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1 INTRODUCTION

In September2015JointBritishDiabetesSocietyg Inpatient Care(JBDSP)publishedthe
revisedNationalguidelinesfor Managementof adultswith Diabetesundergoingelective
surgicalprocedures.

Thiswasbasedon studieswhich showedincreasedmorbidity in uncontrolleddiabetics
comparedto non-diabeticshavingelectiveoperations.

The National guidelines are primarily intended for the management of patients with
diabetes referred for elective surgery. However, most of the recommendations can be
applied to the patients presenting for emerggnsurgery with the provision that many such
patients are at high risk and are likely to require an intravenous insulin infusion and level 1
care (acute ward with input from critical care team) as a minimum.

2 PURPOSE

The Trust should have a Clinical leadthe perioperative management of patients with
diabetes whose responsibility it is to ensure that DBTH has up to date guidelines that are
implemented. The Clinical lead should also ensure that all patients with diabetes are
optimally managed during theadmission. Diabetes must be recognized and managed
effectively.

Work has been undertaken to raise standards of diabetes care for patients undergoing

surgical and various other invasive procedures. Nagonal Health Service Institute for
innovationandA YLINR @SYSy G obl {LLLO dG¢KAYy]l Df dz02aS5¢ ¢
improvement in thecare of in patients with diabetes, which are:

cC20dza 2y GKS LI GASY

9IFNI & ARSYUATFAOFIGAZ2Y 2F LIS2LX S 6AGK RAIO
| 2YLINBKSyaA @S aipatighRieedRAT SR FaaSaavySyid 27
/[ NB tlFGKgléa aINBSR Fyz2y3ald OFNAR2dza (St
Ly @2t @dSYSylG 2F 5AF0SGSa LyLI GASydG {LISOAL

€ g€ ¢€¢g

3 DUTIES AND RESPONBIBIES

Allmedicaland nursingstaff hasa responsibilityto work within the policy.Anydeviations
shouldbe by a SeniorClinicianto meetthe needsof the individualandthis shouldbe
documented.
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Diabetesteam

Implementation of this policy and all National recommendations made regarding
diabetes at the perioperative care.

Ensure education and tirsing of all appropriate Trust staff

Responsibilities to ensure all patients with diabetes receive an equitable and high
guality service.

To be alerted to all patients with diabetes who are identified for surgical procedures.
Escalate any incidentegarding diabetes management to the relevant clinical
governance groups.

oo oo D>

Lead Diabetologist/Consultant Surgeon/ Anaesthetist
Act as a clinical expert in diabetes management and surgery. Provide education and training
to all staff

Head of Nursing for all Specialty services
To ensure Matrons/ward managers support the policy and support the nurse in providing
care for patients with diabetes undergoing a surgical procedure

Matrons and Ward Managers

To promote safe standards of tetes care on all wards as appropriate.

Staff should familiarize with the policy.

Ward Managers to release staff when required in order to participate in education and
training.

All staff directly involved in caring for diabetic patients who are undergg a surgical
procedure

All staff should demonstrate good communication and familiarization with the policy when
dealing with diabetic patients having surgery. To ensure all diabetic patients are referred to
the Diabetes Specialist Nurse Team so thaytban offer the patient and staff full support

and guidance.

4 MAIN RECOMMENDATIGN

A DBTHshouldhaveaclinicalleadfor perioperativemanagemenbf patientswith diabetes.
Clearguidelinesshouldindicatewhenthe diabetesspecialisteam shouldbe involved.

A Planningsrequiredat all stagesof patient pathwayfrom GPreferralto post-operative
discharge.

A Patients shouldbe involvedin planningat all stages.Theyshouldbe supportedto
continueto managetheir own diabetes(includingselftestingand selfadministrationof
medicineswhereverpossible Thoserequiringinsulinshouldhaveaccesdo the same
formulation of insulin(analogue humanor animal)asbefore admission.
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Informationand educationshouldbe providedfor the managemenof diabetes,during
the admissionyecoveryperiod andfollowing dischargeThisshouldtake into account
anylifestyleanddietary changesecessitatedy the procedure.
DBTHshouldimplementDiabetesinpatient SpecialisNurseServiceo supportthe
electivepathway.

DBTHshouldhavesygemsin placeto identify all patientswith diabeteson admissiono
highlightthe needto prioritisethem on the operatinglist.

Highrisk patientsshouldbe identified in surgicaloutpatients/preoperativeassessment
andplansshouldbe in placeto managethe risk.

