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Nuevas estrategias en diabetes
Diabetes e infeccion

Diabetes en

= Paciente critico

»  Diabetes en sala
Estrategias en la sala.



Desafios: Diabetes mellitus S. XXI

“La diabetes es una enfermedad cronica, debilitante y costosa, que tiene graves complicaciones,
conlleva grandes riesgos para las familias, los Estados Miembros y el mundo entero y plantea serias
dificultades para el cumplimiento de los objetivos de desarrollo convenidos internacionalmente,
incluidos los objetivos de desarrollo del Milenio”.

Recursos sanitarios

- Datos comunidad valenciana
= PREVALENCIA: 7.8%-

= Se estima un 6% personas con diabetes lo
desconocen

« Va a aumentar en los Gltimos anos
- Estilo de vida: Sedentarismo y obesidad
o Envej eCimientO ' Nuevas tecnologias

- Porcentaje de pacientes con diabetes que
requiere hospitalizacion x2

Comunidad

Formacién e
investigacion

Instituciones

y Procesos
asistenciales

Optimizacién
y nuevas
tecnologias

Diabetes y
gestacion

Figura 1: Mapa estratégico de asistencia integral a las personas con diabetes en la Comunitat
Valenciana.

Estrategia Diabetes Comunidad Valenciana 2017. http://www.san.gva.es/documents/156344/7167642/Estrategia+de+diabetes+CV_2017-2021.pdf




Desafios: Abordaje multidisciplinar
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Figura 1 Secrecion purutenta y necrosis del CAE,
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Curr Diabetes Rev. 2020 May; 16(5): 442—449.
Type 2 Diabetes and its Impact on the Immune System




INSULINORESISTENCIA
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Curr Diabetes Rev. 2020 May; 16(5): 442—449.
Type 2 Diabetes and its Impact on the Immune System
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Hiperglucemia en la UC]

- Bien conocida la hiperglucemia como factor 0- -
asociado a enfermedades. S e
j:? l Conventional treatment .Tg il
- Hasta 2001-> Factor no tenido en cuenta Ey g W] Comomonlusamen
= Estudio by van den Berghe, et al.->Intensive > : ]
. . . . 804, 80,
insulin therapy to maintain blood glucose at or Y S— S
ey o . . 0 20 40 60 B0 100120140160 0 50 100 150 200 250
below 110 mg per deciliter reduces morbidity A DayssfierAdmission B Days after Admission
. o o . . . Figure 1. Kaplan-Meier Curves Showing Cumulative Survival of Patients Who Received Intensive In-
and mortality among critically ill patients in the | raenotmeiors eanans oo meswcorvicn, T 07
surgical intensive care unit. oyt o gecliot ey miralblbonbint i skt i
determined with the use of the Mantel-Cox log-rank test.

N Engl J Med, Vol. 345, No. 19 - November 8, 2001



Nice-Sugar: 2009

- Randomicaciéon de 6104
= 3054 control intensivo
= 3050 control convencional

« OUTOCMES

= Mortalidad mas alta en control estricto
+ 829 patients (27.5%)
+ Versus 751 (24.9%) tratamiento convencional

: Fip(])iglucemias graves (<40 mg per deciliter [2.2 mmol per
1ter

+ 206 of 3016 patients (6.8%)
*  y150f 3014 (0.5%)en el convencional
= No diferencias significatvias entre los dos tratamientos:
- Estancia media ICU (P=0.84)
- Estancia Hospitalaria (P=0.86)
- Dias ventilacién mecanica(P=0.56)
. Diélisjs(P=o.39).
«  CONCLUSION: Control glucosa intensiva aumenta la
mortalidad en pacientes en UCI.
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Figure 2. Data on Blood Glucose Level, According to Treatment Group.

