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1. Introduction

In modern era of biotechnological advancement,
Understanding of anesthesia is changing not only amongst
medical fraternity but even in lay public too. Modern
practise is reliant on technology. In health-care systems
with limited financial and human resources, technology
initially made anaesthesia practicable, safe, and efficient.1

Quality control and assurance is a necessity.
When I look towards the past people were in the

impression that anesthesia means chloroform anesthesia,
than era came when people were under the impression
that one injection means anesthesia. Now understanding
has changed lots, not only medical healthcare but even
lay public knows what is anesthesia, different types of
anesthesia, apart from basic monitoring even advance
monitoring exist. Expected and unexpected complications
can be taken care with all prophylactic measures. Recent
advances in the technology of anesthesia is helping us in
better outcomes. Anesthesia has been deemed a risk-free
area of medicine, and its procedures have been approved.
Workstations, ventilators, advanced monitors, development
of superspecialty with separation from general anaesthesia,
investigations (CT, MRI HRCT, DSA, CATH LABS,
infusion pumps, electroencephalogram (EEG) monitoring,
hemodynamic goals, and fluid resuscitation) have all been
evaluated in specific clinical scenarios, including patient
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populations with a high prevalence of comorbidity (cardiac
surgery2 and transcatheter aortic valve implantation). The
safety of these systems has been thoroughly examined
in larger populations.3,4 Feasibility studies on automated
anaesthetic systems with distinct closed-loops for hypnosis,
analgesia, and fluid management are being done.

2. Discussion

Monitoring has become less obtrusive as technology has
advanced. For some years, cardiac output monitoring
has been commercially available through analysis of
the peripheral artery pressure waveform, which formerly
required invasive catheters and thermodilution. Cerebral
pulse oximetry, which uses a blood pressure cuff put
on the finger, has similarly unlocked rich data with the
potential for meaningful therapeutic benefit, including brain
autoregulation assessment.5,6

This monitoring device not only improves non-invasive
data collecting, but it also enables for in-depth data analysis.
Data from existing monitors of pulse oximetry, continuous
end-tidal CO2, and arterial pressure can be used to derive
hemodynamic variables, similar to the treasure trove of
data that can be extracted from an electrocardiogram
or the measurement of cardiac output via pulse-wave
contour analysis of the radial arterial line.7 The analgesia
nociception index, surgical pleth index, and nociception
level index are a few examples.8,9 Telemedicine is a natural
byproduct of modern videoconferencing technologies in the
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consumer market and their application in the perioperative
surgical home. Anesthesia providers must document their
work as part of their job. Previously, vital signs, hydration
status, and sedation level were sent directly from the
patient to the practitioner through direct observation,
monitors, or the anaesthetic workstation. Technology has
various benefits over medical innovation, including better
results at a lesser cost for more patients. Barriers to
innovation include development costs and regulations. The
price of implementation must account for the expenses of
developing innovative technologies. Patients and society
gain from anesthesiology innovation.

The availability of newer medications, the availability
of more sophisticated monitoring devices, improved
patient awareness, the application of newer medico-
legal legislation, and professional competition have
all demanded the provision of high-quality anaesthetic
services. Quality assurance is defined as a systematic
process for examining and evaluating health-care services
in order to improve practise or treatment quality.10 The goal
of quality assurance is to deliver high-quality anaesthetic
care, with a focus on perioperative patient safety, risk
reduction, and continuous quality improvement via rigorous
self-examination.11 In today’s clinical practise, safety,
effectiveness, and the patient’s overall experience with
the anaesthetic treatment are all important indicators of
anaesthetic quality.12

In recent years, anaesthesia experts have launched
a number of new projects to enhance techniques for
monitoring and reporting the quality of care offered
to patients across the globe. Receiving input from
patients and clinicians is one of the most important
ways to improve the quality of anaesthetic treatments.
Continuous quality measurement attention is necessary,
which may be gauged via effective monitoring and
so contribute to the preservation and advancement of
care standards. Monitoring is required to discover and
appreciate the factors that lead to varying levels of care
quality. An continual endeavour to find and respond
to a wide range of potential outcomes in order to
improve anaesthetic treatment standards. Finally, the
significance of the adjustments made by the anaesthetic
services in question must be evaluated. Identifying
quantitative indicators alone is insufficient to complete
the quality assurance process. To support and improve
quality control standards, data collection techniques should
be thorough, with appropriate feedback. Transparency,
reliability, measurability, development flexibility, and, most
crucially, a scientific platform are all required traits for
quality indicators to be successful. In 1979, the Joint
Commission on Accreditation of Hospitals (JCAH) created
a quality assurance standard with the purpose of focusing all
quality-related activities on problem-solving and combining
them into a comprehensive programme. The basic idea

was that if review efforts were focused on identifying
and correcting problems in patient care, overall quality
of care would improve. The goal of this approach is to
demonstrate an improvement in care or clinical performance
by addressing major patient care concerns.13

Monitoring quality indicators and anaesthesia outcomes
is a complicated and time-consuming process in regular
practise. There are an infinite amount of quality indicators
that have been identified through various literary
observations. One of the systematic research discovered
108 quality markers, the majority of which are expected
to influence the quality of anaesthetic treatments. The
remaining ones might be beneficial for evaluating surgery
and post-operative care.

