TRAC NGHIEM

Cau 1: Tang dudng huyét cap tinh bao gom nhitng thé 1am sang nao?

A. Nhiém ceton axit va ting ap luc tham thau

B. Nhiém toan lactic va ha dudng huyét

C. Tang &p luc tham thau va nhiém axit lactic

D. Nhiém ceton axit va ha duong huyét




TRAC NGHIEM

Nhiém ceton axit thuong xay ra &:
A. Dai thao dudng type 1 nhiéu hon type 2
B. Dai th4o duong type 2 nhiéu hon type 1

C. Chi ¢6 & ngudi khdng mac dai thao duong

D. Khong lién quan dén dai thao duong




TRAC NGHIEM

Nhiém ceton axit co dic diém duong huyét:
A. >200 mg/dL
B. >300 mg/dL
C. <100 mg/dL

D. Khong thay doi




TRAC NGHIEM

Tang ap luc tham thau méau do ting duong huyét thuong xay ra & bénh nhan:
A. Dai thao duong type 1
B. Pai thdo duong type 2

C. Khong lién quan dén dai thao duong

D. Ca hai type dai thao duong




TRAC NGHIEM

Dic diém duong huyét trong tang ap luc tham thau mau la:
A. <200 mg/dL

B. >600 mg/dL

C. 300-400 mg/dL

D. Khong lién quan dén mirc duong huyét




TRAC NGHIEM

Bién chirng nghiém trong nhat cua ting ap luc tham thau Ia:
A. Tiéu nhiéu
B. HOn mé

C. Pau bung

D. Ha duong huyét




TRAC NGHIEM

Muc tiéu diéu trj ting duong huyét cap 1a gi?
A. Tang ap luc tham thau
B. Cai thién twéi mau mo, binh thuong hoa glucose va dién giai

C. Gay mat thé ceton

D. Khong can diéu tri




TRAC NGHIEM

Cong thirc tinh anion gap la gi?
A. Nat — (Cl- + HCO3-)
B. Na+ — (K+ - HCO3-)

C. Cl- — (Na+ + HCO3-)

D. HCO3— — (Na+ + Cl-)




TRAC NGHIEM

Khi nao nén dung insulin trong diéu tri nhiém ceton axit?
A. Khi kali huyét thanh > 3,3 mEg/L
B. Khi kali huyét thanh < 3,0 mEq/L

C. Ngay lap tirc khong xét nghiém kali

D. Khong nén dung insulin




TRAC NGHIEM

Diéu gi can tranh khi diéu tri ting duong huyét cap?
A. Bu dich ding cach
B. Dung insulin dang liéu

C. Gay bién chung do diéu tri

D. Stra r61 loan dién giai




CAP CUU TANG
DUONG HUYET

BS MAU NI TA

BS VO NGUYEN THANH BINH
KHOA HOI SUC CAP CUU




MUC TIEU

« Nhan biét va phan biét duoc nhiém Ceton axit, ting ap luc tham thau lién hé dén
dai thao duong.

» Chan doan nhiém Ceton axit va ting ALTT.

* Xt tri c4c thé 1am sang cta ting dudng huyét cap cuu.




TONG QUAN

La tinh trang ting duong huyét cap do mat bl cap tinh xay ra trén bénh nhan
dai thao duong khdng duoc diéu tri tot.

Gom 2 thé 1am sang:

e Nhiém Ceton axit do ting duong huyét (DKA)

e Ting ap luc tham thau mau do tang dudng huyét (HHS)




DInBETIC KETOACIDOS\S (DXA)

LiPOLYSIS Gj
Q (\0/’2\/\/\/\/

«, ! KeTone Bobies
\} Ho)\/\/\/\/ AL&OMN‘IL $ o d,o;‘a\auijnc

"o A A | au
é d \
T e o' B
Ke+one

reduced Ketoue
\a_e_T_o Acto

Osmosis.org



DIABET\C KETOACIDOS\S (DXA)
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DInBETIC KETOACIDOS\S (DKA)
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DIABETIC KETOACIDONS (DXA)
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HYPEROSMOLAR HYPERGLYCEMIC STATE (HHS)