Panel A shows mean blood glucose levels. Baseline data are the averages of
the last blood glucose measurement obtained before randomization; day 1
data are the average levels from the time of randomization to the end of
the day of randemization. The bars indicate the 95% confidence intervals.
The dashed line indicates 108 mg per deciliter, the upper limit of the target
range for intensive glucose control. Panel B shows the density plot for the
mean time-weighted blood glucose levels for individual patients. The
dashed lines indicate the modes (most frequent values) in the intensive-
control group (blue) and the conventional-control group (red). as well as
the upper threshold for severe hypoglycemia (black). To convert the values
for blood glucose to millimoles per liter, multiply by 0.05551.
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HIPERGLUCEMIA UCI: GUIAS

- We suggest that a BG > 150mg/dL should trigger initiation of insulin therapy, titrated to keep BG <
150mg/dL for most adult ICU patients and to maintain BG values absolutely

- We suggest implementation of moderate GC (BG < 150mg/dL) in the postoperative period following cardiac
surgery to achieve a reduced risk of deep sternal wound infection and mortality.

- In the population of critically ill injured (trauma) ICU patients, we suggest that BG > 150mg/dL should
trigger initiation of insulin therapy, titrated to keep BG < 150mg/dL for most adult trauma patients and to
maintain BG values absolutely < 180omg/dL, using a protocol that achieves a low rate of hypoglycemia (BG <
7omg/dL) to achieve lower rates of infection and shorter ICU stays in trauma patients.

- We suggest that BG < 7o0mg/dL are associated with an increase in mortality, and that even brief SH (BG <
4omg/dL) is independently associated with a greater risk of mortality and that the risk increases with
prolonged or frequent episodes.

Guidelines for the use of an insulin infusion for the management of hyperglycemia in critically ill patients
Critical Care Medicine


https://journals.lww.com/ccmjournal/toc/2012/12000
https://journals.lww.com/ccmjournal/toc/2012/12000
https://journals.lww.com/ccmjournal/toc/2012/12000
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¢Qué pasa en la planta...?

- Estudio MIDIA (Diabetesy
medicina interna en 2014
prevalencia del 18%

- La prevalencia de diabetes
mellitus en pacientes
hospitalizados en M. Interna
oscila entre 31-55% en algunos
estudios lo que supone un grupo
de pacientes muy numerosos en
nuestros servicios.




COVID-19




...,
SEMI-Covid

La Sociedad Espafiola de Medicina
Interna (SEMI) ha desarrollado un registro
online que incluye un namero extenso de
parametros epidemioldgicos, clinicos, de
tratamiento, de laboratorio y radiograficos,
que se obtendran de las historias clinicas
electronicas de los pacientes
hospitalizados con infeccion por SARS-
CoV-2 confirmada por laboratorio de los
hospitales espafoles
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HIPERGLUCEMIA EN NO CRITICOS

- Hiperglucemia se ha asociado a complicaciones en
pacientes en planta (No en unidades de criticos)

- Tanto en pacientes diabéticos como en pacientes no
diabéticos

- En cohortes previas e paciente COVID-19 se asocia a
= Necesidad de ventilacion mecancia
> Mas hospitalizacion en intensivos
= Maéas mortalidad

- Hipoétesis: Validacion de Hiperglucemia como factor de
mal pronodstico en Diabetes

Admission hyperglycaemia as a predictor of mortality in patients hospitalized with COVID-19 regardless of diabetes status: data from the Spanish SEMI-COVID-19 Registry Francisco
Javier Carrasco-Sanchez. ANNALS OF MEDICINE 2021, VOL. 53, NO. 1, 103—116 https://doi.org/10.1080/07853890.2020.1836566




Table 1. Baseline characteristics of SEMI-COVID-19 registry participants, according to admission blood glucose levels.

