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P A T I E N T  S A F E T Y  R E S O U R C E S

Case Study

POLICY CHANGED AFTER 
L&D MEDICATION MIX-UP
By Jennifer Vuu Sanchez, Program Director

DESCRIPTION
A 30-year-old female underwent an emergency cesarean 
delivery after receiving incorrect medication during her labor.

KEY LESSONS
• Completing the five rights of medication administration can

reduce medication errors

• Review systems errors related to medication administration

CLINICAL SEQUENCE
Close to the time of a change of shift, a 30-year-old female 
primigravida presented to the Labor and Delivery (L&D) unit 
and was assigned to a registered nurse (RN). This RN had less 
than two years of nursing experience and had been working on 
L&D for approximately six months. Prior to the completion of 
this shift, the RN was preparing the delivery room for the 
oncoming staff while also getting medication to treat the 
patient for her complaint of nausea. The RN obtained three 
vials of medication: Zofran for nausea, and lidocaine and 
Pitocin for use after delivery. The RN planned to start a 
peripheral intravenous (IV) catheter and administer the Zofran.

While preparing to administer the Zofran, the RN was 
distracted by a call about another patient who had just arrived 
on L&D in active labor. After starting the IV on the first patient, 
the RN, intending to administer the Zofran, mistakenly 
administered 10mg of Pitocin as an IV push (Pitocin is typically 
titrated). Of note, both the Pitocin and Zofran vials had green 
caps.

The RN immediately recognized the error. The patient reported 
pain, and her abdomen became firm. The RN was not able to 
find fetal heart tones. The patient was quickly administered 
terbutaline to counteract the effects of the Pitocin and required 
an emergent cesarean delivery.

A healthy infant was delivered within 18 minutes of the 
administration of the Pitocin. The error was disclosed to the 
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patient by the obstetrician. The patient has an incision scar 
and, for any future births, may incur risks associated with a 
prior cesarean delivery.

ALLEGATION
The patient alleged the RN caused pain and suffering from 
an unnecessary procedure related to wrong medication 
administration.

DISPOSITION
The case was settled in the low range (>$100,000). As a 
direct result of this case, the hospital changed its L&D 
medication processes.

ANALYSIS

Discussion Questions

1. What are some of the systems errors in this case?

2. What are the five rights of medication administra-
tion? What was its role in this case?

3. How can clinicians minimize the impact of
workplace distractions on patient safety?
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