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financial disclosures 

 To receive contact hours for this 
continuing education activity, the 
participant must: 
◦ Attend the entire session 

◦ Complete the program evaluation at the 
completion of the event 
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 Summarize treatment and management of 
diabetes in the acute care setting 

 Outline ADA guideline updates for 2016 
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 29.1 million Americans (or 9.3% of the 
population) had diabetes 

 Of these, 1.25 million adults and children were 
type 1  

 As many as 8.1 million of the 29.1 million 
were undiagnosed 

 Seniors (over 65 years) include 25.9% of the 
population with diabetes 
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 New cases: 1.4 million Americans are 
diagnosed each year 

 Prediabetes (populations at risk for developing 
diabetes) was 86 million Americans age 20 and 
older in 2012 (was 70 million in 2010) 

 Diabetes is the 7th leading cause of death in 
the US (6th leading cause of death in Texas and 
4th leading cause of death in African Americans 
and Hispanics in Texas) 
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 1. West Virginia: 12.0 

 2. Georgia: 11.8 

 3. Tennessee: 11.7 

 4. Arkansas: 11.5  

 5. Kentucky 11.3 

 6. Oklahoma: 10.9 

 7. Texas: 10.8 (Wichita County currently at 11.9%) 

 8. South Carolina: 10.7 

 9. Louisiana and New Mexico both at 10.4  

 10. Missouri and Mississippi both at 10.0 
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 6 million patients with diabetes are treated with 
insulin/insulin + oral medications 

 Insulin use accounts for ~1 in 4 T2DM 
outpatient visits 

 Disease burden of diabetes is increasing 

 Number of endocrinologists is decreasing 

 Primary care assumes care of 90% of patient's 
with diabetes 

 Inpatient diabetes care is provided by 
Hospitalists  
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 $245 billion: Total costs of diagnosed diabetes 
in the United States in 2012  
◦ $176 billion for direct medical costs $69 billion in 

reduced productivity.  

◦ After adjusting for population age and sex 
differences, average medical expenditures among 
people with diagnosed diabetes were 2.3 times 
higher than what expenditures would be in the 
absence of diabetes.  
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 Controlling diabetes in the hospital is one of the 

most predominant challenges hospitalists face.  
 In addition to the condition’s increased prevalence 

among the general population, patients with 
diabetes are commonly admitted to the hospital 
multiple times.  

 The treatment of diabetes can make the treatment 
of other conditions more difficult 
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 Inpatient management of patients with 
hyperglycemia presents special clinical 
challenges 

 Glycemic control can be affected by a variety 
of factors 
◦ Increased insulin needs due to pain, trauma, 

surgery, sepsis, burns, hypoxia, cardiovascular 
disease, and counterregulatory stressors as a 
response to illness often occurring during the 
hospitalization.  
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 Both hyperglycemia and hypoglycemia are 
associated with adverse outcomes including 
death. Goal one is to try and prevent either of 
these from occurring.  

 Goals two and three are to promote the 
shortest safest hospital stay and to provide an 
effective transition out of the hospital that 
prevents complications and readmissions.  
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 Reliance on correction only/sliding-scale insulin regimens 

 Fear of hypoglycemia  

 Diabetes is typically not the reason for admission  and the 
primary diagnosis may be the focus rather than the control of 
blood glucose 

 Unpredictable changes in patient diet, appetite, and meal times  

 Hospital stay too short for adequate insulin dosing adjustment or 
oral agent titration 

 Poor communication during patient transfers 

◦ A lack of “ownership” for hyperglycemia  

 Inadequate knowledge/understanding of diabetes and insulin 
◦ Knowledge of what insulin types/regimens work best 

◦ Knowledge of how/when to start/stop/adjust insulin 
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 Documentation in the chart should include 
what type of diabetes the patient has (type 1, 
type 2, gestational) or that the patient has no 
previous history  

 An A1C should be ordered if one is not 
available within the prior three months 
(hospitalization is an opportunity to assess 
glycemic control and outpatient therapy in a 
patient with pre-existing diabetes as well as 
therapy in those with a new diagnosis)  

14 

 

 Generally, hyperglycemia in hospital patients is 
classified as known DM, newly diagnosed DM, 
Prediabetes or stress hyperglycemia. 
◦ Known:  DM applies to patients with preexisting Type 1, Type 

