
Critical Incidents in Pain: How Safe is our Practice? 
Background 
Perioperative pain management at a district general hospital which also houses a tertiary 
colorectal service is incredibly complex, with patients regularly receiving advanced forms of 
analgesia including epidurals and PCA opioids. With these various analgesic techniques 
come major complications, including the risk of paralysis and death, which have been 
identified in the 3rd National Audit Project.1 In order to prevent cases of harm resulting from 
analgesia, British Pain Society best practice guidelines recommend regular monitoring of 
complications and analysis of critical incidents.2   
 
Aim and Objectives 
To analyse critical incidents over a one year period relating to perioperative pain 
management at a busy district general hospital. This will help to establish how safe pain 
management is at this institution and identify areas for targeted improvement which could 
reduce the number of future critical incidents.   
 
Methods 
All critical incidents logged in 2016 were collected, and those which were found to relate to 
perioperative pain management were included in this study for a retrospective analysis. The 
critical incidents were characterised into different groups based on the specific clinical 
details recorded at the time.  
 
Main results 
There were 34 critical incidents relating to pain management in 2016. Of these critical 
incidents, 1 was judged to have resulted in moderate harm to a patient, and 8 were judged 
to have been “near misses”. All other cases resulted in no harm to patients. There were no 
deaths associated with any of the critical incidents.  
 
Patients with a critical incident relating to epidural analgesia accounted for 14 cases (41%). 
Of these 14 cases, 11 cases were related to inadequate monitoring of patients receiving 
epidural analgesia, 1 case was due to inadequate management of complications relating to 
epidural analgesia, 1 case was due to inappropriate timing of anticoagulation and 1 case was 
a result of a medication error through an epidural resulting in a brief cardiac arrest. 
 
There were 5 (14.7%) critical incidents pertaining to PCA management. Two of these cases 
resulted in near misses, with patients at risk of receiving dangerous doses of opioid 
medication secondary to prescribing errors. The remaining 3 cases resulted in no harm, and 
were caused by a combination of patient monitoring errors and lack of knowledge about the 
PCA policy by ward staff.  
 
The remaining 15 (44%) critical incidents were due to a variety of different errors and are 
summarised in table one. 
 



 
 
 
 
Conclusions 
This study shows that the single largest group of critical incidents at this institution relating 
to perioperative analgesia were related to epidural management. This was followed by PCA 
management. Targeted teaching and training tailored specifically to these analgesic 
techniques to ward staff members could result in fewer future critical incidents.  
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