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Background and aims: Diabetes and coronavirus disease 2019 (COVID-19) share a bidirectional rela-
tionship. Hyperglycemia occurring in the setting of either previously diagnosed or undiagnosed diabetes
is known to be associated with poor outcomes. Here, we aim to provide a simple and practical guidance
on the diagnosis and management of hyperglycemia in admitted patients with COVID-19.

Methods: The guidance is formulated based on experience of authors and relevant literature on the
subject searched using Pubmed.

gg’\’/’;’gf‘g Results: Every patient admitted to a COVID care facility should be investigated for hyperglycemia using a
Screening combination of tests including capillary blood glucose, fasting plasma glucose and HbA1c. Oral glucose
Diabetes lowering drugs can be considered in patients with mild COVID illness who have mild hyperglycemia
Hyperglycemia [pre-meal blood glucose of <180 mg/dl (10 mmol/L) and post-meal blood glucose of <250 mg/dl (13.9
Management mmol/L)] and no contraindication to the use of these agents.. All patients with moderate-severe disease

and/or hyperglycemia of greater severity should be initiated on insulin therapy. Hyperglycemia should be
aggressively screened for and managed in patients receiving systemic glucocorticoids.

Conclusion: This document provides a broad overview on the diagnosis and management of hypergly-
cemia at COVID care facilities and should be useful to a wide range of healthcare personnel involved in

care of patients with COVID-19.

© 2021 Published by Elsevier Ltd on behalf of Diabetes India.

1. Introduction

Since the report of the first case from Wuhan, China in
December 2019, the coronavirus disease 2019 (COVID-19) cases
have surged worldwide, and affected more than 216 countries. The
current global toll of COVID-19 stands at >80.7 million confirmed
cases with >1.7 million fatalities [1]. The pandemic has tremen-
dously challenged scarce healthcare resources in our country. At
the time of writing, India has already reported >10.2 million
confirmed cases of COVID-19, and stands only next to United States
of America in terms of numbers of cases reported [2].

Diabetes has been reported to be a major comorbidity among
patients with COVID-19. The pooled prevalence of diabetes among
patients with COVID-19 was reported to 11.5% (95% CI, 9.5% to
13.4%) in a recent meta-analysis [3]. The meta-analysis also found
that patients with diabetes were more likely to encounter severe
COVID-19 [HR 2.11 (95% (I, 1.40, 3.19)]. Another recent meta-

analysis has reported that diabetes is not only associated with
increased disease severity [OR 2.35 (95% CI 1.80, 3.06)], but also
increased mortality [OR 2.50 (95% CI 1.74, 3.59)] [4]. Besides, fasting
blood glucose (FBG) has been reported to be an independent pre-
dictor of mortality among patients with COVID-19 without a pre-
vious history of diabetes [OR: 3.99 (95% CI 2.71, 5.88) at FBG
>126 mg/dl; OR: 2.61 (95% CI 1.64, 4.41) at FBG 110—125 mg/d];
reference category FBG <110 mg/dl] [5]. Hospitalised patients with
COVID-19 who have optimal blood glucose control (glycemic vari-
ability within 70—180 mg/dl) are likely to have 10-fold lower
mortality, compared to those with poor blood glucose control
(upper limit of glycemic variability >180 mg/dl) [6]. Adults diag-
nosed with diabetes during the COVID-19 outbreak have been re-
ported to present with more severe glycemia compared to those
diagnosed before the outbreak [7]. Given that India has a huge
burden of diabetes, and nearly half of the patients with diabetes
remain undiagnosed, the challenges for our healthcare system are

* Corresponding author. Department of Endocrinology & Metabolism, All India Institute of Medical Sciences, New Delhi, 110029, India.

