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Important note: 
 
Fluids, electrolytes and safety 

In the protocols below, the authors have provided guidelines for a variety of infusions which 
include insulin, glucose, potassium and sodium chloride solutions. For some cases with heart 
failure, fluid overload pathology, pre-existing electrolyte disturbances, significant renal 
dysfunction, and potential raised ICP there is a need for extra care to avoid fluid overload and 
electrolyte anomalies. Please do not disregard these other important patient factors when using 
the guidelines to manage the diabetes. Daily assessment of electrolytes and hemodynamic and 
volume status along with their diabetes control should be part of the care of patients under these 
guidelines and, assistance from more experienced medical staff should be sought if needed.  
 

Abbreviations:  

MI  - myocardial infarction 
BSL  - blood sugar level 
BGL - blood glucose level 
POCT - point-of-care-testing 
CBG  - capillary blood glucose 
ICP - intracranial pressure 
IV - intravenous 
DM - diabetes mellitus  
GIK  - glucose insulin potassium infusion 
TPN  - total parenteral nutrition  
SC  - subcutaneous  
DKA  - diabetic ketoacidosis 
AKI  - Acute kidney Injury 
DNS  - Diabetic Nurse Specialist   
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1. Purpose of guideline 
 

The purpose of this guideline is to facilitate the safe and effective care of an adult patient with 
diabetes within Auckland District Health Board (Auckland DHB). This guideline also establishes 
specific recommendations for diabetic management for a diabetic patient undergoing ophthalmic 
surgery. Please note that these are guidelines only, and some patients may require more 
individualised treatment. However, if deviating from guideline it is the prescribing physician’s 
responsibility to communicate the patient’s management plan to the relevant team and care team 
members and clearly document plan in the patient’s notes.  

This guideline applies to adult patients excluding pregnancy and Acute MI patients (see separate 
guideline ‘Diabetes in Pregnancy’ in associated Auckland DHB documents and for acute MI contact 
Diabetic Nurse Specialist inpatient contact no. 021466667). 
 
 

2. Management in general medicine 
 
a) General medicine management principles 

Most medical patients may be able to continue on their usual diabetes medications including 
insulin. Some may require IV insulin infusion, the indications for which are as highlighted in the 
RMO handbook.  

If an IV insulin infusion is needed, it should be prescribed on the insulin chart. A change in the 
scale used requires the infusion be re-prescribed. Any other fluid requirements should be 
prescribed separately. 

Some patients may require a GIK (glucose, insulin and potassium) infusion (see GIK infusion), such 
as those with ileus, vomiting or diarrhoeal illnesses.  

During insulin infusion, check serum potassium at least daily and more frequently as dictated by 
the clinical scenario. 

Hourly Capillary Blood Glucose (CBG) is usually required for patients on insulin infusions. However, 
in some circumstances 2 hourly CBG may be acceptable. 

If CBG is below 4 mmol/L please refer to hypoglycaemia management.  

At every episode of hypoglycaemia (CBG below 4 mmol/L) check infusion pump, line and solution 
for errors. If hypoglycaemia persists after appropriate modification of the infusion regime, ask for 
specialist advice urgently. 

 
b) Hyperglycaemia in patients receiving artificial nutrition 
Please inform the Anaesthetic team in regards to TPN administration, what time it was 
discontinued and ward management on insulin pre-operatively. 

Some patients receiving artificial nutrition may require insulin infusion but GIK is inappropriate as 
these cases are having all their calorific needs supplied by the artificial nutrition. 

Some patients may be best managed on usual diabetes medication or intermediate-long acting 
insulin: advice may be sought from diabetes service and liaise with dietician about glucose 
management. 

https://adhb.hanz.health.nz/Policy/Diabetes%20in%20pregnancy.pdf
https://adhb.hanz.health.nz/Toolkit/RMO%20Clinical%20Handbook.pdf
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Insulin will likely no longer be added to TPN, please refer to dietician and diabetic service in 
regards to this practice.  

Nutritional services: http://adhbintranet/NutritionServices/Default.htm 
Diabetic service via Inpatient Nurse Specialist: 021466667 
 
 

3. Steroid related hyperglycaemia pathway 
 

YES NO

Continue with usual 
medications unless 

contra-indicated

Screen for diabetes/pre-diabetes 
with HbA1c and 

(random or fasting) BGL

Monitor blood glucose 
level (BGL) 4 times a day  
with point-of-care testing 

(POCT) at usual times

Fasting glucose ≥ 7 mmol/L
or

Random glucose ≥ 11 mmol/L
and

HbA1C ≥ 50 mmol/L
INFORM TEAM DOCTOR

Continue POCT 1630 daily

If > 11 mmol/L confirm 
with lab sample (not necessarily 

needed for known diabetes)
INFORM TEAM DOCTOR

BGL    = Blood glucose level
POCT = Point of care testing

 GIK or insulin infusion not 
usually required  unless the 
patient is not eating, not 
drinking, has ketones or is 
drowsy

Usual morning/midday insulins may 
need to be increased by 10-50%

Contact Diabetes IP Team for advice

If > 20 mmol/L:
· Test urinary ketones & continue with POCT four times a 

day
· Consider if rapid-acting insulin required @ 0.2 units/kg 

SC with dinner. Usually no need for additional insulin 
overnight

· Consider starting intermediate acting insulin next am 
@ 0.2 units/kg SC

· Refer Diabetes Team for next day

YES NO

Does the patient have diabetes?

Some tips for the team doctor

Fasting glucose < 7 mmol/L
or

Random glucose < 11 mmol/L
and

HbA1C < 50 mmol/mol

 
 
 

 

http://adhbintranet/NutritionServices/Default.htm
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4. Perioperative management 
 

This section applies to a diabetic patient undergoing any procedure for which they will be NBM 
pre- or post-procedure. It does not apply to ophthalmology patients (see perioperative 
management - ophthalmology). 
 
Key points:  
 Optimal pre-operative HbA1c < 69mmol/mol 

 The target blood glucose range peri-operatively is 6-10 mmol/L, but acceptable range is  

5-12mmol/L . If a patient’s usual BSL level is high normal, aim for high normal peri-operatively. 

 Hyperglycaemia defined as >12mmol/L 

 Use of usual insulin regime as per algorithms for peri-operative management, only require GIK 

if CBG > 12 mmol/L or if in group of patients not being able to eat within six hours post-

operatively using rapid acting insulin only (see management strategies algorithms 1-9). 

