
Resolution of Hyperglycemia (BG <250) BPA #3 Trigger

Patient age ≥16
All 3 from VBG or ABG
q Glucose > 250
q HCO3 ≤ 17
q pH <7.3

OR
All 3 from BMP or CMP
q Glucose > 250
q HCO3 ≤ 17
q Anion gap ≥14
BPA #2, Trigger

Initiate  SQ Insulin Protocol

Diabetic Ketoacidosis (DKA) Pathway

Admit to MICU  
Initiate IV insulin protocol
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On Insulin at Home?

No
Signs and Symptoms of DKA

• Nausea/ Vomiting
• Abdominal pain
• Weakness
• Polyuria/ polydipsia
• Weight loss
• Mental status changes

Severe DKA?

POC BG > 500   BPA #1, Trigger
Alert to RN

“Screen for DKA” Orders 
BPA #1 Response
ü VBG with electrolytes  STAT
ü Alert MD to consider DKA

SQ  Insulin Protocol

q Lispro 0.3u/kg once NOW (max dose 30 U)
q Lispro 0.2u/kg q2h (Max dosse 20 U) to start 1 hr after initial dose
q When BG <250: decrease Lispro to 0.1u/kg q2h
q If BG < 100, hold insulin
q POC BG q1h x 6, then q2h (until anion gap <12)

q BMP q 4 hr (until anion gap <12)

M
IC

U
Ac

ut
e 

Ca
re

 F
lo

or

Yes

First BG <250:
Alert to RN to have provider decrease IV 
insulin infusion rate per IV insulin 
protocol (from 0.1 to 0.05 U/kg/hr) and 
change fluids to add dextrose
BPA #3 response to RN

Admit to AIMA or WP5 
• Continue SQ Insulin Protocol
ü Change POC BG from q1h to q2h

Meets Criteria for Transition to Basal Insulin (AG <12) BPA #4 trigger

Criteria for Transition to Basal insulin

Ideally Meets All Criteria:
q Able to take PO
q BG <300
q AG <12 &/or HCO3 >18
q Time of Day (patient’s can be transitioned 

outside this time frame based on provider 

discretion, but care should be taken as to 

timing of basal insulin)
q 6AM-12PM
q 6PM-12AM

q Lantus 0.25 U/kg ONCE 
daily in AM or HS

AND
q Lispro 0.25 U/kg divided 

TID AC (0.08 u/kg with each 
meal)

Prior to Discharge
q Seen by Diabetic Educator?
q Provider reviewed insulin regimen with patient?
q Follow up scheduled w/ PCP or Endo within 7 days?

Resume prior home insulin at 
same dose.

*if patient takes HS Lantus 
and transitioning in AM, can 
give a one time dose of NPH 
at half the home Lantus dose 
to “bridge” until usual dose 
time.  

Yes

No

Alerts to 
RN/ MD 
of DKA 

Diagnosis

Potassium Repletion:
Potassium 
Level

GFR ≥ 30 
ml/min

For GFR < 30 
ml/min

Maximum Rate of IV
Replacement

<3.3 HOLD INSULIN HOLD INSULIN
Give 80 mEq Give 40 mEq Peripheral: 10 

mEq/hour
3.3-4 Give 40 mEq Give 20 mEq
4.1-5 Give 20 mEq Give 10 mEq Central: 20 

mEq/hour
>5 No replacement No replacement

Give magnesium sulfate 2 grams IV x 1 with 1st potassium replacement

First BG <250:
ü Decrease regular insulin 

infusion from 0.1u/kg/hr to 
0.05 u/kg/hr

ü Stop Current fluids 
ü Start D5 ½ NS @200 ml/hr.  

If CORRECTED Sodium is <134, 

use 0.9% NS instead of 0.45%

First BG <250:
ü Decrease Lispro from 0.2 

u/kg q2h to 0.1 U/kg q2h 
ü Stop Current fluids 
ü Start D5 ½ NS @200 ml/hr. 