Patients Admission BG Admission BG Admission BG
with Total <140 mg/dL 140-180 mg/dL >180 mg/dL
available N=28870 N=1340 N=1102
Variables data N=11312 (78.41%) (11.84%) (9.74%) p Value
Demographics
Mean age in years (SD) 11,312 67.06 (16.24) 65.2 (16.4) 73.34 (134) 74.31 (13.29) <.001
Gender, male 11,312 6445 (57.1%) 5000 (56.4%) 752 (56.2%) 693 (62.9%) <.001
Medical history, n (%)
Diabetes 11,274 2125 (18.9%) 887 (10.0%) 512 (38.4%) 726 (66.0%) <.001
Hypertension 11,291 5668 (50.2%) 3992 (45.1%) 879 (65.7%) 797 (72.5%) <.001
Dyslipidaemia 11,292 4456 (39.6%) 3125 (35.3%) 713 (53.3%) 628 (57.1%) <.001
Obesity 10,285 2191 (21.3%) 1606 (19.9%) 314 (25.7%) 271 (27.3%) <.001
Dementia 11,281 1128 (10.0%) 747 (8.4%) 183 (13.7%) 198 (18.0%) <.001
PAD 11,280 540 (4.8%) 353 (4.0%) 90 (6.7%) 97 (8.8%) <.001
COPD 11,287 793 (7.0%) 568 (6.4%) 130 (9.7%) 95 (8.6%) <.001
Atrial fibrillation 11,280 1257 (11.1%) 878 (9.9%) 193 (14.5%) 186 (16.9%) <.001
CAD 11,206 490 (4.4%) 293 (3.3%) 105 (7.9%) 92 (8.4%) <.001
Heart failure 11,285 830 (7.4%) 543 (6.1%) 145 (10.8%) 142 (12.9%) <.001
CKD 11,279 689 (6.1%) 431 (4.9%) 121 (9.1%) 137 (12.5%) <.001
Stroke 11,228 815 (7.2%) 552 (6.2%) 111 (8.3%) 152 (13.8%) <.001
Dependent/frail patients 11,162 1829 (16.4%) 1214 (13.9%) 303 (23%) 312 (28.8%) <.001

Previous diabetes treatment, n (%)

11312 pacientes incluidos en el estudio
Se randomizan a 3 grupos
a) <140
b) 140-180
¢) >180
67 anos edada media
Prevalencia de diabetes de 18,9%

Admission hyperglycaemia as a predictor of mortality in patients hospitalized with COVID-19 regardless of diabetes status: data from the Spanish SEMI-COVID-19 Registry Francisco
Javier Carrasco-Sanchez. ANNALS OF MEDICINE 2021, VOL. 53, NO. 1, 103—116 https://doi.org/10.1080/07853890.2020.1836566
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Resultados

L
Table 2. Outcomes according to admission blood glucose levels. (A) All-cause mortality according to admission blood glucose (
Admission BG Admission BG Admission BG groups
Patients with Total <140 mg/dL 140-180 mg/dL >180 mg/dL 50.0%
Variables available data N=11312 N =8870 N=1340 N=1102 p Value 45.0% 43.3%
Outcomes, 1 (%) : 411% 399
Death 11312 289 202%) 1394 (15.7%) 442 (33.0%) 453 (41.1%) <001 40.0%
Mechanical ventilation 1,27 1156 (10.2%) 790 (9%) 190 (14.3%) 176 (16.1%) <001
ICU admission 11,299 935 (8.3%) 668 (7.5%) 142 (106%) 125(014% <001 35.0% 33.0% 32.8% 33.2%
Composited endpoint 11,240 2978 (263%) 1911 @1.7%) 534 (40%) 533 (48.6%) <001
Length of stay, days 11312 11.29 (9.39) 1.1 6.1) 115 (98) 1201 (106) 011 o
ICU: intensive care unit; composited endpoint: death, mechanical ventilation and/or ICU admission. 525.0% 22.6%
o
% 200% o —
815.0%
o
T10.0%
After performing a multivariate stepwise Cox regression model adjusted 5.0%
for age, gender, hypertension, diabetes, COPD, dependency, 0.0%
lymphopaenia, anaemia (haemoglobin < 10 g/dL), serum creatinine, B DR/ BRI A ba>1some/d
CRP > 60 mg/L, LDH > 400 U/L and D-dimer > 1000 ng/mL, elevated mTotal mWDiabetes ® Non-Diabetes

