Background
Patient optimization before, during and after surgery improves outcomes and reduces length of stay and readmissions.[endnoteRef:2] Modifiable attributes of patient health status such as anemia or blood sugar control can have negative consequences for recovery after surgery. Preoperatively anemic individuals have higher costs generally due to increased length of stay[endnoteRef:3] and even mild preoperative anemia is associated with an increase in 30-day morbidity[endnoteRef:4] lower quality of recovery and higher adjusted risk of death and disability.[endnoteRef:5] Some studies suggest poor A1c control preoperatively increases morbidity and mortality,[endnoteRef:6] but perioperative glucose is a stronger predictor of 30-day mortality.[endnoteRef:7] Enhanced Recovery After Surgery (ERAS) protocols shorten length of stay and reduce total cost of care, complications, and readmissions.[endnoteRef:8] However, Washington State has variation for A1c optimization before surgery, perioperative glycemic control protocols, and perioperative anemia control.  [2:  American College of Surgeons. (n.d.). A hospital-based preoperative clinic: Patient optimization with enhanced recovery after surgery and strong for surgery. American College of Surgeons. Retrieved April 29, 2025, from https://www.facs.org/quality-programs/qi-resources/case-studies/a-hospital-based-preoperative-clinic-patient-optimization-with-enhanced-recovery-after-surgery-and-strong-for-surgery/]  [3:  Schatz C, Plötz W, Beckmann J, Bredow K, Leidl R, Buschner P. Associations of preoperative anemia and postoperative hemoglobin values with hospital costs in total knee arthroplasty (TKA). Arch Orthop Trauma Surg. 2023 Nov;143(11):6741-6751.]  [4:  Musallam KM, et al. . Preoperative anaemia and postoperative outcomes in non-cardiac surgery: a retrospective cohort study. Lancet. 2011 Oct 15;378(9800):1396-407.]  [5:  Myles, P. S., Richards, T., Klein, A., Wood, E. M., Wallace, S., Shulman, M. A., Martin, C., Bellomo, R., Corcoran, T. B., Peyton, P. J., Story, D. A., Leslie, K., Forbes, A., & RELIEF Trial Investigators (2022). Postoperative anaemia and patient-centred outcomes after major abdominal surgery: a retrospective cohort study. British journal of anaesthesia, 129(3), 346–354. https://doi.org/10.1016/j.bja.2022.06.014]  [6:  Hart, A., Goffredo, P., Carroll, R., Lehmann, R., Nau, P., Smith, J., Ahad, S., Bao, W., & Hassan, I. (2021). Optimizing Bariatric Surgery outcomes: the impact of preoperative elevated hemoglobin A1c levels on composite perioperative outcome measures. Surgical endoscopy, 35(8), 4618–4623.]  [7:  van den Boom, W., Schroeder, R. A., Manning, M. W., Setji, T. L., Fiestan, G. O., & Dunson, D. B. (2018). Effect of A1C and Glucose on Postoperative Mortality in Noncardiac and Cardiac Surgeries. Diabetes care, 41(4), 782–788.]  [8:  Mazni Y, Syaiful RA, Ibrahim F, Jeo WS, Putranto AS, Sihardo L, Marbun V, Lalisang AN, Putranto R, Natadisastra RM, Sumariyono S, Nugroho AM, Manikam NRM, Karimah N, Hastuty V, Sutisna EN, Widiati E, Mutiara R, Wardhani RK, Liastuti LD, Lalisang TJM. The enhanced recovery after surgery (ERAS) protocol implementation in a national tertiary-level hospital: a prospective cohort study. Ann Med Surg (Lond). 2023 Dec 8;86(1):85-91.] 

Black patients are three to four times more likely to experience anemia perioperatively; Black, Hispanic, American Indian/Alaska Native patients more likely to experience uncontrolled diabetes/serum glucose, leading to inequitable outcomes. 