_ ’rp\aSma OSmo\arHug *fYOM dehédrat'lov\
(aLuCoSE
-Po\ar wolecule \

o 'T(owcentmticw\
. Yy dS oolute oh

ég'fh O o
oM 0
oH

OH

wo O

O“zoo
ToTAL BodY o ko
PRATION Q
DeRy ) H’g o
+Mentdl Sratus Wwe ¢

CV\anﬂes ll l
K[ TNCREASED
VRINATION

Osmosis.org



TRIEU CHUNG LAM SANG

« DKA e HHS
*  tiéu nhiéu - thay d6i y thuc
*  khat nudc *  thay d6i tir 10 1n hodc mat phuong

hudng dén hon me, thuong la do mat

tho sau do tang thong khi bu trir )
nudc qua muc

(Kussmault)

hoi thd c6 mui hoa qua ° tang dudng huyét

dau bung, *  tang ap luc tham thau

e budn noén, ndn




BIEU HIEN Bién chirng cap
DKA HHS

Thoi gian khéi phat < 24 gio Trong nhiéu ngay
Yéu to thuc day

Khong di lieu Insuline ( bé lieu hay khong tuan tha)

Nhiém trang (VP/NTT/NT tiéu hda/ nhiém tring huyét)

Nhoi mau ( ndo, mach vanh, mac treo ngoai vi)

Bénh man tinh ( Than , tim)

PTD méi khéi phat




NHIEM CETON AXIT ( DKA)

. Tang duong huyét (>300 mg/dL).

. Nhiém toan chuyén hda (pH <7.3 va bicarbonate <15 mEg/L, anion gap >16).

. CO duodng va ceton trong nudc tiéu.

. Xay ra ¢ ca dai thao duong type 1 > type 2.




TANG AP LUC THAM THAU ( HHS)

. Tang duong huyét > 600 mg/dL (>33.3 mmol/L).

. Thiéu nudc tram trong.

. Khong nhiém ceton.

. Tang &p luc tham thau huyét thanh (>330 mOsm/kg).

. Thay doi tri giac/mé mét.

. Thuong xay ra ¢ dai thao duong type 2.
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CHAN DOAN DKA VA HHS

HHS

Puong huyét > 400 mg/dl

PH mau , >7.3

Ceton mau - Hay +
Ceton ni€u

ALTT mau >320 Osmol/kg




CONG THUC

* Anion Gap = Na+— (Cl—+ HCO3-).

» Ap luc tham thdu mau = néng do natri mau (mmol/L) x 2 + nong do ure

mau (mmol/L) + nong do glucose mau (mmol/L).




CETON NUOC TIEU




CHAN DPOAN PHAN BIET

 Nhiém ceton do nhin doi.
» Nhiém ceton do rugu: tién cin uéng ruou, Bh thap hodc cao < 200mg/dl,

HCO3 >18.

» Nhiém toan Ceton + DH < 200mgdl nén tim cac nguyén nhan khéc : Nhiém axit
lactic, ngd doc Methanol, salicylate,Ethylene Glycol, bénh than man.




MUC TIEU PIEU TRI

Cai thién: Thé tich tuan hoan, tudi mau me.

Binh thwong: Glucose HT, ALTT huyét tuong.

Lam mat thé Ceton: T nudce tiéu Urine, Tir huyét thanh.

Sura chira: Ro1 loan nudce dién giai.

Tim va diéu tri: Cac yéu t6 thic day.

Tranh: Gay bién chimg do diéu tri.




TOAN KETON (DKA)

* Dung dich mudi 0,9% duong tinh mach

« Diéu trj tinh trang ha kali mau

* Insulin duong tinh mach

(mién 1a nong do kali huyét thanh > 3,3 mEq/L [3,3 mmol/L])

DIE M C HiNH « Khoéng khuyén c4o sir dung Bicarbonat thudng quy.
TRONG
PIEU TRI

TANG AP LUC THAM THAU

e Dung dich mudi 0,9% duong tinh mach

« Diéu trj bat ky tinh trang ha kali mau nao

* Insulin duong tinh mach

(mién 1a kali huyét thanh > 3,3 mEq/L [> 3,3 mmol/L])




BU DICH

2 I 4
DIE M C HINH « Diéu tri béng dung dich nuéc mudi sinh 1y 0,9% (drfmg truong);

500-1,000 mL/h trong 2—4 gid dau tién

* Cothé liéu lwong nho hon (500 mL) néu c6 nguy co suy tim ning
I I 2 O N G hon hodc qua tai thé tich.

