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and labour, might ensue, and clinicians using hypnosis should be aware of
this unexplained effect.

I Morgan AH, Hilgard JR. Stanford hypnotic clinical scale. In: Hilgard ER, Hilgard JR, eds.
Hypnosis in the reliefofpain. Los Altos, California: Kauffmann, 1975: appendix A.

2 Davidson JA. An assessment of the value of hypnosis in pregnancy and labour. Br Med J
1962;ii:951-2.
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Preparing diabetic patients for x ray
examinations: potential hazards
Diabetes affects some 1-2% of the population and the x ray department is
often called on to aid in the management of diabetic patients. Certain
radiological investigations require preparation of the patient-for example,
starvation, purgation, or fluid restriction. These preparations may be
hazardous in, diabetics, particularly those treated with insulin or oral
hypoglycaemic agents, unless instructions are given to adjust diabetic
treatment. Recently two insulin treated diabetic patients attending for
barium meals as outpatients suffered hypoglycaemic coma in our x ray
department while waiting for their examination. These patients had been
given their morning insulin injections and attended the department starving.

In this prospective study ofoutpatients we assessed whether diabetics had
been instructed to adjust their diabetic treatment before attending for
radiological investigations and what diabetic information had been given on
the x ray request form.

Patients, methods, and results

The study was performed prospectively in a large district general hospital.
During two months patients attending for outpatient investigations (requested by
hospital doctors and general practitioners) were asked if they were diabetic, what
diabetic treatment they were taking, and what instructions they had received
from the referring doctor. Of 6944 patients referred, 114 (1-6%) were diabetic.
Thirty two of these required some form of preparation before their investigation
(see table). In 16 patients diabetes was mentioned on the request form. Only three

Radiology departme outpatient: 32 diabetic patiens requiring preparation
during tvo months

Diabetes Low residue
mentioned on Diabetic Starve from Fluid diet and
request form treatment midnight* restrictiont purgationt

Insulin 4 1 1
Yes Oral agent 4 2 3

Diet 1

Insulin 2 1
No Oral agent 3 5

Diet 3 1 1

*Starve from midnight-for barium swallow, small bowel meal, oral cholecystogram,
selected ultrasound scan.
t Fhlid restriction-six hours for intravenous urography.
t Low residue diet and purgation-for barium enemas.

Of these, however, recalled the referring doctor warning that alteration in their
diabetic treatment may be required to comply with the x ray preparation. In the
other 16 patients diabetes was disclosed only after direct questioning by the
booking clerk. Eleven of these were being treated with insulin or oral hypo-
glycaemic agents and were requested to starve from midnight or restrict oral
fluids. None was warned of the possible hazards by the referring doctor.

Comment

This study shows that diabetes is frequendy forgotten or ignored by
doctors requesting outpatient radiological investigations. Most doctors
assume that patients will be instructed by the x ray department on how to
modify their insulin or oral drug treatment. Unless the appointment clerk
specifically asks all patients booking these procedures about diabetes and its
treatment many diabetics (half in this study) will be instructed to starve or
restrict fluids and receive no advice on how to modify treatment. Intelligent
patients will either alter their treatment appropriately or seek further advice.
Many, however, do not, become confused, and may or may not omit their
insulin or oral drug on the day of investigation. Starving may induce
hypoglycaemia, and some insulin dependent patients may rapidly develop
ketosis if insulin is omitted for more than a few hours. Both general
practitioners and hospital staff (consultant and junior doctors) were equally
poor at mentioning diabetes on the request form. Where diabetes was
indicated it was often unclear, and abbreviations were common-"DM,"
"IDDM," "DM on tab," "DM on ins," etc.
A particular problem was highlighted in our study. Patients referred for

intravenous urography are normally instructed to restrict fluids beforehand.
Dehydration in diabetes, however, may precipitate renal damage.' Ten
patients were referred for intravenous urography but in only three was
diabetes mentioned on the request form. We make the following recom-
mendations for managing diabetics treated with insulin or oral hypo-
glycaemic agents2:

Starvefrom midnight-Patients asked to starve from midnight should not
take their morning insulin or oral hypoglycaemic drug. They should be seen
first on a morning list. Facilities should be provided for the patient to be
given insulin or oral drug and breakfast.

Fluid restriction-Patients attending for urography are usually instructed
to restrict their fluid intake and to starve for six hours before the
investigation. The diabetic patient should not have his fluid restricted.
Again he should be first on the morning list and facilities should be provided
for giving insulin and breakfast. A low osmolar contrast agent, which is less
nephrotoxic, should be used.'
Low residue diet and purgatives-This preparation is complicated. Many

insulin treated patients need to be admitted -for 24 hours beforehand to
stabilise their diabetes and ensure adequate colonic preparation. If it is not
possible to perform the enema first on a morning list an insulin and dextrose
infusion should be given.

It is the responsibility of th- requesting doctor to ensure (a) that the x ray
department is aware that the patient is diabetic and (b) that treatment with
oral drug or insulin is adjusted to comply with the x ray preparation. If a
patient does arrive fasted and has taken insulin or oral drug that morning a
few sugar lumps in a small amount of water should prevent hypoglycaemia.

1 Dawson P. Contrast agent nephrotoxicity. An appraisal. BrJRadiot 1985;58:121-4.
2 Alberti KGMM, Thomas DJB. The management of diabetes during surgery. Br J Anaesdh
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Deep vein thrombosis in patients with
superficial thrombophlebitis of the leg
Superficial thrombophlebitis is considered to be a benign disease, often a
complication of varicose veins. Morphologically there is no difference
between thrombosis in the superficial and deep venous systems. Superficial
thrombophlebitis may be complicated by pulmonary embolism and may be
fatal.' 2 We established by means of phlebography the prevalence of deep
vein thrombosis in patients presenting with superficial thrombophlebitis.

Patients, methods, and results

We studied 56 consecutive patients (21 men, 35 women) with symptoms and
signs of superficial thrombophlebitis in the lower legs; the median age was 58
(range 26-84) years. Patients with infusion thrombophlebitis were excluded.
Afteraclinical diagnosis of superficial thrombophlebitis (palpable elongated sub-
cutaneous lumps along the axis of superficial veins, tenderness, swelling, and
redness) the patients underwent ascending phlebography to detect deep vein
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