Narrative Evidence Review
Hyperglycemia intraoperatively is linked to complications such as surgical site infection, systemic infection, increased hospital length of stay, morbidity and mortality.[endnoteRef:9] Screening for diabetes as a risk factor for surgery is a common, as it's known that increased HbA1c (most studies have cut off point of >8%) increases risk for infection and other complications postoperatively.[endnoteRef:10]  However, patients without diabetes also commonly experience hyperglycemia[endnoteRef:11], and often experience worse outcomes than patients with diabetes, across a wide variety of surgery types.[endnoteRef:12] Patients without diabetes are less likely to receive insulin perioperatively,[endnoteRef:13] but a study of Washington State surgical patients showed that insulin administration is associated with lowered risk for postoperative complications like infection, re-operative interventions, interventions, and mortality. [endnoteRef:14]  [9:  Frisch A, Chandra P, Smiley D, Peng L, Rizzo M, Gatcliffe C, Hudson M, Mendoza J, Johnson R, Lin E, Umpierrez GE. Prevalence and clinical outcome of hyperglycemia in the perioperative period in noncardiac surgery. Diabetes Care. 2010 Aug;33(8):1783-8. doi: 10.2337/dc10-0304. Epub 2010 Apr 30. PMID: 20435798; PMCID: PMC2909062.]  [10:  Tao, Xu MAa; Matur, Abhijith V. MDb; Palmisciano, Paolo MDa; Conteh, Fatu S. MDc; Onyewadume, Louisa MDd; Duah, Henry O. MPHe; Shukla, Geet BAa; Vorster, Phillip BSa; Gupta, Sahil BSa; Chilakapati, Sai S. BSf; Adogwa, Owoicho MDa. Preoperative HbA1c and Postoperative Outcomes in Spine Surgery: A Systematic Review and Meta-Analysis. Spine 48(16):p 1155-1165, August 15, 2023. | DOI: 10.1097/BRS.0000000000004703]  [11:  Sermkasemsin V, Rungreungvanich M, Apinyachon W, Sangasilpa I, Srichot W, Pisitsak C. Incidence and risk factors of intraoperative hyperglycemia in non-diabetic patients: a prospective observational study. BMC Anesthesiol. 2022 Sep 10;22(1):287. doi: 10.1186/s12871-022-01829-9. PMID: 36088294; PMCID: PMC9463729.]  [12:  Chen JY, Nassereldine H, Cook SB, Thornblade LW, Dellinger EP, Flum DR. Paradoxical Association of Hyperglycemia and Surgical Complications Among Patients With and Without Diabetes. JAMA Surg. 2022;157(9):765–770. doi:10.1001/jamasurg.2021.5561]  [13:  Kotagal M, Symons RG, Hirsch IB, Umpierrez GE, Dellinger EP, Farrokhi ET, Flum DR; SCOAP-CERTAIN Collaborative. Perioperative hyperglycemia and risk of adverse events among patients with and without diabetes. Ann Surg. 2015 Jan;261(1):97-103. doi: 10.1097/SLA.0000000000000688. PMID: 25133932; PMCID: PMC4208939.]  [14:  Kwon S, Thompson R, Dellinger P, Yanez D, Farrohki E, Flum D. Importance of perioperative glycemic control in general surgery: a report from the Surgical Care and Outcomes Assessment Program. Ann Surg. 2013 Jan;257(1):8-14. doi: 10.1097/SLA.0b013e31827b6bbc. PMID: 23235393; PMCID: PMC4208433.] 