admission BG levels remained a significant predictor of death

Admission hyperglycaemia as a predictor of mortality in patients hospitalized with COVID-19 regardless of diabetes status: data from the Spanish SEMI-COVID-19 Registry Francisco
Javier Carrasco-Sanchez. ANNALS OF MEDICINE 2021, VOL. 53, NO. 1, 103—116 https://doi.org/10.1080/07853890.2020.1836566
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- Kaplan—Meier’s survival curves according to admission BG levels are shown in
Figure 2(b) (log-rank p

Admission hyperglycaemia as a predictor of mortality in patients hospitalized with COVID-19 regardless of diabetes status: data from the Spanish SEMI-COVID-19 Registry Francisco
Javier Carrasco-Sanchez. ANNALS OF MEDICINE 2021, VOL. 53, NO. 1, 103—116 https://doi.org/10.1080/07853890.2020.1836566




;Es posible revertir los resultados?

Covid 19 positive
hospitalized patients
N= 187

Hyperglycemic
patients
N=81

Excluded patients:
25 mild disease;
31 severe disease

Included patients:
25

- ~a

Insulin infusion MNo-insulin infusion

patients:

patients:

15 10

| Figure 1—Flowchart of study population.

Excluded patients:
43 mild disease;
29 severe disease

Normoglycemic

patients
N= 106

Included patients:
34

Normoglycemic
patients:

34

Muchos estudios observacionales con
mismos resultados

Sardu et al. 59 pacientes con COVID-19
(Italia)

Pacientes divididos
= Grupo Hypergluicemia BG >140 mg/dL
> Grupo Normoglycaemic

In the hyperglycaemic group, 18 (72%)
patients had prior history of diabetes and 15
(60%) were treated with an insulin infusion
until they reached a BG level

2020;43:1408-1415

Sardu C, D’Onofrio N, Balestrieri ML, et al. Outcomes in patients with hyperglycemia affected by Covid-19: can we do more on glycemic control? Diabetes Care.




A: IL-6 levels at admission, 1 week, and 2 weeks

e mrsing o phrie and after hospitalization in patients with
- R e hyperglycemia and normoglycemia.
. i | - B: D-dimer levels at admission, 1 week, and 2
el weeks and after hospitalization in patients with
levs U hyperglycemia and normoglycemia.
[ m—— i """“‘;ﬁmr"’""’”"‘"'° P « C:IL-6 levels at admi§siop, 1 w?ek, anfl 2 weeks
e . e/ so =y and after hos.pltahzatlon.ln I.)atlel.rlts. VVlth.
. : o hyperglycemia treated with insulin infusion and
- I I = i ' those not treated with insulin infusion.
] 1 e - B ﬁ o D: D-dimer levels at admission, 1 week, and 2
! .. 1 N | F————. . weeks and after hospitalization in patients with

No-insulin infusion insulin infusion No-insulin infusion Insulin infusion

hyperglycemia treated with insulin infusion and
those not treatedwith insulin infusion.

Sardu C, D’Onofrio N, Balestrieri ML, et al. Outcomes in patients with hyperglycemia affected by Covid-19: can we do more on glycemic control? Diabetes Care.
2020;43:1408-1415




e
CONCLUSIONES:

« Our key message is that optimal glycemic control
during hospitalization has been associated with

Types of Insulin reduction risk of severe disease and death in
o patients with COVID19
Rapid Acting
‘Insulin_ 1L(|an|:)|;(s) Aspart, or Glulisine
Short Acting - Still, hyperglycemia remained a strong prognostic
> Regular I~nsulin . N . . . .
2 S o 1 predictor of outcome in hospitalized patients with
c
9 Intermediate Acting COVID-IQ
= Insulin NPH
:.? gteaarl:: :n-43—t:r; hrs
% Long Acting . . . e .
< [Insulin Determir or Glargine - Possible mechanisms for this increased mortality
é No peaks Gl . U . . . .
. Desdee 200 ¥nclude hyperglycem@—mduce(.l changes in the
= , immune system and increases in inflammatory
0 10 15 25 cytokines

