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Diabetes and COVID-19 WC
Increased mortality

Associations with COVID-19 death in all Western Cape public sector 

patients ≥20 years with a public sector health visit in the previous 3 years 

3.46 million

Davies et al (2020) submitted for publication

2.91

5.37
8.53

12.07

WC comorbidity report 1 June 2020



Diabetes and COVID-19
Western Cape

Diabetes is a 

significant risk 

factor for 

hospitalisation 

and mortality 

Dave et al (2021) submitted for publication

Up to 31 July 2020



All
n=64 476

No diabetes

n=55 171

Diabetes
n=9 305

Admitted 10 887 (16.9%) 6 706 (12.2%) 4 181 (44.9%)

Outcome

Active

Died

Recovered

11(<0.1%)

2 993 (4.6%)

61374 (95.3%)

10 (<0.1%)

1 559 (2.8%)

53518 (97.2%)

1(<0.1%)

1 434 (15.4%)

7856 (84.6%)

ICU 917 (1.4% 544 (1.0%) 373 (4.0%)

Diabetes and COVID-19
Western Cape

Dave et al (2021) submitted for publication



Diabetes and COVID-19
Western Cape

HbA1c is not a 

risk factor for 

mortality in 

PLWD 

hospitalised 

for COVID-19

Dave et al (2021) submitted for publication



Diabetes and COVID-19 

Benefit of using metformin

• Conflicting data BUT most observational studies showing 

a reduction in mortality

Dave et al (2021) submitted for publication



Diabetes and COVID-19 

Good control vs Poor control

Zhu et al., 2020, Cell Metabolism 31, 1–10

• No robust data

• No regimens

• No targets



DIABETES AND COVID-19
Challenges

• New diabetes

• Isolation

• Steroids

• Healthcare workers from a variety of disciplines

• Irregular meals

• Staff shortages

• Poor access to Diabetes Educators

• Clinical status – fever, sepsis, dehydration, vomiting, 

confusion, acute kidney injury



DIABETES
Principles of in-hospital treatment

• Clearly defined simple protocols for consistency of care
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• Individualised glycaemic targets

• Simplest treatment regimen to achieve glycaemic targets

(and realistic for the facility) BUT probably best to use

insulin if possible

DIABETES
Principles of in-hospital treatment

• Regular monitoring of fingerprick glucose readings and 

adjustment of insulin doses

• Clearly defined simple protocols for consistency of care

• If no contra-indication perhaps try to keep on metformin



• Type 2 DM

❑ Steroids 

bd protaphane with correction doses of actrapid at 

meals

❑ Not on steroids mild disease

simplest oral OR insulin regimen to achieve 

glycaemic target

❑ Not on steroids severe disease

simplest insulin regimen to achieve glycaemic target

• Glycaemic target: 8 mmol/L

DIABETES
Specifics of IDEAL in-hospital treatment

• Type 1 DM – basal bolus regimen with monitoring of 

glucose before each meal and adjustment of insulin doses



Thank you for listening