Ward staff shouldensurethat the timing and choiceof food and snackds appropriate
(Recentevidencesuggestshat mealchoicesfor peoplewith diabetesin hospitalare
poor, with up to 21%sayingthat they would nevermakethe samefood choicesat
home).

Earlypre-operativeassessmenshouldbe arrangedto determinepre-operative
diabetesmanagemenstrategyandto identify and optimizethe co-morbidities.

Dayof surgeryadmissiorshouldbethe & R S Fd Ld2f aliDialdetBsypexificpre-
admissiorshouldbe avoided.

Minimizestarvationtime.

EnhancedRecoveryProgrammeshouldbe implemented- Multimodal analgesiavith
appropriateanti-emeticsshouldbe plannedto enableearlyreturn to normaldiet and
diabetesregimen.
Patentsshouldresumediabetesselfmanagementassoonaspossiblewhere
appropriate.

Aplanshouldbe in placefor safedischargeof diabeticpatients.

Insulinshouldbe prescribedusingthe brandnameandthe word & dzy'idwifitéen in full
(not usingthe abbreviation& dz&€ 0 @®

Outcomesshouldbe auditedregularlyby the Diabetesteam.

All areasof admissionshouldhavehypoglycemidoxes.

5 PROCEDURE

=

To o o I Do

All diabetic patients scheduled to undergo an elective procedure requiring a period of
starvation shouldattend a preoperative assessment clinic.
Preoperative teans should assess:

Adequacy of glycaemic control (HbAlc of less than 69mmol/mol).

The risk of proceeding when control is soitimal, this should be balanced against the

urgency of the procedure.

Identify other cemorbidities with referral to appropriate teaasfor optimization.

Referral tothe Diabetes specialist team according to local policy.

tfly LIGASYGQa FRYA&AAAZY F2NJ adzNHSNRBY

1 Timing of admission

1 Location

1 Timing of surgery (prioritize on ttteeatre list to minimize starvation time to
promote early resumption of normal diet and normal medication at normal time)

1 Preadmission management of medications.
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1 Availability of usual Insulin, paties may need to bring if nofiormulary.

1 Plans for Enhamd Recovery.

1 Ensure the patienis fully consulted and engaged in the proposed plan.

1 Patients should receive written instructions of the changes they need to make to
their medications prior to admission.

1 Plan initial preoperative management of diabetes.

1 Ersure that Glucogel, IGcagon and rapid acting insulin is routinely prescribed to

treat hypoglycaemia or hyperglycaemia.

1 The targetBG inthe pre-operative, anaesthetised or sedated patient should be 6
10mmol/L (4- 12mmol/l may be accepted).

Tt I (A Byalidakdetes medication should be written up on the drug chart with the
appropriate adjustments made.

Tt GASyda 6AGK ald Nxal] FSSGé¢ aKz2dZ R 0SS AR
will be easily visible to theatre and ward staff.

1 Plan duration of stay and make preliminary discharge arrangements. Consider the
need for home support following discharge ansolve the primarycare team in
discharge planning.

FACTORBIFLUENCINGHECHOICBFPERIOPERATIVBIABETEBANAGEMENT

Duration of starvation- missingone mealor more than one meal.

Timingof surgery- amor pm.

Usualtreatment regimen- insulin,tablets, diet.

Diabetescontrol prior to admission.

Otherco-morbidities.

Likelihoodthat the patient will be capableof selfmanagingheir diabetesduringthe
immediatepostoperativeperiod.

ogkwhE

PREOPERATIVELANNING:

Notify the Diabeteseamwell beforethe event.

Admiton the sameday of surgerythrough Theatreadmissionsnit (TAU).
Planwhere possibleto be first on the theatre list (amor pm).

Minimal starvation- 6hoursfor solidsand 2hrsfor clearliquids.

Checlkblood glucoseprior to surgery.

Referto appropriatechartfor medication/insulinadministration.

If variablerate Intravenousinsulininfusion(VRIIl)s requiredto be startedby
anesthetistin theatre.

NogohkrwdhpE

THEATRENDRECOVERY

AIMS:

1. Maintainintra-operativeblood glucosdevelbetween6-10mmol/L,up to 12mmol/Lis
acceptable.

2. Maintainnormalelectrolyteconcentrations.

3. Optimiseintra-operative cardiovasculaandrenalfunction.
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Providemulti-modalanalgesiaand appropriateanti-emetics.
Avoidpressuredamageto feet duringsurgery.

