	Revised procedure-related death notification instrument

	Item 

	1. Demographics  (to be repeated on every page)

	1.1 Name of patient

	1.2 Age

	1.3 Sex

	2. Hospital

	2.1 Name of hospital

	2.2 Level of hospital (PHC facility/district/regional/tertiary)

	3. Anaesthetist

	3.1 Level of training (intern/community service officer/medical officer (state with or without diploma in anaesthesia)/registrar/consultant)

	3.2 Was there an assistant (doctor or nurse) present during induction? (if yes, please specify who)

	3.3 Was there an assistant (doctor or nurse) present during emergence? (if yes, please specify who)

	3.4 Was a more senior anaesthetist available in case of emergency? (if yes, please state if telephonically or on the premises) 

	3.5 Was there a change-over of anaesthetist during the case?

	4. Preoperative assessment

	4.1 Elective or emergency surgery

	4.2 History of presenting problem

	4.3 Relevant comorbid diseases

	4.4 Relevant previous  anaesthetics 

	4.5 Allergies

	4.6 Clinical examination

	4.7 Results of relevant special investigations

	4.8 Final clinical assessment and ASA rating (include table of ASA scoring system for those not familiar with it)

	4.9 Hours since last meal (specify):

	Solids and infant formula

	Breastmilk

	Clear fluids

	4.10 Preoperative optimisation 

	4.11 Premedication prescribed

	5. Anaesthetic technique

	5.1 General (specify elective-sequence or rapid-sequence induction)

	5.2 Regional (specify which)

	5.3 Combined general and regional (specify)

	5.4 Conscious sedation

	6. Induction

	6.1 Were there any problems during induction and how were they managed?

	Airway (if applicable)

	7.1 Type and size (e.g. endotracheal tube, supraglottic airway device, oropharyngeal, facemask oxygen)

	7.2  Was there any difficulty with the airway and how was it managed?

	Ventilation

	8.1 Please state mode of ventilation (e.g. spontaneous, IPPV, assisted ventilation)

	8.2 Were there any problems with ventilation of the patient and how were they managed?

	Monitoring and equipment

	Please tick which equipment was used during the procedure 

	9.1 Pulse oximetry

	9.2 Capnography

	9.3 ECG

	9.4 Non-invasive blood pressure

	9.5 Arterial line

	9.6 Cardiac output monitor

	9.7 Central venous catheter

	9.8 Temperature probe

	9.9 Urinary catheter

	9.10 Nerve stimulator

	9.11 Nasogastric tube 

	9.12 Forced air warmer

	9.13 Fluid warmer

	9.14 Arterial blood gas

	9.15 Other 

	9.16 Were there any problems with equipment and monitoring?

	Drugs

	Please state which drugs were used for (name, dose, route)

	10.1 Induction 

	10.2 Muscle relaxants

	10.3 Analgesia

	10.4 Maintenance

	10.5 Emergence

	10.6 Recovery room/PACU

	10.7 Drugs used for regional anaesthesia

	10.8 Were there any adverse drug reactions and how were these managed?

	Fluids 

	11.1 Fluid input (type, amount, route)

	11.2 Blood products (type, amount, route)

	11.3 Were there any adverse fluid and blood product reactions?

	11.4 Estimated blood loss (mL)

	11.5 Estimated urine output (mL)

	11.6 Estimated amount (mL) of other losses (e.g. NGT, stoma – please specify)

	Postoperative care

	12.1 Please state where and in what condition the patient went after the surgery (straight to ward, recovery room, high care, ICU, other

	12.2 Was ICU requested?

	12.3 Were there any immediate postoperative complications?

	13. Cardiac arrest (if present during the arrest)

	13.1 Time of arrest

	13.2 Please describe details of the arrest

	13.3 Management of arrest including drugs and doses given

	14. Cause of death

	In your opinion what was the likely cause of the death?

	15. Other

	Please add any other important information relevant to the case:

	16. Demographics of doctor

	16.1 Doctor name, signature, qualifications, contact details

	PHC = primary healthcare; ASA = American Society of Anesthesiologists; IPPV = intermittent positive-pressure ventilation; ECG = electrocardiogram; PACU = post-anaesthesia care unit; NGT = nasogastric tube; ICU = intensive care unit; 