« Sau gi® dau tién, nén tiép tuc véi toc d6 250 dén 500 mL/gid (

DIE U TRI phu thuéc mach, ha , can bang dich, nong do na+)
L

i
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PIEM CHINH
TRONG
PIEU TRI

Standards of Care in Diabetes—2024

l.V. Fluids

-

Determine hydration status

4 4 v
Severe . . Cardiac
hypovolemia Mild hypovolemia compromise
0.9% NaCl or Hemodynamic
other crystalloid monitoring/
(1.0 L/h) pressors

b,

0.9% NaCl or other crystalloid at a clinically appropriate rate aiming
to replace 50% of the estimated fluid deficit in the first 8-12 h

&

'When glucose reaches <250 mg/dL, add 5% or 10% dextrose to 111&1

0.9% NaCl/crystalloid

In euglycemic DKA (glucose <200 mg/dL and positive BOHB), 5% or
10% dextrose needs to be started alongside 0.9% NaCl/crystalloid

at the start of the insulin treatment



https://diabetesjournals.org/care/issue/47/Supplement_1

INSULIN

e Insulin dugc tiém 0,1-0,15 don vi/kg tiém tinh mach, sau do
truyén 0,1-0,05 don vi/kg/gio. Néu duong huyét khdng giam duoc
75-90 mg/dl trong 1h => ting liéu gap doi/ 1ap lai liéu TTM.

= 4
DIEM CHINH « Nén ngirng insulin cho dén khi kali huyét thanh < 3,3 mEq/L
(< 3,3 mmol/L)
+ => néu ha kali, bl dich + bu kali truée insulin,
T R O N G « Khi glucose trong huyét tuong giam xubéng < 250 mg/dL

= (< 11,1 mmol/L),
DIEU TRI => giam liéu insulin 0.05 don vi/kg/gior + thém Glucose 5%
a => duy tri duong huyét 150-200mg/dL vi DKA va 250-300 véi
HHS
=> tranh phu néo.
« Khi bénh nhan 6n dinh va c6 thé an udng, phac do diéu tri bang
insulin nén-insulin nhanh truéc mdi bita dn s& dugce bat dau.



https://www.msdmanuals.com/vi/professional/r%E1%BB%91i-lo%E1%BA%A1n-n%E1%BB%99i-ti%E1%BA%BFt-v%C3%A0-chuy%E1%BB%83n-h%C3%B3a/%C4%91%C3%A1i-th%C3%A1o-%C4%91%C6%B0%E1%BB%9Dng-v%C3%A0-r%E1%BB%91i-lo%E1%BA%A1n-chuy%E1%BB%83n-h%C3%B3a-carbohydrate/thu%E1%BB%91c-%C4%91i%E1%BB%81u-tr%E1%BB%8B-b%E1%BB%87nh-ti%E1%BB%83u-%C4%91%C6%B0%E1%BB%9Dng#v29299467_vi
https://www.msdmanuals.com/vi/professional/r%E1%BB%91i-lo%E1%BA%A1n-n%E1%BB%99i-ti%E1%BA%BFt-v%C3%A0-chuy%E1%BB%83n-h%C3%B3a/%C4%91%C3%A1i-th%C3%A1o-%C4%91%C6%B0%E1%BB%9Dng-v%C3%A0-r%E1%BB%91i-lo%E1%BA%A1n-chuy%E1%BB%83n-h%C3%B3a-carbohydrate/thu%E1%BB%91c-%C4%91i%E1%BB%81u-tr%E1%BB%8B-b%E1%BB%87nh-ti%E1%BB%83u-%C4%91%C6%B0%E1%BB%9Dng#v29299767_vi

EEEER . ¢ InSTn *
| ' Moderate or
Mild DKA
n ) severe DKA [ RS
— I J
v T v
s.c. insulin i.v. insulin i.v. insulin
v 1 v . v 1
Consider
: . Start
- 0.1 units/kg 0.1 units/kg short-acting| | 5\ it casm
A r . L insulin as i.v. bolus LT
rapid-acting insulin . . short-acting insulin
if there is a delay i .
analog as s.c. bolus . . as fixed-rate i.v.
in setting up the iy g
S insulin infusion
| ) infusion
T , v . b 2
R O N G 0.1 units/kg 0.1 units/kg/h
rapid-acting insulin short-acting insulin
= analog every 1 h or i.v. fixed-rate i.v.
B IE U T RI 0.2 units/kg every 2 h insulin infusion
o

v v v
When glucose reaches <250 mg/dL, reduce short-acting insulin dose
to 0.05 units/kg/h i.v. (or 0.05 units/kg/h or 0.1 units/kg every

2 hs.c.in "mild" DKA)

