Infant Heparin Overdoses (2006-2007) saline to flush IVs
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In 2006 in Indianapolis, 6 newborns were given clogging
adult doses of the blood thinner heparin. Adult intravenous
doses are 1000x more concentrated than infant tubes
doses. Three of the babies died. In 2007, in Heparin Used to Solutions: Redesign
Los Angeles, the same thing happened to three  — adminstered prevent blood AND bottles so have
babies. Luckily none of those babies died. (The clots different
heparin overdoses that occurred in Texas in Do appearance, size,
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built as a Cause Map can capture all of the inventory [ bottle look the
causes in a simple, intuitive format that fits on (pharmacy) same
one page.
CD— AND AND
Overdoses of this sort impact the patient safety Wrong dosage Solutions: - Human Error
goal because they can result in fatalities and | Placedinthe [&— (50 e check Solutions: Increase
injury to newborns. cabinet drugs at pickup Tired, in a hurry staffing for hospitals
from pharmacy
In order for this to have occurred, there were 5 Wi
o o AND rong dosage o
opportunities for double-checking the dosage in cabinet  [¢ AND Understaffed ?
: N . L_| Med check AND
that were missed (identified by yellow numbers : ineffective [ Double check
on the cause map). AND Solutions: Double le— required, does |, | Staff -
4 ST . Creii(lf drugs at not actually unavailable ?
- olutions: Frequently stocking happen
Solutions: Wrong dosage double check drugs £p
i taken from  [&—
Administer heparin cabinet to ensure stocked -
e ST correctly in cabinet L_| Medcheck | goq same cause on map Ineffective OR
ineffective double check —
i . Wrong dosage || by another staff Solutl_ons.
Pt St Risk of fatality, of heparin Wrong dosage member Require double
Y injury to le—| | hep: — removed from [¢— AND checks
ozt newborns administered to bottle 2 L_{ Medcheck See same cause on maj
newborns Solutions: ineffective p
Double check No doublg
drug at pickup AND check required [¢— ?
from cabinet ?
AND
L__| Medcheck See same cause on map
ineffective
Solutions: Double Double check
. required, does Process issue
chec_k _drug_at not actually ?
administration happen
Nurse NICU stocks
Me(fjfcht_eck Me(_ifnzt accustomed to donly onef Ineffective OR
ineffective verifie only one dose ﬂza%?ir? — double check Solutions:
P: by computer Implement
computer system
The wrong dosage was missed as 1) the bottle was removed
from the pharmacy, 2) the bottle was placed in the cabinet, 3) No computer
the bottle remained in the cabinet, 4) the bottle was taken from SVS‘ir:eze'"g
the cabinet, and 5) the drug was adminstered to the babies.
Some of the reasons that it was missed: there was no effective
Cause Map
Detail Level Whv? double check by another staff member, there was no check by a
VK computer and of course due to human error, which was aided by
- - the issue that the adult dosage bottle and the infant dosage
Rel 1a blllty Effect [«— Cause bottle looked practically identical (this has since been remedied).
mmﬂggﬁﬁl}w“ggﬁ%" NOTE: Read the Cause Map from left to right Other solutions to this tragic error are contained in the green
' ’ with the phrase "Was Caused By" in place of boxes. Many are already being implemented at hospitals across
each arrow. the nation.
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