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Aim

QH Safe Medication Practice Unit project:
• To reduce the incidence of errors in 

insulin prescribing and administration
• Improve inpatient diabetes management



Background
Insulin is:
• Recognised internationally as a high risk drug1

• Managed by relatively inexperienced clinicians
Also
• Increasing focus on inpatient glycaemic

management 2

• Emerging evidence of importance in critical care 
and general ward environments 2



Background

• Lack of link between insulin dose and BGL
– May need to look in 3 places

• Non specialist and junior clinicians 
– Limited education on diabetes management

• Insulin accounts for ~15% of  the most severe  
medication related incidents

• Standardisation and simplification of processes 
can help to reduce medication errors3,4.



Local Audit Data

• Initial snapshot audit 118 inpatients receiving 
intravenous and/or subcutaneous insulin

• 4 Queensland public hospitals 
• Bedside charts of inpatients having BGLs

measured
• Risk score devised

• Subcutaneous Insulin
– 63% outside the ideal range

• IV Insulin
– 53% outside the ideal range



Current Practice

Hypo treatment

• No instructions on when to notify about BGLs >x or <y
• No forcing function to encourage daily review
• No link between BGL and insulin dose
• No guidance about when or how to treat hypoglycaemia
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What are we doing?

• Introducing statewide standardised 
forms to assist clinical staff
– Linking all information required to manage 

Insulin therapy
• OHAs still separate

– Supported by bedside decision support 



Process

• Expert reference group 
– Multidisciplinary

• Developed forms and decision support 
tools:
– Safety prompts
– Minimise human “interference”

• Trial in the “Real World”
– Non experts



A tale of two sites

Site A
• Tertiary hospital, Vascular 

– Progressive ward
• Agreement to participate by Nurse Unit 

Manager and Medical staff
– When approached by SMPU

• Training in use of new forms by external RN/ 
CDE 



A tale of two sites

Site B
• Regional hospital
• Established local working party
• Site recognised problems with insulin

– Audit data supported need for change
– Approached SMPU

• SMPU funded project officer (RN/CDE)
• Training by internal RN/ CDE 



Satisfaction Surveys

Site A
• Response Rate 76% 

(16/21)
• Minor preference for 

new forms
• Score 2.5
• Comments expressed 

dissatisfaction

Site B
• Response Rate 63% 

(44/70)
• Acceptance of new 

forms
• Score 3.15
• Feedback more positive

Related to trial forms and their usage
Likert Scale
1: Strongly disagree (dissatisfaction with trial forms) to 
4: Strongly agree (Preference for trial forms)



Qualitative Assessment
(earlier version)

• Both sites 
– Form very busy - can be a little 

confusing
– Form too big & cumbersome

• Initial reactions at site B
– Big and complex at first use
– Recognised the value
– Marketed
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Why the difference?

Site A 
• Approached by 

external source
• External project 

officer
• Minimal senior 

clinician involvement

Site B
• Local decision to 

change with or 
without support of 
SMPU

• Local project officer
• Change led by 

senior medical and 
nursing clinicians



System Level Changes4

Site A Site B

Will Central Local

Ideas Central Central with Local 
Input

Execution Central Local with Central 
Input



Subcutaneous Form

Prescribing

Administration

Monitoring

CommunicationSafety Features Incorporated:
•Units pre-printed

•Notification prompts for BGLs
outside target range

•Route clearly identified

•Special instructions

•Frequency of BGL monitoring

•Prior insulin treatment

•Active discouragement of stand 
alone subcutaneous sliding 
scale

•Insulin associated with meals



Intravenous Form

Monitoring

Prescribing

Administration

Communication

Safety Features Incorporated:

•Promoting hourly BGL 
monitoring

•Pre-printed BGL ranges

•Recommended initial insulin 
infusion rates

•Standard concentration syringe

2



Decision Support



Future Directions
• Prescribing guidelines and key 

administration messages
– Improved glucose control with a standard 

approach has recently been demonstrated 5

• Continue to implement
• Continue to evaluate

– Adverse events and documentation
– Improvements in glucose control

• “Glucometrics” 6

– Method of assessing inpatient glucose control



The lesson to share! or
“Where we’ll START next time…..”

• Harness local enthusiasm
• Engage good people
• Need for change 

– Recognised by site
– Backed up by evidence

• Senior clinical involvement
• Willing early adopters
• Marketing!



Conclusion

• Standardised form usage with safety 
prompts will go some way to improving 
management

• Education regarding management of 
diabetes is needed in all clinical streams 
and at all levels 
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