While the exact best target glucose level is unknown perioperatively, most guidelines set a range between 100-110 mg/dL and around 180 mg/dL.[endnoteRef:15] For patients with diabetes, intensive glucose control (<120mg/dL versus <160mg/dL) does not reduce infections, length of stay or all-cause mortality – however it is linked to increased hypoglycemic incidents.[endnoteRef:16]   [15:  Linnea M. Wilson, Shoshana J. Herzig, Edward R. Marcantonio, Michael A. Steinman, Mara A. Schonberg, Brianna X. Wang, Ella Hileman-Kaplan, Timothy S. Anderson; Management of Diabetes and Hyperglycemia in the Hospital: A Systematic Review of Clinical Practice Guidelines. Diabetes Care 20 March 2025; 48 (4): 655–664. https://doi.org/10.2337/dc24-2510]  [16:  Bellon F, Solà I, Gimenez-Perez G, Hernández M, Metzendorf MI, Rubinat E, Mauricio D. Perioperative glycaemic control for people with diabetes undergoing surgery. Cochrane Database Syst Rev. 2023 Aug 1;8(8):CD007315. doi: 10.1002/14651858.CD007315.pub3. PMID: 37526194; PMCID: PMC10392034.] 
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The following guidelines pertain to patients above 18 years of age, undergoing elective procedures. 
UCLA Risk Stratification Before Elective Surgery
	Surgical Risk Score
	Surgery Types

	1- Very low risk
	Procedures that usually require only minimal or moderate sedation and have few physiologic effects
· Eye surgery that can be performed under Monitored Anesthesia Care
· Simple GI endoscopy (without stents)
· Dental procedures

	2- Low risk
	Procedures associated with minimal physiologic effect
· Hernia repair
· ENT procedures without planned flap or neck dissection
· Diagnostic cardiac catheterization
· Interventional radiology
· Interventional GI endoscopy 
· Eye surgery that requires General Anesthesia
· Cystoscopy

	3- Intermediate risk
	Procedures associated with moderate changes in hemodynamics, risk of blood loss
· Intracranial and spine surgery
· Gynecologic and urologic surgery
· Intra-abdominal surgery without bowel resection
· Intra-thoracic surgery without lung resection
· Cardiac catheterization procedures including electrophysiology studies, ablations, AICD, pacemaker

	4- High risk
	Procedures with possible significant effect on hemodynamics, blood loss
· Colorectal surgery with bowel resection
· Kidney transplant
· Major joint replacement (shoulder, knee, and hip)
· Open radical prostatectomy, cystectomy
· Major oncologic general surgery or gynecologic surgery
· Major oncologic head and neck surgery
· Spine deformity surgery

	5- Very high risk
	Procedures with major impact on hemodynamics, fluid shifts, possible major blood loss
· Aortic surgery
· Cardiac surgery
· Intra-thoracic procedures with lung resection
· Major transplant surgery (heart, lung, liver)





Table X. Considerations for perioperative glycemic control based on surgical and patient risk
	
	Surgical Risk Score

	Patient Risk Score
	
	1
	2
	3
	4
	5

	
	1-not diabetic
	
	
	Check a day of surgery blood glucose
	Check a day of surgery blood glucose
	Check a day of surgery blood glucose

	
	2-people with diabetes (HbA1c<8%)
	
	
	check a day of blood glucose; schedule close follow up.
	Check a day of blood glucose. Schedule close follow up. If unable to do so, consider  inpatient admission if scheduled outpatient. 
	Check a day of blood glucose. Schedule close follow up. 

	
	3-people with uncontrolled diabetes (HbA1c >/= 8%)
	
	Optimize HbA1c preoperatively; check a day of blood glucose; schedule close follow up
	Optimize HbA1c preoperatively; check a day of blood glucose; schedule close follow up; consider inpatient admission if unable to do so. 
	Optimize HbA1c preoperatively; check a day of blood glucose; schedule close follow up; Consider delaying if elective. 
	Consider delaying if elective 



