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الأسباب الموجبة
وضع نواة للظروف والشروط الأساسية التي من المفترض تحقيقها لإعطاء التخدير بكافة أنواعه وفي كل الأماكن المحتملة او اي تدخل لفريق التخدير حيث تم مراعاة ما متوفر حاليا في معظم المستشفيات من تجهيزات ومستوى تدريب ، على أن يصار إلى مراجعتها بشكل دوري لتطويرها ولإضافة معايير متقدمة فيما بعد لتكون بالتدريج موازية لشروط العمل في دول العالم المتقدم . 
Definition of Anesthesiology
Is a medical discipline specializing in management and support of vital body systems under the stress of anesthetic ( including deep sedation and regional anesthesia ) , surgical manipulation and certain other medical procedures . This involves preoperative, intraoperative and postoperative evaluation and treatment of these patients. 
General anesthesia is a state of induced, reversible loss of consciousness, during which the patient will be unaware of their surroundings and of painful stimuli. Regional and local anesthesia are states in which parts of the body are rendered insensible to painful stimuli , these states may be accompanied by sedation which alters the patient’s level of consciousness

Anesthetist tasks
Anesthetist shall physically be in situation that any change in patient parameters whether clinically , monitoring devices  or anesthesia machine function can be detected and dealt with immediately .
This attendance includes general anesthesia , regional anesthesia and any kind of anesthesia or sedation outside operation theaters .
Anesthetist may be obligated to leave the patient for brief period in very special circumstances. In such cases , a personnel who is qualified in anesthesia and resuscitation must attend the patient . These special cases should be scientifically and legally justified .
This task ends when patient discharged from recovery room to general ward  or after a proper  "hands off " to intensive care unit with clear reception notes and giving clear commands   .
Anesthesia Assistant
A qualified assistant  is mandatory in every situation where anesthesia or sedation is administered. This also includes ICU and rapid response team .
Anesthesia assistant shall be aware of essential use of anesthesia drugs , resuscitation drugs , airway management and resuscitation skills.
When a new resident is named " qualified "  ? 
1. After a training period in essential anesthesia types and conditions. 
2. Adequate training in airway management and resuscitation measures . 
3. Should be aware of the use and doses of anesthesia drugs and resuscitation drugs and their side effects 
4. Some theory about anesthesia and internal medicine 
5. At least two qualified anesthetists shall ascertain that he/she is qualified 
Monitoring  
· Basic monitoring ; essential in any kind and level of anesthesia , in or outside operating theater , although , in emergency circumstances , appropriate life support measures take precedence: 
1. Oximeter 
2. ECG monitor
3. NIBP
4. Physical signs observation by anesthetist including chest excursion ,reservoir breathing bag ,auscultation of breath sounds ,pulse and color.
5. Capnography 
· Highly recommended/Encouraged measures :
1. Alarm systems of monitors and anesthesia machine 
2. Temperature ; skin or esophageal
3. Airway pressure , O2 concentration and spirometric readings 
 
Preoperative assessment   
· All patients must undergo appropriate preoperative assessment preferably one day before surgery 
· There is no routine investigations but they are ordered according to medical history ,examination , age and the expectation of degree of tissue manipulation ,fluid shift and blood loss during the procedure. 
· To decide the need for blood products preparation 
· May need to obtain consultation from other specialties like physicians to share opinion about patient conditions , expected complications and probably the need for preoperative medical optimization according to surgical plan
Anesthetist Role in Deciding Operation List Priorities 
Patients with emergent, urgent, or immediate needs are given priority for assessment and treatment. Anesthetist is involved in selecting this priority. 
Positioning
It is done by surgical team and it is the responsibility of anesthetist to ensure avoidance of injuries related to nerves , eyes ,nose ,skin ,genitalia..etc . And avoidance of arterial or venous compression or affecting cardiovascular or pulmonary function. 
Perioperative follow up chart  
Anesthetic records shall contain the minimum recommended dataset ,including : 
1. Medical history , examination and investigations 
2. Last meal and premedication
3. Type of anesthesia and agent doses/concentration used
4. NIBP ,SpO2 ,HR at least every 5 minutes 
5. Amount and type of fluid loss and replacement
6. Any significant event and its management 
7. Postoperative physical status and orders  
8. Surgical plan in brief   
Checking list

