pHOSPHATE

.Measmeiniﬁd')’mdal

- Treat

THREE INTRAVASCULAR
VOLUMES

+ Red blood cells }
+ Plasma Circulating

- Giycocalyx - non-circulatory fragile

capillary lining (fibre matrix scaffold)

eastonce @ day

KHPO, - 10 mi ampoule
K - 24 mmal
PO, - t4.5mmal
H - 18.5mmal

N
SMOLAR NO!
i COMA (HONC)
+ Higher mortality (40-70%)

+ Older palient

. More severe flid [0S (6-19L)
+ More severe hyperosmolality

+ Much longer prodromal period
. Can present with focal fitting

+ Lactic acidosis more common

MORTALITY

Narmoglycaemic ketosis
Diabetic ketoacidosis (DKA)
Hyperosmolar non-ketotic coma
(HONC)
DKA  10%
HONC 50%

CEREBRAL OEDEMA
IN DKA
. Probable universal but subclinical

(CT scan)
+ Clinically uncommon mortality 90%

+ Accompani
—— jes TREATMENT not

pPOTASSIUM SHIFTS AND LOSSES
IN DKA

POTASSIUM

.Do not givé initially
. Measure and repeat hourly for 4

hours

.IRa(e _5-40 mmol/h into central
line

+Continual ECG monitoring

GLYCOSURIA

rioN OF INSU
ACTCY aND HONC

HONC FLUID
hyperosmolality ; NS dO
hypernatraemia (50%) YPOtomc solution
not reverse
hypovolaemia and shock

older patient
- Most regimens recommend
rapidly

hypotonic solutions

. Because of-

(3
RINCIPLES OF ACUT
£ TION

RESUSCITA

« History

+ Clinical examination
« Investigations

* Resuscitation

OCCUR SIMULTANEOUSLY

Anp SODIUM

ENT
OVEMENT AN i

WATER MOV
CONGENTRATION

HONC

1. Rapidly resuscitate with

conoid/crystalloid

2 SLOWLY replace water
losses with 5% dextrose
100-300 mi/h over 1-4 days




HONC

. Insulin needs aré low

. SLOWLY reduce blood
sugar over 1-5 days

*No more than 1-2 U/h

HONC

4-6 days
to recover

May take up to

HONC

Do everything except
Correct shock
Correct hypovolaemia
SLOWLY