E-mail address: yashdeep@aiims.edu (Y. Gupta).

https://doi.org/10.1016/j.dsx.2021.01.015
1871-4021/© 2021 Published by Elsevier Ltd on behalf of Diabetes India.


mailto:yashdeep@aiims.edu
http://crossmark.crossref.org/dialog/?doi=10.1016/j.dsx.2021.01.015&domain=pdf
www.sciencedirect.com/science/journal/18714021
www.elsevier.com/locate/dsx
https://doi.org/10.1016/j.dsx.2021.01.015
https://doi.org/10.1016/j.dsx.2021.01.015
https://doi.org/10.1016/j.dsx.2021.01.015
https://doi.org/10.1016/j.dsx.2021.01.015
https://doi.org/10.1016/j.dsx.2021.01.015

Y. Gupta, A. Goyal, S. Kubihal et al.

enormous [8,9]. The need of the hour is to not only improve the care
for patients with pre-existing diabetes, but also to actively screen
for and aggressively manage patients with undiagnosed diabetes
and stress hyperglycemia [10].

Previous reviews published in this journal and elsewhere have
highlighted the following issues relevant to COVID-19: a) rela-
tionship between COVID-19 and diabetes/other comorbidities
[11—14], b) appropriate diagnosis and management of diabetes and
other endocrine disorders during the pandemic [15—21], and c) the
evolving role of telemedicine consultations in the era of COVID-19
and its pitfalls [22,23]. Given the huge burden of COVID-19 in our
country, expertise for close supervision of diabetes management
may not always be available and treatment decisions may need to
be taken by non-experts or healthcare personnel from a non-
clinical specialty deployed in COVID facilities. This review aims to
provide a simple and practical guidance on the diagnosis and
management of hyperglycemia, including steroid induced hyper-
glycemia in COVID-19, which could be helpful to a broad range of
healthcare personnel caring for such patients.

1.1. Screening and diagnosis of diabetes

Every patient admitted to a COVID care facility should be
investigated for hyperglycemia on the day of admission itself
(Fig. 1). We suggest performing a random glucose value with a
reliable blood glucose meter (step 1) at the time of receiving or
admitting the patient in the facility. If the capillary blood glucose
value is > 180 mg/dl, one should be suspicious of underlying dia-
betes/stress hyperglycemia. In step 2, we suggest monitoring pre-
meal and 2-h post meal capillary glucose around the first major
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meal consumed after the admission. If the pre-meal value
is > 140 mg/dl and/or post-meal value is > 180 mg/dl, we suggest
initiation of regular blood glucose monitoring (4—6 times a day). In
step 3, we suggest sending a blood sample for fasting plasma
glucose (FPG) estimation to a laboratory on the day following
admission. If the facilities are available, glycated hemoglobin
(HbA1c) measurement should also be considered. A value of FPG
>110 mg/dl has been found to be associated with increased mor-
tality, and warrants further monitoring of capillary glucose over the
next two days [5] (step 2). Patients without a previous diagnosis of
diabetes and a current HbAlc of >6.5% should be classified as
having undiagnosed diabetes, while those without known diabetes,
but with documented in-hospital hyperglycemia and a HbA1c value
of <6.5% should be classified as having stress hyperglycemia [24].

In a recent study by Mithal et al., of 210 hospitalised COVID-19
patients with abnormal glycemic parameters, 58 (27.6%) had
either undiagnosed pre-existing diabetes or new-onset hypergly-
cemia requiring insulin. Notably, COVID-related outcomes were
worst among patients with new-onset hyperglycemia (n = 21;
median HbA1c of 5.9%) [25]. The goal of a stringent screening policy
should therefore be to identify individuals with undiagnosed dia-
betes and stress hyperglycemia (or new-onset hyperglycemia) who
are often missed and eventually fare poorly in terms of disease
outcomes and mortality rates, compared to their counterparts with
diagnosed diabetes [26—28].

