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When in Doubt

• There are usually 2 or 3 consultant ward round 
EVERY DAY and a consultant diabetologist on 
call 24/7

• There are THREE Endocrine SpR’s each of 
whom has a bleep – 0126 / 0669 / 0988

• There are THREE Diabetes Inpatient Specialist 
Nurses – 0407



Let Me Say That Again

• THERE ARE 17 CONSULTANT 
LED WARD ROUNDS EVERY 

WEEK AT THE N&N



There is NO EXCUSE for getting it 

wrong



Diabetes
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All patients

Patients with diabetes

Patients without diabetes

2.8 5.5 8.3 11.1 13.9 16.6

(mmol/L)

Do High Admission Glucose Levels 

Cause Harm?

3,184 unselected non-cardiac surgical patients in 

Atlanta, GA 

20.2% known to have diabetes

7.9% had hyperglycaemia prior to surgery
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All patients

Patients with diabetes

Patients without diabetes

2.8 5.5 8.3 11.1 13.9 16.6

(mmol/L)

Do High Admission Glucose Levels 

Cause Harm?

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



Is the patient and 
procedure suitable for 
SDAU?

Will the patient starve for  
less than 12 hours

Patient with diabetes referred for surgery

Refer to guidelines for IV 
insulin and dextrose 
CA1014

Is the operation elective?

Is the HbA1c < 8.5%

Yes

NO

NO

Yes

NO

Yes

Refer patient to GP or 
diabetes clinic for 

assessment and stabilisation

Is the patient 
and procedure 
suitable as a 
day case?

Yes

Is surgery 
urgent?

NO Yes

NO

Book patient for 
DPU

Book patient for 
ward pre op day

Book patient for 
SDAU

Yes

NO



Different Classes of Non-Insulin 

Glucose Lowering Agents

• α glucosidase inhibitors

• Metaglinides

• Metformin

• Sulphonylureas

• Thiazolidindiones

• DPP-IV inhibitors

• GLP-1 inhibitors



Fortunately 

There is 

This…..





Insulin





Other Documents to Help















Glucocorticoids



If in doubt call for help from the endocrine 
registrar on 1200



Glucocorticoids

• Only an issue if the dose of exogenous steroid 

are

– Chronic administration (>3 weeks)

– Supraphysiological (>7.5 mg/day)

• They upset the normal physiological response to 

stress by suppressing endogenous adrenal 

glucocorticoid production



Chronic Glucocorticoid 
Exposure

• Endocrine and metabolic 
– Suppression of HPA axis (adrenal 

suppression) 

– Growth failure in children 

– Carbohydrate intolerance 

– Hyperinsulinemia
– Insulin resistance 

– Abnormal glucose tolerance test 

– Diabetes mellitus 

• Cushings syndrome

– Impotence, menstrual disorders 
– Decreased thyroid-stimulating hormone and 

triiodothyronine 

– Hypokalaemia, metabolic alkalosis 

• Gastrointestinal system 

– Gastric irritation, peptic ulcer 
– Acute pancreatitis (rare) 

– Fatty infiltration of liver (hepatomegaly) (rare) 

• Haemopoietic system 

– Leucocytosis 

– Neutrophilia- Increased influx from bone 
marrow and decreased migration from blood 
vessels 

– Monocytopaenia

– Lymphopaenia- Migration from blood vessels 
to lymphoid tissue 

– Eosinopaenia

• Immune system 
– Suppression of delayed hypersensitivity 

– Inhibition of leucocyte and tissue macrophage 
migration 

– Inhibition of cytokine secretion or action 

– Suppression of the primary antigen response 

• Musculoskeletal system 
– Osteoporosis, spontaneous fractures 

– Aseptic necrosis of femoral and humoral heads and 
other bones 

– Myopathy 

• Ophthalmic 
– Posterior subcapsular cataracts (more common in 

children) 

– Elevated intraocular pressure or glaucoma 

• Neuropsychiatric disorders 
– Sleep disturbances, insomnia 

– Euphoria, depression, mania, psychosis 

• Pseudotumor cerebri (benign increase of 
intracranial pressure) 



What is the Fear?

• Precipitating a hypoadrenal crisis intra / post 

operatively 



How Can This be Avoided?

• Planning!

• For minor surgery (local / minimal physiological 

upset) – just double oral steroid dose for the day 

of the procedure and for 2-3 days afterwards



For More Invasive Procedures

• If they are to be NBM

– i.v. hydrocortisone 50 mg tds for ‘medium’

procedures with short periods of NBM

– i.v. hydrocortisone 100 mg tds for the major 

procedures

– To stay on these doses until they are eating 

and drinking

• However….



However….

• If they are NBM for a long time and their 

physiological parameters are better, then reduce 

dose of HC



Once They Are Eating and Drinking

• Back to oral HC – at double their standard dose 
for a few days

• Then back to usual maintenance dose

• If in doubt call the endocrine team who will come 
and review the patient with their registrar or 
consultant that day or the next



Remember

• There are 17 consultant wards rounds per 
week

• The endocrine registrar is available on 
bleep 1200

• The Diabetes Inpatient Specialist Nurse is 
available on bleep 0407

• When in doubt call for help
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You don’t want to contribute to this



Any questions?


