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Type 1 diabetes perioperative
care: Preventing harm to patients
Imagine you lived with a chronic
condition that required you to make
over 100 self-management decisions
every day. Imagine you have been
admitted to hospital for a day
surgery procedure and the health
professionals have refused your
request for access to a medication
you need for survival. Imagine that
as a result of missing this medication
you have ended up in an intensive
care unit (ICU) with a life-threatening
condition. The life-threatening
condition is diabetic ketoacidosis
(DKA) and the medication you
needed is insulin, because you have
type 1 diabetes (T1D).
Let’s consider why a person with
T1D entering the health care system
for a simple day procedure can end
up in ICU with a life-threatening
condition. On admission to hospital,
people with T1D are often required
to relinquish responsibility for
their usual self-management of
their condition1,2. Furthermore, it
is common practice for health
professionals to take over T1D
management from the individual
in hospital2,3. However, people in
hospital with diabetes are exposed
to a variety of errors through health
professionals’ management of
diabetes. These errors include insulin
administration errors; inappropriate
content, availability and timing of
meals; and poor hypoglycaemia
management4. As a result of these
health professional errors a stay in
hospital for a person with T1D can be
a frightening experience because of
the risk of harm they may be exposed
to. In the UK in 2017, 1 in 25 inpatients with T1D developed DKA due
to health professionals undertreating
this patient group with insulin5. Not
only does an episode of DKA extend
the patients length of stay, which
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leads to additional financial cost
to the hospital, the impact on the
patient psychologically and physically
is significant and can impact on the
therapeutic relationship with health
professionals.
One of the reasons diabetes
management errors occur in hospital
is because health professionals
do not listen to the patient. Over
time, people with T1D are known to
become experts in their diabetes
self-management through years of
lived contextual experience6,7. Due
to this lived contextual experience
people with T1D are knowledgeable
and capable of self-managing or
contributing to making decisions
about how their T1D should be
managed in hospital2,8. Listening to
the patient and learning about their
usual T1D management is valuable
in the prevention of diabetes
mismanagement.
Errors also occur because health
professionals are not routinely
engaging people with T1D in
discussions about their usual
diabetes self-management. By
not asking about usual T1D
self-management, health
professionals remain unaware
of the preferences and priorities
of diabetes management for the
individual. Research on the selfmanagement experiences of people
with T1D in hospital found the
participants experienced limited
opportunities for discussing their
diabetes management with health
professionals8. The participants
reported experiencing limited
discussion about T1D management
in their pre-admission appointment,
during their episode of hospital care,
and around discharge planning. As
a result of the limited discussions
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initiated by health professionals, the
participants initiated discussions
with health professionals about
how their T1D would be managed in
hospital. However, some participants
felt judged, dismissed and even
ignored by health professionals
when they initiated such discussions.
As a result of not being listened
to and their perspective not being
understood, patients feel distressed
in hospital and unsafe9. Furthermore,
limited discussions around T1D led
participants to believe their T1D
was not important to the health
professionals8.
Effective communication between
health professionals and patients is
a significant component of ensuring
safe high quality health care10,11. A
review of patients’ experiences
in Australian hospitals found
reciprocal communication and
information sharing was important
to patients9. However, participants
with T1D reported limited reciprocal
communication and information
sharing, which led them to view
their interactions with health
professionals negatively and
impacted on their capacity to trust
the health professionals8.
The lack of discussions initiated
by health professionals with the
patient about their T1D management
may be a result of the recognised
knowledge deficit that exists among
generalist health professionals
about diabetes management8. A
number of reviewed studies found
that generalist health professionals
have knowledge deficiencies around
diabetes management, with specific
deficiencies in the use of insulin8.
However, regardless of the health
professional’s discipline, they need
to have knowledge about diabetes
management for inpatients because
diabetes can complicate the person’s
admission diagnosis12.

It is recognised that generalist health
professionals cannot be experts
in the detailed management of all
complex conditions such as T1D13.
While the rising complexity of care
and the increase of people with
chronic conditions place additional
demands on the communication
required of health professionals, poor
communication is known to increase
the risk of errors in health care.
Therefore, effective communication is
essential to the provision of quality
and safe care11. In order to feel safe,
patients need access to open, timely
and accurate communication with
health professionals about their care
in hospital.
The opportunity to exchange ideas
between health professionals
and patients supports the ideals
of patient participation in health
care and a consumer-centred care
focus. Castro et al. suggested that
these ideals of patient participation
and consumer-centred care have
been ‘buzz concepts for quite
some time now’14, p.1924. These
ideals indicate that patients are
no longer just passive recipients
of care but rather play an active
role in making informed decisions
about their own health care15,16. In
essence, patient-centeredness is
an approach to care that meets
the patient’s ‘needs, values and
beliefs’ through understanding the
patient’s ‘expectations, perceptions
and experiences’ of their care14, p1929.
In addition, patients’ being actively
involved in their health care reduces
the gap between the experiential
knowledge of the person and the
health professionals’ knowledge14.
Another reason for limited
engagement by health professionals
around T1D management in hospital
is because of the reluctance to
accept the expertise of the patient.
Health professionals have obtained
knowledge specific to their role
through formal study and clinical