1.2. Need for regular monitoring

The previous section detailed the glycemic assessment of an
individual at the time of admission (and on a subsequent day) in

Bl ,
~ E’E [] Do a random CBG at
Step 1 & =—¥ Ny time of hospital
i . admission
Perform a pre-meal and
Step 2 B 2-h post-meal CBG with
tep A wLr the first major meal in
i v the hospital
: 1 Send blood for FPG and
end blood for an
Step 3 “ “ HbA1c next morning
FPG HbA1lc

Further action| [:51600 ez
required 2180 mg/dl

Pre-meal
=140 mg/dI

Post-meal
=180 mg/dl

Monitor for
hyperglycemia and
manage accordingly

> 110 mg/d|
*HbATc
> 6.5%

Fig. 1. A suggested algorithm for screening of hyperglycemia in patients admitted to a COVID care facility. *Patients without a previous diagnosis of diabetes and a current HbA1c of
>6.5% should be classified as having undiagnosed diabetes, while those without known diabetes, but with documented in-hospital hyperglycemia in face of a HbA1c value of <6.5%
should be classified as having stress hyperglycemia. Abbreviations: CBG: Capillary blood glucose; COVID: Coronavirus disease 2019; FPG: Fasting plasma glucose; HbAlc: He-

moglobin Alc.
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order to uncover stress hyperglycemia or undiagnosed diabetes.
However, we know that a patient with normal initial glycemic
profile may develop stress hyperglycemia during the course of
illness, especially if the individual moves up the COVID severity
ladder. Besides, institution of glucocorticoids for treatment of pri-
mary disease may also contribute to hyperglycemia in such an in-
dividual [29,30]. Thus, glycemic assessment should be an ongoing
dynamic process and not a one-time event (Fig. 2).

1.3. When can we continue oral glucose-lowering agents in a
known case of diabetes?

According to the available guidance from multiple professional
organizations, in general, insulin therapy should be preferred in
hospitalised patients. However, considering the situation in our
country, expert care may not always be available, and switching all
patients on oral glucose-lowering agents to insulin may not be
feasible. Therefore, in the absence of compelling indications for the
use of insulin, we suggest that oral glucose-lowering agents can be
continued. An ideal candidate would be one with mild COVID
illness who does not have any contraindication for the continuation
of oral drugs (such as renal or liver dysfunction), and has mild
hyperglycemia (pre-meal blood glucose < 180 mg/dl and post-meal
blood glucose < 250 mg/dl) (Fig. 3). The initiation of oral anti-
hyperglycemic agents can be considered in patients with newly
detected hyperglycemia (e.g., undiagnosed diabetes or stress hy-
perglycemia), who meet the above thresholds.

In line with other guidelines, we suggest stopping SGLT-2 in-
hibitors due to the risk of dehydration and euglycemic diabetic
ketoacidosis [16]. We also suggest stopping pioglitazone due to its
fluid retaining properties, which may be detrimental, especially in
individuals on insulin, and those with myocardial dysfunction.
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Metformin carries a risk of lactic acidosis in the presence of renal
insufficiency, hypoxia, and hemodynamic instability, and should be
discontinued if these conditions are present. Sulfonylurea (SU)
cause blood glucose-independent insulin release, and can therefore
result in hypoglycemia in patients with poor oral intake or erratic
diet pattern. Considering their relative safety, dipeptidyl peptidase-
4 (DPP-4) inhibitors can be continued, provided the patient has no
underlying pancreatic disease [15,16]. In low resource settings like
ours, vildagliptin and teneligliptin may be preferred over sitagliptin
and linagliptin due to their low cost.

1.4. When to initiate insulin therapy?

We suggest initiation of insulin therapy in individuals with
moderate to severe COVID due to its relative safety and efficacy. We
also suggest insulin therapy if there is little possibility of achieving
euglycemia in the short-term with initiation or up-titration of DPP-
4 inhibitors, metformin, and sulphonylureas (e.g., pre-meal blood
glucose of >180 mg/dl and post-meal blood glucose of >250 mg/
dl). Finally, in patients with contraindications to the use of oral
antihyperglycemic drugs, insulin treatment is mandatory. We
suggest initiation of basal-bolus regimen (three injections of
prandial and one or two injections of intermediate/long-acting
insulin) or basal-plus regimen (prandial injection(s) for the
meal(s) with more than desired postprandial excursion + basal
injections) when pre-meal glucose values are > 180 mg/dl and/or
post-meal values are > 250 mg/dl. We suggest initiation of
continuous intravenous insulin infusion in individuals with severe
hyperglycemia (pre-meal glucose values of >300 mg/dl and/or
post-meal values of >400 mg/dl) and evaluation for ketosis at
baseline (Fig. 4).