This set of guidelines pertains to patients over the age of 18 who are undergoing procedures for which there is a risk of infection or other complications. Routine endoscopies and biopsies are excluded from these guidelines for their low risk of postoperative surgical complications. 
Primary Care 
Preoperative
· When referring patients for procedures, as part of preoperative evaluation, evaluate glycemic control in patients with diabetes/prediabetes or at risk for diabetes: (AAFP) Testing should be performed with enough time before surgery to potentially correct abnormalities or perform further evaluation as necessary
· Patients with risk factors such as: 
· >/= 45 years old
· >/= BMI 30 kg/m2
· Familial history of diabetes
· Past medical history of gestational diabetes
· A preoperative risk assessment should be performed for people with diabetes who are at high risk for ischemic heart disease and those with autonomic neuropathy or renal failure. (ADA 2025)
· Discuss and determine goals of medical optimization of glycemic control and anemia before surgery with patient and/or support system. 
· Decide together with the patient what thresholds would indicate a potential need to postpone referral for elective procedure. 
· For patients with diabetes, discuss setting a HbA1c goal for surgery in the preoperative period. Consider guidelines of 8% or lower at a minimum. HbA1c is highly individualized, and goals of optimization should be made between patients and providers considering co-occurring conditions and risks for hypoglycemic events. See Table A. for common clinical conditions that affect HbA1c.  
· If a patient has diabetes, consider referring to a certified diabetes education specialist and/or registered dietician/nutritionist for support with optimization. Consider referral to diabetes prevention program as applicable.
· Communicate glycemic control status and optimization plan to surgery team in referral and/or handoff. Plans should include: 
· Medication initiation or adjustment points for patients with elevated HbA1c  
· Follow up plan to re-check blood sugar before procedure and threshold by which to consider inpatient admission
· Screen for health-related social needs, including food insecurity, following state and national guidelines. Connect to resources for healthy foods if food insecurity identified. 
· Educate patients about dietary carbohydrate intake prior to and after surgery to reduce blood glucose levels. Consider culturally safe recommendations around meal-planning as appropriate. 
Postoperative
· Consider post-op day 1 follow-up appointments for patients with uncontrolled hyperglycemia undergoing procedures in an ambulatory setting.
Surgical Team
Preoperative
· Identify if the patient has a past medical history of prediabetes or diabetes.
· Screen patients at risk for diabetes (>/= 45 years old, >/= BMI 30 kg/m2, familial history of diabetes, past medical history of gestational diabetes) if not screened within the past 3 months. 
· For all patients, including those who are not diabetic, identify and document a plan for glycemic control optimization. Discuss with the patient that it is recommended to keep their blood sugar under control during and after the procedure, and that if it is significantly elevated, that it might require treatment with insulin.
· For patients with diabetes, review or develop glycemic control plan with/from PCP/Endocrinology. Document this plan in the medical record. 	
· A perioperative glycemic control plan should include: (also refer to Table X. Considerations for perioperative glycemic control based on surgical and patient risk)
· Dietary consultation to reduce blood sugar in the perioperative period that is tailored to cultural needs of the patient and their family. 
· Insulin transition plans for insulin-dependent patients with diabetes, consider individual patient factors (meals, activity, perioperative stress, medications that might increase glucose)[endnoteRef:17]  [17:  https://www.uptodate.com/contents/perioperative-management-of-blood-glucose-in-adults-with-diabetes-mellitus#H27486643] 

· Day of surgery blood glucose check, and blood glucose checks every 1-2 hours intraoperatively for all patients 
· Threshold to begin insulin administration, following facility protocol to monitor and treat intra- and post-operative periods (typically 180-200mg/dL)
· Postoperative transition plan for patients that might require insulin intraoperatively. (e.g., BG monitoring in recovery)  
· Close follow up plan to monitor and control blood glucose in the immediate postoperative period (first 2-3 days); For example, coordinating a follow up appointment with their PCP the day after surgery if the patient is expected to experience uncontrolled hyperglycemia intra- and post-operatively. If patient remains admitted after a procedure, ensure frequent blood sugar monitoring and treatment.
· Medication management for patients with diabetes before surgery includes the following[endnoteRef:18]:  [18:  https://www.uptodate.com/contents/perioperative-management-of-blood-glucose-in-adults-with-diabetes-mellitus#H27486643] 