- , 1

DKA HHS

Keep glucose between 150 and
200 mg/dL until resolution®

Standards of Care in Diabetes—2024

Target glucose to between 200
and 250 mg/dL until resolution*



https://diabetesjournals.org/care/issue/47/Supplement_1

PIEN GIAI

PIEM CHINH

« 20 -30 mEq/gid dbi véi kali huyét thanh < 3,3 mEq/L
TRONG 20 din 30 mEQ,

« 20 dén 30 mEq trong mdi lit dich truyén TM dbi véi kali huyét

thanh tir 3,3 dén 4,9 mEg/L (3,3 va 4,9 mmol/L);

DIEU TRI => Muc tiéu gitr Kali gitr Kali & mrc 4-5 mmol/L
o

« khéng bu khi kali huyét thanh > 5 mEq/L (> 5 mmol/L).

ik
3 Al



PIEM CHINH
TRONG
PIEU TRI

Standards of Care in Diabetes—2024

Potassium

4

[ Establish adequate renal function

(urine output ~0.5 MmL/kKg/h)

+

K* <3.5 mmol/L

- 4

10—20 mmol/L/h
until K= =3.5
mmol/L (faster K+
replacement will
require central
VENOUS acCcess)

K+ = 3.5—5.0 mmol/L

-
Give 10—20 mmol/L
K* in each

liter of i.v. fluid as
needed to keep

serum K+ between
4 and 5 mmol/L

[ kK >5.0 mmoiL ]

-

Start insulin, but
do not give K*;
check serum
K+ every 2 h



https://diabetesjournals.org/care/issue/47/Supplement_1

BICARBONAT

DIEM CHiNH - CO NEN DUNG NAHCO3 KHI TOAN NANG?

TRONG

DIE U TRI . clfélrllﬁgfﬁnf;) (::ZE izlilcarbonate thuwong xuyén vi né c6 thé dan
o

« Néu str dung bicarbonate, chi nén bat dau sir dung néu pH < 7
va chi nén thir ting pH & murc vira phai voi liéu tir 50 dén 100
mEq (50 dén 100 mmol) trong 2 gid, sau d6 do lai pH dong
mach va kali trong huyét thanh.

ey
H Al




PIEU TRI KHAC

« Tim va diéu tri yéu t6 thlc day: Khang sinh néu c6 nhiém tring.

» Bénh noi khoa khac..

« San s6c bénh hén mé: hat dam nhét, dit thong da day néu 6i nhiéu, dat théng tiéu




CHAM SOC BENH NHAN

» Mach huyét ap, nhip thé mdi 30 -60ph

* Nudc tieu/gio

Nhiét do/4 gio

DH: % gi¢ - 1 gioy -2 gio/ 1an ( tly mirc do)

lon d6 2- 4 gid / lan

Toan mau: PH mau, anion gap 2 -4 gio/ 1an téi PH > 7.0

Cac XN khéac: chi 1am khi can




BIEN CHUNG ( KHONG DO BIEU TRI)

« Choang do giam thé tich, bénh ndi khoa ning di kém. ...
» Nhiém acid lactic
e Suy than: trudc than -> tai than

« Tac mach: NMCT, chi , mach mac treo, nio..

» Nhiém tring: phoi, tiéu..




BIEN CHUNG ( DO PIEU TRI)

Phu phoi cap: ( qud tai tuan hodn) thuong giap bénh nhan gia, co bénh suy tim,
suy than

Ha duong huyét

Ha kali méau ( c6 thé 1am ngung tim)

Phu nao ( giam DH nhanh)

Nhiém tring tai ving tiém chich, do dit ong thdng tiéu

T4i nhiém ceton acid: nhiém tring, do ngun truyén insulin sém...




LV. Fluids | Insulin | Potassium
: Moderate or Establish adequate renal function
[ Mild DKA ] [ <evere DKA ] ‘ HHS ’ (urine output ~0.5 mLkg/h)
Determine hydration status -
v Iy + +
[ s.c. insulin i.v. insulin i.v. insulin J [ K* <3.5 mmol/L ]
v p 2 v L 4 - v v
. Consider 10-20 mmol/L/h
Severe . . Cardiac . . Start I
hypovolemia Mild hypovolemia compromiss 0.1 units/kg 0.1 unitskg shortacting| o e e until K* >3.5
. R insulin as i.v. bolus A mmol/L (faster K*
rapid-acting insulin . . short-acting insulin .
if there is a delay . . replacement will
analog as s.c. bolus : . as fixed-rate i.v. ;
v in sgttlng. up the insulin infusion! require central
0.9% NaCl or Hemodynamic I infusion VENous access) 3
other crystalloid monitoring/ v v [ K+ = 3.5-5.0 mmol/L ]
(1.0 L/h) pressors 0.1 units/kg 0.1 units/kg/h I
rapid-acting insulin short-acting insulin . ¥
analog every 1 h or i.v. fixed-rate i.v. Give 10-20 mmol/L
0.2 units/kg every 2 h insulin infusion K*in each
liter of i.v. fluid as
v ¢ ¢ h 4 needed to keep
. . ) . When glucose reaches <250 mg/dL, reduce short-acting insulin dose serum K* between
0.9% NaCl or other crystallqld ata clln.lcally-appropnatg rate aiming to 0.05 units/kg/h i.v. (or 0.05 units/kg/h or 0.1 units/kg every 4 and 5 mmol/L
to replace 50% of the estimated fluid deficit in the first 8-12 h 2 hs.c. in "mild" DKA)

