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Tva problemomraden

* Personer med diabetes som dr inlagda pa sjukhus och har svar
sjukdom eller opereras.

* Personer med diabetes som har svar gastropares
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Conclusions Intensive insulin therapy to maintain

blood glucose at or below 110 mag per deciliter reduces
morbidity and mortality among critically ill patients

in the surgical intensive care unit. (N Engl J Med
2001;345:1359-67.)

= 6.1 mmol/L
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CONCLUSIONS
In this large, international, randomized trial, we found that intensive glucose con-

trol increased mortality among adults in the ICU: a blood glucose target of 180 mg
or less per deciliter resulted in lower mortality than did a target of 81 to 108 mg per
deciliter. (ClinicalTrials.gov number, NCT00220987.)

=10.0 mmol/L
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trol, addressing a number of sys
implementation barriers in hospits
These efforts contributed to a grow
tional movement viewing the m
ment of inpatient hyperglycem



SUMMARY OF
RECOMMENDATIONS

Critically ill patients

Insulin therapy should be initiated for
treatment of persistent hyperglycemia,
starting at a threshold of no greater than
180 mg/dl (10.0 mmol/).

Once insulin therapy has been started,
a glucose range of 140-180 mg/dl
(7.8-10.0 mmol/1) is recommended for
the majority of critically ill patients.
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Critically ill patients

Insulin therapy should be initiated for
treatment of persistent hyperglycemia,
starting at a threshold of no greater than
180 mg/dl (10.0 mmol/).

Once insulin therapy has been started,
a glucose range of 140-180 mgr’q:ll
(7.8-10.0 mmol/1) is recommended for

the majority of critically ill patients.
Intravenous insulin infusions are the

preferred method for achieving and
maintaining glycemic control in criti-
cally ill patients.

I1. Noncritically ill patients
¢ For the majority of noncritically ill pa-

tients treated with insulin, the premeal
BG target should generally be <140

mg/dl (<Z7.8 mmol/l) in conjunction
with random BG walues <180 mg/dl
(<210.0 mmol/1), provided these targets

can be safely achieved.

+ More stringent targets may be appro-

priate in stable patients with previous
tight glycemic control.

- Less stringent targets may be appropri-

ate in terminally ill patients or in pa-
tients with severe comorbidities.

 Scheduled subcutaneous administra-

tion of insulin, with basal, nutritional,
and correction components, is the pre-
ferred method for achieving and main-
taining glucose control.



Insulinbehandling vid total parenteral
nutrition

* TPN ger insulinresistens.

* Min egen tumregel: Hos en patient med diabetes typ 1 okar
insulinbehovet 40 % vid overgang till TPN.

* Strava efter kontinuerlig infusion 24 h.
* Vid total fasta enbart basinsulin (glargin).

* Om maltider tillagg av maltidsinsulin.



Battre 1 tarmen an 1 armen



Man fodd 1954

* Diabetes typ 1 sedan 1985, c-peptid neg, GAD-ak pos

* Alkoholoverkonsumtion genom aren, fortfarande kontakt med
beroendecentrum. Roker.

* Fore ar 2013 insulin Lantus 10-14 E/dygn, 4-6 Novo Rapid x 3

* HbAlc >90 mmol/mol eller motsvarande % 1 manga ar, preproliferativ
retinopati, manifest nefropati. Underbensamputerad 2012 va och 2013
ho p.g.a kritisk 1schemi1 och infekterade sar.



Man fodd 1954

* Perifer neuropati 1 manga ar

* Gastropares med starkt nedsatt magsackstomning, periodvis
vattentunn diarre, dven nattetid. Illamdende vid maltid, uppstotningar.

* Vikt 66 kg 2008, minskar till 40 kg 2013, far bara 1 s1g grot och
enstaka naringsdrycker.

* Flera hypoglykemier trots HbA1lc 95 mmol/mol jan 2013.



Man fodd 1954

* Nasogastrisk sond sattes november 2013.

* Far sedan dess Isosource Mix (baserad pa vanlig mat) 1500 mL/dygn
= 1650 kcal

* Sedan nov 2014 PEG (perkutan endoskopisk gastrostomi)

* Kontinuerlig tillforsel med nutritionspump 74 mL/tim, uppehall 23.00
—02.00

e Ater mindre maltider under dagen.
* HbAlc april 2013 68 mmol/mol, december 2016 60 mmol/mol



Man fodd 1954

* Inga problem med hypoglykemier
* Vikt december 2016 64 kg, gott allméantillstand
* Insulin Lantus 8 E/dygn, insulin Novo Rapid 2 E vb



Nyckelbudskap




Nyckelbudskap

Sprid ut
naringstillforseln over
sa manga timmar det
gar och basera
behandlingen pa
basinsulin subkutant.
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Nyckelbudskap

Var inte radd for att
anvanda enteral
nutrition vid uttalad
gastropares




