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Classificazione dell’iperglicemia in ospedale

D
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* Diabete noto (Known diabe O
A ) diabete mellito noto preesm&eﬁte\@ﬁ}covero

_ | « Diabete non ¢ gﬁb (New Diabetes)
Hospital-related -
hyperglycaemia : dlabetea((zgﬁ?% dgﬁlma diagnosi durante la
Stress gg@z e ermato dopo la dimissione.
> h:'PEfglycaemna ‘@ P

<\ e
@6 Qk@@rgllcemla correlata alla degenza o

G\O ,()\e‘5 iperglicemia da stress (Stress

)?‘e 0(\9\ hypeglycemia):
_______________________ ,@_Q?‘__ 200 si tratta di persone non note come diabetiche, con
Known diabetes 696‘6 \gﬂﬁahms un’iperglicemia comparsa per la prima volta
w@@‘ G\‘e‘e durante il ricovero e regredita alla dimissione.
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Iperglicemia da stress e iperglicemia associata a diabete
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Distribuzione della glicemia all’ingresso in ospedale

N
\O\OQ
'\6\06,
Iperglicemia di nuova 6@‘\9 'a\-\@)’\
insorgenza \\0\\6(\ é\d\\

Diabete (Jas’%? e‘
GQ% 6\6\‘
el

Modificata da Umpierrez GE, et al. J Clin Endocrinol Metab 87:978-982, 2002
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Mortality risk from hyperglycemia in medical, surgical, and
cardiac ICUs iIs greater In patients without a diagnosis of diabetes

Retrospective cohort study that included 250,040 admissions from medical, surgical, and cardlac
intensive care units, of whom 66%o of patients were =60 years of age \Og\
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Falciglia M. et al. Crit Care Med 37(12): 3001-3009, 2009



Association between mean blood glucose and in-hospital mortality

— No diabetes ,&O\OQ\
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Multivariable-adjusted association
(Reference: Mean BG 100 to <110)

Mean Blood Glucose (mg/dL)

Kosiborod M et al. Circulation 117: 1018-1027, 2008
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U-Shaped relationship of blood glucose with adverse outcomes at 30 days in subjects
with STEMI: a pooled analysis of 4224 patients

P<0.001 \O\o@")‘
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Death or recurrent myocardial infarction
at 30-day follow-up
H (o))

<81 81-99 100-125 126-150 151-199 >199
mg/dl mg/dl mg/dl mg/dl mg/dl mg/dl

Pinto DS et al. J Am Coll Cardiol 46:178-180, 2005



Hypoglycemia and clinical outcomes in 2582 patients with diabetes hospitalized
In the general ward

Mortality 1 year afteg,.
discharge 0°
27,80 OV

In-patient mortality
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Inpatient mortality
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0\6@ hyﬁ@élycemic
episode

1 hypoglycemic
episode

No hypos No hypos

Turchin A et al. Diabetes Care 32:1153-1157, 2009



Thresholds for hypoglycaemia awareness in elderly and young
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As blood glucose values decrease...

Symptoms Younger men
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With less advance warning of cognitive impairment when blood glucose falls, older patients may
be more prone to severe hypoglycemia with sulfonylureas and insulin use

1. Zammitt NN and Frier BM. Diabetes Care 2005;28:2948-2961; 2. Based on data derived from Matyka et al. Diabetes Care 1997;20:135-141



Mechanisms by which hypoglycemia may affect cardiovascular events

‘TCRP
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Activation g%
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DYSFUNCTION
BLOOD COAGUI‘_A"';ON 4 Vasodilation

ABNORMALITIES SYMPATHOADRENAL _
RESPONSE

emodynamlc Changes

Rhythm Abn?rmalltles 4 Adrenaline

4 Contractility
* Oxygen Consumption

4 Heart Workload

Desouza C V et al. Diabetes Care 33:1389-1394, 2010
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AMD-SID - Standard italiani per la cura del diabete mellito 2016
Cura del diabete In ospedale
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Gli obiettivi glicemici \0\06\

Gli obiettivi glicemici durante un ricovero ospedaliero possono essere diﬁerer&@tlai@af&‘nzione delle
diverse situazioni cliniche: \\6\\6(\ 5‘\6\\

e Pazienti in situazione critica, ricoverati in Terapia Inte&e\%,dqﬁalca 0 chirurgica: valori
glicemici 140-180 mg/dl, in funzione del rischio stin@&g(ié'paé}lcemia.

