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Postoperative compli- 
cations: factors of 
significance to 
anaesthetic practice 

In an attempt to define what factors" are important to the 
development of postanaesthetic complications, the data from a 
rune.year prospective study of anaesthetic practice in a large 
tertiary care institution were evaluated. A model of anaesthetic 
morbidly" dependent upon factors of (1) patient iltness, (2) 

surgical practice. (3) anaesthetic technique and physician 
experience, and (4) duration of anaesthesia wos developed. 

Postoperative anaesthetic morbidity was defined as any anaes- 

thetic-related compliction which, in the OpOlion of the fotlow-ul~ 
nurse, was associated with prolonged hospitalization or docu- 

mented compromise of the patient. 
Using a multiple logistic regression, ASA physical status was 

a riskfactorforpostoperattve complications (odds ratio = 1.95) 

but the number of preoperative conditions and age were not. The 

type of surglcat procedure, classified by Mte or by degree of 

trauma, did not influence postanaesthetic complication rates. 
The duration of anaeslhetic exposure was an important determi- 
nant of risk (odds ratio = 2..53), with complications increasing 
with the length of anaesthetic time. As to factors under cotrol of 
the anaesthetist lhose patients experiencing operating room 
complications (odds ratio = 3.36) or those receiving pure spinal 
(odds ratio = 5.53) or narcotic techniques (odds ratio = 2.14) 
had higher risks of postoperative complications. Finally. it 
would appear that the greater the experience of the anaesthetist 
the less the risk of postoperative problems (odds ratio - 0,52). 
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The practice of anaesthesia has changed significantly in 
recent years, with concommitant reductions in anaes- 
thetic-related mortality. A recent review of studies of 
anaesthetic death rates suggests current mortality rate to 
be approximately 1:10,000 administered anaesthetics. 
While this low incidence appears to be acceptable, 
extrapolation to the number of anaesthetics given yearly 
suggests approximately 2000 patients will die annually 
due to anaesthetic complications in the U.S.A. alone. 2 
Clearly, factors relating to anaesthetic mortalily need 
continued study on both a local and national basis. 

Quality assurance of the discipline demands that the 
more frequent problem, anaesthetic-related morbidity, be 

similarly studied. Unfortunately, there are few studies of 
nonfatal c~mplications in trio modem literature, Most 
recent articlez 3 are confined to consideration of those 
instances where medical liability occurred, and hence 
cannot give information as to the incidence of complica- 
tions or the factors surrounding the problem. A recent 
study of morbidity related to anaesthesia practice in 
France'* was enlightening, but plagued by i~complete data 
collection. 

Utilizing a previously described 5 anaesthetic follow-up 
system, we recently reported the results of a nine-year 
survey of nonfatal anaesthetic complications in a large 
teaehin~ hospital.6 That study suggested at least 17.5 per 
cent of patients experienced some anaesthetic compli- 
cation, with 0.45 per cent of patients suffering significant 
morbidity from the anaesthetic exposure. The present 
paper examines further the latter, the non-fatal postopera- 
tive complications attributed to anaesthesia, and analyzes 
factors associated with their occurrence. 

Methods: 
The anaesthetic follow-up program used to generate the 
database has been described earlier, s'~ In brief, for ever), 
adult patient anaesthetised at the Health Sciences Centre 
(obstetrical cases excluded) a record was made by the 
anaesthetist of the ASA classification of the patient's 
physical status, preoperative risk factors by organ system, 
and surgical procedure by site. The record contained 
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information as to the anaesthetic technique used, drugs 
administered, monitors employed, complications en- 
countered, and duration of the anaesthetic exposure. 
Recovery room complications were recorded on the same 
form by the recovery room nurse. 

Most patients were seen the day following surgery 
and/or had their charts reviewed by a nurse specifically 
trained to recognize anaesthetic complications; the same 
individual performed the task throughout the study 
period. Using definitions developed for each complica- 
tion, the presence or absence of anaesthetic-related 
complications was documented. The criteria for diagnosis 
varied for each complication sought, but remained con- 
stant over the years. Major complications considered 
herein were defined as those associated with documented 
morbidity or prolonged hospitalization, in contrast to 
other complications classified as merely discomfort or 
inconvenience. Before entry into the computerized data 
file, a final review was done by the responsible anaesthe- 
tist and the anaesthetic nurse to ensure accuracy and 
completeness. 

