/DRAVLIENJE SB

Doc.dr. Drazenka Pongrac Barlovic, dr.med.
drazenka.pongrac@gmail.com

KO za endokrinologijo, diabetes in presnovne bolezni, UKC Ljubljana
Katedra za interno medicino, MF Ljubljana

2018



PRIMER 1

 Gospod, star 55 let

* Arterijska hipertenzija

* Glukoza na tesce 6,3 mmol/I SB
* OGTT: e Ponovni OGTT:
* 0:6,2 mmol/l —— |* 0:7,1 mmol/l
e 120°:11.8 mmol/I
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e ,NE, TABLETE PA ZE NE...”

e ,CE VZAMEM TABLETE, JIH BOM MORAL
JEMATI DO KONCA ZIVLJENJA, A NE?“







HbAlc 7.4%,

Glukoza na tesce: 9,8 mmol/I




HbAlc 7.4%,

Glukoza na tesce: 9,8 mmol/I|

A. nefarmakolosko zdravljenje, kontrola ez 1 mesec

B. nefarmakolosko zdravljenje, kontrola ¢ez 3 mesece

C. nefarmakolosko zdravljenje, kontrola ¢ez pol leta

D. nefarmakolosko zdravljenje + metformin, kontrola ¢ez 3 mesece

E. nefarmakolosko zdravljenje + novejsi antihiperglikemik, kontrola ¢ez 3 mesece



UVEDBA ZDRAVLIJENJA-
zivljenjski slog ali zivljenjski slog+metformin?

GLUCOSE-LOWERING MEDICATION IN TYPE 2 DIABETES: OVERALL APPROACH

FIRST-LINE THERAPY IS METFORMIN AND COMPREHENSIVE LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVITY)
IF HbA, ABOVE TARGET PROCEED AS BELOW

: : J’ - - — ‘"‘ Metformin remains the preferred option
Prizadevanja po optimalizaciji Zivljenjskega sloga naj ne bodo razl{ for initiating glucose-lowering medica-

odlasanje uvajanja farmakoloskega zdravljenja. tion i -2 s.and should be
Navadno uvedemo farmakoloZko zdravljenje hkrati z nefarmakold~added to lifestyle measuresin newly
diagnoSed patrents. 1his recommenda-

in ga nato prilagodimo glede na uspesnost nefarmakoloskega zdrd tion is based on the efficacy, safety,

tolerability, low cost, and extensive
clinical experience with this medication.
Results from a substudy of UKPDS (n =
SLO smernice za zdravljenje SB 2, www.endodiab.si 34.2) showed b?neﬁts Of_l n_ltlal treatment
ADA/EASD consensus, Diabetologia 2018 with meti)rmm Ondmlcalw
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NEFARMAKOLOSKO ZDRAVLJENJE

BMI 28 kg/m2;
HbAlc 7,8%




NEFARMAKOLOSKO ZDRAVLJENJE

BMI 28 kg/m2;
HbAlc 7,8%




NEFARMAKOLOSKO ZDRAVLJENJE

BMI 30 kg/m2;
HbAlc 8,1%

BMI 28 kg/m2;
HbAlc 7,3%




MIT: UCINKI HIPERGLIKEMIJE SO VIDNI SELE CEZ DALIJSI CAS,
ZATO SE Z ZDRAVLJENJEM NIKAMOR NE MUDI

F >
METABOLICNI SPOMIN

Holman R et al, NEJM 2008



MIT: UCINKI HIPERGLIKEMIJE SO VIDNI SELE CEZ DALIJSI CAS,
ZATO SE Z ZDRAVLJENJEM NIKAMOR NE MUDI
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Pantalone K et al, Diabetes Care 2018



HbAlc

6,0%
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MIT:
POJAV KRONICNIH ZAPLETOV JE ALARM ZA INTENZIVNEJSE ZDRAVLJENJE
SLADKORNE BOLEZNI

* Ciljni HbA1lc za bolnike s SZ boleznimi: ¢ y
* Ciljni HbAlc za bolnike s KLB: 7%

* Ciljni HbAlc za starejse, polimorbidne k
7-8%
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OSNOVNA NACELA