                        
Other important points to consider:  

For patients with Type 1 diabetes: NEVER STOP the subcutaneous basal insulin (eg Lantus®, 

Protaphane® or Humulin NPH®). The dose may need adjusting in some population groups eg 

‘grazers’. 

Insulin pumps - if the patient is able to ‘self-manage’ during the perioperative period, insulin pump 

therapy should be continued using the ‘sick day regime’. If the patient is not able to self-manage, 

the pump should be discontinued and diabetes managed with a GIK infusion. 

Those patients with poor glycemic control (HbA1c > 69 mmol/mol) should be deferred if possible 

and referred to a diabetologist/diabetes nurse specialist before elective surgery. 

Note: Risk of hyponatremia with use of only glucose 5% or glucose 10% as IV fluid, if running a GIK 

requires at least daily checks of electrolytes, especially sodium.  

 
Rationale for optimal control: 
 Optimal glycemic control prior to surgery aids recovery and healing 

 Reduced postoperative infections and complications 

 Reduced length of hospital stay and mortality rate 

 
a) Preoperative assessment 

The initial medical assessment should preferably take place in pre-admission clinics. 

Referral to diabetologist/diabetes nurse specialist is required for the following patients: 

o with hypoglycemic unawareness or a history of hypoglycemic episodes 

o patients  with inadequate knowledge or poor self-management of diabetes 

o on high dose steroids 

o with poor glycemic control (HbA1c > 69 mmol/mol). 

Check HbA1c (this reflects the average blood glucose levels over the past 2-3 months) 
Repeat HbA1c unless measured within the last 2 months. 
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 Table 1: Control of Diabetes 

Control HbA1c 

(mmol/mol) 

Average BSL 

(mmol/L) 

Action 

Excellent 50-55 7-9 Or as individualised target/Ministry of Health 

guidance (without hypoglycaemia), management 

is optimal. 

Good <64 <9 Without hypoglycaemia, management is optimal 

Suboptimal >64 but < 69 9-11 Needs improvement 

Poor >69 but <75 11 - 12 Needs urgent improvement, strongly consider 

delay of elective surgery 

Very poor >75 

(86) 

12+ 

(13) 

Needs urgent attention and delay of elective 

surgery 

 

Instructions pre-operatively:  

 Written instructions about perioperative management of medication (refer to Table 2 and 

Table 3) should be provided to the patient - pamphlets are now available from the pre-

assessment clinic, or under Printable Forms Anaesthesia Department Level 8. 

 Diabetic patients who are insulin dependent (regardless of type), or who are on more than 

two oral hypoglycemics are high risk and ideally should be placed first on the list. Inform the 

booker to place the patient first on the list, but if impractical to do so, management is easier if 

they are operated on as early as possible. 

 
Decision tree regarding patients who are able to eat within six hours post-operatively (avoiding 

use of GIK): 

Surgery

Most patients presenting to ORDA or the ward pre-operatively will be able to eat within 
6 hours post-operatively

(All orthopaedics, urology (excluding Cystectomies), Neurosurgery, General surgery  incl. 
all abdominal surgery not having bowel surgery.

Allow clear oral fluids until 2 hours 
pre-operative

Algorithm 1 if good control/ see Table 2 for 
oral hypoglycemia medication
(Algorithm 3 for poor control) 

Patients not able to eat 6 hours post-
operatively

(All surgery involving handling bowel)  

Algorithm 2 if good control / omit all oral 
hypoglycemia medication. 

(Algorithm 3 for poor control) 
*cardiothoracic patients (algorithm 6)

 

http://www.health.govt.nz/our-work/diseases-and-conditions/diabetes
http://www.health.govt.nz/our-work/diseases-and-conditions/diabetes
https://adhb.hanz.health.nz/site/Anaesthesia/SitePages/Forms.aspx
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Preoperative management for day of surgery: Oral Hypoglycaemic Agent (OHA): 

All should be taken as normal on the day prior to admission  

 
Table 2: 

Tablet AM surgery PM surgery 

Acarbose Omit morning dose Take morning dose if eating 

Metformin  
 

Take as usual if able to eat 
within 6 hours post-operatively* 

Take as usual if able to eat within 6 
hours post-operatively* 

OMIT if impaired renal function (eGFR < 50mL/ min/m 2) or if having 

cardiac surgery/procedures requiring contrast, or if starvation period 

continue for more than 6 hours post-operatively. 

Pioglitazone 
Take as normal BUT omit for 
Cardiothoracic surgery 

Take as normal BUT omit for 
Cardiothoracic surgery 

Sulfonylureas 
(glibenclamide, glipizide, 
gliclazide) 

Omit 
(restart when eating normally) 

Omit 
(restart when eating normally) 

DPP4 inhibitors 
(saxagliptin, sitagliptin) 

Omit Omit 

GLP-1 agonist 
(exenatide) 

Omit Omit 

Note: If patient is ill with sepsis, has cardiac failure, renal failure or diarrhoea then metformin 

needs to be withheld - risk of lactic acidosis.  

DPP4 inhibitors: dipeptidylpeptidase-4 inhibitors  
GLP-1 receptor agonist: glucagon-like peptide-1 

 

Management of insulin for a patient able to eat within six hours postoperatively: 

Special considerations:  

1. For patients on insulin pumps: mandatory attendance at preoperative anaesthetic clinic, 
use ‘sick day’ or basal ‘sleep’ rate for the day of surgery 

2. A patient on long acting glargine (Lantus™) or detemir (Levemir™) can have their usual 
basal dose irrespective of the type of surgery. This can be in conjunction with GIK if GIK is 
required peri-operatively. 

 
* Note: determining the dose of insulin the night before surgery/morning of surgery still needs 
consideration of special circumstances for example, patients who are usually ‘grazers’ during the 
night may be at risk of hypoglycemia if they do not have their ‘usual’ food the night prior to 
surgery. For this group a reduction of 20% in usual dose the night before and morning of surgery 
recommended. 
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Table 3:  

Types of Insulin 
Available 

Brand Name 
Activity 

(may vary between 
patients) 

Profile 

Rapid Acting 
Humalog®* 
Apidra® 
Novorapid® 

Onset: up to 20 minutes 
Peak: 1-2 hours 
Duration: 2-5 hours  

Short Acting 
Humulin R® 
Actrapid® 

Onset: 30 minutes 
Peak: 2-4 hours 
Duration: 6-8hours  

Withhold dose while NBM, normal dose the night before surgery. Check BSL 2 hourly while NBM. 