Time (Hours)

- IL-2R, IL-6, tumor necrosis factora, and IL-10,



n 0% Objetivo: Glucemia Basal <140 mg/dl;
o Glucemia resto del dia 140-180 mg/dl

&% - En pacientes de edad avanzada y/o fragiles objetivos méas laxos con glucemias <200 mg/dl.

=% - Hacer HbA1c si no se dispone de una previa en 3 meses.
%y | - Inhibidor iDPP4 (ajustar dosis a la funcién renal).

NIVEL 1

GB <140 myg/dl y/o resto
diabéticos con Glucemia 140-180 mg/dl

iDPP4* + I. Basal (0,2) + alR
Correccién

Correccion

140 mg/dl

NIVEL2 Wl
GB 140-180 mg/di

Glucemia no basal >180 mg/dl
iDPP4 + |. Basal (0,3-0,4) + alR

NIVEL 3 «l

GB > 180 mg/dl
Glucemia no bhasal > 200 mg/dl
Basal (0,3-0,4) — Bolo — alR
Correccion

180 mg/dl

Diabéticos con criterios para iDPP4. Iniciar un iDPP4
en D + correccion alR en D, A y C.

Resto de pacientes: Insulina Basal (0,2 Ul/Kg/d) +
iDPP4 + correccién conalR en D,Ay C. \

enD,AyC.

Insulina Basal (0,3-0,4 U/Kg/d) + IDPP4 + correccién alR

Si GB > 180 mg/dl durante 48 horas escalar a NIVEL 2

Insulina Basal (0,4-0,5 Ul/Kg/d) + Bolo + correccion alR
50% Basal y 50% alR D (15%), A (20%) y C (15%) + correccion alR
Titular la Insulina Basal cada 48 horas

Si GB = 140 mg/dl durante 48 horas escalar a NIVEL 2

{" - Glucemias >300 mg/dl mantenidas
. Iniciar lnsu_linizaci_én v

\ Titular Insulina Basal cada 48 horas en pacientes con COVID-19 CON diabetes

Objetivo: Mantener la GB <140 mg/dl
Si GB 141-180 mg/dl + 2 Ul; Si GB 181-220 mg/dl +4 Ul; Si GB =220 mg/dl + 6 Ul
Si GB 70-90 mg/dl - 4 Ul; Si GB <70 mg/dl - 6 Ul

& Correccion con Insulina rapida (alR) segun pauta de cada ceniro
&é Criterios para uso iDPP4 sin |. Basal: pacienties tratados con antidiabéticos no insulinicos, estabilidad hemodinamica y GB <140 mg/dl.
alR: analogo de insulina Rapida; D: Desayuno, A: Almuerzo, G: Cena; GB: Glucemia Basal; Insulina Basal: (Levemir, Glargina U100, Glargina U300); Ul: Unidades Internacionales.

YW @Diabetes SEMI
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ENERO 2023: Diabetes Estandar of CARE

GLUCOSE-LOWERING TREATMENT
IN HOSPITALIZED PATIENTS

Recommendations

16.6 Basal insulin or a basal plus
bolus correction insulin regi- . . .
men Is the preferred treatment INSULINA: is the preferred treatment for hyperglycemia in
for noncritically ill hospitalized hospitalized patients. ADO puede ser 1til.
patients with poor oral intake
or those who are taking noth- . . .
ing by mouth. A Insulin pens have been the subject of an FDA warning because of

