
mainstream and postgraduate medical training must respond
if it is to play its full part in preparing tomorrow’s doctors for
a more interactive future.
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Diabetes is the most common metabolic disorder and has a sig-
nificant impact on the cost of running the NHS. With an aging
population and a rising prevalence of obesity the problem will
continue to grow.1 Specialist diabetes services have traditionally
been based in secondary care often with diabetes centres situ-
ated within hospitals but, despite this, little attention has specif-
ically been given to care of people with diabetes in hospital
beds.

Although diabetes physicians will often participate in the
general medical admissions rota and will perform an important
role in looking after general medical inpatients, they may have
little involvement in the care of diabetes for the vast majority of
people with this condition admitted to hospital. This is despite
the knowledge that diabetes control is difficult in the face of
intercurrent illness. A number of studies have shown that dia-
betes leads to increased in-hospital morbidity and increased
length of stay.2,3 There is little published evidence that
improving diabetes care improves outcomes but what evidence
there is supports this.4,5 The recent National Diabetes Inpatient
Audit showed that between 15% and 20% of hospital beds are
occupied by people with diabetes.6 There is increasing aware-
ness that clinical care needs to focus on this large group of
patients.7

Over recent years a number of groups have shown that pro-
viding specialist diabetes services in hospital can significantly
improve diabetes care.8 Work carried out in the Plymouth

Diabetes Service has shown that a specialist diabetes team can
improve quality of care. A dedicated team of specialist nurses
and doctors supported by dietetics can significantly improve
inpatient diabetes care. Short-term quality of care is difficult to
measure in hospital – a crude measure is the length of hospital
stay. Having established an inpatient diabetes team in the ser-
vice in late 2002, a significant reduction in length of stay
between 2002 and 2006 was recorded. The mean reduction in
length of stay was 0.7 days for a hospital diabetes population of
approximately 6,000 in Derriford Hospital. This equates to
approximately 4,000 less bed days per year occupied by people
with diabetes. In addition to the clinical benefit to individuals
this represents a major efficiency saving for the hospital, some-
thing that is being strongly encouraged in the current financial
climate.

Disappointingly this work did not show a reduction in the
length of stay for people attending hospital for elective procedures.
As this group represents about 50% of people in hospital the ser-
vice was very keen to understand the reasons why. For patients
attending for planned procedures the path of the admission is
often established before the person comes into hospital. Decisions
are made about whether or not the person can be treated as a day
case or whether admission to hospital overnight is required. It was
clear from the service’s work on the wards that for a proportion of
patients with diabetes, admission to hospital had probably not
been necessary but intervention when in hospital was too late. A
project to map the pathway taken by people with diabetes
attending for elective procedures was established to improve this
process. Four key stages at which diabetes specialist input can
improve care were identified.
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Pre-assessment

One of the key problems was that patients were unnecessarily
admitted to hospital for a procedure because they had a diag-
nosis of diabetes. The British Association of Day Surgery guide-
lines define which surgical procedures should be performed as
day cases. It is clear that a high proportion of patients that were
being admitted could be treated and discharged on the same day
if suitable plans were developed for managing their condition.
Early identification of diabetes is important, ideally at the time
of referral from primary care, to allow adequate time to optimise
diabetes care and develop an individual treatment strategy.

The day of admission

A close working relationship between diabetes specialists and
anaesthetists is essential to optimising perioperative diabetes care.
It is important that hospitals develop institutional plans for man-
aging patients on the variety of locally used insulin regimens.
Patients need to be clear about what they are expected to do
before attending hospital and what will happen to them once they
arrive. Diabetes expertise needs to be available to help when prob-
lems arise. If this expertise is not available, a common response is
to commence an intravenous insulin infusion. This almost
inevitably results in an unexpected overnight stay in hospital.

Postoperative ward care

Postoperative diabetes care is often neglected. This is a time when
glucose control is likely to be difficult due to metabolic changes
associated with surgery and poor appetite. Experience would sug-
gest that treatment of both hyper- and hypoglycaemia is often
delayed. A proactive approach to identifying patients that may
experience difficulties may significantly improve diabetes care.

Follow-up of diabetes care to allow early discharge

Problems with glycaemic control often result in prolonged
admission to hospital. If diabetes expertise can be provided out
of hospital this may allow the patient to go home with close sup-
port available to ensure that glucose control is safely managed.
The key to this is to combine both the inpatient and outpatient
diabetes specialist roles.

The Plymouth diabetes team focused on the above four key
areas using the successful strategies that had been previously
used within the inpatient diabetes service. In addition to pro-
viding a troubleshooting role and acting as diabetes champions

the importance of staff education, protocol development and
audit of the work were emphasised.

The day case rates and length of stay of people with diabetes
over the 12-month period of the pilot were compared with the
previous 12 months. One of the main goals of the project was to
try to improve day case surgery rates for people with diabetes. A
35% increase in this measure was seen for people with diabetes.
Over the same period there was a more modest rise of 14% for
the general population. In addition a reduction in mean length
of stay from 2.64 days to 2.30 days for people with diabetes
admitted electively to hospital was recorded.

Although this pilot project did require the employment of addi-
tional specialist staff, the underlying principles of diabetes special-
ists planning diabetes care in close cooperation with anaesthetic
and surgical staff can be applied with minimal additional
resource. Jointly developing local protocols and guidelines for the
management of the various aspects of elective diabetes care has in
itself highlighted a number of areas where care could be
improved. This is probably the most important first step to take.
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