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Reaction Text:

A femals nauszous patisnt was prestribed inravenaus meaclogramide 10 my for nauses. A st nurse socidentally adminisiered 10 g of migazolam infravencusly and te pafint colpased, The nurse became mmegiaisy
aare of her erar and comeedve eatment was infated. The patient maoe full ecovery on the same aftemoan.

Reparter Comments;

The reperter consides the evisience of three cantributng fctors: e arugs wers llocated m a drug cuboard neet o 2ach other, bain dugs have similar coloursd boses and egin wity M. Canfraciorly, b 2vent was
assesser a5 not possinly related to e suspeet drug by the repart
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MHRA ANONYMIZED SIGLE PATIENT REPORT (8-Blaxo SmahKline-BO3R0TTAA
Fuaution Tat:

This case was reporfad by 3 wyer in rafation i aleged Wihdrawa) and desoined the ooourmence of withdrawal In & fsmale patent who recered panxsing. This nanatie has Deen weifen after reslea of medical notes
provided as part of fhie achion recelved on 95t August 2005:This patiert has a history of acne and sczema managed oy @ dematolagist, “She has a history of depression relafng 1o previous skin pradiems”, After nying
armitriptying and Edranag which wers nod tolerabed, the patient was switched bo parometing 20myg dally on 23041558 Qubof howrs service noles 28-03-15333; stopped pancietne Morday’ and Tesls dizzy edc Out of hours
sarsioe notes 13-08-1555: eaning off paroietine buf sxpedending problems wih panic a%acks and loss of balance. "Hannensd bafons when came of. (NC3Thers appears o have been an nberaction batwesn e patisnt
and & solichor regarding & claim or damages ansing outof damage b her kalr which coourned In July 1555 which seems i have ocumsd when e patient was weaning herssf off pamaeing, “She suliered conskisrable
damage o hier sCyp and head In June 1333 anid s caussd ker fariher deprassion” (sollcor's istter bo GF). (The GP memonded fal the patient was reated for candrutl) Anofier ieter from fhe SP 10 e solichor shates
fri® padent had conbacied e surgery on 247081399 and 14051555 1o say that she coulin' cope wifhout her parneiine and low doses juncl=ar) wens continusd.Cin 2852002, e patiend ad low mood, her doss of
paropsdne was increassd bo d0mg daly and she requesisd amphatamines <Sscined, Thie patient appears b have basn sached 1o venlafaine in Apl 2003 as shie was fexIng very low and 10 Si=sgy on panasine.She was
wean In ARE folowing cverdose of 201 TEmp verlafadns an 21-08-2004 but took her cwn dschangs agalrst medlcal addce. [n March 2035, she had an urgent rafersal for sulcldal id=ation without infent (kaving come of
varlaianing 5 manihs sarier). A better from peychiainet dabed 20022005 says that the patient now feft hat mer deoresslan fad started after e bith of her child 3 vears earler; had been on several antidecressants which worksd
for a whiis; 4=l that paroxsine ‘dd somiding fury to her' and she has skhce become amaotiabed and isdanglc”. The peychisirist did rict feel et e patient nesded Input from the mentsl heafin iam The pai=nt ook an
gverdose and afiended ARE on 25072005 but did nof walt 1o be seen by dactor. (Her dnags wene ot sosciied but fie ofher noles suggest Sat she would hass Geen taking Iofepramine 2% the tme. [Follow up Infamatian
recehed on 05 May 200580 addbonal relevant Information was Idenifisd In this s of kespRal noles. This case was recetved as partof 2 lsgal acian- medical roonds available on rsguest Foliow-up recedwed on 0 January
20334 Clalmant 3chscule of Imfrmation, compieted and signed by e clamand, was receleed by 33K fom the claimant's lxvsers. Pre-prescription medlcal condiiions wene [sled as depression, The claimant stabed that theme
were notany pre-pising conditions of a nature nedevant or simiar b the aleged kjuies. denokat was irst prescribed on 29 Agel 1598 and was subssquenty prasorted af varaus dates metwesn 16 3aplember 1938 and 4
Cciober 2005, Cfher and-tapressant madcation taken during tis perod by e patient incuded venlafadne hydrachlande, lometazepam, lorazepam, dazeoam, iofepramine Fydrachioride and dothisgin hydnachlarde Allged