16.7 An insulin regimen with basal, potential blood-borne diseases if inadvertently shared with more
prandial, and correction com- than one person; the warning “For single patient use only” should be

ponents is the preferred treat- . . . .
ment for most noncritically il rigorously followed using strict safety measures such as barcoding to

hospitalized patients with ad- prevent e€rrors
equate nutritional intake. A
16.8 Use of a correction or supple-
mental insulin without basal
insulin (often referred to as a
sliding scale) in the inpatient
setting is discouraged. A

6. Diabetes Care in the Hospital: Standards of Care in Diabetes—2023 Diabetes Care 2023;46(Supplement_1):S267—-S278



RECOMENDACIONES ADOS HOSPITAL

SULFONILUREAS

/ GLINIDAS ane
« DPP-4

METFORMINA

Las sulfonilureas ayudan
al pancreas a producir E
insulina adicional ¢
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EVITAR en:

Se pueden utilizar con seguridad

Sin embargo en pacientes con
Insuficiencia cardiaca NO usar:
- Alogliptina
- Saxagliptina

Enfermedad grave
Cetoemia o cetonruria
Pacientes en ayuno
Pacientes en cirugia

En general no utilizacion en la rutina en DIABETES
PUEDEN SER CONSIDERADOS:

Insuficiencia cardiacay DM
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iDPP4

Molécula Estudio Objetivo 1° N Hospitalizacion
Insuf. Cardiaca
Vildagliptina NO realizado NO realizado NO realizado

Alogliptina EXAMINE

Saxagliptina | SAVOR-TIMI 532

Sitagliptina TECOS®
Linagliptin CIGEQEINR
glip a CARMELINA?

1.Green JB et al. N Engl J Med 2015;373:232-42.
2.Scirica BM, et al. N Engl J Med. 2013.10.1056.
! A N 3.Marx N, et al. Diab Vasc Dis Res. 2015;12:164-
i UIr ot o 174. 4.Faiez Zannad et al The Lancet 2015;
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SGLT-2 e insuficiencia renal

Dosis de iDPP4 segun el grado de afectacion renal, medida por el aclaramiento de creatinina.*®

Normal IR Leve IR Moderada IR Grave Enf. renal terminal
Mas de 80 ml/min Entre 80 y 50 ml/min Entre 50 y 30 ml/min Menos de 30 ml/min Requiere dialisis ekl relee 70 Efes
Linagliptina
Sitagliptina*
100 mg OD 50 mg OD LR
Saxagliptina*
5mg OD 2,5mg OD No recomendado
Vildagliptina*
50 mg BD 50 mg OD
Aloglitina*
25mg OD 12,5mg 0D 6,25 mg OD
Mas de 60 ml/min (31,9%)° Menos de 60 ml/min (68,1%)°
S'ﬁ/» BD: 2 veces/dia; CrCh: Ac anto de creatinina; iDPP r de la dipeptidil peptidasa 4: IR iencia renal; OD: 1 ve
e 1.1 Sumt of Product Characteristics. February 2016. 2. Januvia® Summary of Product Character s. January 2016. 3. Onglyza® Summary of i
5 ”@rb I Unidad de Lipidos N et A o T R A S S PR A - 6 '
u r y Riesgo Vascular Product Characteristics. December 2015. 5. Vipidia® Summary of Product Characteristics. January 2015 6. Mata-Cases M, et al Prim Care Diabet 171
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Metanalisis...

Table 1 General fearures of the srudies
Swmdics Year Country Intcrention drag Comparator No. of paticnts in MNo. of paticnts in Stady Type af
drug intervention group COMPpAarator group setting study
Pasquel ct al, 2016 USA Sicagliptin + basal Basal-bolus 138 139 Inpatient  RCT
[ 1*"—.i:] insulin insulin
Garg eral. [15] 2017 USA Saxagliptin + correction  Basal-bolus 33 33 Inpatient RCT
insulin insulin
Umpierres 2013 USA Sicagliptin <+ basal Basal-bolus 29 26 Inpatient RCT
et al. [16] insulin insulin
WVellanki cral. 2018 USA Limagliptin + correction  Basal-bolus 128 122 Inpatient RCT
[13] insulin insulin
RCT randomized clinical rrial, U84 Unired State of America, No. number

- Estudios Dpp4 en pacientes hospitalizados
= Dpp4 solos
= Dpp4 + correcciones
= Bolo basal.