[ Severity of illness increases

No
hyperglycemia .
at admission

+

[ Patient is initiated on steroids

N\

Cardiovascular
disease

4 N\
J Re-initiate blood
glucose
monitoring
] (N J
LA ) , \
Monitor blood
glucose every
3-4 days
Age > 50
| Olixe ] | years I \\ J

Fig. 2. Blood glucose monitoring strategy for individuals with no evidence of stress hyperglycemia or undiagnosed diabetes at the initial screen.
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Fig. 3. Guidance on the use of oral glucose lowering agents in patients with SARS-CoV-2 infection. Abbreviations: COVID: Coronavirus disease 2019; DPP-4 inhibitors: Dipeptidyl
peptidase-4 inhibitors; HCQS: Hydroxychloroquine sulfate; SARS CoV-2: Severe acute respiratory syndrome coronavirus 2; SGLT-2 inhibitors: Sodium-glucose co-transporter-2
inhibitors.
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Fig. 4. Guidance on initiation of insulin therapy, use of basal-bolus insulin therapy and intravenous insulin infusion in patients with SARS-CoV-2 infection. Abbreviations: BG: Blood
glucose; NPH: Neutral Protamine Hagedorn; SARS CoV-2: Severe acute respiratory syndrome coronavirus 2; SGLT-2 inhibitors: Sodium-glucose co-transporter-2 inhibitors; DKA:
Diabetic ketoacidosis; HHS: Hyperglycemic hyperosmolar state; IV: Intravenous; BW: B‘ﬁ%y weight.
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Management of COVID patient on
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J

Fig. 5. Guidance on the management of glucocorticoid induced hyperglycemia in patients with SARS-CoV-2 infection. Abbreviations: BG: Blood glucose; COVID: Coronavirus disease
2019; GC: Glucocorticoid; SARS CoV-2: Severe acute respiratory syndrome coronavirus 2; NPH: Neutral Protamine Hagedorn.

1.5. How to manage patients on a basal-bolus insulin regimen?

Patient who were already on basal-bolus regimen prior to
admission should be continued on the same and insulin doses
should be adjusted according to blood glucose monitoring. For in-
sulin naive patients, insulin should be initiated at a dose of 0.4
units/kg/day (consider lower starting dose of 0.2 units/kg/day in
elderly patients or those with liver or renal dysfunction), and
administer it in four equal doses (one each for prandial coverage
and one for basal coverage in a scenario where regular and
intermediate-acting insulin are used) or two equal parts (one part
for prandial coverage, further subdivided into three equal portions,
and one part for basal coverage in a scenario where short and long
acting insulin analogs are used) [17]. The initial dose can be higher,
(e.g., 0.6 units/kg/day) in overweight/obese patients, or those who
had a high pill burden before admission. The insulin dose should be
titrated to achieve and maintain pre-meal glucose values of
<140 mg/dl and post-meal glucose values of <180 mg/dl (Fig. 4).

1.6. How to manage a patient on insulin infusion?

Intravenous insulin infusion should be considered for patients
who have uncontrolled hyperglycemia despite the appropriate use
of a basal-bolus insulin regimen. Besides, insulin infusion should be
the preferred modality in patients with erratic diet pattern or those
with hyperglycemic emergencies such as diabetic ketoacidosis
(DKA) or hyperglycemic hyperosmolar coma. The infusion should
be initiated at a low dose of 0.05—0.10 units/kg/hour, and the
infusion rate should be titrated taking into account several factors
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such as existing blood glucose level, magnitude of blood glucose
change in the previous hour, desired blood glucose target, insulin
sensitivity and the expected intake of a major or minor meal. A
general target should be to maintain blood glucose between 140
and 180 mg/dlI (Fig. 4).