(Livello della prova Il, Forza della raccomandazig&é@;io{\\\e

G \
<\ © g@d
i S O9. o .

e Pazienti in situazione non crltlc%@oré@\@mlm preprandiali <140 mg/dl, postprandiali <180
mg/dl o valori random <1\W\g<\@e\f<§\1ttenibili senza rischi elevati di ipoglicemia. Target piu
stringenti possono egge@é‘ Bgeagguiti in soggetti clinicamente stabili € in precedente controllo
glicemico ottin@@faT‘aq(@ét\ meno stringenti possono essere accettati in presenza di severe
comqr‘b'lg@.‘eg\‘eﬂe\

(Livello @ﬁ%ﬁé@@@%l, Forza della raccomandazione B)
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Intensive insulin therapy in the medical ICU

Intention-to-Treat Group (N=1200)

In-Hospital Survival (%)
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505 538 450 381 323 286 251 226 208 1885 174

595 536 455 386 335 200 251 217 197 175 157

Van den Berghe G et al. N Engl J Med 354:449-61, 2006



Intensive versus Conventional Glucose Control
in Critically Ill Patients

i i * £\
The NICE-SUGAR Study Investigators e\o\og\
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N Engl J Med 360:1283-97, 2009



Randomized controlled trial of intensive versus conservative glucose control in
patients undergoing coronary artery bypass graft surgery: GLUCOCABG Trial

Cardiac surgery patients with hyperglycemia were randomized to intensive (10\%—140
mg/dL) or conservative (141-180 mg/dL) glucose targets. e,\c,\OQ
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Infection Failure

The primary outcome was differences in a composite of hospital complications, including mortality, wound
infection, pneumonia, bacteremia, respiratory failure, acute kidney injury, and MACE.

Umpierrez G et al. Diabetes Care 38:1665-1672, 2015



Short-term mortality in studies of intensive insulin therapy

Short-term mortality includes death occurring within 28 days during the ICU or hospital stay

‘\6‘
A\@Q‘I%, n/n
Study, Year (Reference) Setting Relative Risk (95% Clb\ﬁga?mqt Control
. . ‘\

ICU studies (\na 6\ d\\a\\a
Van den Berghe et al, 2006 (37) MICU i ‘0.9&‘@\}?—1 @5\ 178/595 182/605
Farah et al, 2007 (28) MICU —— C‘)\e\?q 7&\&'3\\?78) 22/41 22/48
Brunkhorst et al, 2008 (38) MICU — \\6 60 e 6059% {0.71-1.27) 617247 75/289
Savioli et al, 2009 (39 MICU \)“\O (o) ‘\\16( 1.14 (0.45-2.89) 8/45 7/45
Van den Berghe et al, 2001 (16) sicu e OQQ* d\ 50 0.66 (0.48-0.92) h5/765 85/783
Grey and Perdrizet, 2004 (26) SIcU 66&%@%@— 0.53 (0.17-1.69) 4/34 6/27
Kirdemir et al, 2008 (27) sicu \O 6 \G %\Q 040 (0.08-2.01) 2/100 5/100
Arabi et al, 2008 (35) Mixed l(l U (\g\(\a — 0.84 (0.64—1.09) 727266 83/257
De La Rosa et al, 2008 (42) 1&[&@4 CU(@:@ ~t— 1.13 (0.89—1.44) 93/254 81/250
NICE-SUGAR, 2009 (17) ‘Q\QME‘%@QISICU 1.07 (0.97—1.18) 670/3010 627/3012
Preiser et al, 2009 (41) (696 e\'&ixed MICU/SICU - 1.22 (0.93-1.59) 100/536 83/542
Mackenzie et al,.&\o@q ) Oe,\le Mixed MICU/SICU .. 0.82 (0.58-1.15) 39/121 47/119

\
Subtot % Y (P‘: 0.103) 0.98 (0.89-1.09) 1304/6014 1303/6077
e e

00625 0125 025 05 1 2 4 g

Relative Risk {(85% CI)

