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El momento del ingreso hospitalario. Caso 1

A.L. es un varon de 57 afios con diabetes tipo 2 de 7
afios de evolucion, ingresado en observacion por
episodios tipicos de dolor toracico. Pesa 85 Kg, IMC de
31. Ingesta oral normal. Se decide ingreso hospitalario
para coronariografia. Ultimamente ha perdido peso
Inintencionadamente.

Toma glibenclamida: 1-1-1 + metformina: 1-0-1, entre
otros farmacos

Perfiles (mg/dL) 56 200 231
/71 178 145 56

HbAlc de 9,1%, urea de 72, Cr de 1,5 mg/dl, FG (MDRD)
de 43 mL/min/1.73 m?

¢, Modificaciones en relacion al control glucemico?



El momento del ingreso hospitalario. Caso 1

1. Continuar agentes orales

2. Continuar agentes orales con una insulina en
escala

3. Comenzar con una insulina en escala solo
4. Continuar agentes oral + insulina basal
5. Pauta insulina basal-bolos
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El momento del ingreso hospitalario. Caso 1

» Opciones terapeéuticas:

1. Continuar agentes orales

2. Continuar agentes orales con una insulina en
escala

3. Comenzar con una insulina en escala solo
4. Continuar agentes oral + insulina basal
5. Pauta insulina basal-bolos



Estudio RABBIT 2

« Pacientes diabéticos tipo 2, 18-80 afos, ingresados para
un procedimiento de cirugia

 Aleatorizados a recibir basal-bolos frente a escala
ascendente de insulina regular/6 h

» Variables desenlace principales:

1. diferencia entre grupos en la concentracion media de
glucemia en ayunas

2. una variable compuesta de complicaciones durante el
Ingreso: infeccion de herida, neumonia, fallo respiratorio
o fallo renal

Umpierrez GE, et al. Diabetes Care. 2011; 34:256-261
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Estudio RABBIT 2

La pauta basal-bolos
TN T i consigue glucemias mas
zation Duration of Treatment (days) baJ as que |a escala
de insulina ascendente
:/\ .
Brealkfast l.ur:ch Dlrlmer Bedtlime

Duration of Treatment (days)

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



Estudio RABBIT 2

Table 2

Composite hospital complications and outcomes composite hospital complications

All 551 Basal-bolus insulin P value

Wound infections 14 11 3 0050
Prcumonis s ; 0 27 La pauta basal-bolos se
Acste respiratory failuce ° ’ ! ©2asocia a menor numero de
Acute renal failure 15 11 4 0.106 . . ,
N . ) 1 .0 COmMplicaciones y de dias
Number of patients with complications 35 I 26 9| 0.003 de Ing reso en UCI gque la
Mortalty . : 1 ¥ escala de insulina
Postsurgery ICU admission (%) 16 19.8 12.5 NS
Length of stay (days)

Icw 251= I.QCI 319214 123=0.080 I 0.003

Hospital G8=80 6336 723=115¢% NS

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



Table 3

Hyvpoglycemic events

Estudio RABBIT 2

Variable All 551 Basal-bolus insulin P value
Number of patients 211 107 104
Number of BG teats 3778 1.826 1932
BG <40 mg/dL
Number of patients (%) 4(3.8) 0{0) 4(3.5 0.057
Number of events 4 0 4
Number of readings (%) 0.10 0 0.20
BG <60 mg/dL
Number of patients (%) 14 {6.6) 2(1.9) 12(11.3) 0.005
Number of events 17 2 15
Number of readingz (%) 043 011 0.77
BG <70 mg/dL
Number of patients (%) 20 [G.EJI 547y 2423 I <0.001
Number of events 44 6 38
Number of readings (%) 1.16 033 1.95

Umpierrez GE,

La pauta basal-bolos se
asocia a mayor! numero de
hipoglucemias que la
escala de insulina

et al. Diabetes Care. 2011; 34:256-261



Codificacion de hipoglucemias
(CMBD, 1997-2010)
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Fig. 1. Prevalence of hypoglycemia among discharges for the period from 1997 to 2010,

Gomez-Huelgas R, et al. J Diabetes Complications. 2015; 29:1050-1055



Estudio RABBIT 2

* Glucemias medias: <140 mg/dL: 0,3 Ul/Kg

* Glucemias medias: 141-200 mg/dL: 0,4 Ul/Kg

* Glucemias medias: >201-400 mg/dL: 0,5 Ul/Kg

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



Association between hypoglycaemic events and fall-related

fractures in Medicare-covered patients with type 2 diabetes
S. S. Johnston!, C. Conner??, M. Aagren?, K. Ruiz' & J. Bouchard?

