Glucose Control in Critical Care
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SP Notes

- controversial issue

- more clarity since the NICE SUGAR trial (2009)
- routine management in ICU involves avoiding complications of hyperglycaemia (infections) and hypoglycaemia (arrhythmias, neurological damage, cardiac events)

- traditional goals have varied

- in Australasia the ‘standard’ glucose control is usually < 10mmol/L

- early trials showed some benefit in tight glucose control -> not confirmed by NICE trial

DIGAMI (Malmberg, 1995)

- reduced mortality after acute MI with BSL 9.6 vs 15.4 in first 24 hrs

- main benefit for insulin in naïve patients and low cardiovascular risk

Intensive insulin therapy in Surgical Patients (Van den Berghe, 2001)

- n = 1548

- ICU mortality decreased fro 8 to 4.6% with tight control (BSL 4.5-6.5)

- in-hospital mortality reduced by 34%

- sepsis by 46%

- ARF by 41%

- decreased RBC transfusion by 50%

Intensive insulin therapy in Medical ICU Patients (Van den Berghe, 2006)

- intensive insulin treatment significantly reduced morbidity but not mortality

NICE SUGAR TRIAL (2009)
- ANZCIS + Canada

- n = 6000

- MRCT

- BSL 4.6-6 vs <10mmol/L

- intensive control group -> increased mortality (27.5 vs 25%)

- more deaths from cardiovascular causes

- more severe hypoglycaemias

-> tight glycaemic control doesn’t benefit ICU patients and may be harmful

-> there may be subgroups that benefit from tight control

Jeremy Fernando (2011)