Kansagara D et al. Ann Intern Med 154:268-282, 2011



Short-term mortality in studies of intensive insulin therapy

Short-term mortality includes death occurring within 28 days during the ICU or hospital stay

O
\dv(g%s, nén

Study, Year (Reference) Setting Relative Risk (95 % C@\%at nt Control
A2V

Non-I1CU studies \\@(\ d\
Walters et al, 2006 (54) Acute CVA \'%7 \(0 1 1/13 0/12
Malmberg et al, 1995 (13) Acute MI N 60 @&51—1 32) 28/306 35/314
van der Horst et al, 2003 (50) Acute Ml — 5{&\\9 \16(6 20,83 (0.48-1.43) 23/476 27/464

\
Cheung et al, 2006 (48) Acute M| 1.36 (0.39-4.69) 6/126 4/114
oéé & 56
Azevedo et al, 2007 (52) Acute brain injury (\ & Ggo 0.73 (0.30-1.76) 8/31 6/17
Yang et al, 2009 (34) Acute brain injury %@6 %\ Q( — - 1.01 (0.68-1.51) 351121 34/119
Butterworth et al, 2005 (45) CABC@G\ @\e 1.23 (0.38-3.97) 6/188 5/193
O
Li et al, 2006 (30) ( » 1.65 (0.15-17.54) 2/51 1/42
Oksanen et al, 2007 (49) \'éeg%u I{'iéf\@“atlon S 0.94 (053-1.68) 13/39 18751
Subtotal (12 =0.0%; P = O%G‘a‘a \ \1@ < 0.93 (0.74-1.16) 122/1351 130/1326
\!
Q e\,e‘e
Total (12 =(9€s\° Ps «4eS) 1.00 (0.94-1.07) 1426/7365  1433/7403
0\6Q ? | I I I T |
00625 0125 025 05 1 2 4 3

Relative Risk (95% CI)

Kansagara D et al. Ann Intern Med 154:268-282, 2011



Risk for hypoglycemia (<40 mg/dL) in studies of intensive insulin
therapy in various inpatient settings

D
\0\%%n ts, n/n

Relative Risk (95% @\6 Trez\ Ynent Control

Study, Year (Reference)

'
Van den Berghe et al, 2001 (16) %I 6.65 ({\%3(% 62\6\\ 39!?65 6/783
Van den Berghe et al, 2006 (37) —-.— ) 111/595 19/605
Azevedo et al, 2007 (52) < . 500\ 16\(3)\@ 1-11 23) 2/31 1117
Arabi et al, 2008 (35) ——I—ngx& e(e 69 18 (4.52-18.63) 76/266 8/257
Brunkhorst et al, 2008 (38) 4@%6‘\‘ 585 (2.31-14.84) 30/247 5/241
De La Rosa et al, 2008 (42) ,‘\V@O—(‘:?Q—> 10.33 (2.45-43.61) 214254 2/250
NICE-SUGAR, 2009 (17) %@6 %\Q(Gq —— 13.72 (8.15-23.12) 206/3016 15/3014
Preiser et al, 2009 (41) ?\G\O \(\@\Q—I— 3.42 (1.87-6.28) 44/536 13/542
Yang et al, 2009 (34) O\Q—O'le 1.31 {0.30-5.73) 4/121 3/119
Mackenzie et al, 2008 (40) 6\'6 d'a ‘%\O(\e l 5.46 (2.82-10.60) 507121 9/119
Total (2 =57.9%,; P=0.01 {é@@‘ e\‘a\le <> 6.00 (4.06-8.87) 583/5952 81/5947
‘\"\\]09 e\le( | | | | | | |
o> < Y 025 05 1 2 4 8 16 22
; 2
O\QQ 3 Relative Risk (95% Cl)

Kansagara D et al. Ann Intern Med 154:268-282, 2011
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Hyperosmolar Hyperglycemic State.



AMD-SID - Standard italiani per la cura del diabete mellito 2016
Cura del diabete In ospedale

Il trattamento @
\ .
e,\O\OQ

.