Diabetes, Obesity and Metabolism 14: 634-643, 2012,

Non- hypoglycemic
events (n: 361.2109)

Hypoglycemic
events (n: 16.938)

0 0,5 1 1,5 2

Adjusted OR for fall-related fractures (Cl 95%)



La hipoglucemia se asocid a una probabilidad un
12% mayor de morir en el Hospital

Table 2
The likelihood of in- hospital d eath for allcauses in the matched cohorts [ primary analysis).
p-value OR 95% Cl

Sex (male) D00 1.277 1.222 to 1.334
Age group (<14 years)? D00 1.458 1.456 to 1.543
Readmission (Mo) 00 2,458 2257 to 2763
Tvpe of diabetes (Type 1) 00 379 320 to 448
Charlson index D00 1.638 1.569 to 1.710
PS secondary hypoglycemia®” D00 370 311 to 441
Primary Hypoglycemia (Without) 00 057 034 to 096
Secondary Hypoglycemia (Without) 00 R 1.090 to 1.147
Primary” Secondary Hypoglycemia® 2009 ‘ ” A01 to 1,222

Reference categories contained within brackets,

# Apge was included in the model in 5-year intervals except for the first (<14 yvears)and
last (=90 years) intervals. CI: confidence interval; OF: odds rado; PS: propensity score.

" This term evaluates the non-linear residual effects on the likelihood of death of the
covariates used to create the propensity score.

* This term comesponds to the interaction term between primary and secondary
hypoghycemia. It is an independent term that guantifies the effect of having primary
hypoglycemia and subsequently developing secondary hypoglhycemia on the likeli hood
of death.

Gomez-Huelgas R, et al. J Diabetes Complications. 2015; 29:1050-1055



El momento del ingreso hospitalario. Caso 2

M.G. es una mujer de 52 anos ingresada por
iInsuficiencia cardiaca e hipertension pulmonar

Diabetes (>10 anos), insulinizada desde hace siete
anos y en tratamiento con insulina detemir 18Ul
(22h), insulina regular 5-8-5 (D-A-C) y sildenafilo,
epoprostenol, bosentan, furosemida,
espironolactona, hierro y acenocumarol

Peso 60Kg, talla 160cms (IMC:23). PA 80/50 mmHg.

Analitica: Glucosa de 39 mg/dL, urea de 123 mg/dL,
Crde 1,06 mg/dL, Na de 131 meg/L, K de 3,3 meq/L,
anemia de 10 g/dL. Albumina 2.8 g/L

Nos avisan al 8° dia de su ingreso para ajuste de tto.




Perfiles de glucemia capilar, mg/dL

19/05 290 283
20/05 66 61 116 277
21/05 51 150 116 170
22/05 60 120 251

23/05 48 102 24 395 243
24/05 38 164 273

25105 257 409 372 274 230
26/05 232 425 305

¢, Que esta pasando aqui?



Solucion al caso

Apoyo nutricional, disminuyendo los RTD de insulina un
25%, con cambio a degludec 14 Ul en desayuno y

sustituyendo la insulina regular por aspartica a dosis de 3-
5-5 en D-A-C

27105 393 339 247

28/05 227 186 246

29/05 164 215 198




Objetivos glucémicos

Objetivo glucémico en paciente diabético: individualizar

Control de la glucemia: Mas estricto >>>»>>>>>>>>>>>>Menos estricto
Actitud del pa[iemel depender[ia —é
Muy motivados, adherencia, Poco motivados, no adherencia,
autonomia pobre autonomia

Riesgosihipoglucemia o efectos adversos
Bajo Alto

Duracidnde ladiabetes

Reciente diagnostico Larga evolucicn

Expectativade vida
Larga Corta

Comorbilidades
Auzentes Importantes

Complicaciones vasculares establecidas
Ausentes Graves

Apoyo, recursos socio-familiares
Cuantiosos Limitados

Adaptada de Inzucchi SE, et al. Diabetes Care. 2012; 35:1364-1379



C.; Uﬂa L,]nlca eﬂfermedad'? Edad biolégica, autonomia

¢,Quiere pincharse?