RECOMMENDATIONS:

1. Implementthe WHOsurgicalsafetychecklistoundle.

2. Implementthe agreedcareplan.

3. Apatientwith VRIlineedsat least2 cannula.

4. Checkcapillaryblood glucose(CBGprior to inductionof anesthesia.

5. Monitor CBGegularlyduringthe procedure- at leasthourly, more frequentlyif reading
outsidethe targetrange.NICEecommendsCBQGo be monitored every30minsduring
Caesareasectionundergeneralanesthetic(GA)from inductionuntil womanis fully
conscious.

6. Avoidunnecessaryiseof VRIIIbut neverstop aninsulininfusionin Typel diabetes
unlesssubcutaneougSC)nsulinhasbeengiven.

7. Substrateinfusionshouldbe 4%Dextrosein 0.18%sodiumchloridewith either 0.15%or
0.3%potassiumchloride.Alternatively,5%Dextrosewith addedpotassium.

8. Documentthe CBGYVRIlland substrateinfusionon the anestheticrecordasper
RCOA/AAGBEecommendations

9. PlanITU/HDUcarefor highriskpatients.

10. Pressuraareasshouldbe inspected and highriskareasshouldbe protectedusing
suitableequipment.

POSTOPERATIVEARE

AIMS

1. Ensurebloodglucosdevelsare appropriatelymaintained.

2. Acceptablerangein awakepatientsnot on VRIllis 4-12mmol/L,if VRIllisused
acceptablerangeremains6-12mmol/L.

3. Maintainadequatefluid andelectrolytebalance.

4. Optimizepaincontrol.

5. Encouragearlyreturn to normaleating,facilitatingreturn to the usualdiabetes
regimen.

6. EnhancedrecoveryPrinciples.

7. Avoidiatrogenicinjury - drugs,diabetesmanagement/pressureamage.

8. Monitor blood glucosehalf hourlyfor the first 2hrs,hourly for next4 hoursandthen 2
hourly until the nextmorning.Inthe morningrefer to diabetesteam.

9. ContinuelVfluidsandinsulininfusionuntil takingadequatefood and fluids orally.

10. StopVRII 1 hour after medicationor subcutaneousnsulindose Onlydiscontinuewhen
convenientto do soandat atime whenmedicationor insulindosedue.

11. Neverstop VRIllduring surgery.

12. If in-patientdiscusswith in chargeConsultantand dischargehomewhen medicallyfit.
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RECOMMENDATIONS

1. Saff skilledin diabetesmanagemenshouldsupervisesurgicalwards.
2. Allow patientsto selfmanagetheir diabetesassoonaspossible.

3. Providewritten guidelinesfor the useof intravenousfluidsandinsulin.
4. Prescribeandadministerinsulinin line with NPSAyuidelines.

5. Bloodglucosemaintainedwithin the guidelinerange.

6. Monitor electrolytesandfluid balancedaily.

7. Maintain meticulousinfection control.

8. Inspectfeet andpressureareasregularly.

Emergency &gery

Inform the Diabetes team to discuss management with the Anaesthetist and surgeon.
Bloods where appropriate.

If in Diabetes ketoacidosis (DKA), follow protocol.

Commence VIR.

Operate only when the patient is stable where possible.

Measure blood glucose half hourly.

Never stop infusion during surgical procedure.

To To To To o Do Do

PERIOPERATIWEONITORIN®IABETEANDMANAGEMENDFHYPQOR
HYPERGLYCAEMNPATIENTENDERGOINSURGERWITHA SHORBTARVATION
(ONEMISSEIMEAL)

Theseguidelinesare for patients with well controlled diabetes

Pre- OperativeHyperglycemia
Referto hyperglycemidlow chartfor adviceAppendix1

PostOperative hyperglycaemia
Referto hyperglycemidlow chartfor adviceAppendix2

Insulinand medicationGuidance

A Once day insulinreduce dose the day before surgery as per guidelines, fast from
midnight and monitor blood glucose regular.

A Twice daily insulin, give normal dose at breakfast the day before surgery and reduce
teatime dose as per gielines.

A Three or more doses of insulin (basal bolus), reduce basal insulin the night before
surgery as per guidelines.