La terapia insulinica per via sottocutanea deve seguire uno schema program ﬁ@ﬁ)%preveda l'uso
di insulina basale. Questo schema deve essere integrato da un algoritmg@%og(g,’g%\ne basato sulla
glicemia al momento dell'iniezione. Il metodo di praticare insulin @5@3@@ “al bisogno” (sliding
scale) deve essere abbandonato. 500\ é\d\\

(Livello della prova IV, Forza della raccomandazic&\r&e&\@)\g\\\

In tutti i pazienti non noti come diabetici Sott%RQQiOaZ@Sat@r?enti che comportano un rischio elevato

di iperglicemia (corticosteroidi ad alte)‘a%s%q;\lmizione enterale o parenterale, farmaci come
octreotide o immunosoppressorié) %\ re praticato il monitoraggio glicemico, prevedendo
I'eventuale somministraziong@@oogi\e&rettive di insulina. In caso di iperglicemia persistente, si puo
rendere necessaria I’jg(@@!st@tﬁ}e di una terapia insulinica basal-bolus, con gli stessi obiettivi
glicemici utilizzati@&%a@a\%i con diabete noto.

2

a2
(Livello c{)%@\‘ﬁg?w@\l, Forza della raccomandazione B)
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Ripartizione del fabbisogno insulinico nell’arco della giornata

» Lo schema di terapia insulinica raccomandato e quello basal-bolus perche

\O
piu di ogni altro mima la secrezione insulinica f|S|oIog|ca \06\0
\
\\9
» Del fabbisogno insulinico giornaliero calcolato sommy @ O
; 6\6 \\6
- il 40-50% come basale; 500\ 56\\
,&\\0 (Ga

- 1l restante 50-60%0 come boli p@@&é}@&cﬁuddlwa INn parti uguali ai 3
pasti principali (o il 20-40- 406oeﬁ§gg¢©fvamente a colazione, pranzo e cena).

> Se l'introito nutnm{gc&Peé/mé\ﬁe interrotto o marcatamente ridotto la quota
o®

Insulinica o g&!{sﬂ’é/nutrmonale deve essere ridotta In modo
\ e
el
propcgq&%&@]@‘.
0‘\690 ?G‘
» L'uso di insuline premiscelate non e consigliabile data la poca flessibilita

nel dosaggio delle stesse.



Randomized study of basal-bolus insulin therapy vs. sliding scale regular insulin four
times daily in the inpatient management of patients with T2DM undergoing general
surgery (RABBIT 2 Surgery)

\O
220 - \o\og
SSHHSuR(®)
— Ba Qbol@@glmen (0)
3 200 - * @\ ge®
£ 600\6 X\
Py "
3
O &
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S
o 3
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o) .
S |
O Breakfast Lunch Dinner Bedtime

Duration of Treatment (days)

Umpierrez GE et al. Diabetes Care 34:256-261, 2011



Randomized study of basal-bolus insulin therapy vs. sliding scale regular insulin four
times daily in the inpatient management of patients with T2DM undergoing general
surgery (RABBIT 2 Surgery)

Composite hospital complications and outcomes composite hOSpI

\\9(\6 5\6\\

@\ _t sal-bolus
e
All 50@5! =\ insulin P value
: : O \\\eL
Wound infections L3> ot 11 3 0.050
; S =2 O
Pneumomg | ?/6(\‘ Qgég‘a 3 0 0.247
Acute respiratory failure G\O% e 0 5 1 0.213
Acute renal failure G\O?\ O(Q\(\a 15 11 4 0.106
Bacteremia 32 . o0 3 2 1 0.999
Number of patien;g,@ﬁﬁ gofiplications 35 26 9 0.003
Mortality . \‘69 6\16(b 2 1 1 NS
Postsu,;@@%fé@ﬂadmlssmn (%) 16 19.6 12.5 NS
Length of stay (days)
[CU 251190 319x 214 123 * 060 0.003
Hospital 68 =89 6356 723%X1139 NS

Umpierrez GE et al. Diabetes Care 34:256-261, 2011




Randomized study comparing a basal-bolus with a basal plus correction
Insulin regimen for the hospital management of medical and surgical
patients with T2DM

200+
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Umpierrez GE et al. Diabetes Care 36:2169-2174, 2013



Randomized study comparing a basal-bolus with a basal plus correction insulin regimen
for the hospital management of medical and surgical patients with T2DM