Deporte, cuidado de
organos diana

= Enfermedad vascular
Enfermedad renal

Sobrepeso
Adherencia
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Eleccidon de tratamiento: factores determinantes

DIABETES BESEARCH AND CLINICAL PRACTICE TOR [zo014) I99-205%

Contents available at ScienceDirect

Diabetes Research ] International
and Clinical Practice KED Diabetes
! Federation
journal homapage: wew.olsovior.com/locate/diabros il
Prioritization of patient-related factors according (!) CrossMark

to renal function in antidiabetic drug selection:
The REDIM Project

José M. de Miquel-Yanes **, Luis Inglada-Galiana ®,

Ricardo Gomez-Huelgas®, on behalf of the Diabetes and Obesity Working
Group of the Spanish Society of Internal Medicine

*Hospital Universitario del Sureste, Arganda del Rey, Madrid, Spain

®Haospital Universitario "Rio Hortega”, Valladolid, Spain
“Hospital Regional Universitario, Malaga, Spain

de Miguel-Yanes JM, et al. Diabetes Res Clin Pract. 2014;105:199-205
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Es crucial la adherencia al tratamiento
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Rozenfeld Y, et al. Am J Manag Care. 2008;14:71-75



¢, Como detectamos la hiperglucemia?

En Urgencias/en planta

Hiperglucemia de estrés

Paciente diabeético/no diabético conocido
Servicio medico/quirdrgico

Inicio de esteroides, iInmunosupresores
Nutricion enteral / parenteral



¢, ES Importante controlar la hiperglucemia, o
es un objetivo secundario?

Mejora el pronostico a corto plazo

 Evita la aparicion de complicaciones

Acorta la estancia hospitalaria

Oportunidad “de oro” para ajuste terapeutico



La evidencia (I)

>Umpierrez GE, et al. Hyperglycemia: an independent marker of in-
hospital mortality in patients with undiagnosed diabetes. J Clin
Endocrinol Metab 2002;87:978-982

>Capes SE, et al. Stress hyperglycaemia and increased risk of death after
myocardial infarction in patients with and without diabetes: a systematic
overview. Lancet. 2001;355:773-778

>Capes SE, et al. Stress hyperglycemia and prognosis of stroke in
nondiabetic and diabetic patients: a systematic overview. Stroke.
2001;32:2426—-2432

>Falciglia M, et al. Hyperglycemia-related mortality in critically ill patients
varies with admission diagnosis. Crit Care Med. 2009;37:3001-3009

>Kosiborod M, et al. Elevated admission glucose and mortality in elderly
patients hospitalized with heart failure. Circulation. 2009;119:1899-1907



La evidencia (Il)

>Baker EH, et al. Hyperglycaemia is associated with poor outcomes in
patients admitted to hospital with acute exacerbations of chronic
obstructive pulmonary disease. Thorax. 2006;61:284—-289

>McAlister FA, et al. The relation between hyperglycemia and outcomes in

2,471 patients admitted to the hospital with community-acquired
pneumonia. Diabetes Care 2005;28:810-815

>McAlister FA, et al. Diabetes and coronary artery bypass surgery: an
examination of perioperative glycemic control and outcomes. Diabetes Care
2003;26:1518-1524

>Pomposelli JJ, et al. Early postoperative glucose control predicts
nosocomial infection rate in diabetic patients. J Parenter Enteral Nutr.
1998;22:77-81

>Kosiborod M et al. Admission glucose and mortality in elderly patients
hospitalized with acute myocardial infarction: implications for patients with
and without recognized diabetes. Circulation. 2005;111:3078-3086



Importancia de la hiperglucemia de estrés

Categorncal glucose values;
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Fig. 1. Survival analysis and log rank test evaluating in-hospital mortality according to
plasma glucose values. The figure shows the difference for in-hospital mortality be-
tween participants with plasma glucose values in the upper tertile (green color ) vs. the
two lower tertiles (blue color). Log Rank test (Mantel—Cox): p = 0.04. (For interpre=-
tation of the references to color in this figure legend, the reader is referred to the
version of this article. ) ‘ﬁﬁ

