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Between 20-30% 
of UHB patients 
have diabetes

Key intro:

Key Advice on Admission
Check

Check blood glucose (capillary, lab, blood gas) 
in all patients presenting in hospital 

Check capillary ketones in all patients with known 
diabetes 

Key Advice 
for patients on the wards

Encourage self-management where possible

Glucose target of 5-15 mmol/L whilst in hospital

they are likely to 
have increased 

COVID-19 severity

new national guidence and 
practical ajustments to standard 

diabetes care in hospitalised patients

, even if bloods normal
<0.6mmol/L = safe

1.5-2.9 mmol/L = increased risk of DKA
Check capillary ketones in any patient with a blood 
glucose >15mmol/L

Stop
Stop SGLT-2 inhibitor therapy in all unwell patients 
as can cause euglycaemic DKA 
canagliflozoin, dapagliflozin, empagliflozin, sotagliflozin

Stop Metformin, if patient: dehydrated, has raised 
actate or acute kidney injury

Never stop background insulin in patients 
with T1DM or T2DM
Lantus, Semglee, Levemir, Tresiba, Humulin I

Note
Atypical diabetes presentations such as 
euglycaemic DKA can occur spontaneously 
in the setting of COVID19 infection

This manifests as profound ketosis 
(ketones > 3.0 mmol/l) and acidosis 
(pH < 7.3) at normal blood glucose levels 
(<11 mmol/l)

(even as a first presentation and in patients with T2DM)

Treat euglycaemic DKA, DKA and HHS 
as per Trust guidelines
BUT 
give IV fluids at half the normal rate in 
COVID19-suspected or COVID19-positive 
patients due to significant acute lung 
and cardiac problems

Examine the feet in all patients with diabetes 
in particular for 

acute ulceration, infection or ischaemia 

Key Advice 
for patients in critical care

Referrals

including self-glucose testing

Capillary ketones: check in all patients where 
blood glucose > 15mmol/L or if unwell with 
normal blood glucose

Limit the use of VRIII (insulin sliding scale) in 
patients (use exisiting trust guidelines to convert
to subcutaneous insulin)

Insulin pumps: if pateint unable to self-manage, 
start a conventional s/c basal-bolus insulin regimen 
and remove the pump (after s/c insulin administered)

Continuous glucose monitors can be left on, but 
will still need conventional capillary glucose monitoring

For imaging: pumps and monitors can be worn 
during non-magnetic imaging (x-ray/CT), 
but not magnetic imaging (MRI)

Ventilated patients with COVID-19 are highly 
insulin resistant, requiring high rate of insulin 
infusion (>20 U/hr)

There is a paradoxical risk of hypoglycaemia in 
patients nursed prone

IV insulin scales may need rapid escalation

Atypical diabetes presentations such as 
euglycaemic DKA can occur spontaneously 
in the setting of COVID-19 infection, as well as 
patients on SGLT-2 inhibitor therapy
Check capillary ketones in any patient with a blood 
glucose >15mmol/L or unexplained 
metabolic acidosis

VRIII (insulin sliding scales) can be avoided in 
some patients (due to the expected limitations in 
availability of infusion pumps) 
Consider converting to s/c insulin as per 
Trust guidelines and refer to the Diabetes team early

7 day Diabetes Inpatient Support available at all 
4 sites – please refer early for advice
At the QEHB site refer via PICS - Diabetes referral QEHB
At HGS sites refer via Concerto - Diabetes Electronic Referral System

Medications to stop temporarily 
when unwell (DAMN GlucoSe drugs)

Diuretics
ACE inhibitors
NSAIDs

Metformin
GLP1 analogues
SGLT inhibitors

(Resource: https://abcd.care/sites/abcd.care/files/site_uploads/Resources/Position-Papers/SGLT2-inhibitors-ABCD.pdf )