2, or gestational diabetes. 
◦ Newly diagnosed:  DM refers to patients newly diagnosed 

during their hospital stay who meet ADA diagnostic criteria. A 
hemoglobin A1C (HbA1c) level of 6.5% or higher indicates DM 
and reflects an average blood glucose (BG) level of 140 mg/dL.  
 The A1C test indicates the average BG level over the preceding 2 to 

3 months hence an elevated A1C level indicates the patient’s BG 
level was high before admission. Hospital patients with A1C levels 
of 6.5% or higher usually are classified as newly diagnosed, even 
though their DM probably preceded their hospital admission. 
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 Prediabetes  also called “categories of increase risk for 
diabetes” is the term used for individuals with IFG or IGT and 
indicates the risk for future development of diabetes 
◦ IFG (FPG 100-125 mg/dL) or 

◦ IGT (2-h plasma glucose 140-199 mg/dL) or 

◦ A1C 5.7 -6.4% 

 Stress hyperglycemia in the hospital is illness-related and 
usually transient, with BG levels normalizing once the 
patient’s other illness resolves.  

◦ Defined as BG >140 mg/dL in patients with NO prior 
history of diabetes and a normal A1C 
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 Formerly known as IDDM or Juvenile Diabetes 
◦ A metabolic disorder in which there is an absolute 

deficiency of insulin secretion 
◦ Typically an acute onset 
◦ Autoimmune disease 
◦ Insulin is the only treatment and should consist of a 

basal/prandial/correction regimen 
◦ Comprehensive education is required to learn 

diabetes self-care skills and management 
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 Formerly known as NIDDM or adult onset 
◦ A metabolic disorder in which three defects exist 

 Decrease in insulin secretion 

 Receptor cell defect 

 Insulin resistance  

◦ Symptoms develop over a long period of time, may be vague 
or  even absent 

◦ Can occur at any age including childhood 
◦ Treatment includes meal planning, self-monitoring of blood 

glucose, and physical activity. Oral medication and/or insulin 
may be required in additional to lifestyle changes/ 

◦ Comprehensive education is required to learn diabetes self-
care skills and management 
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 Pre-gestational diabetes 
◦ Includes women with pre-existing Type 1 or Type 2 diabetes 

prior to pregnancy 
 Gestational 
◦  Diagnosis of diabetes made during pregnancy—usually 

diagnosed in the 2nd trimester 
◦ Affects 14% of pregnancies (135,000 women each year in the US 
◦ Begins when the body can no longer make and use all the insulin 

it needs for pregnancy 
◦ High blood glucose levels are believed to occur due to the 

following: 
 Carbohydrate intolerance during pregnancy and/or  
 As a result of the placenta hormones which are antagonistic to  

insulin (insulin resistance) 
There is a three to sevenfold risk of developing Type 2 diabetes 

mellitus within 5 to 10 years after a diagnosis of GDM 
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 Diabetes self-management education should be 
ordered and the patient have an understanding 
of skills necessary at time of discharge (taking 
medications/insulin, monitoring and coping with 
hypoglycemia). 
◦ Note to physicians: When ordering diabetes education, 

please text in order the main reason you are requesting 
education (insulin teaching, nutrition, etc.).  

◦ Please try to order diabetes education as soon as you 
identify a need. Ordering education on the day of 
discharge is NOT appropriate. Education concepts are 
taught over time and are often difficult for patient's to 
absorb in this small window of time.  
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 If Diabetes Management is warranted, please 
enter an order for the Diabetes Nurse Specialist.  
◦ This order will go to the Diabetes APN consult list and 

your patient will be evaluated and a medication 
regimen will be prescribed. Medications including 
insulin will be adjusted based on patient requirements.   

◦ Orders for diabetes medications will be placed under 
the attending physician as per hospital bylaws.  
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 Appropriate consults for the APN may include 
the following 
◦ DKA/HHS 

◦ Pediatrics 

◦ Patient’s with severe hyperglycemia (A1C >10%) 

◦ Insulin pumps 

◦ Complicated insulin regimens (poly-pharmacy) 

◦ Recurrent hypoglycemia 

◦ Renal or liver disease  

◦ High dose glucocorticoid therapy requiring insulin 

◦ Cardiovascular surgical patients 
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 Consulting APN for diabetes care is generally 
NOT appropriate when patients are stable on 
oral agents or those who have a diagnosis of 
prediabetes.  