Both as a validity check and to add additional demo- 
graphic information about the patients, the anaesthesia 
database was snccesshdly computer-llnked to that of 
Manitoba's universal health insurance plan. This insur- 
ance plan with no premiums, hospital user limitations or 
deductibles thus accurately records all hospital utilization 
by residents of the province. The successful linkage 
between the two databases ensured that all anaesthetic 
encounters at this hospital were included in the study. 

In the period of study (1975-1983) a total of 112,721 
anaesthetics were administered. Fifty-five per cent of the 
cases (62,999) were seen postoperatively by the anaes- 
thetic nurse; those not seen were either day-surgery or 
short-stay patients discharged before review and assumed 
not to have sustained any postoperative complications. A 
complete description of the ASA physical status rating of 
the patients, the anaesthetic and surgical services ren- 
dered, and the complications which occurred has been 
published earlier, s The present report elaborates on those 
cases demonstrating major postanaesthetic complications 
found upon review by the nurse. 

In an effort to delineate which preoperative medical 
conditions were associated with anaesthetic complications, 
we determined the rate of intraoper~tive, recovery room, 
or postoperative complications, in patients with or with- 
out a given preoperative illness. On the anaesthetic form 
quantitation of the severity of either the preoperative 
illness or the complication identified was not possible; 
only its presence or absence was recorded. The duration 
of the anaesthetic exposure was similarly examined in 
relationship to the frequency of postoperative complica- 
tions. Finally, the data were analysed as to whether patients 

with intraoperative complications subsequently suffered 
major postoperative morbidity. 

The data are expressd as risk ratios; for example, the 
rate of complications in those having a preoperative ill- 
ness is divided by the rate of complications in those not 

having the same preoperative itiness. Statistical signifi- 
cance of these risk ratios was calculated according to the 
method of Kahn. 7 

A two-stage process was used to determine potential 
risk factors for postoperative complications. First, uni- 
variate analysis was used to test the significance of each 
independent variable with regard to the dependent vari- 
able of interest using the chi-square test. Independent 
variables included: (a) variables related to the anaesthetist 
(the number of procedures performed per year, the 
number of years as an anaesthetist at the study hospital), 
(b) the anaesthetic procedure (number of drugs used, 
inhalation, narcotic or spinal anaesthesia, number of 
monitors used), (c) the surgical procedure (major versus 
minor surgery, length of anaesthesia), and (d) patient 
characteistics (age, sex, number of preoperative medical 
conditions and ASA physical status score). 

Second, forward stepwise multiple logistic regression 
was then used to separate the relative roles of the risk 
factors to mmesthetic morbidity. In this statistical model 
each variable is examined while controlling for all other 
possible confounding variables. For example, the relative 
odds of having a postoperative complication can be 
determined for patients rated ASA II1-V as compared to 
patients rated ASA I-1I who are having the same surgery, 
are of the same age and sex, and are having the same 
anaesthetic by an anaesthetist of the same experience. 
Since various categorization of the variables did not affect 
the final outcome, dummy variables were used to facilitate 
interpretation. Odds ratios and 95 per cent confidence 
limits were then determined and statistical significance 
was accepted at the p -< 0.05 level. 

Results 
The mlafionship of preexisting medical illness to opera- 
five anaesthetic complications is presented in Table I. It 
can be seen that generally the rate of complications is 
higher for those patients with preoperative conditions 
as compared to those without preexisting illness. For 
example, the rate of intraoperative complications was 2. I 
thrtes higher in patients with a previous myocardial 
infarction (M1) as compared to patients who did not have a 
myocardial infarction (p < 0.05). Complications also 
tended to occur in the same system as was involved in the 
preoperative illness. Using the same example, patients 
with a previous MI were much more likely to have 
intraoperative complications such as arrhythmias (risk 
ratio = 2.3), hypotension (risk ratio = 3.1), or hyperten- 
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TABLE I Preoperative risk factors vs operative or postoperative complications (risk ratios)* 

Preoperative conditiont 

Complication M! Other CVS Bespirmory Renal Obesity Drag Metabolic 

Intraogerative 
A~ w 2.1~ 2.15 1.7:[: t.4:~ 1.3:[: 1.75 1.5, 
Arrythmia 2.3r 2.0:~ 1.4:~ 1.25 1.2 1.45 1.2, 
Itypotension 3.15 3.55 2.4-5 2.4:~ 1.4:~ 2. I * 2.3:~ 
Hypertension 3 45 4.8~ 2.1~ t.5.~ I 7:[: 2.3* 1.7, 
Respiratory I.O 0.9 2.9* 0.7 1.8, 1. I 0.9 
Drug 1.2 0.7 1.2 0.6 0.6 1.0 1.9, 
Cardiac arrest 2.7:1: 3.5~ 1.8 10.4:~ 1.9:~ 1.2 3.0* 