Premixed insulin 

Humulin 30/70® 
Penmix 30® 
Mixtard 30® 
Penmix 50® 

Onset: 30 minutes 
Peak: 2-8 hours 
Duration: Up to 24 hours  

Rapid Acting 
Premixed Insulin 

Humalog Mix 25® 
Novomix 30® 

Onset:0-15 minutes 
Peak: 30-70 minutes 
Duration:16-18 hours  

Humalog Mix 50® 
Onset:0-15 minutes 
Peak: 30-70 minutes 
Duration:16-18 hours  

   

If AM surgery: give 50% of usual dose on admission to hospital with hourly CBG checks** 
If PM surgery: 50% of am dose with light breakfast 

Intermediate Acting 
Humulin NPH® 
Protaphane® 

Onset:1-2 hours 
Peak: 4-12 hours 
Duration: Up to 24 hours  

If AM surgery: give 80% of dose on admission to hospital with hourly CBG checks** 
If PM surgery: give 80% of AM dose with light breakfast at home and advice for hypoglycaemia management. 

Long Acting 

Detemir 
(Levemir®) 
 
Glargine 
(Lantus®) 

No pronounced peak 
Duration: Up to 24 hours 

 

Administer usual dose regardless of timing of surgery or starvation status. 

 
**If CBG < 4 mmol/L and ≥2 hours pre-operative give 200 mL clear apple juice/tropical just juice or hypo-fit 
gel, if less than 2 hours commence glucose 10% infusion at 80 mLs/hr if CBG 4 - 6 mmol/L and if < 4mmol/L 
at 120 mL/hour. 

If CBG > 12 mmol/L, ensure if on long acting insulin to take usual dose or 80% of usual dose of intermediate 
acting insulin and start GIK, in addition check for ketones and if 3+ start DKA management. 
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Patients should have 80 mL/hr of glucose 10% whilst starvation ongoing once they are administered their 
usual insulin and CBG < 6mmo/L (fluid management is at the discretion of the procedural anaesthetist in 
theatre). 

 

b) Perioperative management principles 

For an acute or complicated surgical patient a preoperative discussion with the anaesthetic service 
may be useful. The list anaesthetist, the clinic anaesthetist or the anaesthetic coordinator can be 
contacted depending on the time of the day. 

CBG monitoring should be hourly while a patient on insulin or a sulfonylurea is starved (or 
anaesthetised), and 1 - 2 hourly while stable on an unchanged regime. A patient on an infusion 
should be monitored hourly until stable and then as indicated. 

Prescribe insulin infusions on the CR3516 (see Clinical Forms) insulin chart.  

A change in the scale used requires the infusion be re-prescribed. Prescribe glucose 10% (+/- 
potassium) on the fluid balance chart. 

Check serum potassium at least daily and more frequently as the clinical situation dictates during 
insulin infusions. 

The risks associated with hypoglycaemia are greater than those associated with hyperglycaemia. 

To manage hypo- or hyperglycemia: see page 11 and refer to Table 4 and Algorithms 4 and 
Algorithms 5. 

An ORDA (operating room direct admission) patient should have an initial plan selected and 
documented during the pre-admission process. 
 
Day Stay Surgery: 

Review in pre-assessment clinic and refer to diabetologist/diabetic nurse specialist if poorly 
controlled prior to surgery (HbA1c > 69mmol/mol). 

If CBG is more than 12 mmol/L on day of surgery urinary ketones should be measured.  

If urinary ketones ≥ 3+ (on urinary dipstix) or capillary ketones > 3 mmol/L the case should be 
cancelled and the patient referred for DKA management to the rapid access diabetic clinic at 
Greenlane. Alternatively, follow the relevant algorithm for hyperglycemia (Algorithm 5).   
 
Considerations on the day of surgery for inpatients: 

· For poorly controlled diabetics maintain glucose at pre-operative values rather than 
normalising them, however aim for BSL not more than 12mmol/L. 

· Optimum glucose target not well known but probably 100 - 180 mg/dl = 5.6 - 10 mmol/L 
(acceptable 6 - 12 mmol/L). 

· Preoperative hyperglycaemia (glucose > 12 mmol/L): check for ketones (capillary or urinary). 

· Urinary ketone detector strips are available in PACU, blood samples go to Grafton or use 
capillary ketone meter (not to be confused with glucometer). 

· If capillary ketones > 3 mmol/L or urinary ketones ≥ 3+ start DKA therapy and cancel case.  

· If no ketones give subcutaneous rapid-acting insulin (eg Novorapid®): Algorithm 5/or start GIK 
if not able to eat within six hours. 

 

http://adhbintranet/clinicalforms/
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Choice of route of administration and other issues: 

· Rapid acting insulin (eg Novorapid®) is for subcutaneous use only. 

· Subcutaneous insulin every 1-2 hours provides similar glucose control as IV infusion in a 
patient with DKA. 

· Regular insulin by IV bolus: half-life is < 10minutes so should require larger doses by IV for 
adequate control. 

· Dose determination - traditional sliding scale assumes that all patients have similar insulin 
sensitivities or that there is no change in insulin sensitivity during different stages of acute 
illness - which is incorrect. 

· Determine insulin sensitivity/resistance for dose determination: 80/100 rule (as explained in 
the section below). 

 
Calculate total daily insulin requirement then: 

· If using regular insulin - 80/total daily dose = expected glucose decrease/unit insulin. 

· If using rapid acting insulin - 100/total daily dose = expected glucose decrease/unit insulin.  

· Example daily dose of 60 units  1 unit insulin should reduce glucose by 1.5 mmol/L. 
 

Table 4: 

If Hypoglycaemia (BGL< 4 mmol/L) while nil by mouth treat with: 

Oral: 15g of glucose or as per standard hospital protocol (Hypo-Fit® or clear fruit juice like apple 

juice)     

OR IV: 100mL of 10% glucose ⇨ repeat as required, re-check BGL every 10 - 15 minutes until 

normoglycemia 

If Hyperglycaemia:  

BGL higher than 12 mmol/L liaise with anaesthetist to determine if rapid acting insulin (Novo 

Rapid®, Humalog® or Apidra®) subcutaneous is required (this will be in addition to usual basal 

subcutaneous insulin) ⇨ If correction insulin is given then check BGL hourly for 4 hours. 

Anaesthetist can refer to this table as a guide for pre and postoperative subcutaneous correction 

or alternatively commence GIK:  
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Table 5: 

In type 1 diabetes consider checking for blood ketones if blood glucose level is above 12 mmol/L (if 

blood ketones > 3 mmol/L then check pH and medical review).  

