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Mishap due to look alike ampule: Matter of serious 
concern

of  infusion. Immediately patient was ventilated with 
100% oxygen using Bains circuit. Injection propofol (1%) 
100 mg was given, and the patient was intubated with size 
7.5 endotracheal tube and connected to Bains’ circuit. 
She was manually ventilated with 100% oxygen. Propofol 
infusion was started at 50 µg/kg/min. Intravenous 
infusion in which drug was injected intraoperatively was 
immediately stopped. Blood sugar and electrolytes were 
checked and were within normal limits. After about 
10 min, patient’s vitals were stabilized and she was shifted 
to the intensive care unit.

On enquiring, it was found that injection atracurium was 
inadvertently loaded in place of  injection diclofenac as 
the new batch of  atracurium ampules was very similar to 
ampules of  diclofenac. These two ampules had similar label 
and color coding [Figure 1].

Patient had spontaneous respiratory efforts after around 
30 min. Propofol infusion was stopped, and injection 
neostigmine with glycopyrolate was given. Around 40 min 
later, patient developed adequate muscle power and was 
responding to verbal commands. After proper suctioning, 
extubation was done, and the patient was shifted to 
postoperative recovery room for further monitoring. She 
was hemodynamically stable and had 100% SpO2 on room 
air. This case highlights the human error, which resulted 
inadvertent loading of  the wrong drug, resulting in in 
neuromuscular paralysis.

Sir,

The drug errors in anesthesia can be life-threatening. 
Drug errors not only include administration of  wrong 
drug, incorrect dose or through wrong route, it also 
includes repetition and omission of  drug.[1] Appropriate 
step must be taken to reduce its incidence.

We are reporting a case of  a 45-year-old female 
scheduled for an appendectomy. She had no other 
co-morbidities, and all other routine investigations were 
in normal limit. In the operation theater, monitoring 
with electrocardiogram, noninvasive blood pressure 
(BP) and oxygen saturation (SpO2) was started, and a 
20-gauge intravenous cannula was secured. Patient was 
given subarachnoid block at L3-L4 level in sitting a 
position using 15 mg of  bupivacaine heavy (0.5%) and 
immediately after that patient was laid supine. Surgery 
started when adequate sensory and motor levels were 
achieved.

After around 45 min when surgery was about to end, 
injection diclofenac was injected in intravenous infusion 
to avoid positional pain and to provide postoperative 
analgesia to the patient. Within few minutes of  starting the 
infusion, suddenly patient became restless and dyspneic. 
She stopped responding to verbal commands and had 
apnea. BP increased from 110/70 to 150/90 mm Hg, 
SpO2 fell from 100% on room air to 65% within 5-10 min 
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Figure 1: Two similar looking ampoules of atracurium and diclofenac

Jensen et al.[2] suggested various strategies to prevent 
medication errors in the operating room. All syringes 
should be properly labeled. The label of  any drug ampule 
or syringe should be carefully checked before the drug is 
filled	or	is	injected.	There	should	be	separation	between	
placement of  look-alike ampules or dangerous drugs. 
Errors in drug administration during anesthesia should be 
reported and reviewed. Drugs to be drawn up and labeled 
only by the anesthesia provider who will administer them. 
Color coding should be used for a class of  drug. It should 
be checked during drug administration, that right drug for 
the right patient in the right dose at right time from the 
right route is being given.[3]

In our case wrong labels were placed on syringes of  
atracurium and diclofenac sodium. This was due to 
look alike ampules. If  the labels were color coded, this 
error could have been avoided. Drug label should be 
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checked properly before loading in syringe. The person 
who loads a particular drug should label the syringe 
immediately before touching the next drug or syringe. 
This will help in reducing such errors and preventing 
such mishaps.
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Capno cannula is useful for sedation 
management in patients undergoing 
esophagogastroduodenoscopy

Sir,

In 2002, the American Society of  Anesthesiologist 
p u b l i s h e d  t h e  p r a c t i c e  g u i d e l i n e s  f o r 
nonanesthesiologists administrating sedation and 
analgesia.[1] Sedation has gained attention in the previous 
decade.

Nonanesthesiologists frequently perform sedation 
in the endoscopy suite.[2] The guidelines recommend 
administering oxygen via an oxygen mask in the endoscopy 
suite if  there are no contraindications.[1] A plastic syringe 
needle is usually attached to a standard capnography line 
to routinely measure the end-tidal CO2. However, because 
the oxygen mask interferes with the endoscope, it cannot 
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