Recovery room 
Any 2.0~ 2.15; 1.4:~ L9~: 1.4, 1.7, 1.6, 
Arrythmia 4.g~ 4.6.~ 2. i.[. 2 I~: 18:~ 2.5.~ 2.1r 
Hypotension l .d:[: 1.3, 0.9 l.O~t 1.35 1.3:~ 1.35 
Hypertension 2.4:[: 3.8:~ 1.4, 2.5r 1.9:L 2.3* 1.2 
Respiratory 1.5 2.05 2.45 2.4~t 2.1:~ 2.3* 1.85 
Drug 1.3 1.8 1.0 4.5:[: 1.8 1.8 2.0 
Cardiac arneat 3.2~ 3.5, I.~. 3 5:[: 0 4  1 6 1.7 

PoMoperativr 
Any ].1 1.2~t 0.8:~ 0.9 1.3:]: 1,0 1.0 
Major 2.7* 2.8:~ 1.55 2.3, 1.1 1,6:~ 2.35 
Myocardial infarction 10.3, 5.5:~ 3.15 3.0, 0.6 2.7:[: 2.6:~ 
Other cardiovascular 4.6~ 3.6 1.75 1.4 1.4 2,5:[: 1.8:[: 
Respiratory (I.7 1.0 9.55 - -  2.4* 1.6 2.8* 

*Ratio ef complication rate in 
tMissing dalla indicates a rate 
itp - 0.05. 

patients with a given condition divided by the complication rate in patients without the condition. 
of zero in one group. 

sion (risk ratio = 3.4). They were 2 .0  t imes as likely to 
have a recovery room complication and 4..8 t imes more 
likely to have an arrhythmia in the recovery room. They 
were nearly three t imes more  likely to have  a major  
postoperative complication,  especially one refetrable to 
the cardiovascular system (risk ratio = 4.6) or  a postoper- 
ative myocardial  infarction (risk ratio = 10.3). 

Similarly, patients with preoperat ive respiratory condi- 
tions were more likely to have  an intraoperativc (risk ratio 
= 1.7), recovery room (risk ratio = 1.4) or  postoperative 
major complication (risk ratio = 1.5). They were also at 
risk for higher rates o f  cardiovascular  complications,  but 
to a lesser degree than for respiratory related conditions. 
Patients with other preoperative illness including renal. 
drug and metabolic disease also had elevated risks for any 
intraoperative and recovery  room complication.  Renal 
patients were particularly at high risk for cardiovascular  
complications such as intraoperative cardiac arrest (risk 
ratio = 10.4) or  postoperative myocardial  infarction (risk 
ratio : 3.0). Patients deemed obese by the anaesthetists 
demonstrated a slightly higher  rate of  complications,  
especially respiratory related, dar ing the intraoperative 
period (risk ratio - 1.8), recovery room (risk ratio = 2.1) 

and postoperative (risk ratio = 2.4). h should be noted 
that many patients had more  than one preoperative 
medical condition which m a y  explain the increased risk of  
intraoperative, recovery room and postoperative compli-  
cations which were  not specific to the organ system 
identified preoperatively as a problem. 

There was a striking increase in anaesthetic complica- 
tions with an increased anaesthetic t ime (Table ll). 

TABLE II Anaesthetic time vs anaesthetic complications 

Intvaoperalive Recovery room 
complications complit~tiona 

Major 
postoperative 
c'ompticatiotls 

Length of 
anaeatheaia (% patlent~) (% patient# (% patients) 

0-29 minutes 
N = 9,356 2.28 1.64 0.13 

30-59 minutes 
N - 33,737 6.15 3.01 0.10 

60-119 minutes 
N= 19.952 8.92 3.53 017 

120+ minutes 
N -  49.676 13.48 7.17 0.39 
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including those which occurred intraoperatively, in the 
recovery room, and detected during postoperative follow- 
up of patients. The relationship was most marked with 

regard to major postoperative complications, where pro- 
cedurcs with more than 120 minutes of anaesthetic time 
were associated with a doubling of the complication rate. 