· Stop SGLT2 inhibitors 3-4 days before surgery per American Diabetes Association Standards
· Hold other oral diabetes medications the morning of surgery (metformin, sulfonylureas, meglitinides, thiazolidinediones,
· Consider holding DPP-4 inhibitors for potential to alter gastrointestinal motility. 
· Consider holding GLP-1 RAs and/or GLP-1/GIP RAs 
· If a patient is unable to demonstrate good glycemic control or plan for good glycemic control, consider the benefits and risks of recommending delaying the procedure until reaching the patients individualized threshold for glycemic control. 
· Consider waiting to schedule procedure until patient reaches their individualized threshold for glycemic control optimization
Day of Surgery 
· Preoperatively 
· Check a fasting blood sugar (FBG) within 4 hours of start time for planned procedures:
· If fasting blood glucose is >100 mg/dL or random BG > 200mg/dL, reflexively test a HbA1c. 
· Do not proceed with procedure if patient has signs or symptoms of diabetic ketoacidosis/hyperosmolar hyperglycemic Nonketotic Syndrome
· Intraoperatively, 
· Check blood glucose within 60 minutes of procedure start time 
· Administer insulin per facility protocol for elevated blood sugar, regardless of diabetes status (e.g., blood glucose reading >180mg/dL)[endnoteRef:19]  [19: Linnea M. Wilson, Shoshana J. Herzig, Edward R. Marcantonio, Michael A. Steinman, Mara A. Schonberg, Brianna X. Wang, Ella Hileman-Kaplan, Timothy S. Anderson; Management of Diabetes and Hyperglycemia in the Hospital: A Systematic Review of Clinical Practice Guidelines. Diabetes Care 20 March 2025; 48 (4): 655–664. https://doi.org/10.2337/dc24-2510] 

· For patients with diabetes, consider the following general guidelines [endnoteRef:20] [20:  UpToDate. (2024.). Glycemic control in critically ill adult and pediatric patients. UpToDate. Retrieved April 29, 2025, from https://www-uptodate-com.offcampus.lib.washington.edu/contents/glycemic-control-in-critically-ill-adult-and-pediatric-patients?search=perioperative%20management%20of%20blood%20glucose%20in%20adults%20with%20diabetes&topicRef=1753&source=related_link] 

	
	Type 2 treated with diet
	Type 2 with oral or noninsulin injectable meds
	Type 1 or insulin treated Type 2

	Short surgery 
	Check BG preop and postop
	Monitor every 2 hours – subq short or rapid acting insulin 
	Generally, can continue with subq insulin

	Long surgery
	Check BP every 1-2 hours intraop – give subq short or rapid acting  
	Monitor every 2 hours – subq short or rapid acting insulin

	IV infusion often required for long/complex procedures


· For patients with continuous glucose monitoring on during procedure, corroborate CGM readings by checking capillary blood glucose.
· For emergency surgery
· In the critically ill, hyper- and hypoglycemia are both associated with poor clinical outcomes
· Optimal blood glucose target is less restrictive (140-180mg/dL) rather than intensive (80-110mg/dL)
· Carefully monitor blood glucose, (e.g., every 60 minutes for patients on intravenous insulin) 
· Consider using intermittent subcutaneous sliding scale insulin for BG >180mg/dL consistently and transitioning to IV insulin infusion if it continues to be uncontrolled. (UpToDate)
Postoperative
· In the immediate postoperative period for those with intraoperative hyperglycemia:
· Check a blood glucose within 60 minutes of the last insulin dose; continue to monitor blood glucose every 1-2 hours at a minimum.
· If an insulin infusion has been started, continue it postoperatively in patients until they resume eating. Then transition to subcutaneous insulin. Reinstate preoperative diabetes treatments once the patient is eating, unless otherwise contraindicated (UpToDate)
· Ensure orders for insulin are placed when transferred to recovery units and/or other units if remaining inpatient. 
· Post-discharge glucose management for those with intraoperative hyperglycemia
· Provide education on low carbohydrate intake in first postoperative days
· As needed 
· 
· Communicate on the day of discharge with a patient’s primary care provider if they had new hyperglycemia perioperatively. 
· Schedule follow up appointments with primary care providers as able through care management/coordination teams. 
· If the patient does not have a regular primary care provider or medical home, provide referral to establish care. Consider referral to endocrinology as available as well. 
· If patient needed insulin for new hyperglycemia in the perioperative period (day of surgery, immediately postop) consider next day post-op appointment with surgical team to assess glucose control and adjust treatment 
· Provide discharge teaching to the patient if they had perioperative hyperglycemia. 
· For patients with new hyperglycemia, consider recommending minimization of carbohydrate intake if not contraindicated
· Consider culturally safe practices regarding dietary management recommendations 
· Communicate with provider who can manage blood glucose in the days following surgery (PCPs) 

