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Please bring this newsletter to the attention of all staff 

Medicines Safety Bulletin 
April 2026

Diabetes Wearable Technology in 

the Inpatient Setting: new 

guideline 

Figure 1. Example of continuous glucose monitor. 

Incident reports describe hypoglycaemia and 

hyperglycaemia linked to use of inpatients’ own 

continuous glucose monitor (CGM) results to 

assess glucose levels. CGMs measure interstitial 

fluid glucose levels, however interstitial fluid 

levels may lag behind blood levels by up to 20 

minutes, particularly in unwell patients or when 

blood glucose levels are rapidly changing. This 

risks delays in identification of hypoglycaemia and 

hyperglycaemia.  

New guidelines at Guy’s and St Thomas’ Trust 

Managing Diabetes Technology in Adult 

Inpatients and King’s College Hospital on 

Continuous Glucose Monitoring (CGM) 

Guideline outline the management of wearable 

CGMs and wearable insulin pump therapy 

(“diabetes technology”) in adult inpatients.  

Advice for staff: 

• Insulin pumps: During admission, if an

inpatient can self-manage their insulin pump,

they should be allowed to do so.  However,

they should be informed that point of care

capillary blood glucose/finger prick tests, will

be performed at least twice a day by the

hospital team in addition to the individual’s 

own glucose recordings.  

• Monitoring: CGM cannot be used alone for

glucose monitoring whilst an inpatient.

Capillary blood glucose testing (POCT)

should continue.

• If patients are unable to manage their insulin

pump (for example, due to being acutely

unwell, unconscious, undergoing surgery) the

CGM cannot be used and must be removed

and stored safely until the patient is well

enough to manage their insulin and diabetes

again. The Trust guidelines are based on

national guidance.

Figure 2. Examples of an insulin pump. 

Actions when patients refuse 

medicines to prevent venous 

thromboembolism 

Despite high thromboembolic risk, a patient 

repeatedly refused prophylactic enoxaparin, 

citing spasms and cramps after injections. No 

escalation of the refusal was documented, nor 

discussion of alternative thromboprophylaxis.  

Following insertion of a peripherally inserted 

central intravenous catheter (PICC), the patient 

developed an upper limb venous 

https://sigma.gstt.nhs.uk/Synbiotix/Applications/ClinicalGuidance/User/Details.aspx?id=11868
https://sigma.gstt.nhs.uk/Synbiotix/Applications/ClinicalGuidance/User/Details.aspx?id=11868
http://kcgs/Pages/ClinicalSearch.aspx
http://kcgs/Pages/ClinicalSearch.aspx
https://abcd.care/sites/default/files/resources/JBDS_20_Using_Technology_to_Support_Diabetes_Care_in_Hospital_1.pdf
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thromboembolism (VTE). Despite this new upper 

limb VTE, they still declined treatment dose 

enoxaparin. Dose refusal was now documented, 

but not any discussion of alternatives. The patient 

presented to the Emergency Department with a 

pulmonary embolism.  

VTE is a significant and often preventable cause 

of morbidity and mortality in inpatients. For 

patients at high risk of VTE, pharmacological 

thromboprophylaxis reduces VTE by about 50%.  

For patients considered to be at high risk of VTE 

during their hospital admission and declining low 

molecular weight heparin such as enoxaparin or 

dalteparin thromboprophylaxis, ensure the 

following steps are taken: 

1. Confirm and document that the patient has 
capacity. If capacity is lacking, act in the 
patient’s best interests in line with Trust 
guidance.  

2. Explore the patient’s reasons for refusal. 
Clearly explain the benefits of treatment and 
risks of non-treatment. Resources for patients 
are available.  

3. Escalate to the medical team if refusal 
persists. 

4. Consider and offer alternatives including 
mechanical thromboprophylaxis with 
intermittent pneumatic compression devices. 

5. If refusal is due to specific concerns (e.g. 
needle phobia, pain, or side effects), seek 
advice on alternatives from the 
anticoagulation pharmacist or thrombosis 
registrar.  

6. If the patient continues to refuse, ensure this 
is witnessed and clearly documented, 
detailing the information provided. 
 

Differences in buprenorphine 

formulations  

A recent safety event revealed confusion amongst 

staff with different formulations of 

buprenorphine.  The safety event highlighted the 

importance of specifying the correct product to 

reduce the risk of unintended overdose at 

prescribing, dispensing and administration.   

Buprenorphine for oral use is available in several 

formulations and strengths with different 

indications:  

Formulation  Strength Indications 

Sublingual 
tablet 

200micrograms Pain relief or opioid 
substitution 
treatment 

Sublingual 
tablet 

2mg, 8mg Opioid substitution 
treatment 

Oral lyophilisate 
wafer (Espranor) 

2mg, 8mg Opioid substitution 
treatment 

 

These formulations are not interchangeable. 

There are differences in licensed uses and in 

bioavailability. In particular, the oral lyophilisate 

formulation has a much higher buprenorphine 

bioavailability than standard sublingual tablets. 

This means that the same dose gives a much 

greater effect.   

Oral lyophilisate, Espranor, is a freeze-dried wafer 

for opioid substitution treatment only. Initiation of 

Espranor is restricted to addiction care teams 

across KHP Trusts. 

Action for staff:   

• Confirm indication before prescribing, 

dispensing and administering. Espranor is for 

opioid substitution treatment only. 

• Prescribe by formulation, clearly specify 

standard buprenorphine sublingual tablets or 

Espranor (oral lyophilisate). 

• When ordering, specify formulation, including 

buprenorphine sublingual tablets or Espranor 

(oral lyophilisate) and strength. 

 

Contacts: 
 
GSTT: alice.oborne@nhs.net 

gstt.medicinessafetyofficerteam@nhs.net;  

KCH:Bianca.Levkovich@nhs.net; 

kch-tr.mso@nhs.net  

SLaM: Siobhan.Gee@slam.nhs.uk   

KHP Pharmaceutical Sciences: 

David.Taylor@slam.nhs.uk  
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