
HUMAN ERROR IN ANAESTHESIA:
WHO'S FAULT IS IT ANYWAY?

STATUS QUO IN ANAESTHESIA

CAUSES OF HUMAN ERROR IN ANAESTHESIA

Organization and framework

Workplace and environment

Distractions galore

Alarm fatigue

Unanticipated problems and exertion

Sleep deprivation

Situational awareness

Ventilation and equipment

CLINICAL OUTCOME IMPACT

2 % of admitted patients experience a preventable 
adverse drug event resulting in ... 

increased 
hospital costs 
per admission

$2.8 million per
year for a 700-bed
teaching hospital

total annual costs
of about $2 billion
per year

500,000 different drugs injected by an anaesthesiologist 
during his or her professional life. It is statistically likely that some 
form of error will occur sooner or later

Errors in anaesthesia have many causes and the consequences 
for patients and practitioners can be devastating

Mortality in anaesthesia! • There are regional differences 
in the mortality associated with 
anaesthesia. A study from Taiwan 
found a rate of 11.9 deaths per 
100,000 cases which is about 
tenfold higher than in the US, 
Japan and the UK.

• 2 deaths per 10,000 anaesthetics 
administered was the mortality rate in 
the early 1980s.

• 1 death per 200,000 to 300,000 
cases is the mortality rate that can be 
observed today in developed countries 
such as the UK and Australia.

of critical 
incidents in 
anaesthesia 
involve human 
error

• The factors leading to human error 
are manifold however:

of physicians in the United 
States face malpractive 
claims during their career

The cost of medical liability 
in the U.S. approaches 
$60 billion a year

Tighter health care budgets lead to 
• understaffing 
• increased workload
• numerous other issues

$4,700

• Performance of several demanding tasks simultaneously and under time pressure
• Complex workplace requiring anaesthetists to keep an overview over multiple
   data streams

3,577 potentially
distracting events during

32 surgical operations

1 distracting event 
every 4 minutes

18%
of surgeries involve unanticipated 
problems that require intervention 
by the anaesthetists

3 to 5% 
of procedures are 
complicated by serious 
unplanned events

45% 
of these events occur 
during the maintenance 
phase of anaesthesia

• Sleep deprivation leads to higher daytime sleepiness, poorer attention and 
   concentration, longer response latency and more errors
• Performance test results after 17-19 hours without sleep are similar or worse than 
   those seen under a blood alcohol concentration of 0.05%

of critical incidents in 
anaesthesia involve 
situational awareness errors

In these cases individuals had not 
perceived relevant information and 
consequently made wrong decisions

of 196 cases of inadequate 
ventilation were at least partially 
caused by substandard care, 
according to a U.S. claims study

Learn more about how we can support
you reducing the incidence of human error.

For more information on this topic, 
download our free whitepaper.

of patient injuries related to 
gas delivery involved provider 
error, according to a study of 
9,800 such injuries

THE 2ND VICTIM
THE IMPACT ON HEALTH CARE PROVIDERS

When discussing human error in medicine, the focus is usually 
on patient outcome. However, the impact that errors have 
on the health care providers themselves should not 
be overlooked. While physicians might feel guilt, anxiety 
and depression after medical errors, it is also worth noting 
that the “pervasive culture of perfectionism and 
individual blame in medicine plays a considerable 
role toward these negative effects.”

- equipment design

In many, if not most cases, the culpability lies in the anaesthetist’s environment. 
The root causes for human error are often systemic and therefor harder to identify, 
address and change.

- inedequate experience
- insufficient familiarity with 
  equipment/procedures
- inadequate communication
- haste/lack of precaution
- distraction

Just how common are human errors in anaesthesia? A report by psychologist Dr. 
James Reason rates the involvement of human error at 70 to 80% of anaesthetic 
incidents and accidents. While reports suggest that it is mainly the anaesthetist 
himself/herself who is responsible for errors, more recent studies have thrown up a 
wealth of data showing that:

!

„To err is human,
to forgive divine“

Alexander Pope,
An essay on Critcism

1711

“Break the silence that has 
surrounded medical errors and 
their consequence – but not 
by pointing fingers at caring 

health care professionals who 
make honest mistakes.”

US Institute of Medicine Committee on 
Quality of Health Care in America

Numerous studies have tried 
to raise awareness of the 
issue of medical errors, 

which are one of the leading 
causes of death in many 

developed countries.

1999 Today

The human factor 

82%

FINANCIAL IMPACT

Difficult framework for anaesthetists
to always do the right thing

of critical perioperative incidents are caused by human error 
(according to a study covering 1,188 procedures)

Leading causes of death in the U.S.

85% 90% 

81.5% 

=

!

1.2 alarms
per minute

of alarms have no
therapeutic consequences80% BUT

611,000

22.5%

565,000 251,000 149,000 41,000
Heart disease Cancer Medical error COPD Suicide

75% to
 99% 