L

{ i

When glucose reaches <250 mg/dL, add 5% or 10% dextrose to the
0.9% NaCl/crystalloid
In euglycemic DKA (glucose <200 mg/dL and positive BOHB), 5% or
10% dextrose needs to be started alongside 0.9% NaCl/crystalloid
at the start of the insulin treatment

DKA

Keep glucose between 150 and
200 mg/dL until resolution*

HHS

Target glucose to between 200
and 250 mg/dL until resolution®

L

< L

[ k 5.0 mmollL ]

Start insulin, but
do not give K*;
check serum
K+every 2 h

Check electrolytes, renal function, venous pH, osmolality, and glucose every 2—4 h until stable. After resolution of DKA or HHS and when patient is able to eat and drink, initiate s.c. multidose insulin
regimen. To transfer from i.v. to maintenance s.c. insulin, continue i.v. insulin infusion for 1-2 h after s.c. insulin. See Fig. 5 for guidance.

t Some have recommended that insulin be withheld until glucose has stopped dropping with fluid
administration alone; see text.

* Definitions of resolution (use clinical judgment and do not delay discharge or level of care if these are
not met):

» DKA: Venous pH >7.3 or bicarbonate >18 mmol/L and plasma/capillary ketones <0.6 mmol/L
> HHS: Calculated serum osmolality falls to <300 mOsm/kg and urine output is >0.5 mL/kg/h and

glucose is <250 mg/dL

150 mg/dL = 8.3 mmol/L

200 mg/dL = 11.0 mmol/L
250 mg/dL = 13.9 mmol/L
300 mg/dL = 16.6 mmol/L

@ Bicarbonate should only be considered if pH is <7.0
@ Phosphate should not be given unless

there is muscle weakness, respiratory

compromise, and a phosphate <1.0 mmol/L




TRAC NGHIEM

Cau 1: Tang dudng huyét cap tinh bao gom nhitng thé 1am sang nao?

A. Nhiém ceton axit va ting ap luc tham thau

B. Nhiém toan lactic va ha dudng huyét

C. Tang &p luc tham thau va nhiém axit lactic

D. Nhiém ceton axit va ha duong huyét




TRAC NGHIEM

Nhiém ceton axit thuong xay ra &:
A. Dai thao dudng type 1 nhiéu hon type 2
B. Dai th4o duong type 2 nhiéu hon type 1

C. Chi ¢6 & ngudi khdng mac dai thao duong

D. Khong lién quan dén dai thao duong




TRAC NGHIEM

Nhiém ceton axit co dic diém duong huyét:
A. >200 mg/dL
B. >300 mg/dL
C. <100 mg/dL

D. Khong thay doi




TRAC NGHIEM

Tang ap luc tham thau méau do ting duong huyét thuong xay ra & bénh nhan:
A. Dai thao duong type 1
B. Pai thdo duong type 2

C. Khong lién quan dén dai thao duong

D. Ca hai type dai thao duong




TRAC NGHIEM

Dic diém duong huyét trong tang ap luc tham thau mau la:
A. <200 mg/dL

B. >600 mg/dL

C. 300-400 mg/dL

D. Khong lién quan dén mirc duong huyét




TRAC NGHIEM

Bién chirng nghiém trong nhat cua ting ap luc tham thau Ia:
A. Tiéu nhiéu
B. HOn mé

C. Pau bung

D. Ha duong huyét




TRAC NGHIEM

Muc tiéu diéu trj ting duong huyét cap 1a gi?
A. Tang ap luc tham thau
B. Cai thién twéi mau mo, binh thuong hoa glucose va dién giai

