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Background
Guidelines advocate multifactorial cardiovascular risk management in 
patients with diabetes and cardiovascular disease. 

Objectives
To evaluate the impacts of decision-support algorithms on glycaemia 
and lipid-lowering in the cardiothoracic unit. 

Methods
This was a single-site, pre- (Oct18-Jul19) and post-intervention 
(Nov19-Jun20) analysis of glucose and lipid management in patients 
hospitalised with diabetes undergoing CABG surgery. The intervention 
involved multidisciplinary algorithm design, pharmacist-led education 
and availability of algorithms as posters. Cardiothoracic surgeons 
were encouraged to treat hyperglycaemia with basal-bolus insulin and 
selectively initiate secondary preventative therapies. Target blood 
glucose was defined as between 5 to 10 mmol/L. 

Conclusion
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Results
A total of 200 patients were included; 100 pre-intervention and 100 post-intervention with similar baseline characteristics (mean age 63 years, 78% 
male, ≥96% type 2 diabetes and mean HbA1c 7.9±1.9% versus 8.1±1.8%). 

Following our intervention we found:
S No improvement in inpatient glycaemic control (blood glucose measurements in target range 55.5% vs. 57.0%, p=0.441), with a consistently low 

incidence of inpatient hypoglycaemia (0.78% vs. 1.18%, p=0.474),
R Fewer endocrinology consultations (59.0% versus 45.0%, p=0.048),
S >90% of patients pre- and post-intervention were prescribed guideline recommended high-intensity statin, although non-statin lipid-lowering agents 

remained <10% despite patients not achieving LDL-C targets of <1.4mmol/L, and
R No 30-day readmissions for diabetic ketoacidosis occurred in patients prescribed SGLT2 inhibitors. 

Discussion
1. Pharmacist champions are required to sustain momentum for change and tackle therapeutic inertia. 
2. Surgical stress and variable diet, affecting insulin administration, confounded glycaemia in our study. 
3. Networked glucose meters that upload to centralised systems with inbuilt benchmarks, alerts and electronic decision-support tools may be 

required to ‘close-the-loop’ on inpatient glucose management. 
4. Early SGLT2 initiation after CABG surgery was not associated with 30-day DKA presentations in our study. 
5. Pharmacist prescribing can target preventative diabetes care (e.g. SGLT2/GLP-1 or non-statin lipid lowering therapies) whilst medical colleagues 

focus on the presenting complaint. 
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