to examine the topic of AAGA we have concluded that we must start by casting the net as wide as possible. AAGA is by definition a patient experience and we plan for NAP5 to be a patient-centred project, with an examination of those experiences perceived by patients as ‘awareness’ as the starting point. The reason we have included these situations becomes clearer, we hope, if you put yourself in the place of the patient.
 

1. Why are reports of awareness during sedation included?

A ‘report of awareness’ after a procedure performed under sedation implies a disconnection between expectations of the patient and the care-giver. Thus if a patient expects to be ‘therapeutically unconscious’ but is aware during a procedure they may report ‘awareness’ and indeed to them this will be awareness during anaesthesia…as that’s what they expected. Such cases may arise because of imperfect explanation of the plan to the patent or imperfect understanding of a well explained plan by the patient. The reporting form that will be used to report cases to NAP5 will ask for detailed information of the case circumstances so it will be clear to those reviewing these cases exactly what the circumstances were. Study of such cases offers the opportunity to examine a number of things.

I. Are such cases a large proportion of patient reports of AAGA?

II. Do such cases lead to psychological harm in the same manner as awareness during general anaesthesia?

III. What factors can we identify that may lead to the ‘disconnect’ in expectations?
IV. Do we need to change practices regarding explanation and consent prior to sedation?
V. Can we establish strategies to employ so that clinicians might avoid reports of AAGA after sedation and therefore improve patients’ experience and any distress caused to patients?

2. Why are reports of awareness before emergence included?

The same arguments as for ‘awareness after intended sedation’: it is an issue of expectations and communication.

3. Why are historical cases of awareness included?

I. One aim of the project is to capture a strict “one year’s worth” of new reports of AAGA.  The diagram below illustrates how we plan to do this. There is an inevitable (but variable) time delay between patients undergoing anaesthesia and then reporting AAGA. The black arrows represent cases where the anaesthetic was administered during the NAP5 study period (1 June 2012 to 31 May 2013). However, we intend to capture also the ‘historical’ cases where the original anaesthetic was administered before 1 June 2012, but the patient makes the first report between 1 June 2012 and 31 May 2013 (the yellow arrows).

This may seem odd, but recall that also there are cases occurring between 1 June 2012 and 31 May 2013 which may not be reported for years or decades after NAP5 is complete (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.
II. Importantly only NEW reports of AAGA are included, so if the case has previously been reported to a healthcare worker it does not meet inclusion criteria.

III. We fully acknowledge that the information from these cases may, of necessity, be limited.  You will only be asked to report what information is available to you.

Figure 1

Black arrows: AAGA cases occurring during NAP5 and reported to healthcare staff during NAP5 (1 June 2012- 31 May 2012): included

Yellow arrows:  historical AAGA cases occurring before NAP5 but first reported to healthcare staff during NAP5: included

Red arrows:  AAGA cases during NAP5 that we will miss: AAGA cases occurring during NAP5 but first reported to healthcare staff after NAP5: missed
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NAP5’s definition of a report of awareness is 


“a patient (or their carer or legal representative or a healthcare worker on their behalf), makes a new statement, report or complaint implying that awareness was experienced while the patient expected to be therapeutically unconscious. The report could range from an innocent passing comment to a member of staff, without concern on part of the patient, to a formal legal complaint or letter that is very specific in its description.”


The case requires a specific surgical or medical intervention in which 'anaesthesia care' was provided? ' Anaesthesia care' is interpreted in the broadest sense, ranging from monitored anaesthesia care (i.e. where the anaesthetist is on standby for purposes of resuscitation) to sedation to general anaesthesia, given by any type of practitioner.


If the patient (or representative) makes no statement, report or complaint of this, there does not need to be a notification to NAP5.
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