DPP4 Inhibitors in the Management of Hospitalized Patients With Type 2 Diabetes: A Systematic Review and Meta-Analysis of Randomized Clinical Trials
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Fig. 5 Relative risk of hypoglycemia was not significantly different between the two groups (p value = 0.08)
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Fig. 6 Relative risk of treatment failure was not significantly different between the two groups (p = 0.38)

Estudios Heterogéneos
Pequeno namero de pacientes
Corta durtacion

Parametros no uniformes

CONCLUSIONES:

- DPP4 + BASAL no es inferior a
insulina sola en pacientes
hospitalizados

= Se utilizan menores dosis de insulina
diaria
= Menores dosis de inyecciones
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ABORDAJE INICIAL DE LA HIPERGLUCEMIA EN PACIENTES HOSPITALIZADOS NO CRITICOS

CHECK-LIST AL INGRESO/ALTA:

v

8onocer el tiempo de evolucién de la diabetes
Tratamiento hipoglucemiante previo. Dosis total y pauta de insulina en pacientes insulinizados

Solicitar HbA1lc (en caso de no tener una de 2-3 meses antes)

omorbilidades principales (obesidad, IC, enfermedad CV, enfermedad renal, fragilidad)
Identificar pacientes insulinopénicos: diabetes de larga evolucién, desnutricion, IMC bajo, péptido C <0,5 ng/ml

Revisar y conciliar tratamiento antihipertensivo, hipolipemiante, antiagregante y anticoagulante

~ Sinhistoria HbALC Hiperglucemia por estrés
de diabetes (Correccion si GB >180mg/dl)
Hiperglucemia

GB >140mg/dI

Protocolo Diabetes no conocida

] Diabetes abordaje DM Diabetes (HbAlc >6,5%)

GB: glucemia basal, IMC: indice de masa corporal, DM: diabetes mellitus

Realizar glucemias en desayuno, almuerzo y cena en todos los pacientes durante 24-48 horas desde el
ingreso para detectar hiperglucemia por estrés y diabetes no conocida.

@ La correccion de la hiperglucemia por estrés se realizara inicialmente con analogos de insulina rapida.




ESQUEMA INICIAL PARA ORIENTAR EL TRATAMIENTO

Fragilidad HbAlc basal Glucemia al ingreso A

Si (cualquier edad) <7% <180 mg/dl

>2 AD/Insulina <0,2 UI/Kg NO (=75 anos) 7-8,5 % 180-250 mg/dl

Insulina > 0,2 UI /Kg NO (< 75 afios) >8,5 % >250 mg/dl -

AD: antidiabético no insulinico, UI: unidadesinternacionales

A o Estrategia iDPP4* +Correccion Estrategia iDPP4 +Basal +Correccion

Estrategia iDPP4 +Basal +Correccion Estrategia basal +Prandial/Bolo +Correccién

Estrategia Basal +Prandial
- Bolo +Correccion

*Solo si el paciente puede tomar medicacién oral

Valorar en funcién de estos perfiles de pacientes el abordaje de la hiperglucemia de menor a mayor

intensidad, siguiendo el esquema general propuesto y dependiendo de si el paciente precisa dieta absoluta.