A Do nottake rapid acting insulin prior to surgery. Monitor blood glucose regularly, if BG
below 4mmol/l follow advice given for hypoglycaemia when fastingeWatedfollow
the management plan and contact thepratient diabetes team for advice.
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Once a daynsulin for nil by mouth (NBM) for 1 missed meal
Refer to flow chart for advic&ppendix 3

Once a day insulin NBM for more than 1 missed meal
Refer to flow chart for advicppendix 4

Type 1 Diabetes 4 or more times daily (basal Bolus) NBM for 1 misseal
Refer to flow chart for advic&ppendix 5

Type 1 Diabetes 4 or more times daily (basal Bolus) NBM for more than 1 missed meal
Refer to flow chart for advic&ppendix 6

Type 2 Diabetes Twice/three times daily mixed insulin NBM for 1 or more missedl
Refer to flow chart for advicéAppendix 7

Type 2 Diabetes NBM 1 missed meal
Refer to flow chart for advic&ppendix 8

Medication

A Metformin -take normal dose the day before surgery it does not cause hypoglycaemia
unless given with Sulphonylureas.

A Gliclazide/Glimepiride/Glipizidetake normal dose the day before surgery in the
morning. Reduce the dose by half if taken at tea time.

A Gliptins (DPP4have a low risk of causing hypos unless taken with insulin oral
sulfonylurea therefore take as normal.

A Dapagliflozin, Canagliflozin, Empagliflozin (SGLT2 inhibitohg)\ve a low risk of
causing hypos unless taken with insulin or a sulfonylurea therefore take as normal.

A PioglitazonecHas a low risk of causing hypos unless taken with insulin or a sulfonylurea
therefore take as normal.

A Liraglutide/Bydureon (GLR)These should not be mistaken for insulin. They are
injectable solutions to help suppress appetite and aid weight loss. They have a low risk
of causing hypos unless taken with insulin or a sulfonyltireeefor take as normal.

Oral therapy NBM for more than 1 missed meal
Refer to flow chart for advic&ppendix 9

DIET ONLY NBM for 1 missed meal
Refer to flow chart for advicéAppendix 10

Diet only for 1 or more missed meals
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Refer to flow chartAppendix 11

PERIOPERATIWEONITORING®IABETEANDMANAGEMENDFHYPQOR
HYPERGLYCAEMNPATIENTENDERGOINSURGERWITHA LONGSTARVATION
PERIOMMORETHANONEMISSEIMEAL)

1. Admit on the day of surgery.
If patient is on long acting insulin, this should be continued at 80% of usual dose
3. Preferably morning list.

Minimal starvation, 2 hours for clefluids and 6 hours for solids.

4. Glucagon, 20% glucose and rapid acting insulin should be prescribed on the preferred
method of charting (drug chart or JAC).

5. Regular B@&onitoring as per guideline.

6. BG levels should be betweenl@mmol/l.

N

Management of Hypoglycaemia
Please follow Trustuidelines for hypoglycaemia, can be found on the intranet. Flow chart
for adviceAppendix 12.

51 Indications for Variable Rate Insulin Infusion

Type 1 Diabetes undergoing surgery with long starvation perfosising more than 1
meal.

Type 1 Diabeteandergoing surgery who has not received background insulin.
Type 2 Diabetes undergoing surgery with long starvation pera@s$ing more than 1
meal and develops hyperglycaemia (capillary blood glucose > 12mmol/l).
Patients with poorly controlled DiabetéslbAlc>69mmol/l) and surgery cannot be
postponed.

Decompensated Diabetes.

Most patients with Diabetes requiring emergency surgery.

oo  Po  Dedo Do

5.2 Variable Rate Insulin Infusion Protocol

One size does not fit all.

Obese patients require more insulin per hour.

Ideally 2 cannulas, one dedicated cannula For VRII and substrate (with appropriate one
way/anti-siphon valve.

Intra-venous (V) fluids must be administered using a volumetric pump.

Initial infusion rate should be determined by the CBG before the stahteoprocedure

Make up 50 units of soluble Human insulin ¢Ragid as per Trust protocol), with

49.5mls of 0.9 Sodium Chloride solution. Infuse with a syringe pump used by Trust.
Substrate solution recommended is 5% Dextrose with added Potassium Chldnisle.
shouldrunalongg A RS (KS +wLLL F&G F NXGS G2 YSSi

Do oo o Io I Ix
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is not available the alternative fluid is 4% Dextrose in 0.18% Saline and 0.15% or 0.3%
Potassium Chloride.

A CBG should be measured hourly and VRIII adjustpérahe values obtained.