 
Logistical considerations: 

· Perform procedures early in the day to minimise starvation time 

· Avoid perioperative dehydration - encourage clear fluid intake until two hours pre-op. 

Optimise non-opioid analgesia 

· Give antiemetic therapy including as indicated. Dexamethasone 4 mg with glucose monitoring 

post-operatively  may be considered) 

· Early mobilisation and resumption of normal diet and diabetic management 

· Encourage self-management 

 
c) Selecting an Intra-operative management strategy (decision made plan by Anaesthetic team) 
 

Patient condition Management strategy 

Patient is well controlled (HbA1c < 69 
mmol/mol) and expected to eat within six 
hours postoperatively (management with 
usual insulin, only require GIK if CBG > 
12mmol/L) 

Go to Algorithm 1  

Patient is well controlled and is not expected 
to eat within six hours postoperatively 
(management with usual insulin, only require 
GIK if rapid acting insulin group or CBG > 12 
mmol/L) 

Go to Algorithm 2 

Patient is poorly controlled (HbA1c > 69) 
Ideally booked as first on the list 

Go to Algorithm 3  
 

Management of hypoglycaemia Go to Algorithm 4  

Management of hyperglycaemia  Go to Algorithm 5  

Patient is under the renal service Algorithm 1 surgery for AV Fistula list/refer 

SUBCUT INSULIN FOR HYPERGLYCAEMIA - Adults 
If hyperglycaemia use rapid-acting insulin (eg Novorapid® or Humalog®or Apidra®) for correction, in 
addition to usual insulin.  

Blood Glucose 
A 

Total daily insulin 
<40 units/day 

B 
Total daily insulin 
40-80 units/day 

C 
Total daily insulin 

>80 units/day 

11-13.9 mmol/L 2 units  3 units  4 units 

14-16.9 mmol/L 3 units  5 units  7 units 

17-19.9 mmol/L 4 units  7 units 10 units 

20-22.9 mmol/L 5 units  9 units 13 units 

> 23 mmol/L 6 units 11 units 16 units 

Type 1 diabetes: Use individual correction factor if known 
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Algorithm 7 if require GIK 

Cardio-surgical patients (Level 4) Go to Algorithm 6 

Bariatric surgical patients with Type 1 and 2 
Diabetes 

Go to Algorithm 8 and Algorithm 9 - refer to 
guidelines for Bariatric surgery under 
Anaesthesia intranet site for complete 
management guidelines  
 

 
For Ophthalmic patients having only local anaesthesia, not starved prior to procedure - please 
see section 5 
 
Algorithm 1: 

Algorithm 1
Patient able to eat within 6 hours after surgery, if unable to eat within 6 hours follow Algorithm 2

Check Capillary 
blood glucose

If > 12 mmol/L follow 
Algorithm 3

· If CBG < 4 refer to Algorithm 4
· If CBG 4 - 6mmol/L 

(asymptomatic) start IV 10% 
glucose at 80ml/hour

· If CBG 4 - 6 with symptoms refer 
to Algoritm 4

* Starvation starts at the point the 
patient misses their first meal ie 

0800 for an AM list – not 2400, and 
lunchtime if pm list after light 

breakfast.

If < 12 mmol/L
proceed

If patient 
uses Insulin 

If patient 
uses oral 

treatment 

· Table 2 (pg.7) for 
oral anti-diabetic 
medication

· 2 Hourly CBG
· Restart oral agents 

with first full postop 
meal

· Refer Table 3 (pg.8) for insulin management
· if CBG range >6 mmol/L give  IV fluids as per 

anaesthetic discretion.
· Maintain 10% glucose until next full postop 

meal if CBG < 6mmol/L, regular electrolyte 
check to avoid hyponatremia if only 
dextrose fluids.

· Hourly CBG
· If CBG > 12mmol/L commence insulin 

infusion (GIK)  and check for ketones, and 
once GIK started check regular electrolytes. 

 

https://adhb.hanz.health.nz/site/Anaesthesia/SitePages/Policies%20and%20Guidelines.aspx
https://adhb.hanz.health.nz/site/Anaesthesia/SitePages/Policies%20and%20Guidelines.aspx
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Algorithm 2: 

 

Algorithm 2
Patient is UNABLE to eat within 6 hours after surgery, if able to follow Algorithm 1

(OMIT ALL oral hypoglycemia medication for these cases)

Check capillary 
blood glucose

(CBG)

> 12 mmol/L 
follow Algorithm 3

* Starvation starts at the 
point the patient misses their 
first meal i.e. 0800 for an AM 
list – not 2400

< 12 mmol/L
proceed

Insulin Management: 
If insulin is glargine (Lantus®) or detemir (Levemir®)  
baseline long acting insulin, can have  usual am dose, 
if intermediate acting insulin can have 80% of usual 
dose, and pre-mixed insulin can have 50% of usual 
dose.

For rapid acting omit usual insulin start GIK, regular 
CBG and electrolyte checks. 

Start GIK in addition to usual insulin if required (CBG > 
12 mmol/L or if intermediate acting insulin not 
administered, baseline insulin and GIK can be used in 
conjunction with each other. (Refer Table 3 page 8-10 
of this document for detailed insulin management).

Re-establish normal diabetic routine with first full post-op meal

Hourly CBG intra-operative mandatory until stable, 
then 1 - 2 hourly if regime unchanged.

Fluid management: 
Start GIK infusion at start of starvation */
operating room if first on list if required. 
(Select scale for appropriate infusion rates for 
groups that require GIK).

IV Fluid management: 
- If CBG < 6 mmol/L need 10% glucose at 50-
80ml/hr if < 4mmol/L up to 120ml/hr,

otherwise IV fluid choice and management at 
discretion of anaesthetist

*Regular electrolytes esp. sodium if dextrose 
only containing fluids used as for GIK,  to check 
for hyponatremia. 
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Algorithm 3: 
 

 

Algorithm 3: Poorly controlled diabetes HbA1C > 69mmol/mol/ or CBG > 12mmol/L
- decision to continue with elective surgery.

Check Capillary blood 
glucose

> 12 mmol/L

< 12 mmol/L
Follow 

Algorithm 1

Check
ketones**

* Starvation starts at the point the 
patient misses their first meal ie 

0800 for an AM list - not 2400, or 
lunchtime if had light breakfast.