Basal-bolus ~ Basal plus 551 P value*
Glycemic control P—O@@l vs. SSI
HbA;. (%) 8725 83*x23 8.0 +@\’é 0.09
Admission BG (mg/dL) 210 = 89 207 £ 83 %&5 0.12
Randomization BG {mg/dL) 200 = 49 194 + 4 \\0\\ @% 43 0.13
Mean BG after first day of therapy 156 * 36 16%@0@2 O 72 + 41 0.046
Daily insulin A\ e‘_
Total insulin {units/day) 322 £ &@\)’.\O %6(31 + 11 82 +5 < (.001
Total insulin (units/kg/day) 0.4 & %@U 0.20 = 0.1 0.1=+0.1 <Z(0.001
Total glargine insulin {(units/ day) %@? ]g\i’Qb 221 =8 82 *5 0.21
Total glulisine insulin (umt% g\(\P}fel =0 03+ 6 — <(0.001
Hypoglycemic events (\96 0(\
BG tests per pat;gqﬁ\%uqa ‘5
studv A(e\ 148 +11 143 +10 114+ 9 0.044
Patl Q\T@mgﬁL 23 (16) 17 {13) 2 {3) (.009
B@'readings < 70 me/dL (%) 1.7*+53 1.1 =37 04£22 0.019
Patients at <<60 mg/dL 12 (8) 7{5) 1{1) 0.11
BG readings <60 mg/dL (%) 0.7 £ 3.4 04 +17 02=*x1.5 0.12
Patients at <40 mg/dL 1{1) 1{1} Q{0 0.76

Umpierrez GE et al. Diabetes Care 36:2169-2174, 2013
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AMD-SID - Standard italiani per la cura del diabete mellito 2016
Cura del diabete in ospedale

SOV
‘ ad\? Nl

In pazienti critici e/o che non si alimentano per os, nel periodo perioge{,egoﬁ% g\@}tuazioni di grave

instabilita metabolica, la terapia insulinica deve essere eﬁettu%{a\%&\@@lone venosa continua,

applicando algoritmi basati su frequenti controlli dei va;él\qy?g(ﬁ%mﬁl e validati nel contesto di
applicazione. o 0‘\\‘6(
(Livello della prova VI, Forza della raccoma{\cb o&g@?
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Protocollo di infusione di insulina di Yale modificato

. Infusione di insulina: miscelare 1 unita di Insulina Umana Regolare peé\ci\Q%I di sol.

fisiologica 0.9% NaCl (es. 50 U Insulina in 50 ml fisiologica). So%mgﬁ‘strare con

o \%
pompa di infusione (con incrementi di 0.5 U/h). o\\?\a@%\d
2. Priming: prima di iniziare l'infusione, iniettare QSQOﬁwlad@l\ia soluzione nei tubi di
infusione (per saturare i siti di legame InSU|InI&Q@'I%Otu‘8}).
O\
- - . e
3. Target Glicemico: 120-160 mg/dl. ?/6(\ (ega

4. Bolo e velocita di infusione @\Qlaé\%\elal insulina: dividere GM iniziale per 100, poi

arrotondare alla piu VICII’]@@\%&@@I’ il bolo e per la velocita di infusione iniziale.

N (0‘6 qe
Z
a) GM |n|2|\%{@90’&ﬁg mg/dl 325:100 = 3.25, arrotondato a 3.5: praticare bolo ev 3.5

U, e KD‘@?are?nfusmne a 3.5 U/h
b) GM iniziale = 174 mg/dl: 174:100 = 1.74, arrotondato a 1.5: praticare bolo ev 1.5

Esempi:

U, e iniziare infusione a 1.5 U/h.



Transizione dalla terapia endovenosa alla terapia sottocutanea nella
fase postcritica

Per effettuare la transizione & necessario: \O\o@a'

R
- calcolare il fabbisogno giornaliero da somministrare per via %\db\@\% 6. base del
fabbisogno endovenoso nelle ultime 6-12 ore (es. se la dose gd@a r@ﬂ%\ultime 6 ore

e stata di 1.5 Ul/h, la dose totale nelle 24 ore sara di 1.5‘x%gr

2N\
- utilizzare il 60-80% della dose totale cosi calc\%ﬁg?\@“n\g\gdo presente i possibili
fattori che possono ridurre il fabbisogno (e O\faﬁ k’\Q@‘ﬁnento del processo di base,
sospensione dei corticosteroidi, ecc.) fole mehtarlo (infezioni in atto, uso di
corticosteroide, nutrizione enterale, %&ﬁe\nt@@% ecc.);
S