Vsak bolnik naj ima dolocene cilje glikemije, ki se jih drzimo
Vsi v timu

Nefarmakoloski ukrepi so velikokrat tezki in obremenjujoci

Nefarmakoloski ukrepi so lahko zelo uspesni, a najveckrat
niso dolgorocni

Praviloma pricnemo hkrati z nefarmakoloskimi ukrepi tudi s
farmakoloskimi



 CILJ

GLIKIRAN HEMOGLOBIN
HbA1,

pod 7%

mlajsi, novoodkriti: pod 6.5%
starejsi, fragilni: 7-8,5%
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HbA1lc ne zadosca...
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MIT: vsi bolniki s SB umirajo hitreje

A Excess Mortality in Relation to Range of Risk-Factor Control B Excess Acute Myocardial Infarction in Relation to Range of
Hazard Ratio (95% Cl) Risk-Factor Control Hazard Ratio (95% Cl)
Control ‘ Control .
=80 yr Reference =80 yr ¢ Reference
>65 to <80 yr Reference =65 to <80 yr < Reference
=55 to <65 yr & Reference =55 to <65 yr & Reference
<55yr [ Reference <55yr @ Reference
No risk factors ' No risk factors '
=80 yr 0.99 (0.84-1.17) =80 yr —— 0.72 (0.49-1.07)
=65 to <80 yr 1.01 (0.92-1.12) 265 to <80 yr ®. 0.80 (0.69-0.93) . g .
=55 to <65 yr P 1.15 (1.00-1.34) =55 to <65 yr & 0.93 (0.73-1.18) DEJavnlkl tvega nja:
<55yr - - 1.29 (0.94-1.77) <55yr & 0.91 (0.62-1.35)
1 Risk factor - 1 Risk factor -
=80 yr < 0.94 (0.833-1.00) =80 yr » 1.05 (0.93-1.19)
265 to <80 yr * 1.05 (1.02-1.09) 265 to <80 yr & 1.05 (0.97-1.14) - ’[‘ HbA1lc
=55 to <65 yr ‘ & 1.23 (1.16-1.31) =55 to <65 yr L 4 1.14 (1.04-1.25)
<55 yr L - 1.56 (1.34-1.31) <55 yr L) 1.46 (1.26-1.69) - ’[\ RR
2 Risk factors ' 2 Risk factors H
=80 yr & 0.99 (0.94-1.04) =80 yr R S 1.38 (1.27-1.49) - M LDL-holesterol
265 to <80 yr & 1.17 (1.13-1.20) 265 to <80 yr Y 1.44 (1.39-1.50) ; o
=255 to <65 yr X 1.32 (1.27-1.38) 255 to <65 yr R 1.54 (1.44-1.65) - a|bum|nur”a
<55 yr R 1.68 (1.56-1.80) <55yr ' o 2.08 (1.90-2.27)
3 Risk factors ! 3 Risk factors ' - kaje nje
=80 yr & 1.13 (1.06-1.21) >80 yr S 1.78 (1.60-1.98)
=65 to <80 yr R 1.46 (1.42-1.50) 265 to <80 yr . <& 2.11 (2.02-2.20)
255 to <65 yr K 1.63 (1.55-1.71) >55 to <65 yr ‘ o 2.16 (2.02-2.31)
<55yr - & 221 (2.05-2.37) <55 yr : & 3.02 (2.80-3.27)
4 Risk factors ] 4 Risk factors H
=80 yr '@ 1.47 (1.28-1.70) >80 yr ' —e— 2.32 (1.78-3.01)
=65 to <80 yr . * 2.10 (1.96-2.26) =65 to <80 yr | L 3 2.87 (2.62-3.14)
255 to <65 yr ' \/ 2.53 (2.37-2.70) >55 to <65 yr : & 3.32 (3.02-3.66)
<55 yr - * 2.80 (2.51-3.13) <55 yr : <+ 456 (4.01-5.18)
5 Risk factors | 5 Risk factors '
=80 yr i 1.39 (0.51-3.30) >80 yr \ ————— 319(1.23-828)
=65 to <80 yr - - 3.10 (2.53-3.80) 265 to <80 yr ] —— 460 (3.37-6.29)
55 to <65 yr : - 3.88 (3.07-4.92) 55 to <65 yr : —- 4.84 (3.78-6.21)
<55 yr : —— 499 (3.43-7.27) <55yr - —&— 7.69 (5.02-11.77)
T T T T T T T LA
1 2 3 4 6 8 1 2 34 6810