ABORDAJE INICIAL DE LA HIPERGLUCEMIA EN PACIENTES HOSPITALIZADOS NO CRITICOS

PACIENTES CON INGESTA ORAL

iDPP4 +CORRECCION

iDPP4 +INSULINABASAL
+ CORRECCION

LINAGLIPTINA 5 mg
SITAGLIPTINA 100/50/25 mg*

(dar en almuerzo)
+

INSULINA BASAL 0,20UI/kg/d**

CRITERIOS DE EXCLUSION

e DM1

¢ Glucemia al ingreso >250mg/dlI

e HbAlc >8,5%

e Insulina previa a dosis>0,6 UI/kg/d

e Glucocorticoides***

e Inestabilidad clinica

» Historia de pancreatitis - cdlicos biliares
e Historia de cirrosishepatica

e Historia de cetoacidosis

OBJETIVO DE GLUCEMIA:
Basal: <140 mg/dl
Alo largo del dia :140-180 mg/dl

INSULINA BASAL
+PRANDIAL +CORRECCION

CALCULO DE UNIDADES:
0,4-0,5 UI/kg/d
Si insulina previa >0,6 UI/Kg
administrar su dosis habitual

INSULINA BASAL 50 %
+
INSULINA PRANDIAL 50 %
(AD, AA, AC)
+

CORRECCION
(Se puede utilizar pautaslocales)

INSULINAS BASALES:
GLARGINA U100, GLARGINA U300,
DETEMIR, DEGLUDEC U100

ANALOGOS DE INSULINA

RAPIDA / PRANDIAL:

ASPART, GLULISINA, LISPRO

PACIENTES SIN INGESTA ORAL

INSULINA BASAL
+ CORRECCION

CALCULO DEUNIDADES:
0,2-0,3 // 0,4-0,5 UI/kg/d

INSULINA BASAL 50%
+

CORRECION DE
PAUTAS LOCALES

Durante la hospitalizacion y/o antes
del alta valorar iniciar o reanudar:

¢ Sj IC: iISGLT2

¢ Si enfermedad CV:arGLP1/iSGLT2
¢ Sj obesidad: arGLP1

¢ Si enfermedad renal:iSGLT2

¢ Si fragilidad: iDPP4

e Checklist al alta***

IC, insuficiencia cardiaca; CV, cardiovascular

*FG > 45 ml/min (100 mg), 45-30 ml/min (50 mg), <30 ml/min (25 mg). Se dispone formulacién en solucién para pacientes con disfagia 4 ml=100 mg
*kSi glucemia <150 mg/dl, edad >70 afios, creatinina >2 mg/dl y/o IMC <20 Kg/m2 , el calculo de insulina sera de0,15UI/Kg/d
*¥*Ga recomienda consultar protocolo de tratamiento con glucocorticoides, protocolo al alta y algoritmo de la SEMI



Titulaciéon de insulina basal
durante la hospitalizaciéon

ABORDAJE INICIAL DE LA HIPERGLUCEMIA EN PACIENTES HOSPITALIZADOS NO CRITICOS

TABLAS DE CORRECCION DE LA INSULINA LENTA Y RAPIDA/PRANDIAL

Titulacion de insulinarépida
durante la hospitalizacion

Si glucemia en ayunas

>200 mg/dl 48 horas Subir 6 UI
Si glucemia en ayunas _

180-200 mg/dl 48 horas Subir 4 UL
Si glucemia en ayunas Subir 2 UL

140-180 mg/dl 48 horas

Si glucemia 100-

No modificar

140 mg/dl

Si glucemia en ayunas o

o nocturna 80-100 mg/dl Disminuir 4 Ul
Si glucemia en ayunas Disminuir 6 UL

o nocturna <80 mg/dl

Glucemia preingesta

Requerimientos de insulina

SN yda Uide Ui
<90 mg/dl ReStra;'lrp'ista Zoaduetalailiansu”na
80-90 mg/dI =4 1 -

91-140 0 0 0

141-200 1 | .

201-250 > 3 A

251-300 3 5 .

301-350 4 . 0

351-400 5 - -
>400 6 10 14




el
Take home message

-> Impacto de la
Hiperglucemia/hipoglucemia es alto en
nuestros pacientes

-> El uso de los DPP4 puede ser seguro
en entorno hospitalario

->S1 GD>300 deberiamos iniciar
tratamiento con insulina 1v.

Take Home Messages