In order to determine if the occurrence of an intraopera- 
live complication is a risk factor for subsequent mor- 
bidity, the rate of subsequent complications was deter- 
mined. The results are presente d in Table IIl. Overall, 
there is a significant increase (risk ratio = 3.5) in patient 
morbidily in the wake of intraoperative problems. The 
effect is of most concern for relatively healthy patients 
(ASA I and [I) undergoing emergency surgery (risk ratio 
= 6.5). 

While preoperative medical conditions and length of 
anaesthesia were related to the occurrence of operative- 
related complications, several other factors such as age, 
ASA status, type of surgery and experience of the anaes- 
thetist complicate these associations. In order to assess the 
relative contribution of these variables to postoperative 
outcomes, multiple logistic regression analysis was used. 
Results are presented in Table IV. 

After controlling for other factors, lengthy anaesthesia 
was still statistically associated with the risk of having a 
postoperative major complication, with procedures of 
more than 120 minutes, being 2.53 times more likely to 
have a complication. It is of interest that patient factors 
such as age and number of preoperative conditions did not 
have a bearing on postoperative morbidity after control- 
ling for physical status. Similarly major surgery did not 
prove to be a significant factor. The occurrence of an 

TABLE IV Risk factors for major postoperative complications 
(logistic regression results) 

Relauve (95% confide;tee 
odds limits) 

Anaesthetic time (minutes) 
120+/60 2+53 (I 5 5 ,  4.14)* 

60-120160 1.67 (0.93, 3.00) 

Patient faclors 
ASA ]I[-V/ASA I-II 1.95 (l +34, 2.85)*' 
Sex maLes/females 1.60 (l~ 14, 2.22)t 
Age >50/<50 1.22 (0+75, 1.95) 
Number of preeperative conditions 0.99 (0.72, 1.38) 

Surgical factors 
]vlujur/rninor p+o~edur~n 0.89 (0.60, 1.25) 

Anaesthetic factors 
Spinal/inhalation 5.53 (3.00, 10.15)$ 
Narcotic/inhalation 2.14 (I .49, 3.08)$ 
i'4umber of drugs 0.93 ((3.60, 1.46) 
Number of monitors 1.15 (0.88, 1.30) 

Previous intraoperative 
Complications yes/no 3.36 (2+39, 4 70):~ 

Experience of the anaesthetist 
(>600+ eases/3,'r for 8+ years) 0.52 (0.38.0.70):~ 
(<350 ea~e~/yr for 8 years) 

Year of surgical procedure 
1978-80/1975-77 0.58 (0.40, 2.50)f 
1981-83/1975-77 0.70 (0.47, 1.03) 

~'p < = 0.0<301. 
rp < = 0.005. 
~.p < = o,ooOOl. 

TABLE IIl Per cent patients with postoperative raajer complications 
among those with and without intraoperztive comptications 

Rate o[ Rate of 
postoperative postoperative 
complications in complications in 
patients with patienls wilhout 
intraoperative intraoperative Risk 

ASA raring complications (%) compflcaa'uas (%) ratio 

I 0.38 0.16 2.4 
It 0.33 0.18 1.8 
Ill 0.87 0 37 2 4~" 
IV+ V 2.54 0.17 15.:g't 
I E 1.09 0.08 6.5~" 
It E 0.93 0.14 6.6~ 
Ill E* 0.25 0.00 - -  
IVE* 4- VE "~ 0.32 0.00 - -  

All patients 0 7  0.2 3+5"t 

*Due to ~malt sample size, postoperative coalptieationg in these patients 
were nol detectable. 
tp - 0.05. 

intraoperative problem or the use of spinal or pure 
narcotic techniques were associated with postanaesthetic 
morbidity. In addition, experience of the anaesthetist 
became a factor in the occurrence of postanaesthetic 
complications in that more exper ienced  anaesthetists had 
fewer complications than those with lesser experience. 
Patients whose surgical procedures were performed in 
recent years had fewer complications after controlling for 
differences in patient case mix over time (risk ratio = 
0.58)+ 

Discussion 
Postanaesthetie morbidity has been defined for the pur- 
pose of this paper as any complication attributed to the 
anaestheic experience which resulted in prolonged hospi- 
talization or patient compromise. While our previous 
report 6 had noted up to ten per cent of patients will 
experience some complication after a procedure, the rate 
of major complications was much less at 0.45 per cent. 



The present paper concentrates on this latter group, for, 
from a patient's point of view, the problems constitute 
more than an inconvenience and are a potential source of 
dissatisfaction. An understanding of the factors related to 
such morbidity is necessary before preventive measures 
can be taken. 

