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Figure 2. D5 ICU Post-Intubation Handoff Tool
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D5 keeps patients asleep and alive

Awareness during anesthesia is a rare but feared complication. Intra-operative Figure 1. Root causes of awareness during bedside EGD
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DISCUSSION

Our results demonstrated that ineffective communication as well as a lack of
designation of tasks were the primary factors leading to awareness. Ineffective
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