Rawshani A, NEJM 2018



SB2 in PREZIVETJE

JA Death from Any Cause

/ All Patients
moking

Patients without Coexisting
Conditions at Baseline

Smoking ®
Physical activity Physical activity o
Marital status Marital status ®
Glycated hemoglobin Glycated hemoglobin ©
ipid-lowering medication Estimated GFR ®
W Lipid-lowering medication o
Body-mass in = Body-mass index o
Income L Income o]
Heart failure ° Albuminuria )
Coronary heart disease o Education o
Systolic blood pressure o Systolic blood pressure o]
Albuminuria o Immigrant o
Education o Duration of diabetes ¢}
Duration of diabetes o LDL cholesterol [ ]
Immigrant o Diastolic blood pressure 1}
LDL cholesterol 0] Blood-pressure medication @
Diastolic blood pressure @
Blood-pressure medication @
T T T 1 R2 T T T T 1 R?
0.000 0.005 0.010 0.015 0.020 0.000 0.005 0.010 0.015 0.020 0.025
Increasing Importance Increasing Importance

Rawshani A, NEJM 2018



KATERO ZDRAVILO?
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ANTIHIPERGLIKEMIKI - PRIJEMALISCE




ANTIHIPERGLIKEMIKI - PRIJEMALISCE

metformin

sulfonilsecnina
GLP-1 agonist
DPP-4 inhibitor

SGLT2 inhibitor

akarboza




Zakaj je metformin

zelo ucinkovito znizanje HbAlc

majhno tveganje za hipoglikemijo

ni povezan z vecanjem telesne teze

lahko zniza LDL-holestol in TG

malo stranskih ucinkov (pretezno gastrointestinalni)

PAZI: oGF: nad 30 ml/min/1,73m2, brez pomembne jetrne okvare



ALGORITEM 1: ZDRAVLJENJE SLADKORNE BOLEZNI TIPA 2

HbAlc >9 % in
HbAlc <7 % HbAlc7-9% HbAlc>9 % izraziti simptomi
Nefarmakolosko Nefarmakolosko Nefarmakolosko Nefarmakolosko

| +

HbAlc>7%

SLO smernice 2016



GLUCOSE-LOWERING MEDICATION IN TYPE 2 DIABETES: OVERALL APPROACH

FIRST-LINE THERAPY IS METFORMIN AND COMPREHENSIVE LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVITY)

IF HbA, ABOVE TARGET PROCEED AS BELOW

4

#

TO AVOID
CLINICAL INERTIA
REASSESS AND

MODIFY TREATMENT
REGULARLY
(36 MONTHS)

COMPELLING NEED TO MINIMIZE WEIGHT
PREFERABLY COMPELLING NEED TO MINIMIZE HYPOGLYCEMIA GAIN OR PROMOTE WEIGHT LOSS COST IS A MAJOR ISSUE™-"
SGLIZi with evidence of reducing ETHER/
SGLT2i with HF and/or CKD progressioa in GLP-1 RA with or
GLP-1 RA proven CVD CVOTs it oGFR adequate® DPP-4i GLP-1RA S6UI27 r gaod effi seirzit s 0
with proven benefit’, E----------0R -----=--- for weightwlz'
CVD benefit if eGFR If SGLIZi not tolerated or
adequate’ contraindicated or if ¢GFR less ~ ~+
than adequate’ add GLP-1 RA [ ] [ ] [ ] [ ] If HbA, above target If HbA,_ above target
with proven CVD benefit’ \P [ * ] [ * *
D E.P-I RA ssuz?
If HbA_ above target If HbA,_above target S6LT2° SGLTZ¢ OR OoRr GLP-1 RA with
[ ] [ ] OR OR DPP-b4i DPP-&i SGLTZI goad efficacy ral s
* * TZD 120 OR OoRrR for weight loss"
If further intensification is required or « Avoid TZD in the setting of HF 120 GLP-1RA
patient is now unable to tolerate .
GLP-1 RA andior S6LT2i, choose Choose .q"‘u de.monslntmg CVsafety: * * i * * * * *
agents demonstrating CV safety: - :;ls::v'::dclsg the oher clase ( If HbA,_above target ] | 4: HbA,_ above h’:l, ] | ; HbA, above up:b
+ Consider adding the other class N g N
- - DPP-4i {not saxagliptin} in the s=tting
(sa:: ':i' STz with proven of HF (if not on GLP-1 RA) [ Continue with addition of other 2gents as outlined above ] If triple therapy required or SGLTZi « Insulin therapy basal insulin with
. gp _“'?’ t © om GLP-1 RA - Basalinsulin® R andlor GLP-1 RA pot tolerated or lowest acquisition cost
11 ot on BLE= - SU contraindicated use regimen with oR
; Basalinsuliet ( It HbA,, above target ) lowest risk of weight gain - Consider DPP-&i OR SGLTZi with
: ;ﬁ? PREFERABLY lowest acquisition cost™
Consider the additior of SU* OR basal insulin: DPP-4i (if nat on GLP-1 RA)
+ Choose later generation SU with lower risk of Aypeglycemia based on weight neutrality
+ Consider basal insulin with lower risk of hypoglycemia’ *