**Capillary or urinary ketones:
Cap ketones ≥  3mmol/L 
OR
Urinary > ketones 3+
START DKA management

If no ketones, and
 CBG  > 12mmol/L  manage as 

per Algorithm 5

Ketones negative (< 3mmol/L or < 3+) 

Proceed with surgery
· Administer usual long acting baseline  

glargine (Lantus)/intermediate or pre-mixed 
as per guidelines Table 3 (pg.8), omit usual 
rapid acting insulin or oral agent (OHA)

· Start GIK infusion at start of starvation */OT 
if first on list/or if CBG > 12 mmol/L , check 
regular electrolytes (risk of hyponatremia 
with dextrose containing fluids)

· Select scale for appropriate infusion rates

· Hourly CBG until stable, the 1-2 hourly if 
regime unchanged

KETONES positive
Cap ketones ≥  3mmol/L 

OR
Urinary > ketones 3+

SURGERY ESSENTIAL : NO
Consider postponement or 
cancellation
Refer to diabetologist for review

Start DKA management

SURGERY ESSENTIAL :  YES
Consider immediate insulin/GIK 
infusion/ DKA management
Consult diabetologist or anaesthetist 
as to scale/rate as appropriate
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Algorithm 4: 

 
 

 

Preoperative management of hypoglycaemia

Glucose(CBG) ≤ 
4 - 6mmol/L

(and symptomatic)

Glucose (CBG) < 4mmol/L
(with or without symptoms)

If < 3 mmol/L send to
laboratory

Give 100 mL 10%
Glucose IV*

Give 50 mL 10% 
Glucose IV*

* If no IV access and > 2 hours till surgery:

Tropical Just Juice®  (carbohydrate content of 10.5 g/100 mL compared with preop carbohydrate drink 
is 12.6 g/100 mL)

Hypo Fit Gel® Orange 18 g sachet 
18 gm = 15.66 grams carbohydrates = 66 kCal / 268 kJ
Ingredients: glucose, saccharose, fructose, water, flavour
Recheck CBG every 10-15 minutes till normoglycaemia achieved, then revert to hourly glucose check 
and initiate treatment as appropriate.
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Algorithm 5: Subcutanous management for ambulatory patients with hyperglycaemia, if Intra-

venous cannula in situ can commence GIK 

Preoperative management of hyperglycaemia: CBG 
(capillary blood glucose)  > 12 mmol/L

Ketones > 3+ on
urinary dipstix / ≥  

3mmol on capillary
test

Ketones
Negative

Ketones 
positive

Start **DKA 
Managment

Yes

**DKA = Diabetic 
Ketoacidosis

No

If no IV access

Therapy for type 1 DM:
Assume 1 unit insulin SC will drop glucose 
by 3mmol/L (Rapid acting insulin eg 
Novorapid®)

Therapy for type 2 DM:
Give 0.1 unit/kg SC or see *formula

Check glucose hourly, to ensure glucose 
correcting. Rapid correction of glucose is 
not necessary.
Timing of correction and surgery is based 
on the available time in preop and the 
expected duration of surgery.

Choice of route of administration and other issues
Rapid acting insulin is for subcutaneous use only
Subcutaneous  insulin every 1-2 hours provides similar glucose control as IV infusion in patients with DKA
Regular insulin by IV bolus half-life is <10min so will require larger doses by IV for adequate control
Dose determination – traditional sliding scale assumes that all patients have similar insulin sensitivities or 
that there is no change in insulin sensitivity during different stages of acute illness – which is incorrect.

*Determine insulin sensitivity/resistance for dose determination: 80/100 rule
Calculate total daily insulin requirement then 
If using regular insulin – 80/total daily dose = expected glucose decrease/unit insulin
If using rapid acting insulin – 100/total daily dose = expected glucose decrease/unit insulin. 
(Example: daily dose of 60 units -  1 unit insulin will reduce glucose by 1.5 mmol/L)

If IV access can commence GIK

 

Or use simple subcutaneous correction (as per national guidelines) - next page 18.  

 

http://www.health.govt.nz/our-work/diseases-and-conditions/diabetes
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 If Hyperglycaemic: Table 6 

· CBG higher than 12 mmol/L liaise with Anaesthetist if rapid acting insulin (NovoRapid®, 

Humalog® or Apidra®) subcutaneous is required, in addition to usual basal subcutaneous 

insulin ⇨ If correction insulin is given then check CBG hourly for four hours.  

SUBCUT INSULIN FOR HYPERGLYCAEMIA - Adults 
If hyperglycaemia use rapid-acting insulin (eg Novorapid or Humalog 
or Apidra) for correction, in addition to usual insulin.  

Blood 

Glucose 

A 
Total daily insulin 

<40 units/day 

B 

Total daily insulin 
40-80 units/day 

C 

Total daily insulin 
>80 units/day 

11-13.9 mmol/L 2 units  3 units  4 units 

14-16.9 mmol/L 3 units  5 units  7 units 

17-19.9 mmol/L 4 units  7 units 10 units 

20-22.9 mmol/L 5 units  9 units 13 units 

> 23 mmol/L 6 units 11 units 16 units 

Type 1 diabetes: Use individual correction factor if known 

· In type 1 diabetes consider checking for blood ketones if blood glucose level is above 12 

mmol/L (if blood ketones >3 mmol/L then check pH and medical review).  

 
Algorithm 6: 

*Cardio-surgical patients:
Insulin dependent patients (+/- oral anti-diabetic medication – refer to Table 3)

Morning list Afternoon list

Start insulin in the 
operating room

Start insulin in the 
operating room

Normal regime day before surgery
No insulin/no oral anti-diabetic 
management morning of surgery
Check CBG: contact anaesthetist if CBG 
< 5 or > 12 mmol/L

Normal regime day before surgery
Early light breakfast
50% of usual insulin (50% of 
intermediate component of mixed 
insulin) and no oral anti-diabetic 
medication
2 hourly CBG checks from 7am on 
morning of surgery, notify anaesthetist 
if CBG < 5 or > 12 mmol/L 
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Algorithm 7: 

Renal Service Insulin infusion guidelines (IV) if patients are not able to administer usual insulin 
regime as per Table 3: 
 
100 units Actrapid in 500 mL dextrose 5%  
Hourly Capillary Blood Glucose (CBG) 
 

CBG (mmol/L) Insulin units / hour mL/ hour 

<5 0 0 

5-7.9 1 5 

8-11 2 10 

>11 3 15 
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Algorithm 8: 

 
PHARMACOTHERAPEUTIC MANAGEMENT OF TYPE 1 DIABETES (T1D) 

PATIENTS UNDERGOING BARIATRIC SURGERY 

Day of surgery / or pre-
admitted

Patients should already be known to the Diabetes 
Service pre-operatively and an individualized peri-
operative plan formalised & documented in a clinic 
letter well before surgery 

Patients with T1D have absolute insulin deficiency, 
hence will require GIK infusion upon commencement 
of nil-by-mouth (NBM) in preparation for surgery

Otherwise, the patient’s regular subcutaneous (SC) 
insulin regimen should continue until GIK is 
commenced

DAY 1 POST-OP 
TO DISCHARGE

GIK infusion to continue until patients are clinically stable and are able to tolerate at least 
100 ml/hour of clear fluids orally. 
Otherwise, liaise with the Diabetes Registrar (Reg 1 or 2) or DNS for plans to transition off 
GIK and onto a regular SC insulin regimen.

