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PATIENT DEATH

Cause Map

Cause Mapping is a Root Cause Analysis method that captures basic

Patient death, Wrong dye injected into spine

November 2013

Pharmacy didn't have dye that was requested,
provided another one

Tufts Medical Center

Neurosurgery, operating room

Insertion of a pump to dispense medication

Patient death

Wrong Dye Injected into Spine During Surgery

A woman died unexpectedly after a routine procedure to insert a pump
underneath her skin to administer medication. The wrong dye was injected into
her spine during the surgery, which is the type of error that should be entirely
preventable.

cause-and-effect relationships supported with evidence.
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