If CORRECTED Sodium is <134, 

use 0.9% NS instead of 0.45%

First BG <250:
Alert to RN to have provider decrease SQ 
insulin dose (from 0.2u/kg to 0.1 u/kg 
q2h) and change fluids to add dextrose
BPA #3 response to RN

Alert to MD & RN when
AG <12 to assess for 
transition to basal insulin
BPA #4 trigger and response

Alert to MD & RN when
AG <12 to assess for 
transition to basal insulin
BPA #4 trigger and response

Patient has Insurance 
Coverage?

Yes

Start NPH + Regular OR 70/30
- The Novolin products (R, NPH, 

70/30) at our pharmacy are $25 
per vial. 

- The Humulin products (R, NPH, 
70/30) are significantly more 
expensive. 

Recommended dosing options: 
q NPH 0.25 u/kg divided BID with 

2/3 of dose in AM (0.16 u/kg) 
and 1/3 at dinner (0.08 u/kg) 

AND
q Regular insulin 0.25u/kg divided 

BID with breakfast and dinner 

OR

q 70/30 0.5 u/kg divided BID with 
breakfast and dinner

SEVERE DKA / Initial 
ICU Admission Criteria

Any of the following:
q pH <7.0
q K <3.3
q Corrected Na >150
q Stupor/ Coma
q ESRD on HD
q SBP <90 after 2 Liters NS
q Other presenting condition 

requiring ICU level care

IV  Insulin Protocol

q Regular insulin infusion @ 0.1U/kg/hr
q When BG <250, decrease rate to 0.05 U/kg/hr
q POC BG q1 hr (until anion gap <12)

q BMP q4 hrs (until anion gap <12)

Anion Gap Closure: 
Transition to Basal Insulin
q Change POC BG to QAC and QHS
q Discontinue prior insulin orders
q Discontinue q 4 hr BMP
q Discontinue IV fluids
q Change diet from NPO to 

diabetic consistent carbohydrate

RN Communications
q If IV insulin, do not discontinue 

drip until 2 hrs after basal SQ 
insulin administered

q If SQ Protocol, administer basal 
insulin within 2 hours of the last 
Lispro dose

No

Discharge

IV Infusion (after initial 2L bolus)
Corrected sodium level
Sodium ≥ 135 0.45%  Sodium Chloride 

-250 ml/hour x 8 hours then
-125 ml/hour x 8 hours

Sodium < 134 0.9% Sodium Chloride 
-250 ml/hour x 8 hours then
-125 ml/hour x 8 hours

When BG < 250 mg/dL stop currently running IV fluid and change 
to D5 ½ NS @ 200 ml/hour

Key Points:
o BPAs will only fire in patients coming 

through the main ED 
- NOT from South Jordan ED
- NOT transfer center patients
- NOT patients who develop DKA 

after admission
o Patients admitted to floor MUST go to 

AIMA or WP5 ONLY!

Admit to MICU  
Initiate IV Insulin Protocol

“DKA - Resolution of Hyperglycemia MICU Order Set”

“DKA - Resolution of Hyperglycemia Floor Order Set”

BPA #3 Response

BPA #3 Response

“DKA – Transition to Basal Insulin Order Set”

BPAs (Alerts) Overview:
#1 Screen for DKA
#2 Diagnosis of DKA
#3 Resolution of Hyperglycemia
#4 Anion Gap Closure

Last Update: 10/3/17 (Edholm/Lappe)* Blue text reflects names of order sets

gluc >600, pH >7.3, 
HCO3 >18, mental 
status changes, 
effective serum 
osm >320

HHS?
Exit 

Pathway

Use the order set “DKA – Floor 
(Non-ED) Order Set” to enter 

other patients into the pathway (if 
ED did not place orders, transfer 
center patients, patients coming 
from South Jordan ED or patients 

who develop DKA on the floor

Use the order set “DKA – MICU 
Outside Transfer Admission” to 
enter transfer patients into the 

pathway and cause the downstream 
alerts to fire


