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Crisis Hiperglucémicas: Estado Hiperosmolar Hiperglucémico.
Revision Bibliografica

Figura 1. Pathophysiology of hyperosmolar hyperglycemic state
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Fuente: Bereda G. Hyperosmolar Hyperglycemic State: Background, Precipitating Factors, Pathophysiology
and Management. International Journal of Diabetes & Its Complications. In J Dia It Compl (2022) 1:101.
Doi.org/10.47378/1JDIC/2022.1.101
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Tabla 1: Criterios para el diagndstico del estado hiperglucémico hiperosmolar

Criterio ADA UK

Afio de publicacion 2009 2015
Concentracion de  glucosa | 45 5, 600 mg/dL >30 0 > 600 mg/dL
plasmética mmol/L

pH >7,30 >7,30
Concentracion de Bicarbonato > 18 > 15

mmol/L

Anién gap Na'-(Cl" + HC03) NA NA

Acetoacetato urinario (reaccion . . "

del nitroprusiato) Negativo o bajo positivo NA
B-hidroxibutirato sanguineo | <3

mmol/L

Osmolaridad mmol/L > 320 =320
Presentacion Estupor o coma Deshidratacién severa y malestar

ADA-American Diabetes Association, NA-not included guideline document.

Updated to >15 mmol/L in 2016 updated review cited 2019 ADA guideline

ADA guideline calculates effective plasma osmolality 2 x Na + glucose (mmol/L) or 2 x Na + glucose
(mg/dL)/18.

UK guideline calculates osmolality using equations 2 x Na + glucose (mmol/L) + blood urea nitrogen
(mmol/L) or 2 x Na + glucose (mg/dL) / 18 + blood urea nitrogen (mg/dL) / 2.8

Fuente: Bereda G. Hyperosmolar Hyperglycemic State: Background, Precipitating Factors, Pathophysiology
and Management. International Journal of Diabetes & Its Complications. In J Dia It Compl (2022) 1:101.
Doi.org/10.47378/1JDIC/2022.1.101
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Tabla 2. Escala PDH (Modelo 1: AHA-SCI)

Variable Puntuacién

Taquicardia (>100 Ipm)

Ausente 0

Presente 1

Hipotension (PAS < 90

mmHg)
0

Ausente 1

Presente

Anemia (HB < 10gr)

Ausente 0

Presente 1

Coma (ECG < 8)

Ausente 0

Presente 1

Antecedentes de

cancer 0

Ausente 1

Presente

Infeccion

Ausente 0

Presente 2

Total 0 — 7 puntos
Riesgo/Mortalidad/Ingre

Interpretacién so

A. 0 -2 puntos Bajo 0% Sala General

B. 3 puntos Intermedio 25,5%

C. 2 4 puntos UCI, sala general
Alto 59,5% UCI

Fuente: Huang CC, Kuo SC, Chien TW, Lin HJ, Guo HR, Chen WL, Chen JH, Chang SH, Su SB. Predicting
the hyperglycemic crisis death (PHD) score: a new decision rule for emergency and critical care. American
Journal of Emergency Medicine. 2013;31(5):830-4.
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Figura 1. Manejo de CAD y HHS

Complete initial evaluation. Check capillary glucose level and serumfurine
ketones to confirm hyperalycemia and ketonemia/ketonuria. Obtain blood
for metabalic profile. Start |V fluids: 1.0 L of 0.9% saline per hour.

W fluids Potassium Regular insulin Bicarbonate
Determine hydration status Establish adequate renal function (urine + I
‘ output approximately SO ml. per hour) ¥ route (DKA and HHS) v route {DKA and HHS) pH=69 pH=68
' v
Severe hypovolemia Wil dehydraion Cardiogenicshock 0.1 units regular insulin per 0.14 units regular insulin 100 mmal bicarbanate in Na bicarbonate
S - kg body weight as IV balus per kg body weight per hour 400 mL water + 20 mEqg
Potassium level Fatassium level S, ootassiam chioride:
i i as continuaus IV infust assium chloride;
Administer Evaluate corrected Hemodynaric T s oer 2 pours
059 eal i . ! 0.1 units regular insulin
6 saline serum soium leve monitoring/ ) _ pur kg body wight pes hour
(1.0 per haur) pressors Hold insulin and give Do not give potassium; P continuous IV infLsion Repeat every 2 hours
20 10 30 mEq potassium check serum potassiur untl pH = 7. monitor
per hour until potassium level every 2 haurs v
>33
i evel > 3.3 mEq per L If serum glucose level doss not decrease by at least 10%

in first hour, give 0.14 units regular insulin per kg body

High Normat Low
Potassium level = 3.3 10 5.2 mEq per L weight as IV bolus, then continue previous regimen
Give 20 to 30 mEq l l
0.45% saline (250 to 0.9% saline (250 to potassium per L of IV fluid
500 mL per hour) 500 mL per hour) 10 keep serum potassium HHs DKA
depending on depending on evel at 4 10 5 mEq per L When serum glucase level reaches When serum glucose level reaches 200 mg per
hydration status hydration status 300 mg per dL {16.7 mmol per L}, dL{11.1 mmol per L), reduce IV regular insulin
reduce IV regular insulin infusion to 0.05 units per kg body v

0.02 16 0.05 units per kg body weight per hour, of give rapid-acting insulin
per hour. Keep serum se level at per kg body weight subcutanecusly every 2 hours.
200 to 300 mg per dL (1.1 to 16.7 Keep serum glucose level 2t 150 to 200 mg per dL
When serum glucose level reaches mimol per L) until patient is alert. (8.3 10 1.1 mmal per L) until DKA resolves.

200 mg per dl (DKA) or 300 mg per dL
(HHS), switch to dextrase with 0.45% ‘
saline at 150 to 250 mL per hour

@) Check venous pH and electralyte, blood urea nitragen, o
G0t @ every 2 10 4 hours unti stable. When DKA or HHS resolves and
initiate subcutaneaus multidese insulin regimen. Ta transfer from I¥ ta subcutaneous
insulin, continue ¥ infusion for 1 to 2 hours after beginning subcutanecus insulin
16 ensure adequate plasma insulin levels. n ins e patier
units per kg body weight per day, then adjust as needed. Look

edpitating cause

Fuente: Kitabchi AE, Umpierrez GE, Miles JM, Fisher JN. Crisis hiperglucémicas en pacientes adultos
diabetes. Cuidado de la diabetes. 2009;32(7):1339.

Revista Ocronos. ISSN n° 2603-8358 - Deposito legal: CA-27-2019
Editorial Cientifico-Técnica Ocronos ocronos.com

con