1 Pm'n CVD benefit means it has Inbol mdluﬂlm of reducing CVD events, For GLP-1 RA strengest
for Liragl release. For SGLT2i evidence medestly

stronger for ulpaw'lam > camgllﬂnxln

2. Be aware that SGLTZI vary by region and individual ageat with regard lo indicaled level of eGFR
for initiation and continued use

3. Both empagliflezin and glifl
progression in CVOTs

4. Degludec or U100 glargine have demonstrated CVD safety

in have shown in HF and red in CKD

5. Low dose may be better tolerated though less well stadied for CVD effects

6. Choose later generatien SU with Lower risk of hypoglycemia

7. Degludec / glargine L300 < glargine U100 / detemir < NPH insulin

8. Semaglutide > Lraglulide > dulaglutide > exenatide ~ Lxsenatide

9. If no specific comardedities {i.2, no established CVD, low risk of hypeglycemia. and lowsr
prierity to avoid weight gain or no weight-related comerbidities)

10.Consider counlry- and region-specific cost of drugs. la some countries, TZDs relatively mors
expensive and DPP-&i relatively cheaper

If DPP-&i not tolerated or
contraindicatec or patient already on
GLP-1 RA. cawtious addition of:

+ SU* - TZD° - Basalinsulin

ADA/EASD consensus, Diabetologia 2018




INTENSIFYING TO INJECTABLE THERAPIES

INITIATION FOR SLP-1 RA
« Indiate startiog dose [rarhes acss chass|

s

GLP-1 R « Basal insulin

——

TITRATION FOR GLP-1 RA
« Geatual Biratior 1e maistenance
ose (varies acress class)

INITIATION FOR BASAL
St 1010 & Cay OR6.7-0.2 IWkg 2 day

Consider GLP-1 RA in mest priar ts issulin'
Consider. « INITIATION « TITRATION

Consie jeauin 2 frst njsctabi i
« B, vary g »57 mevotine 1141

1

{ If shove HEA,_ target ]

waght loss, polyura, palydipsia,
WY upgest inusin tefickncy
+ Weype | Gabetes is 2 pessivility

If already on 6LP-1 Rh er #
GLP-1 RA ol appropriate
OR mslin preferreé

TITRATION FOR BASAL

« Patient s2if titration is mere effective

~ S Fs target fa commlates o BB target

* Chaese evidence-ased Sratior
algorithem, i.e., ncrease 2 uaits every
 ays to reach FPG target without
hypaglycemia

« Far hypoghycerria determire cause. if o
chaar reson kwer dasa by 10-20%

INITIATION FOR PRANDIAL
« AW aduyor 1% ol basal dese

« INHMA, <6 merosimel [6%) comiter
Iawering the tota dose by § U day er
10% o basal cese

TITRATION FOR PRANDIAL

* bhesmase dese by 1-2War 10-15%
Iwice weeky

« For bypegycemia determine cause, it
10 clew reasen lowes corresponding
€ose by 10-20%

« Sgwive additon of prandial insulin
every Imonths if b4, > target
15 associated with lower ik of
bypaglycerria and inceeases patient
satisfactien compared with inmadiate

