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Welcome from the IMSN

A Voluntary independent group of hospital
pharmacy basedpecialists

A Improvepatient safety with regard to the
use of medicines.

A Exchangef information on medication
safety and facilitate national and global
Initiatives
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IMSN

Membership
A Attendingc Regional and Specialty
A Circulation ‘,

Bimonthly meetings
Working groups

Communications

A Best Practice Guidelines

A Medication Safety Alerts

A Medication Safety Briefings

&
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Risks associated with High-Strength Insulin Preparations

Issue:

Insulin is a high risk drug which has the potential to cause serious harm if it is not used correctly. " Until recently, all
insulin available on the European market contained 100 units / mL A high-strength insulin is one which contains insulin
at a concentration of more than the standard 100 units / mL.? These high-strength insulin products may contain, for
example, 200 units / mL or 300 units / mL. There is a potential for harm if these products are not prescnbed
dispensed, and administered properly.

Range of units

Brand Name Insulin Type Strength Dose counter per injection
Tresiba® Insulin Degludec- long acting 100 units / mL 1 unitincrements | 1 — 80 units
Tresiba” Insulin Degludec- long acting 200 units / mL 2 unitincrements | 2 - 160 units
Toujeo® Insulin Glargine- long acting 300 units / mL 1 unit increments 1 - 80 units

Caution: While both Lantus® and Toujeo” contain insulin glargine, they are not bioequivalent and are not
interchangeable. If switching between these brands, consult the product literature for advice.’

Humalog® Insulin Lispro- short/ rapid acting | 100 units / mL 1 unit increments 1-80 units

®
Humalog Insulin Lispro- short/ rapid acting | 200 units / mL 1 unit increments 1-80 units
Caution: Do not confuse with other Humalog® preparations which are not High-Strength insulins, such as Humalog®
Mix 25 and Humalog® Mix 50.

Evidence of Harm:
There is a risk of accidental mix-up with a variety of concentrations of insulin, and multiple branded products containing
the same insulin®. It is not possible to accurately prescribe, dispense or administer these products solely with the name
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isks associated with High-Strength Insulin Preparations

Centration of more than the standard 100 units / mL.2 These h|gh strength insulin products may contain, for
example, 200 units / mL or 300 units / mL. There is a potential for harm if these products are not prescnbed
dispensed, and administered properly.

- Range of units
Brand Name Insulin Type Strength Dose counter per injection
Tresiba® Insulin Degludec- long acting 100 units / mL 1 unitincrements | 1 — 80 units
Tresiba” Insulin Degludec- long acting 200 units / mL 2 unitincrements | 2 - 160 units
Toujeo® Insulin Glargine- long acting 300 units / mL 1 unit increments 1 - 80 units

Caution: While both Lantus® and Toujeo” contain insulin glargine, they are not bioequivalent and are not
interchangeable. If switching between these brands, consult the product literature for advice.’

Humalog® Insulin Lispro- short/ rapid acting | 100 units / mL 1 unit increments 1-80 units
®
Humalog . Insulin Lispro- short/ rapid acting | 200 units / mL 1 unit increments 1-80 units
Caution: Do not confuse with other Humalog® preparations which are not High-Strength insulins, such as Humalog®
| 25 and Hummategs. Mix 50.

Evidence of Harm:
There is a risk of accidghtal mix-up with a variety of concentrations of insulin, and multiple branded products containing
s not possible to accurately prescribe, dispense or administer these products solely with the name
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IMSN Conferences

»> Medication Safety for patients in the acute health care setting
»> Networking for Safety in Cancer Care AT
»> A systematic approach to Medication Safety in recessionary times
»> Medication Safety: Tales of the Unexpected
»> Pitfalls of Pain Management
National Medication Safety SummiTowards a National approach
(IMSN, HSE, ISMP and Rotunda Hospital)
»> Leadership in Medication Safety
»> Person Centred Carga collaborative approach

Town Hall
Debate

Nationa
Summit

A A4
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Medication Safety

435,000 items are prescribed in an

Inpatient average 500 bed acute hospital
prescription

—

million

doses of medicines
administered
in an average 500 bed
acute hospital

NHS

hlh.ud |l'f5h
Medication
SCOTLAND Safety
Published August 2015 Network
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A Inspections commenced
November 8 2016

Phase X Governance

agus Calocht Slainte

Guide to the Health
Information and Quality

Monitoring Programme in

Public Acute Hospitals published on H|QA website
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Quality Improvement

Capacity B Capability

/ Medicines -,
/ optimisation®¥:,
" Phase3: .
Outcomes

Safe systems and
/ processes are implemented ',
and evaluated to protect
the patient from identified
risks,

Baseline review of the governance
structures and operation of medication
safety programmes to support positive

patient outcomes.

Phase 1; Structures

The Patient Experience
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Plan for safety

Medication safety plan that has short, medium and long
term goals.

Clearly align a suite of audits to meet these goals.

Approx. 10%ef the hospitals inspected to date by HIQA
have an audit plan that is mapped to their Medication
Safety strategiplan.
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Medication Incidents Reported Nationally 2016*

e Acute Hospitals reported 5,506 medication-related incidents on NIMS
which occurred in 2016 and accounted for 17.0 % of the total clinical
incidents reported

e 29.4% of medication incidents did not include the medication name

e The five most common named medications associated with incidents
were; Enoxaparin, Amoxicillin + Clavulanic Acid, Paracetamol, Morphine
Sulphate and Vancomycin

¢ Identified areas of high-risk include the following:

Simultaneous prescribing of Direct Oral Anticoagulants (Apixaban,
Dabigatran and Rivaroxaban) and Low Molecular Weight Heparins
Prescribing and administering Penicillin based antibacterials to patients
with a known Penicillin allergy

Lack of adherence to protocols regarding the prescribing and
monitoring of levels of antibiotics with a narrow therapeutic index
(Vancomycin, Gentamicin).

Known Medication Classes in which
Clinical Incidents Occured 2016

L 4

B N - Nervous system

B ] - Antiinfectives for systemic use

u B - Blood and blood forming organs

B C - Cardiovascular system

B A - Alimentary tract and metabolism

B | - Antineoplastic and immunomodulating agents
u Other

*Data accurate as of 20/03/2017

Matthew Kennedy, Clinical Risk Advisor
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State Clims Agency Clinical Risk Unit July 2017

Medication Related Finalised Claims, 2011-2015 Inclusive

e Arecent study by the SCA analysed medication-related finalised claims from 2011 to 2015 inclusive.

e The key findings of the study were as follows:

o Opioids were the most frequently cited therapeutic group in these claims, followed by antibiotics and local
and general anaesthetics.

o The majority of errors occurred in the prescribing and administration stages of the medication use process.
o The top three most frequently encountered incident categories were wrong dose, wrong drug and adverse
effect.

e Further details of this study will be made available in due course.

Mark McCullagh, Clinical Risk Advisor
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Global Patient Safety Challenge March 2017

Medication Without Harm

WHO Global Patient Safety Challenge

W% Organization

2

Globally, the cost
assoclated with
medication
errors has been
estimated at

$42 billion USD
annually
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WHO Global Patient Safety Challenge

Reduce the level of severe, avoidable harn
related to medications by 50% over 5 years
globally




IMSN - 1st Conference

Qur vision fromour first conference

A Encouragesafer medication use in
Irish public and private hospitals

A Engage with stakeholders

A Influence and inform national
medication safety policy
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