A Postoperatively CBG should be measured hourly for the first 12 hours.

A If blood glucose remains >12mmol/l for 3 consecutive readings and is not dropping by
3mmol/l/hr. The scale should be changed as per the trust guidelines.

A Thepractice of alternating Dextrose and Saline according to serum glucose is not
normally recommended, however, additional fluids may be recommended according to
ALISOATAO ySSRa 2F (GKS LI GASYdod 1 INIYIFIYyYyQa
acceptable.

A Contirue the insulin and substrate intraperatively and posbperatively, until the

patient is eating and drinking and back on their usual medication.
A If insulin and substrate solution is disconnected, new solutions and new giving sets
should be used to redudte risk of nosocomial infection.

CAUTION

A Do notinfuse insulin without substrate solution unless in ITU/HDU/CCU/Theatres
setting and only where necessary.

A Measure CBG hourly to avoid hypo/hyperglycaemia.

A Ensure the administration of background insusirgiven if part of usual regime to
prevent hyperglycaemia and diabetes ketoacidosis.

A In patients with type 1 diabetes, the VRIII must not be discontinued until alternative.
Subcutaneous insulin has been administered 30 minutes prior to stoppingftison.

A Ensure RDA of sodium is met to prevent hyponatraemia and measure U&Es daily.

5.3  Transferring from a VRIII to Subcutaneous or Oral Treatment

Restarting Oral Hypodglycaemia Medication

A Restart preoperative doses once the patient is readyeiat/drink.

A Be prepared to withhold or reduce Sulphonylureas if the food intake is likely to be
reduced.

A Metformin should only be recommended if the@FR is >60m/min/1.73m2.

Restarting Subcutaneous Insulin for Patients Already Established on Insulin

A Conversion to subcutaneous (SC) insulin should be delayed until patient is able to eat
and drink without nausea or vomiting.

A Restart their normal presurgical regime, doses may need adjusting because insulin
requirements may change poesperatively, due tcstress, infection or altered food
intake.

A Consult diabetes teanif blood glucose levels are outside the normal range, or if any
change in management is required.

A The transition from intravenous to subcutaneous insulin should take place when the
next mealand subcutaneous insulin are due. For exangiteeakfast, lunch or tea.
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For Patients on a Basal Bolus Insulin Regime.

A There should be an overlap between the VRIII and the first injeofioapid/short
actinginsulin.

A Rapid/shortacting insulin shoulthe given subcutaneous with the meal and the
intravenous insulin and fluids discontinued 30 to 60 minutes later.

A If the patient was previously on long acting insulin, this should have continued and the
only action should be to restart their normal short acting insulin at the next meal.

5.4  Surgical Outpatients

Arrangepre-operativeassessmenassoonaspossible.

Dayof surgeryadmission.

Prioritiesthesepatientson the operatinglist, avoid pm operations.
Patientsundergoinginvestigativeproceduresrequiringperiod of starvationshouldbe
identified and providedwith written information aboutdiabetesmanagemen
UnlessDiabetednpatient Specialisteamis availablefor consultation7 daysa week, it
may be prudentto avoidoperatingon patientswith diabetesroutinely at weekends.

PN PE

o

Patientswith diabetesfor day casesurgery
Referto flow chartfor advice Appendix13

5.5 Information of PreOperative Assessment Team

1. GpPreferralletter shouldincludethe following details:
A Durationandtype of diabetes.
A Primaryor secondarycare.
A Otherco-morbidities.
A CurrentHbA1g(within the last3 months).
A Bloodpressure.
A Weight.
A Relevanimedicalinformation.
A Theglycaemiacontrolisasgoodasit couldbe (in uncontrolleddiabetes).

2. Dt €hauldoptimizethe glycaemiaontrol aimingfor an HbAloof lessthan 69mmol/l
beforereferral.

3. Dt shauldconsiderreferral to diabetesspecialisteam for adviceif the HbAlcds
greaterthan 69mmol/mol (8.5%)and it isfelt that further optimizationis safely
achievable.

4. Optimisediabetesrelated co-morbidities At riskfoot, renaldysfunctionand cardiac
disease.

5.6  SpecialCircumstances
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Continuous Subcutaneous Insulin Infusion (CSIl) Pump patients

A If a day case and no more than 1 missed meal, CSIl pump therapy should be continued.
Remain on basal rate until eating and drinking. If there is more than 1 missed meal,
remove pump andtart VRIII. Ithe patient is for xray, diathermy treatment, CT scar
any other type of exposure to radiation. Take off the pump or keep it as far away from
the patient as the line will allow.