Health Delivery Systems
· Protocolize hyperglycemia treatment for patients with and without diabetes in all surgical settings based on most updated guidelines.
· Include recommendations for clinicians: 
· Screening for diabetes in preoperative evaluation
· Criteria for day of surgery blood glucose screening 
· Intraoperative target glycemic control ranges based on surgery risk stratification and patient condition (e.g., critically ill often require less restrictive glycemic targets) 
· Postoperative workflow for patients who receive insulin intraoperatively, including threshold to consider inpatient admission to treat glycemic control
· Standardized discharge recommendations for patients with new intraoperative hyperglycemia or diabetes
· Ensure equipment is available perioperatively to check a capillary blood glucose at least every 60 minutes for patients undergoing intermediate-high risk surgery
· For patients with new intraoperative hyperglycemia, provide a disposable continue glucose monitor at discharge with data access to managing surgical team to review postoperative blood sugar levels 

Health Plans
· Preoperative
· Incorporate treatment for hyperglycemia as eligibility criteria for inpatient admission for intermediate risk procedures performed in an ambulatory setting (BMCC criteria?)
· Incentivize surgical teams to optimize HbA1c for patients with diabetes before surgery
· Provide care coordination support for patients with diabetes, including assistance specifically with arranging postoperative follow up appointments
· Day of Surgery
· Incorporate day of blood glucose screening and treatment in coverage for intermediate-high risk procedures regardless of diabetes status
· Postoperative 
· CGM interpretation RVU could be billed daily postoperatively (POD 1-3) for primary care providers to review CGM for patients that previously didn’t have CGM preoperatively 
· General
· For members with prediabetes or diabetes, provide education on preoperative optimization of blood glucose 
Health Care Authority



Table X. Procedures for which it is recommended to evaluate glycemic control 
	Ambulatory Surgery
	Inpatient Surgery

	· Colon Procedures/Bowel Resection
· Spinal Laminectomy (any level(s))
· Spinal Fusion (any level(s))
· Total Joint Implants (Hip and Knees)
· Hysterectomy (with any type of abdominal incision)
· Hernia Repair (any approach, with or without implant)
· Breast Procedures (includes reduction, mastectomy, with or without implants)
· Orthopedic procedures with implants (cadaver tissue, pins, plates, screws, bone grafting, etc.)
· ANY procedure with implantation of materials such as: cardiac devices, cochlear implants, plates, screws, pins, mesh, cadaveric tissue, bone grafting, and others.
· Does not include: Implantation of ocular lenses, hormonal implants, tracheostomies, gastric tubes, urinary stents or other drains.
	· Any urgent or emergency surgery
· Any procedure for which an inpatient stay is required
· Ambulatory procedures in this list that are performed during an inpatient stay 




Table A. Common clinical conditions that affect hemoglobin A1c (Cleveland Clinic)[endnoteRef:21] [21:  https://www.ccjm.org/content/ccjom/88/2/81.full.pdf
] 