Add basal imsulin
Consider: « INITITION « TITRATION

5

Far patient an GLP-1 RA
ad basal insulin
Consider FRC of 6LP-1 3A and
Irauti ODegia o« Glarlisi)

Bul nate max cose of insulinin the FACs :

INTIATION
+ Ifon GLA-1 RA use 10-16 dase steps.
(iDagLia) o 10-15 units (iGlartizd

—
—

TITRATION
« Titrate to FPG target anc telerabillty

It atove HbA, target
Desple adsautely Straled basalinsuin O soce
basal dese » £7-10 Wikg OR 776 at target

I abve HBA target
Aditonal basslivavlin e
additonal prancial nsalia

Md prantial insulin
sually cne dese with e Largest meal or
meal with grealest P20 excurvien
Consider:

INITIATION OF STEPWISE PRANDIAL

Introductien of full basal-dlus regmen

W absve HBA, target

Stepwise atditicaal injections of prandial nsulin
{ie. two, thes three adeitianal injectives]
Cansider: + INITIATION + TITRATION

d

INITAATION FOR PRAMDIAL

¥ abave HbA_ target

insalinregimen - |
g .

INTIATION
« Ininsuin-naive patients 10-1210
03y
* I on eisting insuin regimen wually
i te unit 3t the same latal inslin
s bast iy regune adestment to
incividial nees

TITRATION
« Indwicual dese acjussment degends
o0 type ol dighase insulin
+ Mare comales f en three limes.
daly egmen

-— J

GLP-1

GLP-1

+
basal

insulin

ADA/EASD consensus, Diabetologia 2018




PERORALNO ZDRAVLJENJE

METFORMIN
(1,5-2%)
gllkla2|q (Dla.p.rel MR, Gliclada) gllbenkla.mld repaglinid
glimepirid (Amaryl) (Daonil, (Novonorm)
glipizid GITS (Glucotrol XL) Glucovance)
ZAVIRALCI
o-GLUKOZIDAZE akarboza (Glucobay)
(0,5-0,8%)
sitagliptin (Januvija) Janumet
DPP-4 INHIBITORJI vildagliptin (Galvus) Eucreas
(0,5-0,8%) saksagliptin (Onglyza) Komboglyze
linagliptin (Trajenta) Jentadueto
SGLT2 INHIBITORIJI dapagliflozin (Forxiga) Xigduo
(0,5-0,8%) empagliflozin (Jardiance) Synjardy




NEINSULINSKA INJEKCIJSKA TERAPIJA

GLP-1 AGONISTI Eksenatid Liraglutid Eksenatid LAR
(0,5-1%) (Byetta) (Victoza) (Bydureon)
Liksisenatid Dulaglutid
(Lyxumia) (Trulicity)
Kombinacija GLP-1 liraglutid in degludek
AGONISTA in (Xultophy)
dolgodelujocega glargin in liksisenatid
INSULINA (Suliqua)




INSULINSKO ZDRAVLIJENJE

ULTRA KRATKI SREDNJE DOLGI ULTRA
KRATKI DOLGI DOLGI
NovoRapid | Actrapid Insulatard Levemir Tresiba

Humalog | Humulin R | Humulin N Abasaglar

Apidra Insuman Lantus
Toujeo(U300)

INSULINSKE MESANICE
NovoMix 30 Humalog Mix 25

NovoMix 50 Humalog Mix 50




SAMOKONTROLA: priporocila

1. Samokontrola je smiselna le, ce imajo bolnik in
zdravstveni strokovnjak znanje, vescine in pripravljenost
ter Ce sta meritev in ukrep vklju¢ena v nacrt kako doseci

cilje zdravljenja.

ni na voljo ustrezne edukacije (za meritev in
ukrep)
ne obstaja moznost prilagoditve zivljenjskega

aTTre sloga oz. terapije
lahko razumer svojooe .

zdravljenje, v dogovoru z zdravstvenim timom




SAMOKONTROLA, SAMOVODENIJE

PRED PO PRED PO PRED PO PRED
DATUM | ZAJTRKOM | ZAJTRKU | KOSILOM | KOSILU | VECERIO | VECERJI |SPANJEM | 2-4H ZAJTRK | KOSILO | VECERIA | 21-23h OPOMBE