Refer to CSllIpump flow chart for adviceSeeAppendix 14

Bariatric Patients
A Patients undemgoing bariatric surgery ateeated differently post procedure.

A Type 2 diabetes patients will stop all insulin and oral therapies and will be reviewed
in clinic 6 weeks posip. Diabetes is considered to be in remission and the patient
should not need any medication or insulin.

A Typel patients will need a variable VRIII prior to surgery. Continue the basal insulin
during the fasting periodRefer to the Diabetes team post procedure.

Refer to flow chart for advic&eeAppendix 15

PATIENTS LACKING CAPACITY

Sometimes it will be necessary to provide care and treatment to patients who lack the
capacity to make decisions related to the content of this pollaythese instances staff
must treat the patient in accordance with the Mental Capacity Act 2005 (M0B)20

1 A person lacking capacity should not be treated in a manner which can be seen as
discriminatory.

1 Any act done for, or any decision made on behalf of a patient who lacks capacity must
be done, or made, in the persons Best Interest.

1 Further informationcan be found in the MCA policy, and the Code atfee, both
available on the Hranet.

There is no single definition of Best InteresBestinterest isdetermined on an individual

basis. All factors relevant to the decision must be taken into acctamtly and friends

should be consulted, and the decision should be in the Best interest of the individual. Please
see S5 of the MCA code of practice for further information.

6 TRAINING/SUPPORT

The Trust training needs analysis (diabetes) will identify individual needs for staff.
Diabetes and Endocrinology can be contacted at any time for support

Please note: The training requirements of staff will be identified through a learning needs
analysis (LNA)Role specific education will be-oodinated/ delivered by the topic lead.
Alternatively, training may be accessed via an approvkzhming platform where available.
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7 MONITORING COMPLIAE®V/ITH THE PROCEDURA
DOCUMENT

What is being Who will carry How often How Reviewed/
Monitored out the Where Reported to
Monitoring
All diabetic patients Datix incidents. Incidents filled | Every Datix incident
undergoing surgery are in whenever actioned appropriately
managed as per the there is breach
trust guideline in the guideline
Patients with Diabetes | The inpatient Annually Audit referrals, to be
undergoing surgery, Diabetes team, reviewed by The Lead
who have been referreq Surgeons and for Diabetes. To be
to the Diabetes team | Anaesthetist discussed at the
for advice and support Diabetes Network
meeting
Regular audits Diabetes team/ | Annually Discuss in appropriate
Surgeons/ Departmental Clinical
Anaesthetist Governance meetings

8 DEFINITIONS

Preop Preoperativebefore operation
Pertop  During the operation
Postop  After the operation

9 EQUALITY IMPACT ASSMENT

The Trust aims to design and implement services, policies and measures that meet the
diverse needs of our service, population and workforce, ensuring that none are
disadvantaged over others. Our objectives and responsibilities relating to equality and
diversity are outlined within our equality schemes. When considering the needs and
assessing the impact of a procedural document any discriminatory factors must be
identified.
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An Equality Impact Assessment (EIA) has been conducted on this procedurakeddau
line with the principles of the Equality Analysis Policy (CORP/EMP 27) and the Fair
Treatmentfor All Policy (CORP/EMP 4).

The purpose of the EIA is to minimise and if possible remove any disproportionate impact
on employees on the grounds adae, sex, disability, age, sexual orientation or religious
belief. No detrimentvas identified. See Appendix 16.

10 ASSOCIATED TRUST EEDURAL DOCUMENTS

In Hospital Management of Hypoglycaemia in Adults with Diabetes MejlfUST/T 49
Fair Treatmentor All Policyxg CORP/EMP 4

Equality Analysis Policy CORP/EMP 27

Adult Diabetic Ketoacidosis treatment and monitoring chart WPR39420 Aug 2013.
Mental Capacity Act 2005 Policy and Procedure, including Deprivation of Liberty
Safeguards (DoLSIPAT/PA 19 ahthe Privacy and Dignity PolicRAT/PA 28].

