Infant Heparin Overdoses (2006-2007)

Solutions: Use
saline to flush IVs
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The wrong dosage was missed as 1) the bottle was removed
from the pharmacy, 2) the bottle was placed in the cabinet, 3) the No computer
bottle remained in the cabinet, 4) the bottle was taken from the system being
cabinet, and 5) the drug was adminstered to the babies. Some used
of the reasons that it was missed: there was no effective double
%g';ilsfe\l\glap Whv? check by another staff member, there was no ch_eck by a
Y ¢ computer and of course due to human error, which was aided by
the issue that the adult dosage bottle and the infant dosage
Rel iability le— Cause bottle looked practically identical (this has since been remedied).
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Other solutions to this tragic error are contained in the green

NOTE: Read the Cause Map from left to right
with the phrase "Was Caused By" in place of
each arrow.
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