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Maintaining the
insulin dosage
when starting
sodium-glucose
cotransporter-2
inhibitors can be
a good practice

Mantener la dosis de
insulina cuando
iniciamos un iSGLT2
puede ser una buena
practica

To the Editor,

We read with great inter-
est the comprehensive re-
view by Llorens on the
“Early use of sodium-glu-
cose cotransporter 2 inhibi-
tors (SGLT2i) in patients
with heart failure seen in
the emergency depart-
ment.”" The article details
the evidence on SGLT2i
and heart failure, mention-
ing their mechanism of ac-
tion and safety data. It also
offers specific guidelines to
assist with the initiation
and/or maintenance of SGL-
T2i in patients with acute
heart failure. We would like
to share our opinion regard-
ing the proposed reduction
of insulin dosage when initi-
ating SGLT2i therapy.

A serious but very rare
complication associated
with SGLT2i is diabetic ke-
toacidosis (DKA). Among
the proposed mechanisms,
it is postulated that the in-
hibition of glucose reab-
sorption in the proximal tu-
bule induced by these
drugs, in a patient with hy-
poinsulinemia, would stimu-
late an increase in coun-
ter-regulatory hormones,
lipolysis, and ketogenesis.
With greater urinary glu-
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cose loss, there is less stim-
ulus for insulin secretion; in
other words, both glucose
and insulin levels are re-
duced, favoring ketogene-
sis.

Patients at highest risk for
this complication are those
with a marked insulin deficit
— namely, patients with
type 1 diabetes mellitus
when insulin doses are re-
duced, or those with type 2
diabetes mellitus and poor
pancreatic reserve and/or
limited glycogen stores, in-
cluding cachectic patients
with low muscle mass or liv-
er disease; individuals with
early-onset adult diabetes
who required insulin soon
after diagnosis; and type 2
diabetics on insulin therapy
(particularly those with long
disease duration and poor
glycemic control).

Of note, many of the re-
ported cases of DKA associ-
ated with SGLT2i have oc-
curred in the context of
reduced caloric intake or in-
sulin dose, since these fac-
tors act synergistically to
trigger ketogenesis, as pre-
viously reported.??

Therefore, contrary to
what some protocols sug-
gest, insulin therapy should
not be routinely reduced
when starting SGLT2i in dia-
betic patients; it should
only be adjusted in specific
cases where tight glycemic
control poses a risk of hy-
poglycemia after adding a
new antidiabetic agent.
Even then, the incidence
rate of hypoglycemia with
SGLT2i is very low, and
these drugs are generally
well tolerated in both dia-
betic and non-diabetic pa-
tients.

Another important point
to enhance the safe use of
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these agents is that, aside
from reduced insulin or ca-
loric intake, other precipi-
tating factors for DKA in-
clude acute illness, volume
depletion, or intense exer-
cise. The emergency physi-
cian should assess whether
continuation of SGLT2i is
appropriate in such situa-
tions.

Finally, awareness of
these precipitating factors
and identification of high-
risk patients will help pre-
vent DKA and guide appro-
priate strategies. These may
include initiating SGLT2i at
lower doses in at-risk indi-
viduals or providing diabe-
tes education that includes
specific training in ketosis
prevention and manage-
ment, as well as maintain-
ing an adequate carbohy-
drate intake without
reducing insulin doses.*’

Note of the editors: This is a BOW-
MAN-generated English translation
of the officially indexed Spanish-lan-
guage article, which should be cited
as Rev Esp Urg Emerg. 2024;3:67-68.
In this translated version, the editors
have supervised the process; howev-
er, it cannot be ruled out that some
errors resulting from the artificial in-
telligence translation process may
have gone unnoticed.
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Hydrogen peroxide
use in clot
obstructed urinary
catheter

Uso de peroxido
de hidrégeno H,0,
en obstruccion

de sonda vesical
por coagulos

To the Editor,

Complications in patients
with indwelling urinary cath-
eters are a common reason
for emergency department
visits, one of them being
catheter obstruction. Ob-
struction is most often
caused by blood clots re-
sulting from urological pro-
cedures, radiation cystitis,
percutaneous lithotripsy, or
bladder tumors. Manual irri-
gation is usually sufficient to
clear the catheter, but in
some cases, repeated ob-
struction causes significant
discomfort. Hydrogen per-
oxide (H,0,) has been
shown to be a useful and
safe agent for dissolving
blood clots, as it reduces
clot adhesion.

We present the case of a
73-year-old man with a past
medical history of bladder
tumor treated with chemo-
therapy and radiotherapy,
who developed secondary
radiation cystitis. The pa-
tient, with a 3-way Foley
catheter, presented with
pain and difficulty urinating
after 3 days of hematuria

without clots. Physical ex-
amination was unremarka-
ble except for suprapubic
pain and a palpable blad-
der globe. Laboratory test-
ing showed acute renal im-
pairment (creatinine 4.5
mg/dL; previous 0.93 mg/
dL), prompting a bladder
ultrasound to rule out ob-
structive uropathy. The ul-
trasound showed no ob-
struction but revealed a
heterogeneous intravesical
structure measuring 7.5 cm
x 5.7 cm x 6.7 cm with no
Doppler flow, consistent
with a blood clot (Figure 1).
After manual irrigation
failed to restore flow, 50 mL
of 3% H,0, diluted in 200

Figure 1.
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mL of normal saline was in-
stilled through the catheter
following analgesia to pre-
vent pain associated with
oxygen release from the re-
action of H,0, with the clot.
After one instillation and
subsequent manual irriga-
tions with clot extraction,
the catheter became per-
meable, and the clot had
disappeared on repeat ul-
trasound. The patient was
admitted to urology for cys-
toscopy, which ruled out ac-
tive intravesical bleeding;
the diagnosis of radiation
cystitis persisted. Intrave-
nous fluids were started,
and renal function normal-
ized. The final diagnosis
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was acute urinary retention due to
blood clots with post-renal acute kid-
ney injury.

The use of H,0, has been de-
scribed for more than 20 years as a
treatment for wound debridement and
irrigation.’? In recent years, it has also
been used as a dental whitener and
to improve endoscopic visualization in
upper Gl bleeding.? Its safety is well
established, and although rarely used,
it is also effective for unblocking uri-
nary catheters in hematuric patients
— provided that pain from oxygen re-
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lease is managed with first-line WHO
analgesics or, in some cases, mild se-
dation.* The instillation is performed
with 3% H,0O, diluted in saline through
the urinary catheter. This simple tech-
nigue can prevent hospital admissions
and invasive procedures, improving
both patient satisfaction and the
length of stay.

This is a BOWMAN-gener-
ated English translation of the officially indexed
Spanish-language article, which should be cited
as Rev Esp Urg Emerg. 2024;3:68-69. In this trans-
lated version, the editors have supervised the
process; however, it cannot be ruled out that some
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errors resulting from the artificial intelligence trans-
lation process may have gone unnoticed.
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