3.20 Diabetes in special situations

· Liase with the anaesthetist re. control of DM before, during and post surgery2
The most common practical problem is management of diabetes during the inevitable pre-op fasting period. This may be hours-days dependent on the procedure. Pre-op, diabetes should be reasonably but not obsessively controlled – hypoglycaemia must be avoided. BM <15 mmol/L is probably sufficient. Regular measurement is required via capillary blood.

It should be noted that insulin dependent diabetics require insulin even when fasting, to prevent ketosis. The hormonal changes associated with surgery (the stress response) includes release of glucocorticoids, catecholamines and growth hormone – these are all diabetogenic and as a result the patient may require more insulin than normal – diet controlled patients may also need insulin during this period.

Post surgery, diabetics have a higher risk of complications, especially infections.

Essential Anaesthesia, Heining, Bogod, Aitkenhead, Arnold Pub 2001 london. p85-86
· Be able to participate in management of diabetes in pregnancy

· It is important that the diabetic patient knows of pre-conception services before she become pregnant. Poor glycaemic control near conception increases the rate of congenital abnormalities – the patient should be aided in achieving tight control around this time.

· The vast majority of oral medications cross the placenta (except glibenclamide) – orally controlled patients should be switched to insulin for the period of the pregnancy.

· During pregnancy, insulin demand increases (due to decreased sensitivity to insulin) and doses should be increased by 50-100%. Illness may require a further increase.

· The patient should record blood glucose levels before and 2 hours after each meal.

· Maternal hyperglycaemia will result in a foetal hyperglycaemia (glucose crosses the placenta, insulin does not) resulting in higher levels of foetal insulin release – upon birth this results in rebound hypoglycaemia as the baby stops receiving so much glucose.

· Problems associated with DM: stillbirth, macrosomia, hydramnios, pre-eclampsia. Ketoacidosis has a 50% foetal mortality but maternal hypoglycaemia is well tolerated.

Gestational diabetes mellitus is any diabetes or glucose intolerance that arises or is first noticed in pregnancy – it usually remits with birth but reappears with future pregnancy and may be a predictor of type II DM later in life. Treatment is initially with diet and usually progresses to insulin later – care must be taken that the presentation is not type I as this will avoid prompt insulin to avoid ketoacidosis.

· Outline to patients the management of childhood diabetes1
· Ensure there is enough time for the consultation and that it will not be interrupted.

· There is a lot to cover – consider a tape recording so that parents can more easily remember the content.

· Provide a telephone number or other means of contact should more questions arise

· Provide appropriate literature.

· Bear in mind that you are dealing with not only the child but his or her siblings, parents and school. With the child, it is important that information is age-appropriate and regularly updated. At school, special attention should be given to educating PE teachers and those who prepare the child’s meals. Some teachers may be willing to learn to use glucagon.
Background box: useful information

Diabetes in children is rare (2 in 1000) and almost always Type 1 though the incidence of type II is rising with increasing childhood obesity. It is very rare below 1 year of age and peak onset is 12-13 years.

Normal presentation is with a few weeks history of polyuria, polydipsia and weight loss. Some present with nocturnal enuresis, skin sepsis or candida. 10% present with DKA. Management upon acute presentation is by subcutaneous insulin if alert and able to eat and with IV fluids if vomiting or dehydrated.

Diagnosis is via random glucose of >11.1 together with glycosuria & ketonuria – OGTT is rarely used in children.

Most care is given by specialist teams of paediatrician, paediatric dietician, paediatric diabetologist, specialist nurses, and clinical psychologist.

In young children insulin is usually given twice daily before breakfast (2/3 of daily dose) and before the evening meal (1/3 of daily dose). This requires 3 main meals with snacks between them and before bed to prevent hypoglycaemia. 

In older children and teenagers the tendency is towards a short-acting insulin before meals with a long acting insulin in the evening for overnight cover – this gives greater flexibility for mealtimes and there is no need for snacks except before planned exercise.

A record of blood glucose should be kept to aid control. The ideal blood glucose is 4-6 mmol/dl but in practice this is altered to 4-10 for younger children and 4-8 in adolescents in order to prevent hypoglycaemia (which has adverse effects on brain maturation).

Children do not like finger pricks – parents need to agree realistic goals with the children that may alter with circumstance. In changed environments such as on holiday or in illness 2x per day is not unreasonable. Teenagers often check rarely if at all.

Diets should be high in complex carbohydrates and dietary fats should account for no more than 30% of calorific intake.

In children, symptoms of hypoglycaemia can often be seen when blood glucose drops <4 mmol/L. This is treated by easily absorbed glucose such as sweets. Oral glucose gels (e.g. hypostop) can be used if a child is unwilling or unable to cooperate – it is rubbed into the buccal mucosa. Parents and schools can be given glucagon injection kits and trained to administer in severe hypoglycaemia.

Adolecence is a hard time for diabetes – it interferes with normal life in many ways:

· Delayed sexual maturation

· Frequent medical examinations are an invasion of much-sought privacy

· Group conformity issues: needing to eat at certain times, hypoglycaemic attacks, injections etc. show they are ‘different’

· Possible parental over protection

· Limitations on future career plans

Encourage the use of blood-sugar diary and insulin / food diary

Teach how to count carbs