En pacientes no diabéticos, por cada A10 mg/dl en la cifra de glucemia
en Urgencias en primera determinacion, la mortalidad aumento un 10%

de Miguel-Yanes JM, et al. Heart Lung. 2014; 11:1-5



Ambito hospitalario: cambios en la
alimentacion a tener en cuenta

Cambios de horarios

Cambios de tipo de alimentos y en la
actividad fisica

Tomas intermedias frecuentes

Con frecuencia, tomas de alimentos
suspendidas: agudizaciones, traslados,
pruebas complementarias

Comidas “insipidas”
Anorexia: sintoma frecuente



Objetivos terapeuticos

» Terapia no insulinica: objetivos
combinados de control metabolico, no
ganancia de peso y ausencia de
hipoglucemias

« Terapia insulinica: control glucémico sin
hipoglucemias y flexibilidad



Complejidad de los regimenes de insulina

Non-insulin regimens
Number of  Regimen
injections  complexity
r Basal insulin only ", Low
.f (usually with oral agents) \ 1
: E
\ !
\ H
v 4
Basal insulin Pre-mixed insulin
+ 1 (mealtime) twice daily Mod.
rapid-acting
insulin injection
Basal insulin
+ 22 (mealtime) 3+
rapid-acting insulin
injections

More flexible Less flexible Flexibility

Inzucchi SE, et al. Diabetes Care. 2012; 35:1364-1379




Estudio Begin-Flex (N=687)

e Adultos con DM-2 tratados con ADOzinsulina basal
« |Deg OD Flex /1Deg OD / IGlar OD

Day of the week Mon Tue Wed Thu  Fr Sat Sun  Mon
Dosing time AM‘ P"n.,al+ AM PM AM

Interval between L—"L_’L—J |"‘ » |
doses (hours) 3640 812 812 3640 812

Figure 1—Dosing schedule for 1Deg OD Flex treatment group. *, defined as the period
from waking up until first meal of the day; ¥, defined as the period from start of evening
meal until bedtime. A 24-h interval was mtmduﬁ’d between Saturday and Sunday evening
doses to ensure an equal number of short (812 h) and long (36—40 h) intervals during the
week.

* Objetivo primario: No inferioridad de IDeg OD Flex vs.
IGlar OD en HbA1C a las 26 semanas

Meneghini L, et al. Diabetes Care. 2013; 36:858-864



Estudio Begin-Flex (N=687)
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Figure 2—Glycemic efficacy and cumulative noctwrnal hypoglycemia. A: Mean HbA,;, (*SEM) over time. B: Mean FPG (£ SEM) over time.
C: Mean 9-point SMPG profiles at baseline (dashed lines) and week 26 (full lines). D: Cumulative mean number of nocturnal hypoglycemic episodes

per participant. For A and B, data are observed mean values for all randomized participants (last observation carvied forward is used for each
postbaseline time point). Plasma-calibrated values are shown in C. Nocturnal confirmed hypoglycemia, confirmed hypoglycemia with an onset
between 00:01 hand 05:59 h (inclusive).

Meneghini L, et al. Diabetes Care. 2013; 36:858-864



Estudio Begin-Flex T1 (N=493)
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Figure 2. Hypoglycemia over time, weeks 0-52: severe hypoglycemia (A); overall confirmed
hypogiycemia (B); and nocturnal confirmed hypoglycemia (C). Cumulative event rates are based
on safety analysis set. Percentage risk reductions refer to delta risks based on estimated rate
ratios (FAS). Subjects randomized to the IDeg Forced-Flex and IDeg treatment arms during the
main trial period had the opportunity to continue in the IDeg Free-Flex arm after 26 weeks of

| Mathieu C, et al. J Clin Endocrinol Metab. 2013; 98:858-864



Paciente cronico complejo:
autocuidados
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PLANES DE CUDADOS ESTANDARIZADOS

Y PERSONALIZADOS DE ENFERMERIA e ‘J

EDUCACION ESTRUCTURADA DEL 'Y X
PACIENTE ADAPTADA A SUS NECESIDADES

Y EN LAS LINEAS/ITINERARIOS NECESARIOS @ @ @

FORMACION CONTINUADA EN CRONICIDAD
PARA EL DESARROLLO DEL MODELO

EVALUACION DEL IMPACTO EN

SALUD DE LA ESTRATEGIA e ‘)

(FIUTAS/‘PROCESDS ASISTENCIALES INTEGRADOS @ .)