 Diabetes Education should be ordered as per 
patient needs (changing patient from one 
class of oral medication to another, new to 
insulin, needs meter teaching, etc.).  

 These types of cases should be should be 
able to be managed by the Hospitalist or 
attending Resident.   
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 Hyperglycemia has been defined as a blood 
glucose >140 mg/dL 

 Blood glucose levels persistently above this 
this level require reassessing treatment 

 An admission A1C of >6.5% suggests the 
diabetes preceded hospitalization 

 Hypoglycemia in hospitalized patients is 
defined as blood glucose <70 mg/dL and 
severe hypoglycemia as <40 mg/dL (we use 
<50 mg/dL at UR) 
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 Moderate vs. Tight Glycemic Control  
 In 2002, hospitals were recommended to use blood 

glucose targets in the ICU of 80-100 mg/dL. 
 That recommendation was based on a 42% relative 

reduction in ICU mortality in critically ill surgical 
patients (Leuven trial – showed reduction in the 
morbidity and mortality of critically ill patients 
hospitalized in surgical intensive care units (ICUs). 

 A meta-analysis of over 26 studies including the 
Normoglycemia in Intensive Care Evaluation–Survival 
Using Glucose Algorithm Regulation (NICE-SUGAR) 
showed increased rates of HYPOGLYCEMIA and 
MORTALITY when attempting tight glycemic control at 
these targets.  
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 Based in the findings from the meta-analysis 
the following recommendations were made:  
◦ Initiate insulin therapy for persistent hyperglycemia 

defined as >180 mg/dL 
◦ Glucose target of 140-180 mg/dL is recommended 

for most critically ill patients 
◦ More stringent goals such as 110-140 mg/dL may 

be appropriate for select patients providing the 
targets can be achieved without significant 
hypoglycemia 
 Cardiac surgery patients 

 Patients with acute ischemic cardiac and neurological 
events 

26 

 There is clearly no benefit to tight glucose control in 
the ICU (BG  of <110 mg/dL) and can lead to 
moderate and severe hypoglycemia both of which are 
associated with an increased risk of mortality.  

 Patients who had severe hypoglycemia had increased 
LOS in the ICU and in the hospital, spent longer 
having their BG concentration controlled (felt to be 
due to prolonged critical illness than the time to 
reach BG targets), received more units of insulin per 
day and were more likely to have received parenteral 
nutrition, and were more likely to be on 
glucocorticoid therapy, had a lower mean glucose BG 
concentration and more BG tests per day.  
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 The good news is 
◦ We never used the “tight” glucose targets in the 

initial recommendations (70-108 mg/dL) on the 
initial paper protocol or Endotool.  

 After the NICE-SUGAR study, we pulled our 
hypoglycemic data and presented to the 
Intensivists to evaluate our data compared to 
the trials.  
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 Results – we tracked our data monthly and 
reported on to the Quality Dashboard on the 
Intranet 
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Hypoglycemia 

ICU 
On EndoTool 
Jan-Feb 2016 

All Data - Including EndoTool 
Jan 2016 

1,839 POC results 1,468 POC results 

<70 mg/dL 0.54% 0.20% 

<50 mg/dL 0.11% 0.07% 

CCU 
On EndoTool 
Jan-Feb 2016 

All Data - Including EndoTool 
Jan 2016 

2,260 POC results 1,818 POC results 

<70 mg/dL 0.49% 1.21% 

<50 mg/dL 0.09% 0.28% 

Hyperglycemia 

>180 mg/dL On EndoTool 
Jan-Feb 2016 

All Data - Including EndoTool 
Jan 2016 

ICU 9.57% 13.35% 

CCU 15.27% 15.73% 

8C 23.08% 22.7% 

7W1 8.60% 20.6% 

7C 25.42% 30.3% 

34 

35 Jan-Feb 

 Hypoglycemia may be minimized by carefully monitoring 
blood glucose levels as recommended 

 In fact, the American Diabetes Association (ADA) and the 
American Association of Clinical Endocrinologists (AACE) 
published guidelines after the release of the data on tight 
glycemic control, finding that “uncontrolled hyperglycemia 
clearly is associated with poor outcomes,” and “intensive 
glycemic control programs have reported…fewer inpatient 
complications; decreased ventilator days; and reductions 
in ICU and hospital LOS” and recommending that until 
further information becomes available, it is prudent to 
continue to emphasize the importance of glycemic control 
in hospitalized patients with critical and noncritical illness 
while aiming at targets that are less stringent than 80–110 
mg/dL. 
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 Intensive insulin therapy 
◦ Hypoglycemia predicts higher mortality among 

hypoglycemic patients who are not receiving 
insulin, not necessarily in patients treated with 
insulin 