1.7. How to manage hyperglycemia in patients on glucocorticoids?

Following the emergence of positive results from the RECOVERY
trial [31], the use of glucocorticoids among patients with COVID-19,
especially those with moderate-severe disease, has increased
significantly. The use of high dose glucocorticoids is associated with
an increased risk of hyperglycemia, which is often challenging to
manage. Even patients who have previously well-controlled blood
glucose levels may require large doses of insulin (e.g., >2 units/kg/
day) to achieve glycemic control following initiation of glucocor-
ticoids. For patients receiving twice daily intermediate acting glu-
cocorticoids (e.g., methylprednisolone), it is best to start a basal-
bolus insulin regimen. On the other hand, individuals who
receive a single daily dose of intermediate acting glucocorticoid
demonstrate disproportionately high blood glucose values in the
afternoon and evening hours (before lunch, after lunch and before
dinner), and may benefit with a single shot of prandial insulin
before lunch, and/or an intermediate-acting insulin in the morning
hours. It should be kept in mind that insulin doses may require
rapid up-titration or down titration with an increase or decrease in
glucocorticoid doses (Fig. 5). For patients with uncontrolled hy-
perglycemia despite the use of basal-bolus regimen, the use of
intravenous insulin infusion should be considered.
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1.8. Advice on discharge

Patients with diabetes who maintain their blood glucose levels
with oral glucose-lowering agents during admission can be dis-
charged on the same medications with advice for periodic follow-
up. Patients who were on basal bolus insulin regimen and
required relatively high doses (e.g., >1 unit/kg/day) should prefer-
ably be discharge on given insulin regimen itself, albeit with
reduction in total insulin dose. On the other hand, individuals on
insulin dose between 0.5 and 1 units/kg/day can be discharged on
twice daily pre-mix insulin and oral glucose-lowering agents.
Finally, patients who required only low doses of insulin (e.g., <0.5
units/kg/day) and no other medications to control hyperglycemia
may be discharged on oral glucose-lowering agents like DPP-4 in-
hibitor, metformin, SUs, after careful consideration of drug safety.
At discharge, the patient should be provided appropriate diabetes
education, especially on diet, and lifestyle management, self-
monitoring of blood glucose and hypoglycemia care. Patients dis-
charged on insulin should be educated regarding injection tech-
nique, storage, blood glucose log maintenance, and dose
adjustment based on blood glucose readings. The discharge sum-
mary should provide a detailed account of comorbid situations,
advised medications, any specific instructions, and time for the
next consultation which could be either in-person or telephonic.

2. Conclusion

This guidance document provides a broad overview on the
diagnosis and management of hyperglycemia at COVID care facil-
ities and should be useful to a wide range of healthcare personnel
involved in care of patients with COVID-19.

Author contributions

YG, AG and NT conceived the idea of this paper. YG and AG wrote
the first draft of the manuscript which was read and edited by SK,
KG and NT. The figures were prepared by YG using paid prescription
from Biorender.com. All authors approved the final version of the
manuscript.

Funding
None.
Declaration of competing interest
The authors declare that there is no conflict of interest.

References

[1] Coronavirus disease (COVID-19) dashboard. https://www.covid19.who.int/?

gclid=EAlalQobChMIka_myfTN6QIVRWoqCh2LygtpEAAYASAAEgLuBvD_BwWE.

[Accessed 31 December 2020].

Ministry of Health and Family Welfare, Government of India. COVID-19 up-

dates. Available from: https://www.mohfw.gov.in/. [Accessed 31 December

2020].

