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[Misconception of insulin contentj

Six cases of hypoglycemia caused by insulin overdose have been reported (information
collection period, from October 1, 2004 to September 30, 2006; the information
included in "Medical Adverse Event Information to Be Shared" in the 4th and 6th
Quarterly Report). Among these cases, misconception of the "100 unit/ml" label on the
vial has been reported.
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¢ Five out of six reported cases were carried out by doctors or nurses who have had practical
experience of less than 1 year.
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[Misconception of insulin content]

Case

Normal saline (99ml) + 100 units of rapid-acting insulin (1ml, 1/10 volume of one
vial) was supposed to be continuously infused at 1.5ml/hour to the patient. The
nurse on day shift thought one vial contained 100 units, mixed and injected the
whole vial (1000unit, 10ml). Later, the patient suffered poor glycemic control,
therefore, the nurse on night shift checked the nursing record and noticed the
wrong preparation in the administration record. She confirmed the insulin dose
with the nurse on day shift, and found the insulin overdose.

Preventive measures taken at the medical institution in which the event occurred.

Notify all the staff that insulin concentration is 100units/ml,
and one vial contains 1000unit (10ml).

* As part of the Project to Collect Medical Near-Miss/Adverse Event Information (a Ministry of Health, Labour and Welfare
grant project), this medical safety information was prepared based on the cases collected in the Project as well as on
opinions of “Comprehensive Evaluation Panel” to prevent occurrence and recurrence of medical adverse events. See
quarterly reports and annual reports posted on the Japan Council for Quality Health Care website for details of the Project.
http://www.med-safe.jp/

* Accuracy of information was ensured at the time of preparation but can not be guaranteed in the future.

*This information is neither for limiting the discretion of healthcare providers nor for imposing certain obligations or
responsibilities on them.
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