◦ Hypoglycemia-associated inpatient mortality may 
not be drug-associated but linked to comorbidities 

◦ Ongoing review.  
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 A  glucose target between 140–180 mg/dL is 
recommended for most patients in the med-
surg areas 

 Patients with a prior history of successful 
tight glycemic control in the OPT setting who 
are clinically stable may be maintained with a 
glucose target below 140 mg/dL 
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 In most instances in the hospital, insulin is 
the preferred treatment for glycemic control.  

 It may be appropriate to continue home 
regimens including oral medications in some 
circumstances.  

 If oral medications are held during the 
hospital, they should be resumed 1-2 days 
prior to discharge (if indicated and 
appropriate).  
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 The sole use of sliding scale (now referred to as 
correction scale) in the inpatient hospital setting 
is strongly discouraged as it has been  shown to 
lead to undesirable levels of both hypoglycemia 
and hyperglycemia relative to basal-bolus insulin 
approaches. 

 The scale dose of insulin reduces an already high 
blood glucose level, but does not address future 
levels. 
◦ Guidelines from all of the following: American 

Association of Clinical Endocrinologists (AACE), 
American Diabetes Association (ADA) and The Endocrine 
Society (TES) 
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 Normal physiology: Insulin also is released in 
response to eating, to control the postprandial 
glucose rise (called bolus insulin). 

 Nutritional/prandial: insulin to cover 
carbohydrate intake from food, dextrose in 
IVF, tube feeds, TPN. 

 Use rapid-acting insulin aspart (Novolog), 
lispro (Humalog), or glulisine (Apidra). 
◦ short-acting insulin (Regular) may also be used  

 
 At UR, we use aspart 
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 Normal physiology: A small amount of insulin is 
released continuously to suppress hepatic glucose 
production (basal insulin) 

 Basal insulins are given to mimic physiologic 
continuous insulin release. Long-acting basal 
insulins have a duration of about 24 hours and 
usually lack a significant peak effect, helping to 
smoothly control hepatic glucose output 

 Use detemir (Levemir) or glargine (Lantus) dosed 
once daily or q12 hours 

 Continuous insulin infusion IV (Endotool at UR) 
 Continuous basal rate via a continuous insulin 

infusion pump SQ 
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 NPH can also be used at bedtime or am and bedtime (most 
common) 

 (NPH) has a variable peak action of 4 to 12 hours and a 
duration of 18 to 24 hours. Because of its strong peak 
effect and duration shorter than 24 hours, NPH insulin 
doesn’t mimic physiologic basal insulin as closely as long-
acting insulins.  

 The hypoglycemia that can occur with NPH may happen 
when BG levels aren’t typically monitored; thus, 
hypoglycemia may go unnoticed unless the patient 
recognizes signs and symptoms and alerts hospital staff. 
◦ For example, the morning NPH dose peaks a few hours after 

lunch, which may coincide with the peak of short-acting insulin 
given at lunch, increasing the hypoglycemia risk. The bedtime 
NPH dose peaks in the early morning (about 4 a.m.).  
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 Generally NOT appropriate for the inpatient 
setting 
◦ Concerns include nutritional status due to erratic 

intake, irregular meal times, importance of bedtime 
snack, making patient’s NPO after dose 
administered or patient develops GI issues.  
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 Conversely higher targets may be acceptable 
in patients who 
◦ Are terminally ill 

◦ Have multiple comorbidities 

◦ Are in an inpatient facility where frequent close 
monitoring or close nursing supervision is not 
feasible  

 

 

 

45 



16 

 All patients with diabetes should be monitored 
with point of care testing on a hospital device 
(minimum of ac and hs if eating, q6 hours if 
NPO or receiving enteral or parenteral fluids). 

 Glucose monitoring in patients without known 
diabetes should be ordered when a therapy has a  
high risk for hyperglycemia (high-dose 
glucocorticoid therapy, initiation of 
enteral/parenteral nutrition, Octreotide [brand name 
Sandostatin], or immunosuppressive medications) 
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 Scheduled insulin for meals should be dosed 
no closer than 4 hours apart.  

