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Objectives

Recognize the stress of chronic diseaseRecognize

Identify common diabetes management technologyIdentify

Discuss emergent risks and side effects of diabetes medicationsDiscuss



Medication 
adherence

•When is the last time you had to 
take medications?

•Was it long term or short term?

•How well do you think you 
“complied” with the medications?

•What were factors that played into 
this?



Medication 
adherence

Primary Medication Non Adherence – 
defined by not renewing prescriptions 
on monthly basis as expected.

HTN, DM, osteoporosis, Ashtma, HLD 
10-25%

Schizophrenia 41%



Medication adherence factors

Patient 
Factors

Medication 
Factors

Physician 
Factors

System 
Based 
Factors

Other factors





What can we do?

Understand our patients face major challengesUnderstand

Ask what makes it difficult to access or take medsInquire

Ask patients about their pharmacy and ability to payClarify

Work closely with our pharmacist to figure out availabilityCollaborate



Shame
Self doubt
Isolation
Frustration
Disbelief
Stress
Grit/resilience
Determination
Stress
Acceptance



Acceptance
Relief
Weight gain
Frustration
Stress
Patience
Self care
Understanding



Burden of 
chronic 
disease

management

stresssymptoms

disease

cognitive 
overload



Chronic disease 
takeaways

• It is hard to have a (chronic) disease

• It is hard to navigate the healthcare system

• Don’t judge your patients

• Think about how you can help them with 
navigating the system and getting 
medications



Evolution of 
diabetes 
technology





Diabetes 
technology 
in the ED

48% of people with T1DM use a 
CGM

50% in white patients, 18% in 
Black patients

57% of privately insured patients, 
33% of publicly insured patients

30-60% of people with T1DM use 
an insulin pump



Continuous 
Glucose 
monitors



Continuous 
Glucose 
monitors





Eligibility? People who use insulin multiple times 
daily

People with hypoglycemic episodes

Elderly patients

Patients with disabilities

People who use a pump













CGM 
Considerations CGMs can be inaccurate

Skin irritation is common

Beware of meds/conditions 
that interfere with readings



CGM 
Considerations

Look for a CGM if a patient is 
hypoglycemic

Let the patient leave the CGM on

Some are not compatible with MRI

Check to see if your hospital allows you 
to document CGM readings

Consult endocrine if you are concerned



Insulin Pumps









Initiating 
and 
Managing 
pumps

Education before starting on a pump

Data shared with endocrinologist

Program created with basal insulin 
expectation

Insulin/carb ratio determined

Patients learn how to use the pump over 
time





Pump 
Safety

Activity/Exercise feature

Maximum basal rate

Shut off feature

Short acting insulin only

Hypoglycemia alerts from 
phone/controller



Pump 
Considerations

• In hypoglycemia, remove the pump

• In hyperglycemia consider that the 
reservoir is empty, kinked or 
disconnected tube, kinked cannula

•Patients have a high risk of DKA after 
pump is removed

• If admitting, consult endocrinology

•Not all pumps are compatible with MRI



Diabetes 
tech 
Summary

CGM and pumps are more commonplace

Ask patients about their technology, they likely 
have a lot of knowledge

Leave CGMs in place

Remove pumps in hypoglycemia

Patients are at high risk of DKA when pumps are 
removed

Consult endocrinology with questions



Diabetes Med Case 1

A healthy 36 y/o man presents with nausea, abdominal 
cramping and vomiting. He has no fevers, urinary 
symptoms, history of abdominal surgeries. His vitals are 
normal and his exam is unremarkable. He recently reached 
out to PlushCare and was started on semaglutide for 
weight loss. It turns out that he accidentally took about 5x 
the dose. 



GLP 1 Receptor Agonists



GLP1 Receptor Agonists

•Once weekly shots or daily pill

• Increase insulin, decrease glucagon, 
delay gastric emptying

• Potentially increase satiety, reducing 
weight and calorie intake

• ”quieting of food noise”

• Possible CV and renal protection

•Main side effects: nausea, vomiting, 
diarrhea, abdominal pain



GLP1 
Receptor 
Agonist 
Adverse 
Event 
Treatment

Most effects go away 
over time

Supportive care

Monitor for hypoglycemia – 
maximum effect likely 6-24 
hours after injection



Case 
outcome

Toxicology/Poison Control 
consulted. Patient was treated with 
Zofran, Compazine and 3 Liters of 
fluid. Abdominal pain, nausea and 
vomiting persisted so they were 
given droperidol 2.5 mg and 
stayed in the observation unit 
overnight with good outcome. 
Patient never had hypoglycemia.



Diabetes Med Case 2

A 63 year old transwoman with type 2 
diabetes presents with chest pain. They 
recently had a long flight and they have 
pleuritic chest pain. On exam their HR is 
104, BP is normal. EKG neg acute. Trop is 
0.07. You want to order a CT pulmonary 
angiogram but see they are on metformin 
and your departmental policy states 
“patients must hold metformin for 24 hours 
after contrast”.





Diabetes 
Med Case 3

60 year old woman with history of DM1 
presents after 2 days of feeling unwell with 
some nausea and vomiting. ROS reveals 
dysuria. She recently started a new 
medication she cannot recall. Exam 
notable for dehydration. Vitals notable for 
low grade temp and tachycardia.

Labs show: pH 7.23, Anion 
gap 18 (nl <12), Serum 
Glucose 174



Euglycemic 
DKA and 
SGLT2 
Inhibitors

•Acidosis and Ketosis with glucose <250

•Pregnancy, stimulant use, infection, 
fasting, chronic liver disease, glycogen 
storage disease

•SGLT2 inhibitors

•0.2% in DM2 9.4% in DM1

•Usually happens within the first 2 months

•Precipitants: Infections, stimulant use, 
dehydration, discontinuation of insulin







Case 
resolution

• Patient treated with IV fluids with 
dextrose, insulin drip, UTI treated.  She 
improved and was discharged home 2 
days later.

• Treat these patients as you would DKA, 
consult endocrinology.





Diabetes 
medication 
takeaways

GLP1 agonists are popular, watch for n/v

Metformin is safe to continue using in patients 
getting contrast studies with GFR >30

SGLT2 inhibitors (flozins) predispose people to 
euglycemic DKA

Consider subcutaneous insulin treatment of 
DKA



Thank you


