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unresponsive. The administration of Naloxone in the 
post-operative period, when the patient was found to 
be drowsy for the first time, could have reversed the 
respiratory depression due to Fentanyl and prevented 
the need for mechanical ventilation at the 17th hour. 
As the patient was found to be “increasingly drowsy”, 
there has to be a time period when the patient 
appeared drowsy for the first time. The arterial blood 
gas (ABG) at the 17th hour shows pH of 6.989 and pCO2 
of 121.4 mmHg. This could not have happened all of 
a sudden in this patient. The increase in the levels of 
arterial pCO2 must have begun several hours prior to 
the 17th hour. Hence, serial ABG analysis in the early 
post-operative period could have helped to pick up 
the rising trend of PaCO2 much earlier than when the 
patient became unresponsive, subsequently requiring 
mechanical ventilation.

This patient was an elderly obese male with 
obstructive airway disease and chronic respiratory 
failure. His pre-operative saturation was 90% with 
PaO2 73.2 mmHg, PaCO2 55.5 mmHg and pH 7.347. 
His pulmonary function tests showed FEF25–75 
value of 33%, which is an effort independent test and 
indicates severe degree of obstructive airway disease. 
This patient was operated for thigh reduction plasty 
under general anaesthesia (GA). We are surprised 
why regional anaesthesia (RA) was not considered 
in this elderly obese patient of chronic obstructive 
pulmonary disease elderly obese patient of chronic 
obstructive pulmonary disease. The reason for opting 
for GA instead of RA by the authors in this morbidly 
obese patient was based on “unpublished, personal 
experience”.

The case report is based on “presumption”, “suspicion”, 
“exclusion” and “unpublished personal experience”. 
The fact remains that respiratory depression with 
Tramadol in a patient with normal renal functions 
has never been reported. It appears that the authors 
have overzealously tried to publish it as the first ever 
case report of respiratory depression with Tramadol, 
without any supportive evidence.
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Potassium chloride: A high risk 
drug for medication error

Sir,

Despite the improved system of manufacturing, 
packaging and delivery, 44,000-98,000 patients die 
each year as a result of medical error.[1] Potassium 
chloride has been involved in many fatal incidences 
in the past. Between 1996 and 1998, the Joint 
commission for Accreditation of Healthcare 
Organizations (JCAHO) found 10 deaths due to 
wrong administration of potassium chloride, and 
six cases of these were due to identical labels. 
The Commission recommended that concentrated 
potassium chloride should not be made available 
outside the pharmacy unless appropriate specific 
safeguards are in place.[2,3] Recently, another near 
fatal report of medication error with potassium 
chloride has been published.[4] The 12 points 
recommendations [Table 1] about pharmacist’s and 
multidisciplinary professional’s role in preventing 
medication error with potassium chloride have been 
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Table 1: Recommendation for reducing potassium 
related medication error[5]

To constitute high level multidisciplinary team from pharmacy, 
therapeutic committee, risk management department and patient 
care team to define and implement strategy to reduce accident 
with potassium chloride.
To hold multidisciplinary review to identify the areas and barriers 
for availability and standardized protocol for premixed potassium 
chloride solutions.
To make the clear guidelines for the use of potassium chloride by 
pharmacist and therapeutic committee.
To make quick availability of potassium chloride according to 
guidelines.
Remove all 20 mEq/10 ml ampoules of potassium chloride which 
are often mistaken for other drugs. Keep 40 mEq/20 ml size 
ampoules as they are big in size.
Addition of auxiliary florescent warning label reading “CAUTION. 
Concentrated potassium chloride. Fatal if injected undiluted. 
DILUTE before use”.
If premixed bags are available add warning tag for the method of 
use.
Advocate pharmacist intervention whenever non‑standard order of 
potassium chloride is received.
Give detail order like total dose, volume of dilution, rate of infusion 
etc.
Non standard solution should be prepared in pharmacy when ever 
required.
Choose designated area for storage of potassium chloride only.
To hold review and discussion about any mishap and method of 
prevention.
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published in the literature.[5] Look alike or sound 
alike names, similar looking vials or ampoules, same 
colour labels, identical packing, improper handling 
and, haste or human mistake in administration have 
all been identified as the reason for medication 
errors.[6] Various organizations like the Institute for 
Safe Medication Practices (ISMP), Food and Drug 
Administration (FDA) and, Institute of Medicine 
(IOM), have issued guidelines for the safe practice 
of medication to the patients.[7] In India, small scale 
manufacturers do not adhere to these guidelines 
because of various reasons like non availability of 
new technology, absence of strict compliance and 
severe punishment to defaulters. In conclusion, 
potassium chloride should be handled with utmost 
care, should not be available on routine drug 
counters and should be made available on demand 
from the drug store only.
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Can we use Tramadol as an 
anti‑shivering agent?

Sir,

Tramadol seems to have the best combination of 
anti-shivering and analgesic efficacy without causing 
too much sedation in the post-operative period. 
Seizures have been reported in patients receiving the 
drug in overdose and, rarely, at the recommended 
dose unless it is taken by the patients with history of 
epilepsy or taken with other drugs that reduce seizure 
threshold.[1]

We report a case of a 45-year-old, ASA Grade I, female 
patient, weighing 52 kg electively posted for vaginal 
hysterectomy. The patient had no family history of 
epilepsy and was not on any other medication.

Subarachnoid anaesthesia was instituted at the L3-4 
interspace using hyperbaric 0.5% Bupivacaine. 
Towards the end of the procedure, the patient 
complained of shivering, and intravenous Tramadol 
100 mg was administered slowly over 2–3 min. After 
2 min, the patient had generalized tonic–clonic 
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