
dons médians et latéraux du plexus brachial) ou celle
du serratus antérieur (nerf long thoracique originant
des racines de C5, C6 et C7) pourrait être impliquée.
Un bloc plus étendu vers les racines cervicales
supérieures pourrait peut-être engendrer un taux de
succès supérieur. Toutefois, compte tenu du type de
complications rapportées incluant une extension
bilatérale possible il ne nous apparaît pas évident que
cette technique est une technique de choix pour la
chirurgie mammaire mineure en court séjour.

Erik Lemay MD FRCP(C)
Joanne Guay MD FRCP(C)
Christiane Côté IL
Yves E. Leclerc MD FRCP(C)
Montréal, Québec
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Accidental administration of succinyl-
choline for the treatment of hypotension
in a labouring parturient

To the Editor:
In the Labour and Delivery (L&D) Suite at the
University of California, San Diego several emergency
medications including succinylcholine and ephedrine
have been supplied routinely by the hospital pharmacy
in premixed ready-to-use syringes. Recently, secondary
to a syringe mislabelling error (succinylcholine labelled
as ephedrine), a labouring parturient accidentally
received succinylcholine (instead of ephedrine) for the
treatment of hypotension.

A 23-year-old, gravida 2, para 1, healthy female at
38 weeks gestation labouring under uneventful con-
tinuous lumbar epidural anesthesia required ephedrine
for the treatment of hypotension. A 10-mg (2 mL) iv
dose of "ephedrine" was administered by the anesthe-
sia resident. Apnea and loss of consciousness quickly
followed and a code blue was called. Mask ventilation
was performed until spontaneous breathing resumed
and consciousness was regained one to two minutes
later. There were no untoward sequelae, and the
patient delivered a healthy newborn several hours
later. Independent laboratory analysis of the content
of the syringe labelled as ephedrine confirmed a misla-
belling error (the syringe contained 15 mg·mL–1 of
succinylcholine).

This event sparked a discussion amongst our faculty
on whether anesthesia providers in the L&D Suite
should prepare these drugs themselves (despite the low
likelihood of their use) similarly to practice in the main
operating room. As a consequence of these discussions,
our long-term tradition was abandoned and anesthesi-
ologists now prepare their own medications daily.

Fasting and Gisvold1 studied the pattern and fre-
quency of drug errors in clinical anesthesia and con-
cluded that drug errors are uncommon, and represent
a small part of anesthesia problems but still have the
potential for serious morbidity. Syringe swaps most
commonly involved muscle relaxants and occurred
most often between syringes of equal size, and were
not eliminated by colour-coding of labels. Orser et al.2

conducted a self-reporting survey of the members of
the Canadian Anesthesiologists’ Society (n = 2,266)
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FIGURE Métamère maximal atteint dans les deux directions en
fonction du temps, échelle Keegan.
Groupe U = groupe à injection unique (20 mL d’anesthésique
local à T3); Groupe M = groupe à 5 injections : 4 mL
d’anesthésique local par niveau de T2 à T6. Il n’y a pas de dif-
férence significative entre les deux groupes.



regarding the frequency of drug errors and concluded
that most anesthesiologists (85% of the participants)
experienced at least one drug error. The commonest
error was a syringe swap involving a muscle relaxant.
Most errors were of minor consequence, however,
serious morbidity and mortality resulted from clearly
preventable events.

We would be interested to hear from colleagues
with similar experiences from other institutions.

David Strock MD

Krzysztof M. Kuczkowski MD

Mark Greenberg MD

San Diego, California
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Drug labelling and a near miss in the
labour suite

To the Editor:
An emergency Cesarean section in an otherwise healthy
female gravida 1 para 0 occurred in the labour and
delivery operating room. The fetus was entrapped by a
non-relaxed uterus. The senior resident reached for the
nitroglycerine and found the bottle depicted on the
right of the Figure. Usually the bottle on the left is
stocked in our labour suite, which is half the concentra-
tion of the one on the right. If he had not been vigilant
and simply administered the usual "volume" the resul-
tant overdose might have resulted in hypotension and
possibly excessive uterine relaxation with associated
risks of hemorrhage. Why highlight what was merely a
"near miss" as surely the safety mechanism worked to
prevent an adverse event occurring: the resident read
the label prior to administration of the drug, he had the
training and knowledge of the correct dose required
and did not make an error? In the airline industry such
reporting of near misses to organizations such as
NASA’s Aviation Safety Reporting system has been
credited with the reduction or uncovering of latent
errors in that industry. The latent error here was the
stocking of the wrong concentration of the drug on the
anesthetic cart. We would contend that, as shown in the
Figure, less than clear labelling by the drug company

might have contributed. However, when the drug com-
pany was contacted to highlight the potential problem
they replied that no action was required. Their labelling
does meet Canadian standards as suggested by the
Canadian Society of Hospital Pharmacists guidelines for
drug labelling.

A recent publication has highlighted the need to
reduce avoidable adverse events in Canadian hospitals1

and reduction of drug error would go some way to
achieving this. There are prior case reports of serious
drug errors due to failure to read the ampoule label cor-
rectly2 and in one study of 2,000 incident reports, drug
ampoule mix up occurred in 33% of "wrong drug"
administration errors.3 Use of differing sizes of syringe
and standardization of syringe labelling may go some
way to reducing error but we still need to ensure that
what is drawn up is the correct strength of the correct
drug.4 A checking protocol in which two individuals
check each drug has been suggested to reduce error.3
However, often in the emergency situation there is no
one to check; in one survey of New Zealand anesthesi-
ologists a second person was available to check for only
42% of respondents and only 1.5% used a routine sec-
ond check for all drugs.5
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