Singh AK, Gillies CL, Singh R, Singh A, Chudasama Y, Coles B, Seidu S,

Zaccardi F, Davies M], Khunti K. Prevalence of co-morbidities and their asso-

ciation with mortality in patients with COVID-19: a systematic review and

meta-analysis. Diabetes Obes Metabol 2020 Oct;22(10):1915—24.

e Almeida-Pititto B, Dualib PM, Zajdenverg L, Dantas JR, de Souza FD,

Rodacki M, Bertoluci MC, Brazilian Diabetes Society Study Group (SBD).

Severity and mortality of COVID 19 in patients with diabetes, hypertension

and cardiovascular disease: a meta-analysis. Diabetol Metab Syndrome

2020;12:75.

[5] WangS, Ma P, Zhang S, Song S, Wang Z, Ma 'Y, Xu J, Wu F, Duan L, Yin Z, Luo H,
Xiong N, Xu M, Zeng T, Jin Y. Fasting blood glucose at admission is an inde-
pendent predictor for 28-day mortality in patients with COVID-19 without

2

[E]

[4

412

[6

(7

[8

[9

[10]

[11]

[12]

[13]

[14]

[15]

[16]

[17]

[18]

[19]

[20]

[21]

[22]

(23]

[24]

[25]

[26]

(27]

(28]

[29]

Diabetes & Metabolic Syndrome: Clinical Research & Reviews 15 (2021) 407—413

previous diagnosis of diabetes: a multi-centre retrospective study. Dia-
betologia 2020;63(10):2102—11.

Zhu L, She ZG, Cheng X, Qin JJ, Zhang X], Cai ], et al. Association of blood
glucose control and outcomes in patients with COVID-19 and pre-existing
type 2 diabetes. Cell Metabol 2020 Jun 2;31(6):1068—1077.e3.

Ghosh A, Anjana RM, Shanthi Rani CS, et al. Glycemic parameters in new-
onset diabetes during COVID-19 pandemic are more severe than new-onset
diabetes before the pandemic: NOD COVID India study. Diabetes Metab
Syndr 2020;15(1):215—20. https://doi.org/10.1016/j.dsx.2020.12.033.
International Diabetes Federation. IDF diabetes atlas—9TH edition. Available
at: www.diabetesatlas.org/upload/resources/material/20200302_133351_
IDFATLAS9e-final-web.pdf. [Accessed 31 December 2020].

Diabetes India, National Diabetes Obesity and Cholesterol Foundation (NDOC),
Diabetes Expert Group, India. Strict glycemic control is needed in times of
COVID19 epidemic in India: a Call for action for all physicians. Diabetes Metab
Syndr 2020;14(5):1579—-81.

Goyal A, Gupta S, Gupta Y, Tandon N. Proposed guidelines for screening of
hyperglycemia in patients hospitalized with COVID-19 in low resource set-
tings. Diabetes Metab Syndr 2020;14(5):753—6.

Singh AK, Gupta R, Ghosh A, Misra A. Diabetes in COVID-19: prevalence,
pathophysiology, prognosis and practical considerations. Diabetes Metab
Syndr 2020 Jul-Aug;14(4):303—10. https://doi.org/10.1016/j.dsx.2020.04.004.
Huang Y, Lu Y, Huang YM, et al. Obesity in patients with COVID-19: a sys-
tematic review and meta-analysis. Metabolism 2020;113:154378. https://
doi.org/10.1016/j.metabol.2020.154378.

Apicella M, Campopiano MC, Mantuano M, Mazoni L, Coppelli A, Del Prato S.
COVID-19 in people with diabetes: understanding the reasons for worse
outcomes. Lancet Diabetes Endocrinol 2020 Sep;8(9):782—92. https://doi.org/
10.1016/S2213-8587(20)30238-2.

Feldman EL, Savelieff MG, Hayek SS, Pennathur S, Kretzler M, Pop-Busui R.
COVID-19 and diabetes: a collision and collusion of two diseases. Diabetes
2020 Dec;69(12):2549—65. https://doi.org/10.2337/dbi20-0032.