A great deal has been written and seen in ordinary
anaesthetic practise on hazards and safety concerns.14

The following methods, which may include but are not
limited to, may help to enhance the quality of anaesthetic
treatments.

The appropriateness of the pre-anesthesia evaluation
is the first stage that a physician must accomplish. This
may be assessed by analysing if the medicine being used
is appropriate for the patient’s age or the therapy being
performed. Any adverse event, such as a broken tooth,
the need for re-intubation and difficulties during difficult
airway management, the diagnosis and treatment of cardiac
and other co-morbid disease-related complications, fluid
overload, and many more, may be evaluated. Post-operative
complications such as hypotensive episodes, arrhythmias,
respiratory complications, intake-output ratio, temperature
fluctuations, or the causes of any prolonged stay in the
recovery room can be evaluated to determine the quality of
recovery care both in the recovery room and after patient
discharge. The data gathered during the pre-anesthetic
visit may be used to evaluate the quality of anaesthetic
documentation and record keeping. This includes, but is not
limited to, drug history, systemic sickness history, including
allergies, adverse drug reactions, addiction history, past
anaesthetic experience, current medications, and so on. The
adequacy of anaesthesia treatment documentation will be
assessed both during the surgical procedure and in the
post-operative recovery area. Over the last several decades,
the evidence-based and scientifically driven examination of
various surgeries and anaesthetic techniques has resulted in
substantial advancements in anaesthetic delivery systems. It
has also allowed for a remarkable reduction in anesthetic-
related mortality and morbidity, to the point that death
is no longer considered a credible indicator of excellent
anaesthetic therapy. One of the primary reasons for this
indicator’s omission from anaesthesia quality evaluation
is that fatality is an uncommon occurrence in current
anaesthesia practise and is often attributable to conditions
outside an anesthesiologist’s control.15



166 Sarkar / Indian Journal of Clinical Anaesthesia 2022;9(2):164–168

Quality improvement methods should be considered
and summarised as follows: Reporting of incidents on a
voluntary basis It entails giving health-care professionals
a way to report incidents, and it’s often regarded as a
good way to enhance quality. Reporting incidences that may
jeopardise the safety of patients and health-care personnel is
the foundation for developing policies and programmes to
enhance services.16

3. Multidisciplinary Approach

To improve therapy, an organised programme with a
common aim among multidisciplinary participants inside
the clinical area, across clinical areas, or across several
health-care facilities is required. It involves: Identifying
evidence-based strategies linked to better results Choose
the interventions that will have the greatest influence on
outcomes. Measures to assess the intervention or the results
should be developed and implemented. Calculate your
baseline performance. Engagement, education, execution,
and evaluation are all used to carry out the essential
interventions.

Comprehensive unit based safety program: It is a six-step
approach that focuses on learning from failures and building
culture in critical care units. The steps are as follows:
Measuring the culture of safety: The safety attitudes
questionnaire was used to assess the safety culture among
the employees. Educative material presentation: Lectures
and other instructional tactics are used. Questionnaires
are used to discover patient safety risks. Assigning a
senior executive to be in charge of a specific area: Who
aids in the prioritisation of safety activities, the removal
of impediments to system modifications, the provision
of resources, and the development of connections with
employees? Project implementation: concentrating on two
to three topics Measurement of safety culture should be
done on a regular basis. Daily target sheets, briefings and
debriefings, and checklists are all included.

As a patient, the occurrences of pain, nausea, and
vomiting, as well as the overall experience throughout the
recovery period after surgical treatment, are all connected
to the quality of anaesthesia. To evaluate such traits and
attributes, the principal examiner must employ evidence-
based assistance in the form of objective scales and
subjective judgments assessed on numerous dimensions.17

Several attempts have been made throughout history
to quantify post-operative patient satisfaction; several
questionnaires have been devised and validated by the
relevant researchers during the course of these scientific
inquiries.18–24 Myles et al. created a nine-point scale
that includes features from a broader 40-item exam, such
as overall well-being, social support, understanding of
instructions, respiratory function, bowel function, nausea
and pain, and many more.25 Post-operative nausea and
vomiting, as well as post-operative pain, are the two most

important elements in determining the quality of recovery
throughout the post-operative period. Numerous studies
have mentioned numerous ways for reducing nausea and
vomiting in post-operative day care settings as well as
after hospital release.26 However, scientific reliability and
validity can be proven only when a large number of
patients have been evaluated, since these side effects have
a considerable negative influence on patient satisfaction.27

Furthermore, the anaesthetic drugs’ and procedures’ balance
of analgesic and antiemetic effects, patient characteristics,
and the kind and duration of the surgical operation all
contribute to and impact these undesirable outcomes. A
variety of pain assessment tools are available in the post-
anesthesia care unit, including the visual analogue scale,
numerical rating scale, verbal rating scale, and behavioural
scale.28 Post-operative pain reduction has been extensively
explored over the last two decades, resulting in the creation
of innovative, more effective methods and ways to reduce
it. The fact that many pain treatment organisations have
cropped up all over the globe in the last two decades
demonstrates the necessity to tackle this perioperative and
post-operative hazard. These organisations and groups are
working relentlessly to improve our knowledge of the
pathophysiologic foundation of pain as well as treatment
options in the most basic of ways.