When back on SC insulin continue monitoring CBG every 4 hourly if clinically well and 2 
hourly if CBG trend is unstable (i.e. hyperglycaemia or hypoglycaemia)
                                                                   
WARNING
-Expect a 3 – 5-day admission
-If clinically unwell and especially if associated with hyperglycaemia (CBG ≥14 mmol/L), 
nausea, vomiting, dyspnoea, tachypnoea, abdominal discomfort → Obtain Venous Blood 
Gas (VBG) or Arterial Blood Gas (ABG) and Check ketones if >3+on urine dipstix or > 
3mmolon capillary test → Contact Diabetes Registrar (Reg 1 or 2) or DNS if Diabetic 
Ketoacidosis (DKA) is confirmed or Med Specs Registrar (pager 4491) if out-of-hours and 
treat DKA
-DKA = pH <7.35 with bicarbonate <18 in the setting of Ketones.

At discharge refer to Diabetes Nurse Specialist (DNS) outpatient clinic in 4 weeks 
by faxing referral to 26424
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Algorithm 9: 

Bariatric surgery: Management of Type 2 Diabetes

On day of surgery:
ALL diabetic mediation including 

insulin to be discontinued.

ADDITIONAL CONCERNS

Any other concerns regarding 
discontinuation of established pre-
operative pharmacologic therapies 
to be discussed with Anaesthetist, 
Surgeon or if appropriate, the 
Diabetes Registrar (Reg 1 = 
0212411345 or Reg 2 = 021764113)

DAY 1 POST-OP TO 
DISCHARGE

RE-COMMENCE DIABETES THERAPY IF: 

Capillary blood glucose (CBG) persistently >12 mmol/L

IF THERAPY TO BE RE-COMMENCED:

·Metformin 500 mg BD if previously tolerated pre-op 
(unless AKI, lactic acidosis or nausea/vomiting)

·Insulin if CBG persistently >15 mmol/L → Check 
ketones, if > 3+ on urinary dipstix or > 3mmol on 
capillary test likely DKA

Contact Diabetes Registrar or DNS (02166667) 

·GIK only if clinically unstable post-op

·Otherwise, continue monitoring CBG regularly pre-
meal and pre-bed 

At discharge refer to Diabetes Nurse Specialist (DNS) outpatient clinic in 4 weeks by faxing referral to 26424

Also refer to guidelines under Bariatric surgery for completeness. 

 

 



 
If printed, this document is only valid for the day of printing. 

 

 

 

Back to Contents 

Diabetes-Care-for-an-Adult_2017-04-27.docx Page 21 of 30 

Pre-operative
HbA1C check

Clinic assessment
Written instructions

ORDA
(admission) 

Check capillary 
blood glucose

(CBG)

Treat as per 
Algorithm 1-6

If CBG > 12 
mmol/L
Check 

ketones

Intra-operative

Hourly CBG
If GIK, or dextrose only 

fluids check regular 
electrolytes

GIK usually only needed for Type 
1 DM that uses rapid acting 
insulin/ or if CBG > 12 mmol/L in 
other insulin goups (intemediate 
or pre-mixed or long acting 
insulin)

Post -operative, 
aim early return 

to self 
managment

Basic Patient flow diagram peri-operatively:

 

Example of patient:  

77year old male for elective total knee joint replacement, first on the afternoon list 
Previous medical history: Type 2 DM on OHA: metformin and Protophane® insulin 19 units in the 
morning. 

HbA1c 71 mmol/mol 
 
Pre-operative: 

1. Should be seen in pre-assessment clinic 
2. HbA1c > 69 mmol/mol - poor control and should be optimised prior to elective surgery - see 
Table 1 
 
Written advice: 

2. OHA - can have metformin on day of surgery if eGFR > 50 mL/ min/m2 (Table 2)  
3. Insulin: 80% of 19 units Protophane®: 15 units on morning of surgery with light breakfast - see 
Table 3  
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Advice on hypoglycaemia  

Day of admission/Intra-operative: 

Arrived 11am, not followed instructions and omitted both OHA and insulin. 
CBG or BSL on arrival 12.7 mmol/L, this should trigger a check for ketones.  

If ketones > 3+ on urinary dipstix / ≥ 3mmol on capillary test start DKA management and consider 

cancellation,  

- If no ketone or ketone < 3+ should have his own intermediate insulin: 

Protophane® at 80% of usual dose: 15 units (Table 3)  

- Can take metformin if eGFR > 50mL/ min/m 2 (Table 2)  

Recheck BSL in an hour, if still > 12mmol/l manage as per Algorithm 5  

Intra-operative: If HbA1c still > 69 mmol/mol should be managed as per Algorithm 3 consider 
cancellation though for optimisation prior to elective surgery. 

If commence GIK intra-operative continue until two hours after usual subcutaneous insulin dose 
and normal diet established.  

Hourly BSL initially until stable, then two hourly until normal diet.  
 

The aim of the current management plan is for patients to self-manage their diabetes or have 
early return to self-management. 

 
 
d) Selecting an insulin scale for infusion 

The decision to use an insulin infusion should be made by the surgical team or anaesthetist caring 
for the patient. Scale B is most commonly appropriate and should be the initial default scale. A 
diabetologist is available to advise if necessary. 

 

 Scale A Thin small individuals, especially women; some insulin 
sensitive normals (total daily dose <30units/day); 
athletes; hypopituitary, hypoadrenal and hypothyroid 
patients; post pancreatectomy patients (surgical or 
functional); some well-controlled non-obese diet 
controlled type 2 diabetic patients. 

Usual scale Scale B Individuals (type 1 or type 2) with no special 
circumstances. Use if normal daily insulin requirement 
approximately 30-80 units/day. 

