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HONG KONG, 7 July 2007.  A 21-year-old female has died after being administered 

vincristine accidentally via a spinal route in error. An inquiry is underway.   

 

Vincristine (and other vinca alkaloids) should only be given intravenously via a minibag 

 

Vincristine, a widely used chemotherapeutic agent, should only be administered intravenously, 

and never by any other route.  Many patients receiving intravenous vincristine also receive other 

medication via a spinal route as part of their treatment protocol.  This has led to errors where 

vincristine has been administered via a spinal route. Since 1968 this error has been reported in a 

variety of international settings 55 times.  There have been repeated warnings over time and 

extensive labelling requirements and standards.  However, errors related to the accidental 

administration of vincristine via a spinal route continue to occur.   

 

Other recent deaths and near-misses 

 

• USA, November 2005.  A 21-year-old male was being treated for non-Hodgkin’s 

lymphoma. A syringe containing vincristine for another patient had been accidentally 

delivered to the patient’s bedside. A physician administered vincristine via a spinal route, 

believing it was a different medication. The error was not recognized and the patient died 

three days later. 

• SPAIN, October 2005.  A 58-year-old female was being treated for non-Hodgkin’s 

lymphoma.  Vincristine was prepared in a 20 ml syringe and delivered in a package 

containing two other drugs, including methotrexate.  Route of administration was not 

indicated on the solutions.  The intrathecal treatment was administered at noon.  The 

haematologist was particularly busy and requested help from another doctor who had not 

recently participated in intrathecal procedures.  The medication was delivered in the 

patient's room.  The nurse who assists was not familiar with the intrathecal procedures.  

The 20 ml syringe with vincristine was passed to the doctor who started to inject it.  After 

administering approximately 2 ml he noticed the size of the syringe and ceased 

administration realizing the error.  The patient died approximately 100 days later.   

• AUSTRALIA, 2004. A 28-year-old male with Burkitt’s lymphoma was receiving 

methotrexate via a spinal route.  The doctor documented that “vincristine and methotrexate 

[were] given intrathecally as requested”. The warning label on the vincristine was 

incomplete, and in small print, being read in a darkened room. The error was not 

recognized until five days later, after paralysis of the lower limbs had occurred. The patient 

died after 28 days.   
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Two proposals for a solution 

 

• Making it physically impossible to attach an intravenous syringe containing vincristine to a 

spinal needle (‘lock and key design’).   

• Administering vincristine in a diluted volume (e.g. 50 ml normal saline) via a minibag, so 

as to deter doctors and nurses from administering it via a spinal route.   

 

The Institute for Safe Medication Practices (ISMP) in the USA supports the use of a ‘minibag’ 

to deliver vincristine. The Safety and Quality Council in Australia recommends that vincristine 

should be administered via a minibag.  

 

WHO recommendations 

 

The WHO World Alliance for Patient Safety has consulted expert opinion widely and 

recommends: 

 

1) The labelling of vincristine should include a clear warning label that reads:                                                   
‘FOR INTRAVENOUS USE ONLY - FATAL IF GIVEN BY OTHER ROUTES’. 

 

2) Syringes should not be used for vincristine administration.   
 

3) Vincristine should where possible be prepared by dilution in small volume intravenous 
bags (the ‘minibag’ technique), rather than in a syringe, to protect against accidental 

administration via a spinal route. 

 

Long-term recommendations 

 

Individual institutions, professional bodies, national and international policy makers should seek 

to research, develop and promote the separation of intravenous and spinal delivery systems. The 

gold standard is to create a unique ‘lock and key’ design of needles, syringes, catheters, tubing 

and bags so that medications intended for intravenous administration cannot be administered via 

the spinal route and vice versa.   
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