)
- distribuire la dose cosi calc hase al tipo di alimentazione:

1. se il paziente non @Q%\'@n@r?ta per OS (SG, nutrizione enterale, parenterale),

somministrare lg %eqeéﬁ’colata come basale;

OF (e
2. se il pz@i@t?tge\@( alimenta per OS (3 pasti), somministrare il 50% della dose
ce(x)l{:g{j@?a?@ﬁ%e basale e il 50% come boli prandiali.
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AMD-SID - Standard italiani per la cura del diabete mellito 2016
Cura del diabete In ospedale

.

Il trattamento Oc',\e\a.\d\’\@
L’utilizzo dei principali farmaci ipoglicemizzanti orali o i%igﬁttl i(@iﬁe?si dall’insulina (secretagoghi,
biguanidi, tiazolidinedioni, incretine, gliflozine) presgégﬁ\?;\)w&iﬁimitazioni in caso di patologie acute
e pertanto il loro uso va considerato attent meﬁ'te %ﬂ&te il ricovero ospedaliero ed & in genere

controindicato o inopportuno nel pazi critjg‘;&( a somministrazione di insulina & pertanto la
terapia di scelta nel paziente dia\ \C(J@e%\alizzato non stabilizzato.

(Livello della prova VI, Forg@@e"@a’gccomandazione B)
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Noninsulin therapies in the hospital

» Although the use of noninsulin antihyperglycemic agents are not recommended
O
for the management of hyperglycemia in hospitalized patients, oral a%@\?g can be

continued in stable patients with normal nutritional intake, noramg\l Qb)%d glucose

levels, and stable renal and cardiac function. \6 \0 \\6@
\S WO
» However, there are several potential dlsadvanf\qgégcfoa ng these medications in
o) e(
hospital patients: O - N
P P Oed 6\50

: . e
1. Disadvantages of metformin: (\ (ege‘

» Lactic acidosis can occygy %n‘o‘uged in the setting of renal dysfunction,
circulatory COMPK (\@P%ypoxemia

> Gl compllcaglds@ws%\@e%sea diarrhea

> proce%g’be rethrlng the use of iodinated contrast material.
@9

2: %gges of sulfonylureas and meglitinides:
Ov > H@poglycemla if caloric intake is reduced

» Some are long-acting (hypoglycemia may be prolonged).



Noninsulin therapies in the hospital

3. Disadvantages of pioglitazone: ,\O\o@\a'
> Slow onset of action (2-3 weeks) \0\0‘0 N
» Can cause fluid retention (particularly when used with iQ%qﬁrclz increase
: \ \
risk for CHF. ‘6\\6 !
; e\, . 6\\
O AW
\\660 ~
4. Disadvantages of GLP-1 mimetics \)\330<\\\e‘e
» Newer agents without data to sugp@ﬁ?%%e&ﬁ’ the hospital
» Abdominal bloating and na&sgﬁf%eeg@?gfary to delayed gastric emptying
» Decrease in dietary in@;k@.\ ‘g\(\@\
66\ o 0(\
_ ’\96 (‘:’;\0(\. .
5. Dlsadvan;c(g@?qfaﬂ?e sodium—glucose transporter 2 (SGLT2) inhibitors
e
> Keto&i@g‘ e,\le(
o QO
%\'&@m@ﬁnfectlons
» Dehydration.



Safety and efficacy of sitagliptin therapy for the inpatient management
of general medicine and surgery patients with T2DM

O
220 - -®-Basal Bolus, \Oe\oog
g ] -O-Sltaghg’dho a\\a\
Eﬁ 200 - JA@‘%+GIarg|ne
'-G-J-' -
o 180 -
O
E -
O
= 160 A
@
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(o
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12034 s 6 7

Duration of Treatment (days)

Umpierrez GE et al. Diabetes Care 36:3430-3435, 2013



Safety and efficacy of sitagliptin therapy for the inpatient management
of general medicine and surgery patients with T2DM