 Scale C Seriously ill (high fever etc); moderate steroid doses (up 
to 20 mg prednisone daily); very obese or insulin 
resistant patients (> 80 units/day daily dose); 
uncomplicated myocardial infarction. 

 Scale D High steroid doses ( 20 mg prednisone daily); very 
stressed individuals; complicated post-infarct patients. 
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Blood Glucose Scale A Scale B Scale C Scale D 

< 5 Stop/Consult 0.5 to 1 unit/hour 
or 

 + 

2 units/hour or  


+ 

4 units/hour  
or  


+ 

5 - 11 1 unit/hour 3 units/hour 4 units/hour 8 units/hour 

11.1 - 17  3 units/hour 6 units/hour 8 units/hour 16 units/hour 

 1
7
  

6 units/hour  

or * 

12 units/hour or 

* 

16 units/hour or 

* 

32 units/hour  

or * 

 

 For Scale B, three units per hour should be the default rate. If the patient is too sensitive to 
three units per hour, try one unit per hour. If blood glucose is persistently below five, move one 
scale to the left and/or ask advice. 

 If blood glucose persistently high, check pump for correct rate and line for patency, then move 
one scale to the right and/or ask advice. 

 
e) GIK infusion 

Always deliver GIK infusions via a rate-controlled device. Administer the glucose and potassium 
infusion using a volumetric pump and the insulin infusion via a syringe pump.  

The insulin infusion should be prepared by mixing 50 units Actrapid® with 49.5 mL sodium chloride 
0.9% (to make a 1 unit/mL solution) in a 50 mL syringe and connected to a Y connector with two 
back-check valves. 

The 500 mL glucose 10% and 10 mmol potassium chloride infusion is connected to the other arm 
of the Y connector. The GIK infusion may be given peripherally or via a central line.  

The glucose and potassium infusion should be given at a rate of 50-80 mL per hour. GIK is designed 
to control diabetes. Other problems such as fluid depletion, other electrolyte imbalance etc, 
should be managed through separate infusions except for the sodium depletion modification 
described below.  

The insulin infusion should be given at a rate determined using the table, having already selected a 
scale. The default scale is scale B and the default rate is three units per hour (see setting up a GIK 
infusion). 
 
f) Renal service insulin infusions 

Specialist physician advice is required to assist with the management of a renal patient however; 
Algorithm 7 can be a guide for patients requiring GIK.  

If ambulatory surgery/AV fistula list manage as per Algorithm 1 (own insulin regime as per Table 
3). 
 
g) Sodium depleted patients 

A sodium-depleted patient (eg a patient with bowel obstructions) may require an adjunct infusion 
of sodium chloride 0.45% and glucose 5% instead of glucose 10%. This can be achieved by 
removing 50 mL of solution from 500 mL of sodium chloride 0.45%. Replace this 50 mL with 50 mL 
of glucose 50%. Using this solution may require a lower scale of insulin. 
Alternatively can run 30 mL/hour glucose 10% + 30 mL/hour Plasmalyte 148 via a Y connector. 
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h) Neurosurgical patients 

Specialist physician advice may be required for some neurosurgical patients, especially a brain-
injured patient, who may not tolerate glucose infusions or hypo-osmolality. 
 
i) Cardiothoracic patients (see Algorithm 6)  

Please see Algorithm 6 for management of cardiosurgical patients. If there is a difficult IV access 
please liaise with Cardiac Anaesthetic team for management of these patients on the ward.  
 
j) Bariatric surgical patients with Type 1 & 2 Diabetes (see Algorithm 8 and Algorithm 9)  

Please refer to Bariatric surgical guidelines for complete management of this group of patients 
under Level 8 Anaesthesia departmental guidelines.  
 
k) Cancelled surgical patients 

Those withdrawn from surgical lists should have their diabetic and dietary regimen actively 
reviewed by their medical and nursing team to determine appropriate management. This 
management may involve discontinuing a GIK infusion and feeding the patient. 
 
l) Recommencing normal regimens 

Subcutaneous sliding scales based on the most recent CBG are no longer considered optimal 
practice. Two methods of recommencing normal insulin regimes are available: 
 
m)  Insulin treated patients 

Scenario one: 

· Where a patient recovers from surgery normally without complications and is eating 
satisfactorily, preoperative insulin regimens should be recommenced 

· Where the interruption to normal subcutaneous (SC) insulin has been for less than 24 hours, 
the usual SC dose may be restarted at the next mealtime, allowing the infusion to run for a 
further 1 - 2 hours; this allows the SC dose to achieve useful blood levels before the pump is 
stopped 

· Where there has been 24 hours or more of SC insulin, it is preferable to restart the 
preoperative dose in the morning, again continuing the pump for 1 - 2 hours after the SC 
injection. If this is not practical, then ask for specialist advice 

· It is inappropriate to aim for optimal glycemic control until the patient has resumed their 
normal habits, diet, exercise and work pattern - CBGs of 5 - 15 mmol/L (ideally 5 - 11 mmol/L) 
are acceptable in the short term 

Scenario two: 

· Where a patient is not yet eating normally and/or with complications, the infusion should 
either be continued or the patient changed to a three times daily Actrapid®/Humulin R® 
regimen given before meals (a guide to total 24 hour SC dosage may be obtained from the 
previous 24 hour IV infusion requirements). This dose should be adjusted as necessary based 
on the response. In addition, patients may require intermediate acting insulin - ask for advice. 

 
 
 

https://adhb.hanz.health.nz/site/Anaesthesia/SitePages/Policies%20and%20Guidelines.aspx
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n) Patients treated with oral agents 

Recommencing oral agents should begin with the first full postoperative meal. In a poorly 
controlled type 2 diabetic patient (mean CBG > 11), the patient may remain hyperglycaemic 
postop. Insulin requirement may continue for some days/weeks and referral to a diabetologist is 
recommended especially if insulin is likely to continue after discharge. 

Metformin should not generally be restarted if there is any indications of renal, cardiac or hepatic 
impairment as these conditions increase the risk of lactic acidosis. If there is any doubt, advice 
should be sought. 
 
o) Recognising and treatment of hyponatremia  

It is important to be vigilant in checking electrolytes, especially sodium in patients receiving 
glucose only containing IV fluids (eg 5% or 10% dextraose) as part of their GIK.  

Normal range 135-140 mmol/L. 
 