 Correction scale insulin should be ordered on 
all patients with diabetes (weight-based or 
based on total daily insulin requirements). 
◦ Some patients with renal compromise may need 

lower correction scale dosing – use clinical 
judgment.  

◦ Correction dose (supplemental) insulin should be 
used to correct premeal hyperglycemia in 
addition to the scheduled prandial dose 
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 Correction insulin should not be given sooner 
than 4 hours from the last injection (this 
practice is not recommended as it can lead to 
stacking of insulin which can potentially 
cause hypoglycemia).  

 In patient's not able to eat, basal insulin in 
combination with correction scale insulin is 
the preferred treatment.  
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 Patient’s must have basal insulin  

 Dosing based solely on premeal glucoses 
(correction scale only) does not account for 
basal insulin requirements or meal intake and 
can lead to either hypoglycemia or 
hyperglycemia risks (and possibly DKA).  
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 As glucose levels rise, so does mortality 
risk, as well as the risk of dehydration, 
hypotension, eventual renal shutdown, 
poor healing, and impaired immune 
system function. 

 

50 

 An insulin regimen for patients with good 
oral intake should include basal, prandial and 
correction insulin. (Nurses are advised to hold 
prandial insulin at meals if patients are not 
eating at least 50% of the meal).  

 If patient's have erratic intake, it is safer to 
administer the insulin immediately after the 
meal or to place the patient on an insulin to 
CHO ratio (to actually cover for the CHO’s 
ingested) 
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 The patient’s medical and/or social history may reveal the 
following 
◦ Diabetes mellitus, renal insufficiency/failure, alcoholism, hepatic 

cirrhosis/failure, other endocrine diseases, or recent surgery  

 The glucose level at which an individual becomes 
symptomatic is highly variable (threshold generally at < 50 
mg/dL). Carefully review the patient's medication and drug 
history for potential causes of hypoglycemia (eg, new 
medications, insulin usage or ingestion of an oral 
hypoglycemic agent, possible toxic ingestion). 

 Central nervous system: Headache, confusion, personality 
changes  

 Fatigue, somnolence 
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 Intensive control is needed promptly in the 
hospital setting (infection, steroid-effect, new 
onset symptomatic diabetics, wound healing) 

 In order to have successful reduction in blood 
glucose, the fingerstick blood glucose results 
(POC testing) must be evaluated every 24 
hours, and adjustments to doses made as 
needed. 
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 Increase hepatic glucose production and 
inhibit glucose uptake into muscle cells, 
causing hyperglycemia.  

 Approximately 64% of patients with or 
without DM may develop hyperglycemia when 
receiving high-dose corticosteroids.  

 Patients with no previous history of DM who 
receive these drugs should be monitored for 
BG increases and treated based on POC 
results.  
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 Sudden reduction of corticosteroid dosages, altered ability 
to report signs and symptoms, reduced oral intake, 
emesis, new NPO status, inappropriate timing of short- or 
rapid-acting insulin 
relative to meals, reduced I.V. dextrose administration 
rate, and unexpected interruption of enteral or parenteral 
nutrition. 

 Early recognition and treatment of hypoglycemia can 
prevent adverse outcomes. At UR, we have a nurse driven 
protocol for the treatment of hypoglycemia.  

 Patients who’ve had a hypoglycemia episode should be 
monitored closely for 24 hours afterward because they’re 
at increased risk for another episode. Notify the oncoming 
nurse/provider of hypoglycemia episodes that occurred 
during your shift as insulin adjustments may be needed.  
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 EN formulas generally are high in carbohydrates, 
contributing 45% to 90% of total daily calories. 
Various types of insulin regimens can be used to 
control BG levels when a patient’s receiving EN. 
Basal and bolus subcutaneous insulin can be 
used together. 

 At UR, the recommendation is to split the basal 
insulin dose and use the correction scale based 
on POC data q6H. 

 Built into the EN order set is an order to hang 
d10 @ 62 mL/hr if the EN is interrupted for more 
than one-hour.  
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 Continuous intravenous insulin has been 
shown to be the best method for achieving 
glycemic targets.  
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 A computerized software program designed and launched in 

2006 by Dr. W. Patrick Burgess M.D., Ph.D., an internal 
medicine physician and engineer practicing at the Carolinas 
Medical Center.  

