	Special Report:
Similar Color Coding of Insulin Syringes and 25 G Needles Can Result in Insulin Overdose (SR0019) 

	

 

SYRINGES, PLUNGER, HYPODERMIC, INSULIN [13-941]
SYRINGES, PLUNGER, HYPODERMIC, TUBERCULIN/ALLERGY [13-945] 
SYRINGES, PLUNGER, HYPODERMIC, PROTECTED NEEDLE [18-070] 

Background:  ECRI has received two reports expressing concern that similar color coding of 25 G needles and insulin syringes may lead to errors in insulin administration. We are also aware of a case in which a healthcare worker mistook a tuberculin syringe for an insulin syringe because of the similar color coding and administered 50 units of insulin to a patient who was prescribed 5 units (Hosp Pharm 2003 Jan). An overdose of insulin can lead to hypoglycemia and, if left untreated, can lead to coma or death.

Orange has always been the internationally recognized color for U100 insulin syringes (1 mL, 1/2 mL, or 3/10 mL syringes, regardless of needle gauge) and is also the International Organization for Standardization (ISO) standard color for 25 G needles, either packaged alone or with a syringe. (Suppliers that sell their products worldwide need to comply with the ISO standard.) Therefore, a 25 G needle packaged with any syringe will be color-coded orange, as are U100 insulin syringes. This is of most concern with 25 G needles packaged with 1 mL syringes because they look similar to insulin syringes. If healthcare workers only look at the color on the packaging, they may use the wrong syringe and administer an incorrect dose of insulin to a patient.

Several suppliers have changed or introduced safety products that use colors that conform to the ISO standard so that the products can be sold worldwide. This may cause confusion for healthcare workers who are accustomed to seeing different-colored packaging. We have received some reports specifically about the change in Becton Dickinson (BD) products. BD introduced its Eclipse and Integra syringes in the ISO standard color for worldwide sale and recently changed its Safety Glide syringe to the ISO standard color for the same reason. This may cause confusion for healthcare workers because the Safety Glide 25 G needle package has been changed from turquoise to orange to comply with the ISO standard. Therefore, both the 25 G needles and insulin syringes are now orange.

BD sent a letter to its customers explaining the change, along with posters and sticky notes clearly depicting the change that can be hung at every nursing station and on each medication cart. In addition, BD changed the Safety Glide insulin syringe packaging so that this syringe can be more clearly distinguished from a 1 mL tuberculin syringe with a 25 G needle; both packages are identified with bold "25 G" or "insulin" labeling. BD has pointed out that the Safety Glide 25 G needle with a 1 mL syringe is in a "side by side" package (i.e., the needle is not preattached), whereas the insulin syringe is always permanently attached to the needle. Many facilities require that a second clinician verify the insulin dose to be administered, which should also minimize the risk of an error in insulin administration. 

ECRI Recommendations:  A change in color coding is a concern when using products from any supplier that uses ISO standard colors. Most suppliers have made an effort to differentiate the packaging of their insulin syringes from that of their 25 G needles by labeling the packages "insulin" in large letters or by making the insulin packaging mainly orange and putting a small orange box on the 25 G needle packaging. However, any hospital that uses syringes with ISO standard colors, which include most safety syringes, should be aware of this issue and follow the recommendations below.

1. If you use syringes that are coded with ISO standard colors, make all healthcare workers aware that both 25 G needles and insulin syringes are orange. 

2. Store insulin syringes separately from any other syringes and needles. 

3. Before staff use a syringe, have them verify correct syringe type and size on the package labeling and look for an appropriate scale. A noninsulin 1 cc syringe will have a scale that goes up to 1.0. An insulin syringe will have a scale that goes up to 30, 50, or 100. 

4. Consider instituting a policy in which a second person checks the insulin dose before it is delivered. 


Source:  Member Hospital; Becton Dickinson; Cohen MR. Tuberculin syringe confused with insulin syringe; Duragesic patch abuse [ISMP medication error report analysis]. Hosp Pharm 2003 Jan;38(1):15.

Comment:  ECRI recommends that this Special Report be distributed to the following departments: anesthesia, CCU/ICU/NICU, CSR/materials management, emergency/outpatient, home care, nursing, OR/surgery, pediatrics, and pharmacy/IV therapy. Additionally, you should determine if other departments, locations, or individuals at your facility should receive this report.
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