Too T To Too To

11 DATA PROTECTION

Anypersonaldataprocessingssociatedvith this policywill be carriedout under®/ dzZNNB y (i
dataprotectiont S 3 A Adsih the’DatgPebtectionAct2018andthe UKGeneralData
ProtectionRegulationGDPR2021

For further information on data processing carried out by the trust, please refer to our
Privacy Notices and other information which you can find on the trust website:
https://www.dbth.nhs.uk/aboutus/our-publications/informationgovernance/

12 ABBREVIATIONS

VRIII  Variable Rate Intravenous Insulin Infusion

CBG Capillary Blood Glucose

DKA  Diabetes Ketoacidosis

BG Blood Glucose

\Y Intravenous Infusion

CSIll  Continuous Subcutaneous Insulin Infusion

RDA Recommended Dietary Allowance

RCOA Royal College of Anaesthetist

AAGBI Association of Anaesthetists of Great Britain & Ireland
NBM  Nil by Math

NHSIII National Health Service Institute for Innovation and Improvement
HDU High Dependency rut

TAU  Theatre Assessmentnid

ITU Intensivecare Uhit
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CCU  CoronaryCare Wit

13 REFERENCES

JBDSP. Joint British Diabetes Societies fopatient care Management of Adults with
Diabetes undergoing surgery and elective procedunagroving standards, reviewed
September 2015.

NICE Guidance on Diabetes in Pregnancy.

Perioperative Management of Surgical Patients with Diabetes published in 2015 by AAGBI.

Department of Constitutional Affairs Mental Capacity Act (2005): Code of Practice, 2007
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_
data/file/497253/Mentalcapacityact-codeof-practice.pdf
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APPENDIX ¢ PRE OPERATIVE HYPERGAEMIA

If Capillary blood glucose levels are
>12mmol/l, check Capillary ketone

levels

Blood Ketones>3mmol/l or urine

ketone 2++ YES DKA
Cancel surgery and check blood gases, Guideline
if in DKA-
NO
Type 1 Type 2
Give SC rapid acting insulin, 1 Give SC rapid acting insulin,
unit will drop blood glucose 0.1 units/kg.
levels by 3mmol/I. Recheck after 1 hour to ensure
Recheck after 1 hour to ensure not in DKA

not in DKA

If the response is inadequate and
surgery cannot be delayed,
commence VRIII

For additional advice contact the Diabetes Specialist nursing team on bleep 1333 or 1388
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APPENDIX 2 POST OPERATIVE HYBERCAEMIA

If Capillary blood glucose >12mmol/I
and blood ketones < 3mmol/l or urine
ketones less than 2++

T A

Type 1 Type 2

Give SC rapid acting insulin, 1 Give SC rapid acting insulin,
unit will drop blood glucose 0.1 units/kg.

levels by 3mmol/I.

Recheck after 1 hour to ensure
Recheck after 1 hour to ensure not in DKA

not in DKA //

Repeat blood glucose after another
hour, if there is no reduction in the
blood glucose then consider VRIII

For additional advice contact the Diabetes Specialist nursing team on bleep 1333 or 1388
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APPENDIX 8 ONCE AAY INSULIN NO MORHAN 1 MISSED ME!/

Once Daily Insulin (Basal)

!

Nil By Mouth (Short starvation period)

ADVICE

e Pre op fasting as per guidelines.

e Same day admission.

e Arrange 1st on AM/PM list.

e If VRIIl required or CBG >12mmol/| follow trust guidelines.

e |If CBG is sub optimal <4mmol/I - >12mmol/|, for diabetes
review.

e Monitor CBG at least hourly.

e Can have clear fluids up to 2 hours prior to surgery.

e If CBG <4mmol/Il, follow trust guidelines for the
management of hypoglycaemia for NBM patients.

Day prior to admission Day of surgery

Morning list Lantus, Abasaglar, Levemir, Morning list Take 80% of usual dose
Semglee, Insulatard, Humulin |, Tresiba, and check CBG on admission.

Toujeo, Insuman. Take 80% of usual Afternoon list Semglee. Take 80%
dose. of usual dose and check CBG on
Afternoon list Lantus, Abasaglar, admission.

Levemir, Insulatard, Humulin |, Tresiba,
Toujeo, Semglee and Insuman. Take
80% of usual dose.

For additional advice contact the Diabetes Specialist nursing team on bleep 1333 or 1388
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APPENDIX ¢ ONCE A DAY INSULINODRE THAN 1 MISSED ME

Once Daily Insulin (Basal)

!