(SEGUIMIENTU TELEFONICO ACTIVO DEL PACIENTE @ @ )

(VALORACION INTEGRAL DE CADA CASO .)
(PLANIFICACION DE ALTAS HOSPITALARIAS .)
(UNIDADES HOSPITALARIAS ESPECIALIZADAS .)
CIRCUITD ESPECIFICO DE ATENCION Y
URGENTE/PREFERENTE
DESARROLLD DEL PAPEL DE ATENCION ®
PRIMARIA EN LAS RESIDENCIAS

ACCESO ADECUADO A LAMEDIA ®
ESTANCIA HOSPITALARIA

SEGUIMIENTO PROACTIVO DEL PACIENTE EN ®
LA COMUNIDAD Y DOMICILIO




ADA 2012. Hiperglucemia en el paciente ingresado

A. Basal insulin orders

Discontinue oral diabetes drugs and non-insulin injectable
diabetes medications upon hospital admission.

Starting insulin: calculate the total daily dose as follows:

0.2 to 0.3 UWkg of body weight in patients: aged =70 yr
and/or glomerular filtration rate less than E.-EEJ; ml/min.

0.4 Wkg of body weight per day for patients not meeting
the criteria above who have BG concentrations of 7.8-
11.1 mmol/liter (140-200 mg/dl).

0.5 W/kg of body weight per day for patients not meeting
the criteria above W?IEI'I BG concentration is 11.2-22.2
mmol/liter (201-400 ma/dl).

Distribute total calculated dose as approximately 50% basal
insulin and 50% nutritional insulin.

Give basal insulin once (glargine/detemir) or twice (detemir/
MPH) daily, at the same time each day.

Give rapid-acting (prandial) insulin in three equally divided
doses before each meal. Hold prandial insulin if patient is
not able to eat.

Adjust insulin dose(s) according to the results of bedside BG
measurements.




ADA 2012. Hiperglucemia en el paciente ingresado

B. Supplemental (correction) rapid-acting insulin analog or
regular insulin
Supplemental insulin orders.

If a patient is able and expected to eat all or most of his/
her meals, give regular or rapid-acting insulin before
each meal and at%ed’[ime following the "usual” column
(Section C below).

If a patient is not able to eat, give regular insulin every 6 h
(6—12—-6-12) or rapid-acting insulin every 4 to 6 h
tollowing the "sensitive” column (Section C below).

Supplemental insulin adjustment.

If fasting and premeal plasma glucose are persistentl
above 7.8 mmolliter (140 mg/dl) in the absence o
hypoglycemia, increase insulin scale of insulin from the
insulin-sensitive to the usual or from the usual to the
insulin-resistant column.

If a patient develops hypoglycemia [BG < 3.8 mmol/liter
(70 ma/dl}], decrease regular or rapid-acting insulin from
the insulin-resistant to the usual column or from the
usual to the insulin-sensitive column.




ADA 2012. Hiperglucemia en el paciente ingresado

C. Supplemental insulin scale

BG (mg/dl) Insulin-sensitive Usual Insulin-resistant

>141-180 2 < 6
181-220 4 B 8
221-260 6 8 10
261-300 g 10 12
301-350 10 12 14
351-400 12 14 16
=400 14 16 18

The numbers in each column of Section Cindicate the number of units
of reqular or rapid-acting insulin analogs per dose. "Supplemental”
dose is to be added to the scheduled insulin dose. Give half of
supplemental insulin dose at bedtime. If a patient is able and expected
to eat all or most of histher meals, supplemental insulin will be
administered before each meal following the "usual™ column dose.
Start at insulin-sensitive column in patients who are not eating, elderly
patients, and those with impaired renal function. Start at insulin-
resistant column in patients receiving corticosteroids and those treated
with more than 80 U/d before admission. To convert mg/dl to mmol/
liter, divide by 18. Adapted from Refs. 16, 35, and 69.