 EndoTool® models, predicts and adapts to each patient’s 
unique physiology and individual response. 

 Analytic data shows that 99.4% of patients achieve control, 
and glucose levels remain within target range as often as 
97.25% of the time after control is achieved.  

 Outcomes include significantly improving quality of care, 
reduced hypoglycemia/hyperglycemia, decreased LOS and 
controlling healthcare costs.  

 To date, the program is the most tested hospital glucose 
management software solution available and has been 
adopted by more U.S. healthcare institutions than any other 
inpatient glycemic management tool since it was launched. 
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 Software is utilized in the ED, ICU, CCU, 8C, 7C 
and 7W1, L&D, Pediatrics and last year was 
added to  PACU.  

 Endotool is approved for use for the age of two 
years and up who weigh at least 12 kg.  

 Once initiated, Endotool should be used on 
patients a minimum of 12 hours and preferably 
at least 24 hours. 
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 For patient's not in DKA or HHS, a minimum 
of 150 grams of CHO for 24 hours (either in 
parenteral or enteral feedings) must be 
ordered.  
◦ Patient's in DKA or HHS must have IV dextrose 

added once the glucose falls below the target 
glucose range) 

 No other insulin's or diabetes medications 
should be given while the patient is on 
Endotool.  

 

 
60 



21 

 If the patient is on enteral or parenteral feedings, the 
choice for continuous feedings can be printed and the 
basal insulin is divided by two doses of Levemir to be 
given 12 hours apart. A weight based correction scale 
should also be ordered including q6 hour FSBG checks. 

 It is considered best practice to use the recommended 
conversion (at least initially) for patient’s naïve to insulin 
therapy. Adjustments can be made thereafter based on 
blood glucose patterns. 
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 Once the provider is ready to convert the 
patient from IV to SQ insulin, there are two 
options.  
◦ 1. Patients who were on insulin therapy prior to the 

admission and who are able to eat should be placed 
back on their home insulin regimen if possible.  

◦ 2. In patients naïve to insulin, best practice is to 
utilize the recommended Endotool conversion from 
IV to SC insulin which can be printed off the PC by 
any licensed nurse at the providers request.  
 The recommended conversion is based on the previous 

12-24 hours of insulin use (24 hours is best predictor).  
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 Endotool calculates (in the background) the total 
amount of insulin the patient required over the 
previous 12-24 hours and subtracts 30% from the 
total amount.  

 If the patient is eating, the nurse can print off the 
recommendation for patient eating meals. This 
conversion provides 50% of the insulin as basal and 
50% prandial divided over three meals. 

 If the patient is not eating, the basal insulin can be 
ordered and the patient placed on a weight based 
correction scale.  
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 One hour prior to stopping Endotool, the 
basal insulin should be given.  

 If the patient has eaten a meal, the basal 
insulin can be dosed three hours after the 
meal was completed (this amount of time 
allows the meal to be covered with insulin – 
otherwise if the Endotool is stopped, the 
patient will be hyperglycemic). 
◦ The best time generally to take the patient off of 

the Endotool is pre lunch or pre dinner.  

64 

 One hour after the basal insulin is given, the 
Endotool is turned off, the patient is allowed 
to eat there next meal if so desired and the IV 
dextrose is discontinued. 

 Once the patient is off Endotool, glucose 
control needs to monitored at a minimum of 
24 hours and insulin adjustments made as 
necessary. 
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 During a patient’s hospital stay, insulin dosages 
usually must be titrated daily to achieve glycemic 
goals.  

 Many factors can influence insulin administration and 
BG levels, including timing of meal-tray delivery, 
appetite changes, bedtime snacking, unanticipated 
NPO status, changes in enteral or parenteral nutrition 
rates, steroid dosage changes, delays caused by 
procedures and treatments, and overtreatment of 
hypoglycemic episodes.  