Singh AK, Singh R, Saboo B, Misra A. Non-insulin anti-diabetic agents in pa-
tients with type 2 diabetes and COVID-19: a Critical Appraisal of Literature.
Diabetes Metab Syndr 2020 Dec 15;15(1):159—67. https://doi.org/10.1016/
j.dsx.2020.12.026.

Bornstein SR, Rubino F, Khunti K. Practical recommendations for the man-
agement of diabetes in patients with COVID-19. Lancet Diabetes Endocrinol
2020;8(6):546—50. https://doi.org/10.1016/S2213-8587(20)30152-2.

Attri B, Goyal A, Gupta Y, Tandon N. Basal-bolus insulin regimen for hospi-
talised patients with COVID-19 and diabetes mellitus: a practical approach.
Diabetes Ther 2020 Sep;11(9):2177—94.

Banerjee M, Chakraborty S, Pal R. Diabetes self-management amid COVID-19
pandemic. Diabetes Metab Syndr 2020 Jul-Aug;14(4):351—4. https://doi.org/
10.1016/j.dsx.2020.04.013.

Gupta R, Misra A. Clinical considerations in patients with diabetes during
times of COVID19: an update on lifestyle factors and antihyperglycemic drugs
with focus on India. Diabetes Metab Syndr 2020;14(6):1777—81. https://
doi.org/10.1016/j.dsx.2020.09.009.

Puig-Domingo M, Marazuela M, Giustina A. COVID-19 and endocrine diseases.
A statement from the European Society of Endocrinology. Endocrine 2020
Apr;68(1):2—5. https://doi.org/10.1007/s12020-020-02294-5.

Pal R, Bhadada SK. Managing common endocrine disorders amid COVID-19
pandemic. Diabetes Metab Syndr 2020 Sep-Oct;14(5):767—71. https://
doi.org/10.1016/j.dsx.2020.05.050.

Ghosh A, Gupta R, Misra A. Telemedicine for diabetes care in India during
COVID19 pandemic and national lockdown period: guidelines for physicians.
Diabetes Metab  Syndr 2020;14(4):273—6.  https://doi.org/10.1016/
j-dsx.2020.04.001.

Iyengar K, Jain VK, Vaishya R. Pitfalls in telemedicine consultations in the era
of COVID 19 and how to avoid them. Diabetes Metab Syndr 2020 Sep-
Oct;14(5):797-9. https://doi.org/10.1016/j.dsx.2020.06.007.

Umpierrez GE, Hellman R, Korytkowski MT, et al. Management of hypergly-
cemia in hospitalized patients in non-critical care setting: an Endocrine So-
ciety clinical practice guideline. J Clin Endocrinol Metab 2012;97(1):16—38.
Mithal A, Jevalikar G, Sharma R, Singh A, Farooqui KJ, Mahendru S, et al. High
prevalence of diabetes and other comorbidities in hospitalized patients with
COVID-19 in Delhi, India, and their association with outcomes. Diabetes
Metab Syndr 2020;15(1):169—75.

Fadini GP, Morieri ML, Boscari F, Fioretto P, Maran A, Busetto L. Newly-diag-
nosed diabetes and admission hyperglycemia predict COVID-19 severity by
aggravating respiratory deterioration. Diabetes Res Clin Pract 2020. https://
doi.org/10.1016/j.diabres.2020.108374.

Coppelli A, Giannarelli R, Aragona M. Hyperglycemia at hospital admission is
associated with severity of the prognosis in patients hospitalized for COVID-
19: the Pisa COVID-19 Study. Diabetes Care 2020. https://doi.org/10.2337/
dc20-1380.

Singh AK, Singh R. At-admission hyperglycemia is consistently associated
with poor prognosis and early intervention can improve outcomes in patients
with COVID-19. Diabetes Metab Syndr 2020;14(6):1641—4. https://doi.org/
10.1016/j.dsx.2020.08.034.