experience. Traditionally, health
professionals’ knowledge is often
viewed as authoritative because their
knowledge is socially constructed
as being both legitimate and
dominant17. Consequently, those who
have knowledge that is considered
to be outside the conventional
understanding of knowledge, such
as those with a lived experience of
T1D, may be viewed as having inferior
knowledge. Patients with T1D who
have in-depth knowledge of their
diabetes encounter issues when their
expertise is viewed as inappropriate
in interactions with generalist health
professionals because the person’s
expertise can be considered as ‘noncompliant’ by health professionals
who are not diabetes specialists13.
The issue is further exacerbated
when generalist health professionals,
despite their good intentions, block
access to insulin and other supplies
needed to safely manage T1D.
So what can be done better in
the perioperative environment
to reduce harm being caused to
people with T1D undergoing surgery?
There are local policies in place for
managing T1D in the perioperative
environment; however, the context
of the individual still needs to be
taken into consideration when
planning care. For example, a
person with T1D and gastroparesis, a
potential complication of autonomic
neuropathy, may need an alteration
to the usual recommended fasting
time due to delayed gastric
emptying. In addition, Standards for
Perioperative Nursing in Australia
(the ACORN Standards) include the
ACSQHC National Safety and Quality
Health Service (NSQHS) standards of
communicating for safety, partnering
with consumers, and medication
safety as required areas of
competence in multiple nursing roles
in perioperative nursing18.
In relation to communicating for
safety there are a number of actions
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that can be undertaken. Firstly,
find out if the person has diabetes,
what type of diabetes they have
(don’t make assumptions based
on medications that have been
prescribed) and ask about their
usual treatment. Improving care and
keeping patients safe starts with
improving communication. People
with diabetes should be involved
in discussion to plan their diabetes
management in hospital for any
elective admission from the preadmission stage all the way through
to the discharge of the patient4.
Health professionals need to seek
information at the beginning of their
interaction with a person with T1D
to determine whether the person
with diabetes wishes to self-manage
during their admission4. The initial
discussion represents an opportunity
to ensure appropriate support can
be implemented, for the entire
admission, that can assist in the
prevention of diabetes management
errors along with increased patient
satisfaction with their care and an
improved overall experience while
in hospital. In addition, discussion
around diabetes management
allows for the health professional
to develop an understanding of the
person with T1D’s preferences for
their care which can result in the
health professional being able to
advocate for the person when they
are not being listened to by other
health professionals.
Partnering with consumers through
shared decision making and
encouraging consumer participation
in their care is essential for safety.
To truly partner with consumers,
health professionals need to value
the expertise and knowledge
of the patient as being equal
and complimentary to their own
knowledge14. Recognition and
acknowledgement of the patient’s
experiential knowledge as being
able to provide a complementary
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contribution to health care is
required to foster collaboration and
to integrate patients into health
care teams19. Health professionals
also need to recognise that the
person with T1D and their expertise
are valuable resources in the
management of T1D in hospital.
Medication safety is essential when
considering insulin. In Australia,
insulin is considered a high risk
medication (HRM) because the risk
of the medicine causing significant
harm to the patient, or death, is
high20. While insulin is not necessarily
a medication where more errors
are made, it is a medication with
a narrow therapeutic window so
the consequence of an error with
insulin can lead to significant
harm, including death. Training
about the safe use of insulin, and
the main harms associated with
diabetes and how they can be
prevented should be mandatory
for all health professionals. If the
patient is on insulin consider their
need to continue insulin, as ceasing
or withholding insulin can cause
serious harm, such as DKA, to the
patient. If there is uncertainty
around the management of insulin
for a patient in the perioperative
environment, asking the patient and
consulting with health professionals
with diabetes expertise can reduce
the potential risk of harm. According
to Flanagan et al4 a key strategy
to improve the safety of insulin
administration in hospital is to allow
the person with diabetes who has
the appropriate skills to self-manage
their insulin. An additional strategy is
for health professionals to be aware
of knowing what they don’t know and
seeking expertise from others about
diabetes management.
In summary, people with T1D who
are in hospital need to be able to
collaborate with health professionals
to negotiate plans of care to keep
them safe. Patient participation in

care is happening and people with
T1D are actively participating in their
diabetes management. However,
consumer-centred care needs to
be improved as a way of ensuring
that people are safe in hospital
and that the individualised needs
of the person with T1D are being
met. In order to provide safe and
collaborative care for people with
T1D in hospital, health professionals
need to acknowledge the selfmanagement expertise of these
people and use this expertise when
negotiating care.
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