/\>

- sum na hipoglikemije

najpogostejse meritve

@
@
@,




PARNE MERITVE

PRED PO PRED PO PBED EO PRED 5
DATUM | ZAJTRKOM | ZAJTRKU | KOSILOM | KOSILU | VECERJO | VECERJI | SPANJEM | 2-4H ZAJTRK | KOSILO | VECERJA | 21-23h OPOMBE
)
)
NN
NS




KONTROLE “ZA ZDRAVNIKA”

PRED PO PRED
DATUM | ZAJTRKOM | ZAJTRKU | KOSILOM

PO
KOSILU

PRED
VECERIO

PO
VECERJI

PRED
SPANJEM

2-4H

ZAJTRK

KOSILO

VECERJIA

21-23h

OPOMBE

\

DATUM KONTROLE




KONTROLE “ZA ZDRAVNIKA”

PRED PO PRED PO PRED PO PRED
DATUM | ZAJTRKOM | ZAJTRKU | KOSILOM | KOSILU | VECERJO | VECERII |SPANJEM | 2-4H ZAJTRK | KOSILO | VECERIA | 21-23h OPOMBE

Hipoglikemije

Vzorec

L
\ Hiperglikemije |—'|UKRE|:YP
DATUM KONTROLE




PRIMER:

Petek popoldne
Gospod, star 62 let
Slabse vidi, zelo utrujen, zejen, pogosto odvaja sec

Izsusen, ITM 31 kg/m2, RR 155/95 mmHg, afebrilen

Glukoza v krvi 18 mmol/L
Urin: glukoza 3+, proteini O, ketoni 2+

Ukrepi?



HIPOGLIKEMIJE?




PRIMER: bolnica, 67 let

ReferencCna sestra posilja zaradi slabo urejene sladkorne bolezni.
Ima Se AH, koronarno bolezen.

HbA1c 9,7%, glukoza 17.6 mmol/I
TV 165cm, TT 79 kg, ITM 29

Brez kronicnih zapletov. Trajanje SB: 4 leta

Zdravljenje: najprej nefarmakolosko,

nato metformin — kovinski okus v ustih; ukinjen

nato glipizid — povisanje teze za 3 kg v 1 mesecu; ukinjen
sedaj akarboza — meteorizem.

Insulin — “raje umrem, kot da bi se Spikala”.




HbAlc 9,7%, glukoza 17.6 mmol/I
TV 165cm, TT 79 kg, ITM 29

Metformin 2x500 mg, gliklazid MR 30 mg

glukoza po zajtrku 10.1 mmol/I,
TT 78 kg

0+2 tedna

Metformin 2x500 mg

HbAlc 7,8%, glukoza 8.0 mmol/I
na tesce, TT 75 kg

0+2 mes

Metformin 500+1000 mg




(0)
0+4 mes HbAlc 6,7%, glukoza 5,5 mmol/|
TT 75 kg

Metformin 500 +1000 mg




Zenska, 83 let

Srcno popuscanje
Arterijska hipertenzija

Zdravnica me je poslala, da

uvedete insulin, da bo cuval
ledvice!

Glukoza pp. 10,2, HbA1c 8,0%
Th. hiperglikemije: Glurenorm v max odmerku



Zenska, 55 let

* Cadojke
 Meta glave
* Hydrocortison 100 mg i.v.



LIST SLADKORNEGA BOLNIKA

Zajtrk 5,4 0

Kosilo 16,4  NovoRapid 10E

Vecerja 8,9 NovoRapid

Zaitrk 5.1

INSULIN DELA NAPRE)

IN NE NAZA)J!

*3,1 Sladek ¢aj, kruh

Zajtrk Diabetolog!!!

Kosilo



Moski, 76 let

* Ca prostate

* Meta kosti,
pljuca,
glava

* Medrol 60
mg p.o.

5 dni v tednu,
na 3 tedne

LIST SLADKORNEGA BOLNIKA

Zajtrk 12,4 NovoRapid 10E
Kosilo 19,5 NovoRapid 18E
Veclerja 9,7 NovoRapid 6E
Zajtrk 14,2 NovoRapid 14E
Kosilo 14,5 NovoRapid 14E
VeCerja 12,1 NovoRapid 8E
Zajtrk 13,4 Diabetolog!!!