The causes of anaesthetic and surgical complications 
ate many, making definitive statements difficult and 
generalizations among institutions tenuous. For example, 
the incidence of mortality following surgery in 1224 
hospitals in the U.S.A. varied 2.2 times between the best 
16 institutions and the worst 16, the only significant 
difference being the expenditures per patient for surgical 
care.S This same "institutional differences" study showed 
the hospital organization was more important than the 
surgeon in predicting adverse outcomes, the only signifi- 
cant variable in the surgeon's control being the number of 
residencies completed. Clearly, if valid predictions of risk 
for a given surgical procedure are to be given to an 
inquiring patient, extrapolations from other centres with 
different medical personnel must be made with caution. 

The present study represents a large data base generated 
in a prospective fashion and uses defined cirteria for 
postoperative complications as recognized by a constant 
observer over the nine years of study. While potential for 
subjectivity in assessment is obviously a possibility (c.g.: 
in ASA ranking) the large number of physicians recording 
the data would minimize any single divergent opinion. 
Similarly reporting bias in complication rates is quite 
possible, but again would be minimized by the large 
number of cases, the large number of participating 
anaesthestists, and the independent review of each chart 
before data entry by the follow-up nurse. Nevertheless, 
while such bias is acknowledged as potential it would 
probably he in the direction of reduced reporting of 
complications rather than increased. 

To no great surprise, the initial examination of the data 
found that patients with preexisting illness were more 
likely to suffer anaesthetic complications. These tended to 
be organ-specific, but having any preexisting problem 
tended to place a patient at higher risk. However, such a 
conclusion must be tempered with the recognition that a 
given preoperative problem may dictate a closer peri- 
operative observation (and hence complication detection) 
that does not occur without preoperative identification of a 
problem. Alternatively, the presence of preoperative risk 
factors may dissuade the surgeon and anaesthetist from 
usual practice, limiting operative services to more eritial 
or more major procedures with prolonged anaesthetic 
time as a result. Thus a cause-and-effect relationship 
between preoperative illness and anaesthetic complica- 
tions remains to be definitively demonstrated. 

To control statistically for such confounding variables 
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the logistic regression method was employed. An unex- 
pected finding was that a significant factor bearing upon 
late complications was the duration of anaesthesia. 
Variables relating to the anaesthestist (generally centred 
about the experience and pattern of practice) were also 
found to be associated with postoperative morbidity in 
that patients of experienced anaesthetists were less likely 
to have problems than those cared for by inexperienced 
physicians. Variables related to the anaesthetic (spinal 
and pure narcotic techniques) were also associated with 
more complications after conWolling for patient characteris- 
tics and complexity of surgery. 

Patient factors such as physical status but not age or 
number of previous illness were important in the rate of 
postoperative problems. Variables pertaining to the spe- 
cific anaesthetic drugs and monitoring seemed less impor- 
tant, confirming a clinical impression that it is not the 
drugs but who gives them that is critical. Finally, the 
surgical procedure performed (major/minor) bore little 
influence on postanaesthetic morbidity, except by result- 
ing in prolonged duration of anaesthesia. It must be 
acknowledged that this might reflect the nature of the 
complications sought in this particular anaesthetic study 
as opposed to the entire issue of operative morbidity. 
However, the failure of the operative procedure to 
influence the rate of postanaesthetic complieafions sug- 
gests the two disciplines are not as intertwined as 
previously supposed. While intraoperative complications 
vary with the clinical situation as to their nature and 
severity, if promptly recognized and managed, they need 
not necessarily cause lasting morbidity, indeed, the 
essence of modem monitoring is prompt detection of such 
change in patient status. In fact, it was reassuring to find 
that the risk of major postoperative complications was 
decreased in recent years. 

The relationship of anaesthetic duration to anaesthetic 
complications is difficult to explain on a physiologic or 
pharmacologic basis. Most physiological consequences 
of anaesthesia occur cluing induction, with little change 
thereafter in the presence of a stable anaesthetic state. For 
example, the reduction in lung volume predisposing to 
respiratory complications occurs on induction, with little 
change thereafter. 9 The cardiovascular effect of volatile 
agents correlates with anaesthetic depth, but actually 
improves over time with halnthane, j~ While cellular 
anaesthetic effects may be dose and time related H the 
complications in question bear little relationship to 
demonstrated cellular or metabolic phenomena due to 
anaesthetic drugs or their metabolic products. 