C. Gay mat thé ceton

D. Khong can diéu tri




TRAC NGHIEM

Cong thirc tinh anion gap la gi?
A. Nat — (Cl- + HCO3-)
B. Na+ — (K+ - HCO3-)

C. Cl- — (Na+ + HCO3-)

D. HCO3— — (Na+ + Cl-)




TRAC NGHIEM

Khi nao nén dung insulin trong diéu tri nhiém ceton axit?
A. Khi kali huyét thanh > 3,3 mEg/L
B. Khi kali huyét thanh < 3,0 mEq/L

C. Ngay lap tirc khong xét nghiém kali

D. Khong nén dung insulin




TRAC NGHIEM

Diéu gi can tranh khi diéu tri ting duong huyét cap?
A. Bu dich ding cach
B. Dung insulin dang liéu

C. Gay bién chung do diéu tri

D. Stra r61 loan dién giai




LV. Fluids | Insulin | Potassium
: Moderate or Establish adequate renal function
[ Mild DKA ] [ <evere DKA ] ‘ HHS ’ (urine output ~0.5 mLkg/h)
Determine hydration status -
v Iy + +
[ s.c. insulin i.v. insulin i.v. insulin J [ K* <3.5 mmol/L ]
v p 2 v L 4 - v v
. Consider 10-20 mmol/L/h
Severe . . Cardiac . . Start I
hypovolemia Mild hypovolemia compromiss 0.1 units/kg 0.1 unitskg shortacting| o e e until K* >3.5
. R insulin as i.v. bolus A mmol/L (faster K*
rapid-acting insulin . . short-acting insulin .
if there is a delay . . replacement will
analog as s.c. bolus : . as fixed-rate i.v. ;
v in sgttlng. up the insulin infusion! require central
0.9% NaCl or Hemodynamic I infusion VENous access) 3
other crystalloid monitoring/ v v [ K+ = 3.5-5.0 mmol/L ]
(1.0 L/h) pressors 0.1 units/kg 0.1 units/kg/h I
rapid-acting insulin short-acting insulin . ¥
analog every 1 h or i.v. fixed-rate i.v. Give 10-20 mmol/L
0.2 units/kg every 2 h insulin infusion K*in each
liter of i.v. fluid as
v ¢ ¢ h 4 needed to keep
. . ) . When glucose reaches <250 mg/dL, reduce short-acting insulin dose serum K* between
0.9% NaCl or other crystallqld ata clln.lcally-appropnatg rate aiming to 0.05 units/kg/h i.v. (or 0.05 units/kg/h or 0.1 units/kg every 4 and 5 mmol/L
to replace 50% of the estimated fluid deficit in the first 8-12 h 2 hs.c. in "mild" DKA)

L

{ i

When glucose reaches <250 mg/dL, add 5% or 10% dextrose to the
0.9% NaCl/crystalloid
In euglycemic DKA (glucose <200 mg/dL and positive BOHB), 5% or
10% dextrose needs to be started alongside 0.9% NaCl/crystalloid
at the start of the insulin treatment

DKA

Keep glucose between 150 and
200 mg/dL until resolution*

HHS

Target glucose to between 200
and 250 mg/dL until resolution®

L

< L

[ k 5.0 mmollL ]

Start insulin, but
do not give K*;
check serum
K+every 2 h

Check electrolytes, renal function, venous pH, osmolality, and glucose every 2—4 h until stable. After resolution of DKA or HHS and when patient is able to eat and drink, initiate s.c. multidose insulin
regimen. To transfer from i.v. to maintenance s.c. insulin, continue i.v. insulin infusion for 1-2 h after s.c. insulin. See Fig. 5 for guidance.

t Some have recommended that insulin be withheld until glucose has stopped dropping with fluid
administration alone; see text.

* Definitions of resolution (use clinical judgment and do not delay discharge or level of care if these are
not met):

» DKA: Venous pH >7.3 or bicarbonate >18 mmol/L and plasma/capillary ketones <0.6 mmol/L
> HHS: Calculated serum osmolality falls to <300 mOsm/kg and urine output is >0.5 mL/kg/h and

glucose is <250 mg/dL

150 mg/dL = 8.3 mmol/L

200 mg/dL = 11.0 mmol/L
250 mg/dL = 13.9 mmol/L
300 mg/dL = 16.6 mmol/L

@ Bicarbonate should only be considered if pH is <7.0
@ Phosphate should not be given unless

there is muscle weakness, respiratory

compromise, and a phosphate <1.0 mmol/L
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