Nil By Mouth (Long starvation period)

ADVICE

e Pre op fasting as per guidelines.
e Same day admission.
e Arrange 1st on AM/PM list.

e |f CBG is sub optimal <4mmol/Il - >12mmol/|, for diabetes
review.

e VRIIl may be required if CBG >12mmol/I.
e Monitor CBG at least hourly.
e Can have clear fluids up to 2 hours prior to surgery.

e If CBG <4mmol/I, follow trust guidelines for the
management of hypoglycaemia for NBM patients.

e Stop VRIIl 1 hour after normal medication is given and the
patient is eating and drinking.

Day prior to admission Day of surgery

Morning list Lantus, Abasaglar, Levemir, Morning list Take 80% of usual dose
Semglee, Insulatard, Humulin |, Tresiba, and check CBG on admission.

Toujeo, Insuman. Take 80% of usual Afternoon list Semglee. Take 80%
dose. of usual dose and check CBG on
Afternoon list Lantus, Abasaglar, admission.

Levemir, Insulatard, Humulin |, Tresiba,
Toujeo, Semglee and Insuman. Take
80% of usual dose.

For additional advice contact the Diabetes Specialist nursing team on bleep 1333 or 1388
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APPENDIX § 3, 4 OR MORE TIME&ASBAL INSULIN FOR EYPNO

MORE THAN 1 MISSELERNL

3,4 or More Times Daily Insulin (Basal Bolus)

v

Nil By Mouth (Short starvation period)

ADVICE

* Pre op fasting as per guidelines
e Same day admission

s Arrange 1st on AM/PM list

e |f CBG is sub optimal <4mmol/l - >12mmol/I,
for diabetes review

¢ Monitor CBG at least hourly before surgery
e Can have clear fluids up to 2 hours prior to surgery

e If CBG <4mmol/|, follow trust guidelines for the
management of hypoglycaemia for NBM patients

* If CBG >12mmol/l a VRIII may be required.

e Stop VRIIl 1 hour after normal medication is given and the
patient is eating and drinking

Day prior to admission Day of surgery

Lantus, Abasaglar, Levemir, Tresiba, Morning list Take 80% of usual dose
Semglee, Insulatard, Humulin I, of basal insulin. Omit the morning
Insuman, Toujeo are all basal insulins. and lunch time dose of short acting
Take 80% of usual dose. Apidra, insulin. Check CBG on admission.
Actrapid, Novorpid, Humulin S and Afternoon list Take 80% of usual
Humalog are all short acting insulins. dose of basal insulin. Omit lunch
Take usual dose of short acting insulin. time dose. Check CBG on admission.

* Post-operation - If on VRIII - stop all sub cut rapid acting insulin until eating and drinking normally.

For additional advice contact the Diabetes Specialist nursing team on bleep 1333 or 1388
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APPENDIX 6 3, 4 OR MORE TIME&ASBAL INSULIN FOR EYPMORI

THAN 1 MISSED MEAL

3,4 or More Times Daily Insulin (Basal Bolus)

Nil By Mouth (Long starvation period)

ADVICE

e Pre op fasting as per guidelines

e Same day admission

e Arrange 1st on AM/PM list

o |f CBG is sub optimal <4mmol/I - >12mmol/I,
for diabetes review

* Monitor CBG at least hourly before surgery

e Can have clear fluids up to 2 hours prior to surgery

s |f CBG <4mmol/l, follow trust guidelines for the
management of hypoglycaemia for NBM patients

« |f CBG >12mmol/l a VRIII may be required.

e VRIIl to be started depending on the type of surgery (if
patient is not for enhanced recovery

e Stop IV fluids and VRIIl 1 hour after normal medication is
given and the patient is eating and drinking

Day prior to admission Day of surgery

Lantus, Abasaglar, Levemir, Tresiba, Morning list Take 80% of usual dose
Semglee, Insulatard, Humulin I, of basal insulin. Omit the morning
Insuman, Toujeo are all basal insulins. and lunch time dose of short acting
Take 80% of usual dose. Apidra, insulin. Check CBG on admission.
Actrapid, Novorpid, Humulin S and Afternoon list Take 80% of usual
Humalog are all short acting insulins. dose of basal insulin. Omit lunch
Take usual dose of short acting insulin. time dose. Check CBG on admission.

* Post-operation - If on VRIII - stop all sub cut rapid acting insulin until eating and drinking normally.

For additional advice contact the Diabetes Specialist nursing team on bleep 1333 or 1388
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APPENDIX ¢ TWICE DAILY INSULUNDOR MORE MISSED ME
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