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DR. NESTORAS MATHIOUDAKIS: I’m Dr. Nestoras
Mathioudakis, Clinical Director of the Division of
Endocrinology, Diabetes and Metabolism at the 
Johns Hopkins University School of Medicine. 
I’m speaking today with Dr. Sethu Reddy, Senior
Consultant at the Cleveland Clinic, about Inpatient
Glycemic Management: From Bedside to the Cloud,
a seminar that was presented at the May 2016,
American Association of Clinical Endocrinologists
Annual Scientific and Clinical Congress. Dr. Reddy,
thank you for joining us today. 

DR. SETHU REDDY: A pleasure to be here, Nestoras. 

DR. MATHIOUDAKIS: Dr. Reddy, please explain your
seminar at the Inpatient Glycemic Management
symposium.

DR. REDDY: This was part of a practical workshop
held at the AACE meeting in Orlando in May 2016,
focused on inpatient glycemic management. We
covered various aspects of implementation of
protocols into practice in the hospital as well as the
outcomes from those protocols. We also looked at
socioeconomic drivers and results from having a
dedicated inpatient glycemic management team. 
I talked about the future of inpatient glycemic
management and the directions it’s heading. I 
was talking about connectivity and thus the title,
Going from Bedside to the Cloud.

DR. MATHIOUDAKIS: Got it. Tell us what you mean 
by connectivity?

DR. REDDY: A good way for us to understand what’s
happening is, if you think of how we as physicians
study going from the cell to an organ and then to a
body, I think the same thing is happening at the

macro level for our patients. If you think of the patient
as a cell and their immediate hospital environment as
the organ, and then look at that as the body and part
of the bigger system, whether it’s a hospital system or
society at large, clearly the more information we have,
not only about the patient but the meeting
environment and the hospital, as well as what’s
happening on a societal scale for the patient, we as
clinicians will be able to give better advice and give
better interventions to our patients.

DR. MATHIOUDAKIS: So you’re using the term
connectivity just to mean connectedness within the
system in terms of patient care. What’s the bedside to
the cloud part of this — are you referring to
connectivity of data integration? 

DR. REDDY: You raise a good point. I think one of 
the challenges for inpatient glycemic management 
has been to replicate the systems and the results 
we’ve achieved on the outpatient side. We know that
glucose monitors and continuous glucose monitors
currently can send data to the cloud and refer that
information to either a spouse or a family member 
or even a clinician, so the data connectivity is there. 
In other words, the patient is “connected” to the
family member or a health care provider through 
their glucometer. 

We’ve all evolved from our early training days, where
a nurse would do a glucose check, write it down on
paper, and then maybe an hour later record it in the
chart; and then the medication or insulin
administration would be recorded in another spot in
the paper chart. The clinicians would come around
later and would have trouble juxtaposing the glucose
values to the medication administration to the
patient’s symptoms. 
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DR. REDDY: I think with the advent of the EMR, part
of that connectivity is that the glucose monitor results
would become part of the EMR automatically, without
having any manual data entry or ID verification. And
then having a medication administration record also
integrated with the glucose monitoring record gives
the clinician tremendous power in connecting the 
dots for the patient. 

DR. MATHIOUDAKIS: At Hopkins a few years back we
had implemented a system where our point of care
meters would wirelessly transmit data, but the EMR
we had in place didn’t allow communication of the
two systems. When we looked at point of care glucose
data, the number of transcriptional errors happening
with both the actual blood glucose value and the time
of the actual glucose reading was pretty significant
and enough to potentially cause mismanagement such
as the wrong dose of insulin. Sometimes it was a
decimal error, like leaving off a zero, but other times
the time was significantly off. We  implemented
something where the data will integrate into our
system, and I agree with you that that’s definitely the
way to go for data accuracy and also for efficiency and
nursing workload — you don’t have that extra step of
entering data. 

Have you looked at the impact that has had on
outcomes, or was this the preliminary discussion
about the process? 

DR. REDDY: Clearly I think we have taken advantage
of this confluence of advances in technology as well as
having outcomes data demonstrating that glycemic
excursions are dangerous for patients in the hospital. 

Then there’s regulatory pressure from organizations
like the ADA, AACE, and the Institute of Medicine
that inpatient errors are very common, and insulin
errors are the number-one medication error. My
colleagues and I at Joslin and at Beth Israel have been
able to integrate the glucose numbers with insulin
administration on one page in the EMR. We can
access that from the office or from another country,
even. As long as you have access to the hospital EMR
system, you can look at not just one patient, you can
look at glucose records and insulin administration
almost in real time for 20, 30, or more patients,
whatever happens to be on your consultation service.
As you said earlier, when the patient strip is bar
coded, the operator of the glucometer is bar coded,
there is less room for error and transcription errors. 

This has allowed us to provide better, more timely,
and less error-prone care to our patients. 

DR. MATHIOUDAKIS: I agree. One of the common
themes we hear from our medical house staff is that
the hardest part of making a management decision is
just getting the data in a clear layout in a meaningful
way. I agree that getting your glucose and insulin
values laid out in a way that you can easily see
patterns and make decisions is so important. 

So, Dr. Reddy, thank you for being part of eDiabetes
Review and sharing your important work in this 
field. We know the number of people who will be
hospitalized for diabetes over the coming years is
likely to increase — it’s one in four hospitalized
patients — so this is certainly important work.

DR. REDDY: Oh, definitely. I think this connectivity 
is going to play an important role in quality
improvement at the local level, as well as what I would
call population health for hospitals, where one will be
able to make system-wide changes to improve care in
a much wider population.

DR. MATHIOUDAKIS: Thanks again, Dr. Reddy.

DR. REDDY: Thank you. 

DR. MATHIOUDAKIS: Please note that this podcast 
is not available for CME/CE credit. Dr. Reddy has
disclosed that he’s served as an advisor for Calibra
and Janssen, a speaker and an advisor for Merck, 
and an investigator for PCORI and Lexicon.