Support for the significance of anaesthetic time as an 
important variable comes from at least one study examin- 
ing the reinfarction rate in patients with previous myocar- 
dial infarctions. 12 In that work the only significant 
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operative factors bearing on that complication were 
demonstrated hypotension and anaesthetic time. How- 
ever, there was no control for the extent of surgical 
trauma, suggesting that the prolonged time under anaes- 
thesia may have been necessary because of more major 
surgery and hence greater physiologic trespass. In the 
logistic regression analysis described here major surgery 
(defined as intraeranial, intrathorecic, intraabdominal and 
major vacular procedures) was controlled and therefore 
not a significant factor. 

An alternative explanation for the influence of time is tt~ 
attribute the relationship of complications to the time at 
risk for misadventure. Indeed, when considered in con- 
junction with the importance of the anaesthetist's profile 
of experience to postoperative major complications it is a 
very plausible explanation. Cooper 13 pointed out the high 
(83 per cent) incidence of human error in the analysis of 
anaesthetic misadventure in the operating morn. Similar- 
ly, Utting 3 has described the important role of physician 
error in anaesthetic-related liability for postoperative 
complications. The usefulness of an experienced anaes- 
thetist in minimizing anaesthetic complications is certain- 
ly born out by the negative assoclalion of complications to 
experience demonstrated in this study, 

While the data analysed here are from only one 
institution and one group of anaesthetic specialists, it does 
contain information important to all anaesthetic practice. 
We have found that despite sicker patients presenting 
more frequently for more major procedures, modem 
anaesthetic techniques are capable of safely handling the 
intraoperative course. While preexisting disease and 
aggressive surgery may dictate more invasive monitoring 
or alternative anaesthetic methods, the complications that 
occur can be recognized and handled to minimize subse- 
quent morbidity. This advanced knowledge and tech- 
nology has contributed greatly 1o our ability to service the 
population. Unfortunately, until we look closely at the 
provider of the service and the factors bearing upon his 
capabilities we may not be able to eradicate morbidity 
from modem anaesthetic practice. 
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R 6 s u m  ,~ 

Dam un effort tentam de d~finir le~ facteurs inlportants duns le 
ddveloppement des complication.v postanesthdsiques, tes donndes 

de neuf ans de pratique anesth$sique duns une grande institu- 

tion de soins tertlaires ant ~td ~val~des par une dtude prospec- 

tive. Un module de morbidit~ ane~th~sique en fonction des 

faeteurs lets que I) ta maladie du patient, 2) la technique 

chirurgicale, 3~ la technique anesth~sique et l' exp6rience du 
mddecin, et 4) la dur~e de l'anesthdsie, a dtd ddveloppd. La 

morbidiM anesth~sique postop~ratoire a ~td d~finie comme dtant 

route complication retire • I'anesth~sie, quid' apr~s t' infirmi~re 
s'occupant du suivi du patient, ~tait associde avec une hospitalisa- 

lion prolongde ou un dtat critique documenM du patient. 

Utitisant la mdthode de rdgression logistique multiple, l' ~tat 

physique du patient tel qu' dvalud par les norm es de I'ASA 6tait 

un facteur de risque de complications postop~ratoires (odds 
ratio = 1.95), Cependant le nombre des conditions pr~- 

opdratoires ainsi que l'~ge n'~taient pus des facteurs de risque 

pouvant pr~dire des complications postop~ratoires. Le type de 

procddure chirurgieale classifi~ par site ou par degr~ de 
trauma, n'a pus influence le taux de complication postanes- 
thdsique. La dur~e de I'anesrh~sie ~tait an ddterminam impor- 

tant du risque (odds ratio = 2.53), la frdquence des complica- 

tions augmentant avec l" augmentatian de la dur~e de l'anestt#.sie. 
Quant aux facteurs sous contrfle direct de l'anesthdsiste nous 

notons que les patients exposes au pr~alable aux complications 

en salte d'opdration (odds ratio = 3.36) et ceux ayant re~u une 

anesth~sie rachidienne pure (odds ratio = 5.53) ou des 
techniques narcotiques (odds ratio = 2.14) ant pr~senM un plus 

grand risque de complications postopdratoires. Finalemem il 

sembte que plus grande est I'exp~rience de t'anesthdsiste 

moindre e,~t le risque de complications postop~ratoires (odds 

ratio = 0.52). 

C A N A D I A N  J O U R N A L  OF A N A E S T H E S I A  