Sitagliptin ~ Sitagliptin + glargine Basal bolus P value

, \O
Glycemic control \06\0
HbA, . (%) 78 =22 8.4 =21 &Q‘g\&\‘l 0.51
Admission BG (mg/dL) 209.4 + 67 203 0 * 48 \0\\’6‘5@@@ + 74 057
Randomization BG (mg/dL) 193 = 44 %02\@}3 6\\6\\6 211 =56 036
BG, after 1st day of therapy 1684 * 35 2 ﬁg 1583+ 3] 023
[nsulin/day J - (\\)\2‘ 50(\\‘
Total insulin (units/day) 11.5 73 n®6\28 212 39.8+ 22 <0.001%
Total glargine insulin (umtsfday) 06& a® 202 =9 174 x9 0.12
Total lispro insulin (umtsfd é\@\ﬁa"‘ 7 7196 224+ 15 <<0.001*
Hypoglycemic events 0(\9
Patients <70 '1’56 W 1 (4) 2 (1) 2 (&) 0.86
BG readl L (%) 0.1 =056 0.7=*+29 0.0+39 059
j wng{dL n (%) 0 (0) 2 (7) 0 (0) NA
BG readings <<60 mg/dL (%) — 0.7*29 — 0.20
Patients <<40 mg/dL, n (%) 0 (0) 0 (0) 0 (0} NA

BG readings <<40 mg/dL (%) —

Umpierrez GE et al. Diabetes Care 36:3430-3435, 2013
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American .
A Diabetes Recommendations:
. Association. ) ) )
Diabetes Care in the Hospital

‘06\0\0(3\6‘
0%
» Insulin therapy should be initiated for treatme{ﬁ(\‘?\ \aﬁf}ersistent
hyperglycemia starting at a threshold =180 & ?@B@Once Insulin
therapy iIs started, a target glucose ragg@‘%@«@‘ﬁO—lSO mg/dL is

recommended for the majority of\acd\ﬁi\\ceaéIQ il patients (A) and

noncritically ill patients (C). eoed‘) 5"
66(\ Q(Gga
O S

. GV (@ .

» More stringent goa@@%g@d@‘as <140 mg/dL may be appropriate for

selected patie%s,‘%;é@%g as this can be achieved without significant
hypoglyceguef (€Y

06\ ((\
0‘\'8‘9 °°

American Diabetes Association. Standards of Medical Care in Diabetes-2017. Diabetes Care 40(Suppl. 1):S120-S127, 2017



American -
A Diabetes Recommendations:
-Association. ) ) )
Diabetes Care in the Hospital

‘6‘
. . . L A0

» Intravenous insulin infusions should be administered uséeg@\valldated

written or computerized protocols that allow for predefin%‘uﬂ?éq,jéjétments In

the insulin infusion rate based on glycemic fluctuatici,r\aog iUlin dose (B).

'\6{6 ‘\6\‘\6
SO
N2

2
» Basal insulin or a basal plus bolus correq;m?lokn@%in regimen is the preferred

treatment for noncritically ill patig@sﬁ%vigld\ﬁ’oor oral intake or those who are
taking nothing by mouth. Arg@‘@s%[iﬁ gimen with basal, nutritional, and
correction components é\@\qaga\?preferred treatment for noncritically ill
hospitalized patien%saw\?@@d& nutritional intake (A).
0 oS
7\
(GQ (6\6

» Sole ug@\@fi@@d?ng scale insulin in the inpatient hospital setting is strongly

disgairaged (A).

\

American Diabetes Association. Standards of Medical Care in Diabetes-2017. Diabetes Care 40(Suppl. 1):S120-S127, 2017



Diabetes Care In the Hospital

Critical Care Setting 0O
vé‘o
\\’6\
In the critical care setting, continuous mtravenq @g\t‘ﬁ Infusion has
been shown to be the best method for achlevm% argets
A\
6\5\8‘6 (\\‘e(e
Noncrlfég&\l ga%% Settlng
a0 e’
G\O?L (\g\

Outside of ngégé@é’re units, scheduled insulin regimens are

recommeng@ﬂ?iccg{a‘&nage hyperglycemia in patients with diabetes.
SR
\

Standards of Medical Care in Diabetes—2017, Diabetes Care, 40:S1-S135, 2017
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