Kosilo



vl :
IVI OS kl, 76 |et Zajtrk 12,4 NovoRapid 10E

° Ca prostate Kosilo 19,5 NovoRapid 18E

 Meta kOSti, Velerja 9,7 NovoRapid 6E
pljuca,
Zajtrk 14,2 NovoRapid 14E
glava
° Med rOI 60 Kosilo 14,5  NovoRapid 14E
mg p.O. VecCerja 12,1  NovoRapid 8E
5 dni v tednu, Ob22h 6,5
Nna 3 ted ne Zajtrk 13,4  Diabetolog!!!

Kosilo



LIST SLADKORNEGA BOLNIKA

IVI O§ ki, 76 Iet Zajtrk 12,4 NovoRapid 10E

° Ca prostate Kosilo 19,5 NovoRapid 18E

 Meta kOSti, Velerja 9,7 NovoRapid 6E

pljuca,
Zajtrk 14,2 NovoRapid 14E

glava

° Med rOI 60 Kosilo 14,5 NovoRapid 14E
mg p.O. Vecerja 12,1 NovoRapid 8E

5 dni v tednu, Ob22h 65 Insulatard SE
na 3 tedne Zajtrk 134~ Diabetolog!!!

Kosilo



Bolnica, DSO: HumalogMix 25 insulin 16 - 8E

PRED PRED PRED PRED
ZMTRKO | PO | KOSILO | PO | VECER) | PO | SPANJE )
DATUM| M  |ZAJTRKU| M | KOSILU | O |VECERI | M 2-4H | ZAJTRK | KOSILO |VECERJIA| 21-23h OPOMBE
12, 15,
8,9 6 1
19,
10,4 2 8,0
10, 16,
9,3 5 7
15, 14,

11,8 7 9




Bolnik, DSO,demenca,90 let:
Lantus 8E, Apidra 10-5-10

PRED PRED PRVED PRED
ZAJTRKO PO KOSILO PO VECERJ FjO SPANJE 3
DATUM M ZAJTRKU M KOSILU 0 VECERJI M 2-4H ZAJTRK | KOSILO |VECERJA| 21-23h OPOMBE

12,

8,8 3,6 1 10 | 5 10 8
19,

10,4 2 2,8 10 5 12/
16,

20,3 3,1 7 6,0 16 |/ 10 8

11,5 9,3 10 diabetolog!




Gospa, 71 let,
arterijska hipertenzija, degenerativna bolezen gibal:
NovoMix 30 insulin 20-16E

DATUM

PRED
ZAJTRKO
M

PO
ZAJTRKU

PRED
KOSILO
M

PO
KOSILU

PRED
VECERIJ
0

PO
VECERJI

PRED
SPANJE
M

2-4H

ZAJTRK

KOSILO

VECERJA

21-23h

OPOMBE

12, 18,

10,5 6 1 20 16
11, 17,

12,4 9 3 20 16
10, 16,

12,9 5 7 20 16
18,

13,5 8,7 9 20 16
10, 16,

14,7 3 5 20 16
13,

10,4 9,1 3 20 16




Gospod, 75 let, SB 2 ze 20 let, BMI 29, proteinurija 2+
Shema: Humalog 20-10-6, Humulin N 26E

DATUM

PRED
ZAJTRKO
M

PO
ZAJTRKU

PRED
KOSILOM

PO
KOSILU

PRED
VECERJ
0

PO
VECERII

PRED
SPANJE
M

2-4H

ZAJTRK

KOSILO

VECERJA

21-23h

OPOMBE

10,5 6,6 9,1 20 6 6 24
10,

12,4 9,9 1 20 10 |7 26
12,

12,9 7,5 7 22 8 8 28
14,

8,5 6,7 9 18 6 10 |28

9,8 5,5 8,9 18 4 6 16
13,

16,4 9,1 8 24 8 9 24




ZAKLJUCKI

zgodnje odkrivanje

zanesljive informacije

jasni cilji

DOSLEDNO priblizevanje NORMOglikemiji pri mlajsih, dolga pricakovana
zivljenjska doba

ne obremenjujemo tistih, ki jih ni potrebno obremenjevati

bolnik naj daje vzpodbude

multifaktorsko zdravljenje (RR pod 140/85 mmHg, statin)