kjurizs Included agtatian, confusion, diarthaoea, slecirc 2aps, jafing, aggressian, sweating, werigo, ‘sener sleap disturbance, flu symgdoms, Tatigue, suickial, biured vision, dlzziness, vomiEng, ishargy, poar memary and
vidlenk qutburst, The date of fret onset (not further specifled) was 12 August 1955 and dale of Tref dlagnasts (nol furlher snsciied) was 13 August 1539, The dursdon of e allzged Injries was & years. Addianal Inkrmation
from medical records rscetsed 23 May 2008, Thie patient hiad & family history of mendal lnsss w ke mother, an sunk and bwo of her Erofhers Seing tneated for cepression and anoihier aunt and & cousin having commilied
suicide by faking ovsndoses. The patient had vanously clamed io hase besn depressesd since 2 isenager or since e bk of her only chid In Mosember 1586, She had ways roted a stong association with her mensirua
rytiss, being ather worst mood-wise for & wesk before menstruation. The pafent was rexied faice wik roaccutans In 1997 and 1932, This caused oeurills and 2 worsening of har sczsma. The paden reosied of [Bast bwo
arfidepragsants (amiirotiine In Sciooer 1997 and fuoxsing In January 1335) prior to pancetine Parcgelre was prescrbed from 29 Apdl 1558 o 29 Jaruary 2003 when B was noled that she was "very low 2nd boo sheepy with
feating thoughts of saf ham". She was thanged o venlafasne and propranokal and susequentty has had a significant numoer of anfidepressants (nduding cosuiepine Apel 2005, quetapine July 2005, dulséetine May 220
rebowsdne July 200 which caussd saealing, chalopram December 2008 which cassed vomiting, razndone December 2006, mifazanine February 2007, risperidans May 2007 which ssemed to produce worsening of sulcidal
limatizin when dscontnusd suddenty, Tuckelie again in Koyemoer 2007 She was prescrioed orlstst for webht loss I 2004, She hag been described 23 a lang standing depresshie wiin underlying poor sel esieem and moor
s worth wilh paar coping sralegies, Her care had Geen compromisad by hier frsquant non-attendance 2% appoiniments, referrals and therapeulic Iviervendans. She had faten @ number of overdasss o imes of siress (Rugust
2004, Saptember 2004, July 2305, November 2005, June 200, Oichober 2005 and July 23071, Her care has been furiher complicaled by subshance aouse (cannadls & schodl l=adng o paranala, amphatamines for weight loss
bedore 2004, mosingy, cocaime, divydracodele In 2005, Jazenam In 2005 and mefadons In 2008]. She has ko abused alcohol wih sxcesslve consumpion noted In 2006 (2% Jazenam detofications requinsd and 2
pccasions of inpery whilst Incaricated) and In 2307 [bwas noted she had a westly Inlate of about 100 uniks, A letier dated 3 Clober 2007 reporiss "sulcidal thaughts an and off for 2 vears, last ancund a weak Tisn Q0 Away...
wOrse... wih. mensinual cycle spprovimaisly ans wesk bafors period, Hearing ane solce which she recogrises as heromn. Denies 1K drug use since Feb 2007 dagnos's slustioral crisls and mild dezeesshe mood."Cn &
May 2008 she wag reporied o be faking amiidztsing 10mp 1-2 at nigh? with fluzietine 40mg having been dispensed on 94 Aprl 2008, She was complalning of abdominal pakn In the right [lac fissa and e a negate
pregnancy {est. 2he also admided bo & ke maod and i hearing & voloe (her oan, Inslde fer head).Thie cuboome of B seenis 15 unkngsn, Thess madlcal roands were recelied 28 partof a l=gal aclon and ane valabie on
request The dallowing Imfomation was oblaled fom madcal reconds received 24 June 2005:Cn 20 Jure Z00E, the patisnd Ingeshed an overdoss of 14 Yalum fadlets and 14 dosulspin fabists, Wi 2 cans of beer, thers was also
3 “possiolfy of overdase of cadyramol”. 3he was fealed In AZE where & was noled ihat she “eiprassas sulcidal ideation”, Thie patient was also aghisted and aggressive and required sedation. The meychologist notsd fhat she
hrad inken the overdose "n response o on-going bow miood and recent relaiionship breakdoan®, and "did deny amy furiher achse sulckdal ideafion®.On 12 Goiober 2005, fhe pafient was resied n ARE following an al=ged
overdose of rebousfne and akahal, recordsd s delberals saf-ham", She also Rai Injries o her face and siomach and a roken toofk, 25 & result of an “slleged assaull’




