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A Scenario

• A 45 year old woman with a BMI of 32 kg/m2 

presents to her GP with spasmodic RUQ pain 

related to eating fatty foods. She has a 4 year 

history of type 2 diabetes treated with metformin 

850 mg tds and gliclazide 80 mg bd

• The GP suspects gall stone disease. This is 

confirmed on ultrasound. He refers her to the 

general surgeons for consideration of elective 

surgery



Question 1

• What information should the referral letter to the 

surgeons contain?





Who is Responsible for the Diabetes?

• Patient

• GP

• Surgeon in OPD

• Pre-operative assessment clinic staff

• Staff on the wards (nurses and junior doctors)

• Diabetes team

• Theatre and recovery staff



Everyone – and Equally!



Frisch A et al Diabetes Care 2010;33(8):1783-1788

All patients

Patients with diabetes

Patients without diabetes

2.8 5.5 8.3 11.1 13.9 16.6

(mmol/L)

3,184 unselected non-cardiac surgical patients in 

Atlanta, GA 

20.2% known to have diabetes

7.9% had hyperglycaemia prior to surgery

Do High Admission Glucose Levels 

Cause Harm?
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An Admission

3,184 unselected non-cardiac surgical 

patients in Atlanta, GA 

17.2% of people had hyperglycaemia on the 

day of surgery (not known to have diabetes)

9.9% had post operative hyperglycaemia

The numbers in the previously undiagnosed –

very hyperglycaemic group are small and 

these data are not statistically significant 



Why Do Things Go Wrong?

• Lack of awareness
– Failure to identify people with diabetes

• Lack of institutional guidelines
– Less of an issue now (see my presentation at DUK on 

Thursday morning)

• Poor knowledge of diabetes amongst staff 
delivering care
– See George JT et al’s TOPDOC paper QJM

• Complex polypharmacy and insulin prescribing 
errors
– Several documents on insulin safety – NPSA / NHS 

Diabetes e-learning packages



For Elective Surgery What is the 

Recommended Maximum HbA1c?

• 53 mmol/mol

• 58 mmol/mol

• 64 mmol/mol

• 69 mmol/mol

• 75 mmol/mol



For Emergency Surgery?

• Continue their usual diabetes medication 

regimen

• Use a fixed rate intravenous insulin infusion

• Use a subcutaneous insulin ‘sliding scale’

• Use a variable rate intravenous insulin infusion

• Wait until the HbA1c is less than 69 mmol/mol



For Short Starvation Times, How Should 

Drugs be Manipulated Pre-operatively?

• Insulin

• OHA’s







What is the Evidence For All This?

• There isn’t any



The ITU Story

• 2001 Leuven (Surgical) 1548 Positive

• 2006 Leuven (Medical) 1200 Neutral / Positive

• 2008 VISEP (Septic) 537 Stopped early

• 2008 De la Rosa (General) 504 Neutral 

• 2009 GluControl 1078 Stopped early / Neutral

• 2009 Leuven (PICU) 700 Positive

• 2009/12 NICE-SUGAR 6104 Harmful (especially hypos)

• 2012 Boston Children’s 980 Neutral

Van den Berghe G et al NEJM 2001;345:1359-1367

Van den Berghe G et al  NEJM 2006;354:449-461

Brunkhorst FM et al NEJM 2008;358:125-139

De La Rosa G et al Critical Care 2008;12:R120

Preiser J-C et al Intensive Care Medicine 2009 35:1738-1748 

Vlasselaers D et al Lancet 2009;373:547-556

The NICE-SUGAR Study Investigators NEJM 2009;360:1283-1297

NEJM 2012;367:1108-1118 

Agus MS et al NEJM 2012;367(13):1208-1219 



What Can You 

Do?

http://www.diabetes.nhs.uk/areas_of_care/emergency_and_inpatient/perioperative_management



Does Anyone Use The Guidelines?

• Recently collected data from 135 out of 180 
DSU across England, Wales and Scotland

• 24% of all DSUs do not routinely manage 
patients with T1DM

• 44% and 28.8% do not have care pathways for 
managing T1DM and T2DM respectively 

• 41% of all DSUs said that they use VRIII’s, but 
only 13% reported using a GIK regimen if 
required

Modi A et al – Gold medal winning abstract presented at BADS 21/22 June 2012



Does Anyone Use The Guidelines?

• Most units manage T2DM by minimally 
modifying the patients’ usual regimen, and 20% 
of all units do not alter the patient’s diabetic 
regime at all apart from ensuring that they are 
scheduled first on the operating list

• 13 units reported having managed T2DM in their 
DSUs for a longer time period than that for 
T1DM 

Modi A et al – Gold medal winning abstract presented at BADS 21/22 June 2012



In Summary

• You have the opportunity to intervene and make 

a difference to the people with diabetes having 

surgery in your institution

• Talk to your surgeons / anaesthetists / pre-

operative assessment clinic staff

• It’s not going to be easy

Any questions?


