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MHRA incident 14/7/08

• “Due to the patient's poor eyesight, a nurse 
administered the daily insulin glargine. 

• On the day of the ADRs, the nurse who came to 
administer the insulin glargine had not seen the 
patient or the Opticlik before and had not 
received any training on the use of the Opticlik.

• When the nurse attempted dialling the Opticlik, 
the pen jammed. The next Opticlik pen she tried 
also jammed. The nurse then drew up the insulin 
glargine from within the Opticlik cartridge system 
with a needle and syringe.



• The nurse then drew up the insulin glargine from within 
the Opticlik cartridge system with a needle and syringe.

• The syringe was not an insulin syringe, and the nurse 
misread what she was supposed to administer. 

• The patient was supposed to receive 36 units. The nurse 
injected three times, until the cartridge became empty, 
and then withdrew an additional 60 units from a second 
cartridge and injected this. 

• The patient received a total of 360 units of insulin. Two 
to three hours later the patient was falling asleep in the 
car with a friend. The patient became hot, flushed, and 
did not feel well. She required assistance getting out of 
the car, and fell to the floor. 

• The paramedics were called, and the patient died. It was 
reported that the patient had hypoglycaemia and her 
heart had stopped. The pens were independently tested 
due to this being a criminal case, and they were



Search of NPSA incident database

• Search date: 01Jan05 to 01Apr08
• Search Terms: 2 NRLS searches run 
• 1/ “syringe” AND “insulin” AND “mls”

(generated 102 incidents, of these 11 were 
found to be related)

• 2/ “not an insulin syringe" or "non-
insulin syringe" or "non insulin syringe" 
(generated 1 incident)



NRLS Report

Degree of harm Frequency Validated
Death 0 0

Severe 0 0

Moderate 3 1

Low 3 6

No harm 6 5



Case report 1
• Comments by student midwife that 

midwife may have inadvertently given 
0.8mls of insulin in a 1ml syringe with an 
orange needle. 

• 8 iu were prescribed. 
• Woman had severe hypo requiring 

dextrose and a sliding scale insulin. She 
reported her concerns to the midwife who 
came on duty on the next shift.

• Moderate



Case report 2
• Nurse was performing morning drug round 

preparing IM injections - one for injection of 
Insulatard (60 units - 1ml - 100units) and one 
heparin injection (5000units - 1ml - 5000units).

• Two syringes were on nurses’ station, “an insulin 
syringe for Insulatard and a 10mls syringe for 
heparin.

• Nurse took three calls whilst standing “/ 
“preparing injections. 

• Insulatard drawn up mistakenly in 10mls syringe 
- amount drawn up 6 mls instead of 0.6mls. Staff 
nurse started to give, realised mistake after 
approx 3-4 mls given. Moderate



Case Report 3

• When setting up GKI infusion used wrong 
syringe 

• added incorrect amount of insulin - 1.2 mls
instead of 12 units.



Case report 4

• Sliding scale insulin for patient. 
• Drugs added label incorrect.
• Drug added actrapid, quantity 10mls. 
• The correct dose for sliding scale is 50 

units of actrapid not 10mls. 