All essential equipments and devices shall be checked before conduction of all kinds and levels of anesthesia , these include :
· Basics ; presence and proper working of :
1. Monitors
2. Reliable source of suction , and manual sucker 
3. Airway management equipments including laryngeal mask airway( classic and intubating LMA ),stylet , oral and nasal airways , laryngoscopes of different kinds and sizes , different sizes of tracheal tubes , emergency cricothyrotomy kit , self inflating bag ,gum elastic boogie ..etc
4. A rliable oxygen supply and a backup source
5. All kinds of anesthesia drugs , even in regional anesthesia 
6. Resuscitation cart is at hand and all equipments ,fluids and drugs are available 
7. Defibrillator 
8. Anesthesia machine : vaporizer , ventilator ,spirometer and circuits 
· Strongly encouraged devices to be available : 
1. Warming device 
2. Pneumatic compression device or other measure for DVT prophylaxis 
3. Fluid warmer 
4. Syringe pumps
5. Difficult intubation cart that also includes fibroptic intubating bronchoscope/laryngoscopes
6. operating table that can be tilted rapidly
7. Scavenging systems  
8. Central venous set
PACU     Post Anesthesia Care Unit
All drugs, fluids and equipment (including a defibrillator) required for resuscitation and management of anesthetic and surgical complications shall be immediately available in every recovery area
Minimal criteria for discharge to general ward :
1. SpO2> 92% , respiratory rate <30/min. , no hypo ventilation ,no use of accessory muscles , CO2 if available (capnography or arterial level ) < 45 mmHg 
2. cardiovascular .... Heart rate not <120 and  >50 / min. , Bp systole > 90 and < 180 mmHg ,no significant dysrhythmias  
3. motor power ...  In neonate (lift lower limbs ) , in adult ; can lift head in supine position for 5 seconds , no evidence of residual relaxant action ( such as difficulty in breathing , paradoxical movement of chest and abdomen , purposeless movements of limbs)
4. consciousness .... Ideally discharge patient with full orientation but at least can maintain an intact airway and obeys commands with verbal stimulation ( without painful stimuli) 
Adequate provision shall be made for a member of the anaesthetic team to visit the following groups of patients within 24 hours following their operation: 
■those graded as (ASA) Physical Status 3, 4 
■those receiving epidural analgesia in a general ward 
■those discharged from recovery with invasive monitoring in situ 
■those for whom a request is made by other medical, nursing or other clinical colleagues
Transfer
Providing safe invironment including avoiding hypothermia and injury ( trauma or patient fall) is extended to be the responsibility of anesthesia team from operating theater through recovery room till a safe hands over to qualified nurse or sending to ICU 
Transferring a patient out of recovery unit with expected airway or ventilatory difficulty or cardiovascular instability shall be under the responsibility of anesthesia team ( anesthetist or well qualified anesthesia assistant  ) 
There must be an effective mechanisms for the ‘hand-over’ both of the care of individual patients, and of overall services, providing continuity of care.
Where inter-hospital transfer is required, an anesthesia team member and all the mentioned equipments and devices in operating theater except anesthesia machine are essential . Equipments may be put in compact bag to be used as mobile way of resuscitation , this bag can also be used by " rapid response team " . 
Anesthetic  Support Outside the Operating Theater. 
This list is not exclusive but the commonest areas are: 
▼the radiology department  (CT and MRI).   
▼the emergency department for critically ill  patients and the coronary care unit for cardio version  
▼the psychiatric unit for ECT
▼acute and chronic pain management 
▼the cardiac catheter laboratory for haemodynamically unstable patients undergoing percutaneous coronary intervention, and children undergoing investigation and treatment 
▼the endoscopy unit for sedation  
▼the intensive care unit 
▼inter- and intra-hospital transport of critically ill patients
Surgical Risk Factors Affecting Decisions of Anesthesia and may require ICU postoperatively 
1. Emergency 
2. major operations that involve massive tissue manipulation and/or fluid shift or blood loss (more than 750ml) .
3. Extremes of age .
4. Operations involve chest , abdomen ( especially upper abdomen ) , cranium or deep neck structures .
5. Vascular surgery
6. Morbid obesity
Length of operation alone is not a major risk 
Postponement
· Postponement depends on surgeon ,patient and anesthetist .
· It may mean correction of variables within hours or so , or take more time after discussion with surgeon and patient to decide urgency or may need opinion of a physician ( in some cases needed for medico legal point of view ) 
· Postponement is supposed to be decided before day of operation unless there are unusual circumstance .
· Availability of adequate monitoring devices , ICU bed , trained assistant and other essential parameters may be included in anesthetist's decision .
Infection control
All instruments used for airway management ( LMAs, laryngoscopes, fibrotic devices, stylets, ambubag ,forceps, or other airway devices) shall be properly cleaned using standard methods for decontamination and high-level disinfection after each patient use and stored in a clean environment. Sterility is not required .
Rationale: The mouth (where such instruments pass on their way to the trachea) is not a sterile environment. However, cleanliness and prevention of contamination from patient to patient is essential and consistent with patient safety.
Patient rights
· All patients shall be allowed to participate in decisions about their care, and given an opportunity to make choices where appropriate. This includes time of operation and type of anesthesia. 
· All probable perioperative complications should be explained and preferred to be written 
· In case patient is not responsible ( child or mentally unfit ) , the agreement or refusal are taken from a responsible adult
· In case a responsible adulte is not present or have no adequate orientation or responsibility , there shall be a committee of three doctors ( may include surgeon , physician and hospital director ) 
· Pain control is preferably started pre or intraoperatively by anesthetist .
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