Quality indicators include data and statistics that may be
used to identify disparities in the quality of care provided.
These distinctions and data must be converted into a helpful
tool for future anaesthetic care quality improvement.29

When there is no feedback, the quality of a monitoring
system linked to quality control cannot be enhanced beyond
a certain point. In most circumstances, offering feedback has
a minor to moderate influence on professional practice.30

Improvement attempts and measures that do not contain
feedback reports in their domain are frequently less effective
than those that do, regardless of whether or not an
implementation plan is included.31,32 Certain obstructions,
such as a lack of trust in data quality, a lack of intensity
in feedback, and a lack of desire, may hinder feedback-
accessible information. These factors, which include, but are
not limited to, proper timeliness, information dissemination,
trust in data quality, and a confidential or non-judgmental
tone, are all crucial to the efficacy of a feedback system.33

Simple information distribution is seldom successful in
changing organisational behaviour, particularly in the high-
stress environments of operating rooms and critical care
units. Rather than simple passive treatments, the quality
of anaesthetic care may be enhanced by implementing
comprehensive interventions that may include educational
components. However, vigilance should be maintained
in identifying and removing impediments to quality
improvement, such as ignorance, a lack of accurate data,
a lack of supporting local administration, and a lack of
hospital resources.
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Once the underlying cause of a problem has been
identified by those in charge of taking corrective action,
remedial actions must be carried out. Changes to
departmental policies and procedures, service programmes,
staff, systems, or equipment should be introduced as
required. These metrics may also help in assessing each
employee’s performance.

Attention should be paid to the concerns that have
been identified and addressed in order to guarantee that
they are permanently corrected or reduced in order to
achieve effective and continuous quality improvement in
anaesthetic services. As one of the most essential indicators
of anaesthetic therapy, follow-up and monitoring of the
worried issue is vital to avoiding recurrence of the problem.

This constant practise of monitoring and problem-
solving is the foundation of a hospital quality assurance
programme. As a result, enthusiastic and effective efforts
should be made to assist each clinical support service, with
the outcome of enhanced patient care possible if relevant
information is conveyed and acted upon among other
hospital-wide or medical staff activities. There is a growing
need to encourage coworkers, since this may be quite
beneficial in bringing about organisational transformation.
An in-depth examination of motivating variables in the
healthcare business may also aid in the implementation of
qualitative improvements in anesthesiology practise.34

Disclosure to Patients and Relatives: Any unpleasant
perioperative episode that may have happened during the
administration of anaesthesia and which may result in
problems, either immediately or later, or which may cause
excessive anguish to the patient should be reported to the
patient’s family. As society moves toward global social,
technological, and clinical developments, the notions of
quality assurance and quality control are fast gaining favour
in surgical sciences. Quality indicators will be used to
monitor anaesthetic services in the future, and perioperative
outcomes will be determined by them.

Instructions for use Induction drugs, intravenous fluids,
or colloids vs crystalloids in the OR, Neuromuscular
Blocking Agents, Opioids and Benzodiazepines, and
inhalation anaesthetics should all be evaluated and
reported to the Department of Anesthesiology. Appropriate
anaesthetic practise and implementation of evidence-based
practise in anaesthesia is an appeal for improved training.

The job of the anesthesiologist is often misunderstood
by patients. Uncertainty about his or her role is a matter
for worry. In industrialised nations, studies have looked at
patients’ perceptions of the perioperative environment and
how it influences anaesthetic service quality, particularly
non-technical factors. There is a severe lack of physician
anesthesiologists in our nations, hence non-physician
anesthesiologists are utilised instead. When the face mask
is withdrawn or the needle is taken from the patient’s vein,
the anesthesiologist’s work is not done. He is on the lookout
for anaesthetic difficulties such as nausea, atelectasis, and

pain, and he may utilise the rapport he established with the
patient before to surgery to assist the patient relax about
future anaesthetics. Surgeons have trust in anesthesiologists
as a result of this practise. Even in cases of Res Ipsa
Loquitur, it is difficult to demonstrate anesthesiologists’
negligence with this approach. There are deficiencies in
anesthesiologists’ abilities, gaps in duties, and maybe flaws
in the anesthesiologists’ training programme. Assessments
of communication skills should be included in residency
training programmes since excellent physician–patient
communication (verbal and nonverbal) influences aspects
such as patient satisfaction, patient compliance, and medical
outcome.

4. Conclusion

To conclude I would like to say understanding of anaesthesia
is much better in todays world. Anaesthesia is safe in
all aspects amongst anaesthesiologist. Present scenario is
having better impression about anaesthesia.
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