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Table 1. The degree of harm from incidents involving insulin.

Degree of harm Incidents
Death 6
Severe 12
Moderate 1,042
Low 2,914
No harm 12,626
Total 16,600

Table 2. The medication error type involving incidents with insulin.
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Medication error type incidents
Wrong dose, strength or frequency 4,256
Omitted and delayed doses 3,390
Wrong insulin product 2,390
Other 6,564

Total 16,600
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Nov 2003 — Nov 2009

Selection of the incorrect msulin product was described in
2,201 incidents (14% of the total) due in large part to the look
alike' and ‘sound alike’ proprietary names, for example:

o Novorapid and Novomix

+ Humalog and Humalog Mix

o Humulin §, [ and M3

+ Humalog and Humulin

o Glulisine and Glargine

+ Lantus and Lente

+ Hypurine - neutral, isophane, lente
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Expression of Insulin Units

:' Lantus 100 units/ml

L
.- solution for injection in a pre-filled pen

o] sl pherpier

S T L PO

SoloStar

Salution lor impection in a prefilled pen
& pemil 3 ml

sanofi aventis



Baby was immunised with a BCG vaccine but actually only received the BCG
solvent as the solvent was never added to the BCG powder prior to
administration The error was highlighted when the SHO checked a
vaccination with a senior midwife who identified that the solvent had not
been mixed with the powder on [date]. This error was immediately reported
and NICU identified and several other babies were identified to have been
incorrectly vaccinated