Rayman G, Lumb AN, Kennon B, Cottrell C, Nagi D, Page E, et al. Dexameth-
asone therapy in COVID-19 patients: implications and guidance for the


http://Biorender.com
https://www.covid19.who.int/?gclid=EAIaIQobChMIka_myfTN6QIVRWoqCh2LygtpEAAYASAAEgLuBvD_BwE
https://www.covid19.who.int/?gclid=EAIaIQobChMIka_myfTN6QIVRWoqCh2LygtpEAAYASAAEgLuBvD_BwE
https://www.covid19.who.int/?gclid=EAIaIQobChMIka_myfTN6QIVRWoqCh2LygtpEAAYASAAEgLuBvD_BwE
https://www.mohfw.gov.in/
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref3
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref3
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref3
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref3
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref3
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref4
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref4
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref4
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref4
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref4
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref5
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref5
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref5
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref5
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref5
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref5
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref6
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref6
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref6
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref6
https://doi.org/10.1016/j.dsx.2020.12.033
http://www.diabetesatlas.org/upload/resources/material/20200302_133351_IDFATLAS9e-final-web.pdf
http://www.diabetesatlas.org/upload/resources/material/20200302_133351_IDFATLAS9e-final-web.pdf
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref9
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref9
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref9
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref9
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref9
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref10
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref10
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref10
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref10
https://doi.org/10.1016/j.dsx.2020.04.004
https://doi.org/10.1016/j.metabol.2020.154378
https://doi.org/10.1016/j.metabol.2020.154378
https://doi.org/10.1016/S2213-8587(20)30238-2
https://doi.org/10.1016/S2213-8587(20)30238-2
https://doi.org/10.2337/dbi20-0032
https://doi.org/10.1016/j.dsx.2020.12.026
https://doi.org/10.1016/j.dsx.2020.12.026
https://doi.org/10.1016/S2213-8587(20)30152-2
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref17
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref17
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref17
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref17
https://doi.org/10.1016/j.dsx.2020.04.013
https://doi.org/10.1016/j.dsx.2020.04.013
https://doi.org/10.1016/j.dsx.2020.09.009
https://doi.org/10.1016/j.dsx.2020.09.009
https://doi.org/10.1007/s12020-020-02294-5
https://doi.org/10.1016/j.dsx.2020.05.050
https://doi.org/10.1016/j.dsx.2020.05.050
https://doi.org/10.1016/j.dsx.2020.04.001
https://doi.org/10.1016/j.dsx.2020.04.001
https://doi.org/10.1016/j.dsx.2020.06.007
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref24
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref24
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref24
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref24
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref25
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref25
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref25
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref25
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref25
https://doi.org/10.1016/j.diabres.2020.108374
https://doi.org/10.1016/j.diabres.2020.108374
https://doi.org/10.2337/dc20-1380
https://doi.org/10.2337/dc20-1380
https://doi.org/10.1016/j.dsx.2020.08.034
https://doi.org/10.1016/j.dsx.2020.08.034

Y. Gupta, A. Goyal, S. Kubihal et al. Diabetes & Metabolic Syndrome: Clinical Research & Reviews 15 (2021) 407—413

management of blood glucose in people with and without diabetes. Diabet diabetes. Prim Care Diabetes 2020;14(5):568.

Med 2021;38(1):e14378. https://doi.org/10.1111/dme.14378. Epub 2020 Sep. [31] RECOVERY Collaborative Group, Horby P, Lim WS, Emberson JR, Mafham M,

21. Bell JL, Linsell L, et al. Dexamethasone in hospitalized patients with covid-19 -
[30] Mittal S, Madan K, Mohan A. COVID-19 and steroid therapy: impact on preliminary report. N Engl ] Med 2020:NEJM0a2021436.

413


https://doi.org/10.1111/dme.14378
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref30
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref30
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref31
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref31
http://refhub.elsevier.com/S1871-4021(21)00017-5/sref31