	Condition
	Effect on HbA1c
	Mechanism or reason

	Asplenia
	Increase HbA1c
	Decreased red blood cell (RBC) turnover due to increased RBC life span

	CKD
	Effects vary based on underlying disease and therapy
	Increased hemoglobin A1c: Carbamyl-hemoglobin production in uremic patientsl; Erythropoietin defi ciency

Decreased hemoglobin A1c: Shortened RBC survival; Erythropoietin administration ; Hemodialysis (lowering of urea levels reduces carbamyl-hemoglobin concentration

	Chronic Liver Disease
	Effects vary based on severity of underlying disease and therapies
	Increased hemoglobin A1c: Jaundice (increased glycation reaction in the presence of higher bilirubin concentrations)

Decreased hemoglobin A1c: Increased RBC turnover; Antiviral drug therapies may decrease RBC life span

	Hemoglobinopathies
	Varies with testing method and assay
	Multifactorial including anemia and rapid RBC turnover

	Hemolytic anemia
	Decreases HbA1c 
	Reduced RBC total volume 
Increased RBC destruction shortens RBC life span

	Iron deficiency anemia
	Increases HbA1c 
	Reduced RBC turnover prolongs RBC survival
Greater malondialdehyde concentrations increase hemoglobin glycation reactions

	Pregnancy
	Decreases HbA1c in first 2 trimesters
May increase HbA1c in 3rd trimester
	Increased RBC turnover decreases hemoglobin A1c
Increased erythropoietin production decreases hemoglobin A1c 
Hemodilution decreases hemoglobin A1c

	Transfusion
	Variable HbA1c effects
	Increased hemoglobin A1c: Elevated glucose concentration in storage medium Decreased hemoglobin A1c: Dilutional response

	Vitamin B12 and folate deficiency anemias
	Increases HbA1c
	Reduced RBC turnover prolongs RBC survival








	Current State
	Intermediate Steps
	Ideal State

	Patients with diabetes are sometimes not identified prior to day of procedures, or are optimized but without good blood glucose control plans on day of surgery

Patients without diabetes experience worse complications rates when they do experience intraoperative/postoperative hyperglycemia

Patients with intraoperative hyperglycemia are not receiving close BG management in the days following surgery
	· Delivery systems that perform surgeries should establish protocols to screen blood sugar and A1c in people with risk factors 
· Delivery systems secure equipment (e.g., POC blood glucose monitors) for clinicians to execute BG optimization workflows
· Health plans should incorporate blood sugar management plans as an element of bundled payment models for intermediate and high-risk procedures 
· When primary care is not previously established, surgery teams should take ownership over managing blood glucose immediately postoperatively
	· Patients have a medical home with a primary care provider that performs comprehensive preoperative evaluation before referring for elective surgery
· Preoperative, intraoperative and postoperative blood sugar management plans are made collaboratively with care teams and patients/family and documented in the medical record
· Surgical teams routinely check blood sugar perioperatively and manage with insulin/other treatment considering patients’ PMH, current medications, and management plan
· Patients with new hyperglycemia perioperatively are established or closely followed by their PCP/medical home in the postoperative period
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Supplemental Table 3 Hyperglycemia management in the perioperative patient
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Note: The Australian Diabetes Society (ADS) and Joslin Diabetes Center (JDC) guidelines are omitted from this table as hyperglycemia

management in the perioperative period was not discussed in these guidelines.

Abbreviations: CV, cardiovascular; IV, intravenous; VRIII, variable rate intravenous insulin infusion.

AACE = American Association of Clinical Endocrinology; ACP = American College of Physicians; ADA = American Diabetes Association; DC =
Diabetes Canada; ES = Endocrine Society; IDF = International Diabetes Foundation; JBDS = Joint British Diabetes Society for Inpatient Care

Group; SHM = Society of Hospital Medicine. “-“ indicates topic not mentioned in guideline




