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GENERAL POINTS

OPTIONS FOR
CALCULATING S.C.
INSULIN TDD

GENERAL PRINCIPLES

DISCHARGE PLANS

Is there an excess risk of hypoglycaemia that may warrant insulin dose reductions? (e.g. reduced renal function, frailty, older age)
What is the current and anticipated nutritional intake?

What is the amount of i.v. dextrose infusion?

Is there concurrent use of s.c. basal insulin during i.v. insulin infusion?

v v v v

Conversion from i.v. to s.c. insulin dosing may be guided by any of the following methods®

Weight-based Estimates: Preadmission Insulin Requirements: Hourly LV. Insulin Requirements:

> 0.5-0.6 U kg~" day for TDD > Consider TDD of insulin regimen prescribed > Summation of stable hourly intravenous
> 0.3Ukg" day' for those with risk for outpatient use prior to admission insulin requirements may help estimate
factors for hypoglycaemia (e.g., > Consider potential impact of outpatient TDD (e.g., the prior 6 h)
frailty, chronic kidney disease) glycaemic management, medication- Caution as TDD may be overestimated
taking and nutritional habits because of glucotoxicity

v

#Each of these approaches has limitations. The evidence base for some of these approaches is weak, but these recommendations are based on clinical experience

> Start s.c. insulin 1-2 h prior to discontinuing i.v. insulin infusion
> Ensure insulin regimen provides 24 h coverage
» Basal and rapid-acting insulin analogues preferred (once or twice daily basal insulin + mealtime rapid-acting insulin)
» Human NPH and short-acting insulin formulations may be used; ensure regimen provides 24 h coverage
»  Begin with 40-60% of TDD given as basal insulin + remaining proportion divided into three mealtime doses of rapid-acting insulin
»  If NPO, give basal insulin + corrective dosing of rapid-acting insulin every 4-6 h

————
SGLT2FEE (L )
> Do not initiate or continue SGLT2 inhibitor treatment during hospitalisation
> Non-insulin agents are not recommended in T1D L .
» Other non-insulin agents may be considered for use with insuiinin T2 or ketosi AT A IZFERE L 72 W
—_—

> Basal-bolus regimen is recommended; 24 h insulin coverage should be ensured
> Discharge dosing recommendations may differ from transition dosing due to anticipated dietary changes or hypoglycaemia risk
> Discharge plans should include scheduling of timely follow-up for review of insulin requirements and potential addition of non-insulin agents when appropriate

Hyperglycaemic crises in adults with diabetes: a consensus report. Umpierrez et al. Diabetologia. 2024 Jun 22.
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Take Home Message
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