Doc-U-Drama:  The Case of the Sliding Scale

Players:  

Senior Resident


On-call Intern


Mr. X




Day Shift RN


Ward Intern


Night-Shift RN

Lab Tech


Attending Dr. T


Scene I  (Medicine ward at 5:00 pm:  Ward Intern is signing out to the On-call Intern)
Ward Intern:
“…my next patient is Mr. X, who we admitted yesterday for his 6th bout of DKA in 2 months.  Overnight we leveled out his glucose and electrolytes, and were able to get him off the insulin drip.  He is now on a sliding scale insulin, and the nurse might call you about it.  Just follow the sliding scale.”

On-call Intern:
“…ok.  Can I see which sliding scale you are using?”

Ward Intern:
“yeah, sure, I’m working with Attending Dr. T.  He seems to like starting at chemsticks greater than 201 with 3 units and increasing every 50 by 2 units.  Sort of a 3,5,7,9 thing.  Not sure why, because the department chair starts at 151 with 2u and goes up by 3u per 50 increase.  Anyway, just use Dr. T’s method because he’ll be at rounds tomorrow.  Don’t forget, OK?  I don’t want Mr. X to fall back into DKA!”

On-call Intern:  “No problem.  3,5,7,9; start at 201.  I think I’ve got it.  Thanks for the sign-out”

Scene II (Patient Mr. X’s room)

Day-Shift RN:  “Well, that sums up all I know about diabetes, Mr. X.  I hope it is helpful, you sure have been in the hospital a lot lately.  Is there anything going on?  What kind of work do you do?”

Mr. X:

“Thanks for all the info.  I just can’t seem to keep my sugars under control anymore.  My life is in chaos.  I’m a poet, you know.  I only seem to be able to write in the middle of the night.  I don’t eat regularly, and I guess I drink too much.  Anyway, I appreciate your concern and think this is the best hospital I’ve ever been in.   No one has ever explained my diabetes to me so well.”
(In walks the Ward intern)

Day-Shift Nurse:
“Hello Dr. Intern.  Mr. X sure looks a lot better today.  By the way, his fingerstick was high, 308, do you want me to give him his sliding scale insulin dose now?”
Ward Intern:
“Yep, he’s gonna need it with sugars that high.  Also, I don’t really trust these glucometers, could you send a sample down to the lab to confirm?  Well, I was on-call last night and it’s my son’s birthday, so I’m outta here.  Take care, Mr. X.  I’ll talk to you tomorrow.”

Scene III  (Nurses’ break room, nurses are signing out at change of shift)

Day-Shift Nurse:
“…next we have Mr. X, who we weaned off his insulin drip.  He is now on a sliding scale insulin order.  He’s a poet, you know.  Very nice man.  Told me he has a drinking problem.  He’s taking PO’s well and probably will go home tomorrow if his sugars come under better control.”

Night-Shift Nurse:  “Who’s sliding scale are we using?”

Day-Shift RN:
“Oh, I think it’s Dr. T’s.  He likes the 3,5,7,9 for some reason.  Anyway,  Dr. Intern said he signed out Mr. X to the on-call intern and wants to make sure we call him with any abnormal sugars—he’s just learning about sliding scales.”

Scene IV  (Lab Tech, Night-Shift Nurse and On-Call Intern talking on the phone)
Lab Tech:  “There’s a Panic value from the lab for Mr. X,  isn’t he yours Night-Shift RN?”
Night Shift RN:  “Hello,…pause….yes, I’m his nurse tonight”

Lab Tech:
“We have a glucose of 428 on Mr. X from 1800 labs”

Night Shift RN:
“Thanks, wow that’s pretty high.  I’ll call the on-call doctor.”

(Soon after, on phone with On-call Intern)

Night Shift RN:
“Hello Dr. On-Call,  Mr. X has a glucose of 428, what would you like to do?”
On-Call Intern:
“Um, 428.  Wow, does the sliding scale go that high?”

Night Shift RN:
“No.  Dr. T usually only writes it up to 400.”

On-Call Intern:
“What is Mr. X supposed to get for 400?”

Night Shift RN:
“It says “12 units for 351-400”

On-Call Intern:
“Um.  Hang on a minute.  Let me ask my senior resident”
(Turns to senior resident watching television in the call room.)

On-Call Intern:
“Hey, Senior Resident, how much insulin should I give for a chemstick of 428?”
Senior Resident:
“Who’s the attending?”

On-Call Intern:
“Dr. T”

Senior Resident:
“Well, he likes 3,5,7,9,12.  So, the answer is…??”

On-Call Intern:
“Come on Senior Resident.  I’ve got 4 admissions in the E.D.  Do you think that I ought to call Dr. T with this?”
Senior Resident:
“Nah, Dr. T doesn’t like to be called after hours with this kind of stuff.  15 outta do it.  Give ‘em 15”

On-Call Intern (back on phone with Night-Shift nurse):
“Let’s give him 15 units”

Night-Shift RN:
“OK, we’ll give him 15 units.”

Scene V  (Morning Rounds):

(Ward intern Presenting Mr. X to Attending Dr. T and rest of team):

Ward Intern:  “Mr. X had a hypoglycemic seizure last night after receiving 15 units of regular only an hour after I gave him 7 units for a chemstick of 308.”

Attending Dr. T(sternly):  “What, how did that happen!!??  What are you doing giving a sliding scale every hour, that’s not what I told you to do yesterday.  QID, not Q 1 hour.”
Ward Intern (defensively):
“No, I didn’t order it that way.  The on-call intern gave him the 15 units.  I guess he didn’t check the foot-chart to see that I had already given him 7 units just an hour before.”

Attending Dr. T(worriedly):
“How is Mr. X now?”

Ward Intern:
“Not good.  He doesn’t seem to be able to talk, although he seems to be waking up OK after his seizure.”  
Attending Dr. T(angrily):
“Who was the On-Call Intern?”

On-call Intern(sheepishly): “Um, I was on-call last night”

Attending Dr. T (coldly):
“You have made a grave mistake, Dr. On-Call.  This is an unacceptable error.  You’ve put me and the rest of the team into medico-legal hot water.   I’ll have to call risk management.  Buff the chart, everybody.  I’m also going to discuss this terrible incident with the residency director.  Give me the name of the nurse who followed that order.  Doesn’t anyone know how to take care of Diabetics anymore?

Sliding Scale Discussion Points

1. Look at the number of hand-offs of patient information and patient care that routinely happen.  Look closely at the context of communication rather than the content.  There are verbal orders, telephone orders, input from the senior resident, nurse to nurse sign-outs—all fairly routine communications that occur in a hospital setting but that can contribute to error.

2. The on-call resident is feeling time-pressured to perform the number of admissions.  How often does this happen in your hospital?

3. Availability and communication with attending physicians is often a source of frustration for residents.  Desire not to appear incompetent or unnecessarily bother an attending may compromise willingness to communicate with attendings.

4. The existence of multiple sliding scale protocols (probably a dubious practice anyway) creates an extra layer of unnecessary complexity.

5. How would this patient be informed of this “event”?  He would probably be told that he had an “insulin reaction” or an episode of “hypoglycemia”.  He may or may not be told that it was due to the accidental administration of too much insulin.  How would this affect this patient’s compliance with insulin therapy in the future?