MHRA incident 14/7/08

e “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

e Search date: 01Jan05 to 01Apr08
e 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
oreparing IM injections - one for injection of
nsulatard (60 units - 1ml - 100units) and one
neparin 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

e 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 10mis.

The correct dose for sliding scale is 50
units of actrapid not 10mis.
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Doctor gives fatal insulin dose
A 92-year-old man died of a
heart attack after a junior
doctor gave him a drugs
overdose, an inquest has
heard.

Walter Kenneth Johnston was
injected with 100 times the
correct dose of insulin by a

junin_r doctor at Belfast Cit? Mr Johnston was being treated at
Hospital.

Belfast City Hospital

Dr Nuzaimin Ahmad claimed he did not know how to treat
hirmn.

He used the wrong syringe to administer the drug in the
early hours of 25 February 2005. Dr Ahmad no longer
practises in the UK.

Belfast Coroner's Court heard he had only been working at
the hospital for three weeks.

A letter from the doctor read out in court said he believed
that "one unit of insulin was equivalent to one millilitre".

"I have not received any previous instruction in the handling
of insulin,” it said.
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Patient given 'insulin overdose
Doctors in NI are to receive - RELATED
fresh guidance on how to E':I':'Ei‘:':“eﬁ
. W . . S2IVICES
administer insulin. The BEC |
COonoent o
It follows an inquest into the _
TOP NOR
death of an elderly woman ]
who was given ten times the Palice at
dose of insulin she needed. Joyrider:
; Toursts
The inquest heard Sarah The incident happened at Belfast City EJ] | Ne

Hospital four years ago

Smith, 90, from Whiterock
Parade in Belfast, became semi-conscious and died after
choking on food. It happened four years ago.

The inquest was told it had emerged later that the junior

doctor treating her at Belfast City Hospital had not been
shown how to measure insulin.
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Hospitals admit insulin overdoses
Hospitals in Northern
Ireland have said staff gave
wrong dosages of insulin to |*
patients 33 times in recent
years.

Two patients received fatal
overdoses at Belfast's City
Hospital. On another two
occasions, incorrect amounts
were administered to patients.

Two patients received fatal overdoses
at Belfast City Hospital

The Royal Victoria Hospital had nine cases of incorrect doses
and seven hospitals had one to four incidents.

All NI hospitals were asked to check records for insulin
overdoses over 10 years. Most were unable to do so.

BBC NI's health correspondent Dot Kirby said that last year,
an inquest was held into the death of an elderly woman in
the City Hospital in Belfast.

"She died in 2001 because a junior doctor gave her too much
insulin. After her death, the hospital said they immediately
instigated a number of measures to ensure that 'such events
would not happen again,'" she said.
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Primary Care | August 2006
It's All in the Syringe

The Case

A 33-year-old man with type 2 diabetes presentad to his physician's office to discuss his diabetes
management. The patient admitted not taking his medications or checking his blood sugars regularly,
In the office, his blood sugar was 335 mg/dL, so the nurse practitioner (NP} ordered & units of regular
insulin to administer,

After the medical assistant brought the insulin and syringe, the NP prepared the medication and
injected the insulin, Immediately after the injection, the NP discoverad that a tuberculin syringe was
used instead of an insulin one. As a result of the error, the patient inadvertently recaived 60 units of
insulin rather than 6 units, The patient was given orange juice, a sandwich, and his blood sugars were
closely monitored for 4 hours with no significant events,
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National Patient Safety Agency

Rapid Response Report

NPSA/2008/RRR0O01

From reporting to learning 22 January 2008