Diabetes en el Hospital (1)

« Considere determinar HbAlc en todos los pacientes con
diabetes o hiperglucemia ingresados en el Hospital si no
se ha hecho en los 3 meses previos (C)

* Deberia iniciarse tratamiento con insulina para la
hiperglicemia persistente >180 mg/dL. Una vez se Inicia
la terapia insulinica, se recomienda un objetivo de 140—
180 mg/dL para la mayoria de los pacientes criticos (A) y
no-criticos (C)

* Objetivos mas estrictos (110-140 mg/dL) pueden ser
apropiados para pacientes criticos seleccionados,
siempre y cuando se consigan sin hipoglucemia (C)

Standards of medical care in diabetes. Diabetes Care. 2016; 39:S1-S112



Diabetes en el Hospital (1)

« Las infusiones de insulina iv deberian usarse aplicando
protocolos validados escritos o computerizados gue
permitan ajustes predefinidos en la dosificacion basados
en las fluctuaciones en la glucemia y la dosis de la
iInsulina (E)

« Elrégimen de insulina basal-correctora es el preferido
en los pacientes no-criticos con pobre ingesta oral y en
aquellos en dieta absoluta. Si la ingesta es buena, se
prefiere el regimen basal-prandial-correctora (A)

« Se desaconseja el uso de pautas de insulina ascendente
como terapia Unica durante el ingreso (A)

Standards of medical care in diabetes. Diabetes Care. 2016; 39:S1-S112



Diabetes en el Hospital (1)

» Deberia existir un protocolo de manejo de la
hipoglucemia en cada hospital. Cada paciente deberia
tener prescrito un plan de prevencion y tratamiento de
hipoglucemia. Deberian quedar registrados todos los
episodios de hipoglucemia en la HC (E)

« El tratamiento deberia ser revisado y modificado si se
estima conveniente para prevenir hipoglucemias cuando
se ha detectado algun valor <70 mg/dL (C)

« Cada paciente deberia recibir un plan estructurado e
iIndividualizado al alta hospitalaria (B)

Standards of medical care in diabetes. Diabetes Care. 2016; 39:S1-S112



ALGORITHM FOR ADDING/INTENSIFYING INSULIN ﬁ;

| START BASAL (Long-Acting Insulin) | » INTENSIFY (Prandial Control)

Add
GLP-1 RA

D DD Or 5GLT-2i i i
Or DPP-4i

A1C > 8%

Add Prandial Insulin

Insulin titration every 2-3 da
to reach glycemic gu}arl: ” *—
+ Begin prandial « Begin prandial

Fixed regimen: Increase TDD by 2 U insulin before insulin before
Adjusta ble regimen: G |}FCEH‘I ic Iargest meal each meal
« FBG > 180 mg/dL: add 20% of TDD Control Not « If not at goal, «  50% Basal /
«  FBG 140-180 mg/dL: add 10% of TDD | progress to 50% Prandial
« FBG110-139 mg/dL: add 1 unit at Goa injections before TDD 0.3-0.5 Uskg
If hypoglycemia, reduce TDD by: 2 or 3 meals

«  BG< 70 mg/dL: - 20%

+ BG < 40 mg/dL: 20% - 40% e

in three doses

Start: 10% of basal
dose or 5 units

before meals

Consider discontinuing or reducing sulfonylurea after
starting basal insulin {basal analogs preferred to NPH) . 4

Insulin titration every 2-3 days to reach glycemic goal:

*Glycemic Goal: _
y Increase prandial dose by 10% or 1-2 units if 2-h postprandial

+  <7% for most patients with T2D: fasting and premeal or next premeal glucose consistently > 140 mg/dL

BG < 110 ma/dL; absence of hypoglycemia
A1C and FBG targets may be adjusted based on patient’s

If hypoglycemia, reduce TDD basal and/eor prandial insulin by:
=BG consistently < 70 mg/dL: 10% - 20%

«  Severe hypoglycemia (requiring assistance from another
person) of BG < 40 mog/dL: 20% - 40%

age, duration of diabetes, presence of comorbidities,

diabetic complications, and hypoglycemia risk
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Conclusiones

No hay dos pacientes diabéticos iguales: individualizacion de
objetivos

En el ambito hospitalario, el manejo de la hiperglucemia tiene
caracteristicas especiales. El ingreso es una oportunidad Unica
para optimizar el tratamiento hipoglicemiante

Mejoramos el prondstico del paciente cuando controlamos la
hiperglucemia

La pauta basal-prandial-correctora es la recomendada por
todas las guias

El tratamiento de los pacientes diabéticos hospitalizados no
debe limitarse a la reduccion de la hiperglucemia a cualquier
precio: evitar las hipoglucemias ha de ser igual de prioritario
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