Definition of hyponatremia:  

Mild hyponatremia :  130 - 135 mmol/L 
Moderate :   121 - 129 mmol/L 
Severe:    <120 mmol/L  
 
Absent symptoms - Patients with hyponatremia are frequently asymptomatic, particularly if the 
hyponatremia is chronic and of mild or moderate severity (i.e. serum sodium >120 meq/L). 
However, such patients may have subclinical impairments in mentation and gait. 

Mild to moderate symptoms - Mild to moderate symptoms of hyponatremia are relatively 
nonspecific and include headache, nausea, vomiting, fatigue, gait disturbances, and confusion. In 
patients with chronic hyponatremia (i.e. >48 hours duration), these findings are not associated 
with impending herniation; however, in patients with more acute hyponatremia, such symptoms 
should be considered ominous and may evolve without warning to seizures, respiratory arrest, and 
herniation. 

Severe symptoms - Severe symptoms of hyponatremia include seizures, obtundation, coma, and 
respiratory arrest. 

Please contact the medial team in regards with management, hyponatremia is a medical 
emergency.  
 
p) Hypoglycaemia and hyperglycaemia 

If CBG is below 4 mmol/L or between 4 -6 mmol/L with symptoms of hypoglycemia please refer to 
hypoglycaemia management (Algorithm 4, see selecting a management strategy). 

For a patient on insulin infusion, this needs to be reviewed and the rate probably reduced but 
insulin should not be stopped more than momentarily in a type 1 diabetic patient as 
hyperglycaemia and subsequent ketoacidosis may result. 
 
q) Intermittent hyperglycaemia 

Occasional hyperglycaemia (CBG > 17) is not an emergency, but if this recurs on two or more 
occasions, the basic regimen should be reviewed with a diabetologist. A single subcutaneous dose 
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of Actrapid®/Humulin R® of 6-12 units may be given, but the repeated need for such supplements 
implies that the basic regimen needs modification. 
 
r) Day patient discharge 

A patient should not be discharged if: 
o They are vomiting 
o There are ketones present in the urine > + 3/Capillary ketones ≥3 mmol/L 
o Glucose persistently > 15 mmol/L 

 
s) Setting up a GIK infusion 

The recommended best practice below outlines the process for setting up a surgical insulin 
infusion. 
 
Equipment required: 

Glucose/Potassium infusion: 

· 500 mL glucose 10% 

· 10 mmol potassium chloride 

· 10 mL syringe 

· 20 gauge needle 

· Alaris GP volumetric pump  

· GP pump IV set (code number 63401E) 

· Y-connector set with backcheck valves (code MFX1532) 

· Medication label 
 
Insulin infusion: 

· 50 mL of sodium chloride 0.9% 

· 50 units Actrapid® 

· 50 mL BD syringe 

· Insulin syringe 

· Alaris GH syringe pump 

· Low-sorbing IV extension set (code number G40720) 

· Medication label 
 
Follow the steps below for setting up a surgical insulin infusion: 

1. Draw up 50 units of Actrapid® insulin (0.5 mL) in an insulin syringe; 
2. Draw up 49.5 mL of sodium chloride 0.9% in a 50 mL BD syringe; 
3. Add the 0.5 mL of Actrapid® insulin to the sodium chloride 0.9% to give a 1 unit/mL solution 

(total volume = 50 mL); 
4. Label the syringe 1 unit/mL Actrapid® insulin in sodium chloride 0.9%; 
5. Attach the low-sorbing IV extension set (code G40720) to the syringe. Label the insulin line; 
6. Attach the insulin line to the Y-connector (code MFX1532). The Y-connector should have 

backcheck valves; 
7. Manually prime the insulin line and the arm of the Y-connector and then clamp insulin line. 

Insert syringe into syringe pump; 
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8. Add 10 mmol of potassium chloride to 500 mL of glucose 10%. Label the bag as 10 mmol KCl 
added; 

9. Attach the GP pump IV set (63401E) to the glucose/potassium bag. Label the 
glucose/potassium line; 

10. Attach the glucose/potassium line to the Y-connector; 
11. Prime the glucose/potassium line and the arm of Y-connector. Ensure at least 3 mL of solution 

drains from the Y-connector before connecting to the patient. Clamp line; 
12. Program Guardrails (Select “GIK Glucose 10%”) and administer the glucose/potassium solution 

via volumetric pump at 80 mL per hour; 
13. Program Guardrails (Select “Insulin”) and administer insulin infusion via syringe pump as per 

prescribed scale (default is Scale B ie 3 mL per hour). 
 

Note: When one side of the GIK infusion runs through i.e. requires refilling, remember to stop 
both sides of the infusion while refilling. 
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5. Perioperative management - Ophthalmology patients 
 

Perioperative ophthalmology diabetic guidelines - local anaesthetic flowchart (Patients not 
starved prior to procedure NOT having sedation or general anaesthetic) 

 

Local anaesthetic

AM list PM list

Usual

· Medication

· Insulin

· Breakfast 0600 hours (no fried 

foods)

Usual

· Breakfast

· Medications

· Insulin

· Early lunch (1130 hours)

Check blood sugar level on arrival

then 2 hours preop and prn if patients condition indicates.

Notify house surgeon/anaesthetist if blood glucose < 4 or > 12

 
 

Perioperative ophthalmology diabetic guidelines - for patients requiring sedation or general 
anaesthetic please follow guideline as for other Peri-operative management:   
 
See Algorithms 1 - 5 for preoperative management, and Algorithm 4 and Algorithm 5 for 
management of hypo or hyperglycaemia. 
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7. Associated Auckland DHB documents 
 

· Diabetes in Children & Adolescents 

· Diabetes in Pregnancy 

· Diabetes in Women (Insulin Dependent) Treatment for TOP 

· Intravenous Fluid Prescription - Adult 

· Medications - Administration 

· Medications - Allergies & Adverse Drug Reactions (ADRs) Identification, Documentation & 
Recording 

· Medications - Intravenous & Infusions Administration 

· Medications - Prescribing 

· RMO Clinical Handbook 
 
Clinical Forms 

· CR3516 Diabetic Management Subcut Prescription 
 

 

8. Disclaimer 
 

No guideline can cover all variations required for specific circumstances. It is the responsibility of 
the health care practitioners using this Auckland DHB guideline to adapt it for safe use within their 
own institution, recognise the need for specialist help, and call for it without delay, when an 
individual patient falls outside of the boundaries of this guideline. 
 

 

9. Corrections and amendments 
 

The next scheduled review of this document is as per the document classification table (page 1). 
However, if the reader notices any errors or believes that the document should be reviewed 
before the scheduled date, they should contact the owner or the Clinical Policy Facilitator without 
delay. 
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