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The highest (3600 IU) 
reported overdose of 
insulin glargine ever and 
management

Sir,

Insulin glargine (LANTUS® SOLOSTAR®; Sanofi 
Aventis, Deutschland) – relatively a new medication 
in the treatment of diabetes mellitus – is a long-acting 
insulin for meeting the basal insulin requirement 
with an ongoing effect up to 24 h.[1,2] In literature, 
there are small number of cases regarding with 
overdose use of insulin glargine. One of these cases 
with regard to insulin glargine overdose was by 
Lu and Inboriboon, who had reported a case of 
suicide attempt with 2700 units of insulin glargine 
resulting 96 h of hypoglycemia.[3] Herein, we report 
another case of insulin glargine overdose resulting 
120 h of hypoglycemia in a diabetic patient who had 
attempted suicide with 3600 units of insulin glargine. 
To our knowledge, this is the highest reported insulin 
glargine dose ever.

In this present case, a 45-year-old-male patient 
with type-2 diabetes mellitus and major depression 
was admitted to emergency department with 
the loss of consciousness after self-administered 
3600 units of insulin glargine. Patient’s laboratory 

findings on admission were as follows: Blood glucose 
level - 20 mg/dl, potassium - 2,8 mmol/L, serum 
level of sulfonylurea - 0,0 mg/μL, C-peptide - 0.0956 
(0.51–2.7 ng/mL normally), and serum insulin 
value - 216 mU/L (2.6–25 normally). Patient treated 
with continuous intravenous dextrose infusion and 
1 mg of glucagon hydrochloride. On follow-up, the 
patient needed 120 h of intravenous glucose infusion 
for the recurrent hypoglycemic episodes. At the end 
of the 5th day, no hypoglycemia attack was observed. 
The patient discharged without any permanent 
complications on the 6th day of hospitalization. Then, 
he referred to a psychiatry clinic. Hypoglycemia 
is the most frequent side effect of insulin glargine. 
The timing of hypoglycemia and its duration differs 
according to the insulin formulations. Insulin 
glargine is known to have no peak effect. The plasma 
concentration versus time profile of insulin glargine is 
relatively more stable with no peak in 24 h compared to 
conventional human insulin.[4,5] This allows once-daily 
administration as basal therapy. However, overdose 
use of insulin glargine may rarely present with 
prolonged hypoglycemia attacks.[3]

As a result, we aimed to emphasize in this letter 
that emergency and intensive care physicians should 
be aware of overdose use of insulin glargine present 
with prolonged hypoglycemia attacks. In these cases, 
intensive care physicians should immediately initiate 
continuous dextrose infusions, and the patients should be 
monitored closely with frequent blood glucose samples 
to prevent the risk of prolonged hypoglycemia episodes.
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The role of noninvasive 
ventilation in mild 
to moderate acute 
respiratory distress 
syndrome

Sir,

We read with great interest the research article, 
“A study on the role of NIV in mild to moderate 
acute respiratory distress syndrome,” published in 
the previous issue.[1] It was alarming to note that only 
44% had successful noninvasive ventilation (NIV) use 
while the rest of the patients had to be intubated. The 
mortality quoted for NIV failure group was 46.3% 
(19 out of 23), which is rather high in the present scenario.

The mortality of moderate adult respiratory distress 
syndrome (ARDS) in a study done by Thille et al. was 
only 32%.[2] The author suggests high APACHE scores and 
delay in intubations as the reasons of the high mortality. 
The mortality rate is unacceptable and could have been 
reduced if they were not subjected to further trial of NIV 

after 1 h. A retrospective study of NIV role in moderate 
ARDS in esophagectomy patients concluded that it would 
be an effective option to consider invasive mechanical 
ventilation in those with P/F ratio <180 after 2 h of 
NIV.[3] NIV success rates with no significant difference of 
APACHE score groups was 48.4 in the same study.[3] NIV 
stands as the first-line approach and may be attempted in 
ARDS patients with P/F ratio >150.[2] Patients who have 
P/F ratio of <200 with lung injury score scores >1.5 have to 
be taken into consideration to go for invasive ventilation.[4]

We manage large number of ARDS patients in 
our department. ARDS patients (P/F ratio >150) 
can be treated with NIV while moderate to severe 
ARDS (P/F ratio <150) should be managed with 
pressure-controlled mechanical ventilation. Our 
mortality rates have been 11.4% in the past 3 years.[4]

NIV for ARDS has to be chosen cautiously and needs 
vigilant monitoring as it can lead to high mortality, even 
when one makes a decision to shift from NIV to invasive 
ventilation quickly.

I entirely agree with editorial remarks that the acute 
inflammation of lung can spread very quickly making 
the recruitment process slow and delayed. One has to 
be extremely careful when you choose NIV for ARDS.

namrata
Rectangle


