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Introduction

In recent years, increased timely and accurate laboratory test
results are being produced and this has led to the clinical labo-
ratory being recognized as the “nerve centre of the diagnostic
process” [1]. Laboratory test results play a pivotal role in the di-
agnosis and management of a patient. Approximately 60-70%
of medical decisions related to diagnosis and treatment depend
on them [2]. Although, the absolute percentage of errors could
appear very low compared to billions of laboratory results, this
could become relevant when considered in relation to patient
outcome. Quality failures in laboratory medicine have a poten-
tial to jeopardise patient safety [3]. Literature shows that er-
rors can occur at any step of the perioperative process, in the
pre-analytical, analytical and post-analytical phases and the
complex process that finally provide laboratory information is
not error-free [4]. Safety to the patient is when there is no acci-
dental or unnecessary harm by the adverse events occurring in
any healthcare setting and it directly affects the quality of care
[5]. Routine preoperative investigations play an important role
in determining the fitness for anesthesia and surgery and they
should be advised consistent with the clinical evaluation after
considering the presence of medical conditions, current medi-
cations, the proposed operative procedure, and the potential
for blood loss [6]. This case report demonstrates how an error in
laboratory investigation c led to a near miss. Minor errors may
have disastrous consequences in highly technical and compli-
cated systems.

Case report

A 46-year-old female, with a height and weight of 158 cm and
53 kg respectively, was scheduled for a diagnostic cystoscopy
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with bilateral DJ stenting. The patient was a case of obstructive
nephropathy due to carcinoma cervix stage Ill B with moderate
anaemia and HIV positive status on anti-retro viral therapy for
the past 7 years. Her family history, obstetric history, and so-
cial history were unremarkable. On hospital admission, her vital
signs included: blood pressure (BP): 110/70 mmHg, peripheral
oxygen saturation (Spo,) on room air: 99%, pulse rate (PR): 110
/min. She was conscious, oriented to time, place and person,
had moderate pallor and bilateral pitting oedema in the lower
limbs. The patient’s vital signs on arrival in the operation room
included a BP of 124/72 mmHg and PR of 120 beats per min. Re-
spiratory and cardiovascular examination were unremarkable.
Her laboratory investigations revealed: Hemoglobin-8.6 g/dl,
blood urea level -55 mg/dl, serum creatinine -4.6 mg/dl, serum
potassium -4.1 mmol/L. 2-D Echocardiography (ECHO) was nor-
mal. The Electrocardiogram (ECG) displayed sinus tachycardia
(110 -120 beats per minute at normal intervals) (Figure 1).

With the patientin the sitting position, spinal anaesthesia was
administered using a 25-gauge Quincke-type needle with 12.5
mg of bupivacaine heavy at the L3-L4 interspace. The patient
was placed in the supine position for 10 minutes, after which
the BP lowered to 110/60 mmHg. Shortly after, premature ven-
tricular contractions appeared in the ECG followed by ventricu-
lar tachycardia, and the patient’s PR increased to 140 beats per
minute and the blood pressure to 90/60 mmHg (Figure 2). The
maximal level of the sensory block to cold temperature was T8.
The surgical procedure was abandoned. Thereafter, two pints
of normal saline were rushed, intravenous amiodarone 300 mg
and preservative free lignocaine (LOXcard) 3cc were adminis-
tered. The PR settled with sine wave pattern on ECG (Figure 3),
after which the patient was transferred to the cardiac intensive
care unit. Laboratory tests were repeated. Troponin | was nega-
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tive and 2D echo report showed an ejection fraction of 50%,
mild hypokinesia of mid and apical anterior wall, grade Il mitral
regurgitation, mild tricuspid regurgitation, PASP -45 mmHg and
mild pulmonary arterial hypertension.

The repeat serum potassium level was 8.3 mmol/l and cre-
atinine level was 9.7 mg/dl. Hyperkalemia correction and dialy-
sis were done after consulting the cardiologist and nephrologist
and the patient stabilised.
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Figure 1: Pre-opeartive ECG.

Figure 2: Intra-opeartive ECG.

Figure 3: Post opeartive ECG.

Discussion

An act of commission or omission that could have harmed
the patient but did not do so as a result of chance, prevention,
or mitigation” is called a Near-miss. If it is not detected and
reduced, it is likely to re-occur and it eventually can result in
adverse events [7,8]. Laboratory errors in estimating potassium
was the reason behind the Near-miss in our patient. The preop-
erative potassium level was normal; hence the case was given
and the patient landed in a catastrophe. Nevertheless, timely
diagnosis and quick clinical decisions saved the patient. There
is a requirement for vigilance among laboratory personnel re-
garding prompt reporting of possible failures. A systematic ap-
proach seeking identification of weakness in the total testing
process followed by correction in policies and procedures is
required [4]. Hence, it is important for all laboratories to iden-
tify failures, classify it by cause (i.e., pre-analytical, analytical,
post-analytical) followed by grading the seriousness of quality
failure. Monitoring and reporting systems play a crucial role in
improving patient safety [9,10]. Nonetheless, improvement in
perioperative healthcare delivery involves identification of la-
cunae in the perioperative care system and adopting modern
strategies to reduce the same [11]. Our case is an apt example
of a lapse in perioperative care which led to a patient-safety
related adverse event and gives a strong message regarding the
need to improve the quality of perioperative laboratory inves-
tigation services.
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