 If you are the provider managing the patient’s 
diabetes, you need to be cognizant of all of the 
moving targets that are affecting the patient's BG 
levels so that you can make an informed decision for 
insulin prescribing and customize diabetes education.  
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 Discharge Summary 
 The patient’s A1C 

 The prior regimen and why changes were indicated 
at time of discharge 

 It is critical that patients be clear about what 
medications they should be on post-discharge and 
that they follow-up with outpatient providers in a 
timely manner 

 Anyone can place on order for “Referral for Diabetes 
discharge call”. An RN will contact the patient within 
48 hours to verify their understanding of the 
discharge instructions/medications.  
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 Various patient- and provider-specific factors 
may increase the risk of inpatient 
hypoglycemia 

 Strategies to prevent hypoglycemia 
◦ Regular glucose monitoring, adjustment of insulin 

doses, and administration of carbohydrate, IV 
dextrose, or glucagon as needed 

◦ Improved communication and coordination between 
departments (nursing, dietary and pharmacy) 
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 Achieving glycemic control soon after 
diagnosis reduces the risk of micro- and 
macrovascular complications even if control 
later worsens. 

 Guides patient treatment according to stage 
of diabetes (pre-diabetic, treatment-naive, 
treated) and ambient A1C levels. 

 Goals: A1C ≤ 6.5%, FPG < 110 mg/dL, 
preprandial plasma glucose < 110 mg/dL, 2-
hour PPG < 140 mg/dL. 
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 Decision tree with medication options using stepwise 
approach with q3 month evaluations (outpatient).  

 A1C goal is <7% (may consider <6.5% in selected patients – 
short duration of diabetes, type 2 diabetes treated with 
lifestyle and Metformin only, long life expectancy or no 
significant cardiovascular disease).  

 First-line treatment is lifestyle intervention + metformin.  
◦ If AIC goal not met, then add basal insulin, a sulfonylurea, or a 

thiazolidinedione.  

◦ If AIC goal still not met, 3 OADs can be used, but initiation/intensification 
of insulin therapy is preferred based on effectiveness and expense 
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 Recommends starting insulin when 
hyperglycemia is severe – especially if 
symptoms are present or if any catabolic 
features (weight loss, ketosis) are present 

 If the A1C is > 10% or fasting glucose 250 mg/dL or random 
> 300 mg/dL 

 As the patient’s glucose toxicity resolves, the regimen may, 
potentially, be simplified 
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 Calculate TDD based on ONE of the following: 
◦ Dialysis 0.3 units/kg/day 

◦ Lean (BMI <25) new steroid induced hyperglycemia 
or new diagnosis of diabetes 0.4 units/kg/day 

◦ Overweight (BMI 25-30) use 0.5 units/kg/day 

◦ Obese (BMI >30) or on high dose steroids use 0.6 
units/kg/day 
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◦ Dividing the TDD into approximately 50 percent 
basal insulin and 50 percent nutritional 

◦ Adding a correction scale based on the patient’s 
estimated insulin sensitivity and then 

◦ Adjusting the dose daily 

 

◦ For patients who were previously on insulin, take 
the TDD and divide as above (50/50)  

 

73 

 Type 1 diabetes  
 0.3 to 1.0 units/kg/day for total daily dose (although most 

will eventually require 0.6 to 0.7 units per kg/day).  

 40-60% basal  

 40-60% prandial 
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 Most hospitalized patients with hyperglycemia 

 High A1C on 2 or more oral diabetes 
medications 

 Intolerant of other medications 
 Short use for new onset diabetes (A1C >9% 

with symptoms) and should always be 
considered when A1C is >10% 

 High dose glucocorticoids 
 Pregnancy 

 Advanced kidney/renal disease  
 Type 1diabetes mellitus  
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 There is at least one FT diabetes educator on 
staff each day.  

 Documentation of their notes can be found 
under the flow sheet tab -> KBC plan of care 
-> scroll down to clinical practice guidelines  
◦ Diabetes notes are highlighted in green 

◦ Treatment plan is where the focus of the education 
is documented  
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 At least one FT APN is available daily. 

 Documentation of notes will be found under 
the Endocrinology section in the documents. 

 If the plan of care is not agreed upon, please 
contact the APN on call that day as the 
patient has already agreed to the plan and 
been taught on what they will be on post-
discharge.  
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 For patients who are not insured: request referral 
from Social Worker 

 Patients may be eligible for 30 day supply kit 
(free meter, 100 test strips, 100 lancets, 100 
syringes) 

 May be eligible for 30 day supply of insulin 
 Provider must write RX for the insulins and give 

to Social Worker who will authorize Pharmacy to 
dispense prior to 

 Any patient who is discharged from the hospital 
may attend Survival Skills:  
◦ a 2-hour free meeting with Certified Diabetes Educator 

in the Outpatient Setting 
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