SaTH DKA Management Chart
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» Check venous pH, bicarbonate, potassiﬁm, blood
ketones and glucose at 6 hours

« Assess for resolution of ketoacidosis

“uid type

:; « IV bicarbonate should not be

« Establish IV access with
large bore cannula

used routinely

* When blood glucose <14
mmol/l add 10% glucose at
125 mifhr. 0.9% saline
infusion rate may be slowed if
needed to prevent overioad

» Add supplemental potassium
to saline as needed

« Start infusion as chart as a guide only

« If initial SBP <90mmHg give initial 500ml
0.9% saline over 10-15 mins — can repeat
if no improvement

« Subsequent fluid replacement should be
influenced by hydration status and
electrolyte results

« Avoid replacing fluid too quickly as
cerebral oedema may result

« CVP monitoring may be required

| toinfusion bags

:| potassium remains below

rates will be required.

« Always use prepared
fluid bags when KCI
required - never add KCl

« Use cardiac monitor if
large amounts KCl
required

* Seek advice if serum

3.5 as higher infusion

« |f DKA resolved and patient eating and drinking,
convert to usual subcutaneous insulin

« If DKA resolved but patient not eating and drinking,
move to standard variable rate VIl — discontinue DKA
management sheet (ensure variable rate scale adjusted
to ensure glucose control)

» If DKA not resolved — continue management,
uptitrating insulin as needed, until resolution occurs

« Conversion to subcutaneous insulin is ideally managed by
the specialist diabetes team

« If not already involved, the diabetes team should be
informed and the patient reviewed within 24 hrs of admission

« If patient newly diagnosed, it is essential they are seen by a
member of the specialist diabetes team prior to discharge

If diabetes team not available:

» Preferably start previous regime

+ Basal-bolus: Long-acting insulin should have been
continued, so provide rapid-acting insulin before next
meal — take VIl and fluids down 30 mins later.

« Twice daily premix: Provide usual insulin with
breakfast or evening meal. Take VIl and fluids down
30 mins later.

» CSll: Recommence at usual basal rate; continue IVII
until next mealtime bolus given.
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SaTH Guideline for the Management of Diabetic Ketoacidosis

June 2010
Definition and Diagnosis s Rapid ABC SBP < 90mmHg * If weight not available, estimate (kg)
+ Large bore IVl and START | Likely due to h’°W biood volume but consider » If pregnant, use present weight (seek
iabeti idosi i i i i i i idosi FLUID REPLACEMENT other causes eg. sepsis senior advice)
Diabetic ketoacidosis consists of the biochemical triad of ketonaemia, hyperglycaemia and acidosis. s Give 5001 0.9% e B e 15 i ;"g’(% fk’;ﬁ& i Q?BFE o e e i purm. Use 0
pel ol May be repeated. If no improvement HYP! its soluble insulin (Actrapid. Humuli
* Assess vital signs (temp, BF, units soluble insulin (Actrapid, Humulin
HR, sats) ( SEEK SENIOR ASSESSMENT. MAY THREATENHI\IJ\‘G;\&D COMMON S) made up to 50ml with 0.9% saline.
* GCS: a drowsy patient NEED ITU. ) * Infuse at 0.1 units/kg/hr (eg. 7mlfhr if
requires critical care input SBP > 90mmHg If K> 5.5 mmol/l give no potassium 70kg) .
* Perform initial Typical regimen for 70kg fit adult K 35 - 5.5 give 40mmol/l KCI . If patient usyally ta!(es Lan‘tus or
i igations: blood b ¢ g Levemir insulin, continue this at usual
investigations: blooc. 0.9% saline 1000ml over thr if K < 3.5 seek senior review - higher | 4~ @ e ’
ketones, venous and capillary 1 0.9%; saline with KCl over 2 hrs (x2) infusion rates are indicated. « Insuli be iven | line as
glucose, U&.ES' venous blood 1 0.9% saline with KCI over 4 hrs (x2) IV?ISU,;’ mayid:w g'vi‘ Sn;aer::or with
gasleii.FBC,dmfectlon SCreen I Reassess needs at 12 hours. Slower rates one L"llve;yp;ﬁ; sipi :n vcalve s e
. . . as indicate i -way, anti- X
Rationale for Best Practice - the New Paradigm should be used in young adults, elderly, CCF

The availability of near-patient blood ketone testing is an important advance in the management of
diabetic ketoacidosis. The resolution of DKA depends upon the suppression of ketonaemia, so
measurement of blood ketones has supplanted the measurement of blood glucose as a marker of
biochemical improvement. This also allows monitoring of patients presenting with more modest

elevations of blood glucose (euglycaemic diabetic ketoacidosis). There has also been an increased + Consider urinary catheter if anuric " ood k ¢ canilary slucose hourl

recognition that the availability of blood gas analysers allows rapid access to electrolyte results, as » Consider NG tube if obtunded or | . Rfiilﬁessgnseefg?ﬁ:z; R ggr‘ftzssf ol o ketone level hourly..

well as venous bicarbonate and pH assays, which closely follow arterial values. Early involvement of Vol;h(i)ting T o * If ketones not falling by at least 0.5 mmol//hr increase IVIl rate by | unit/hr until

. . s . . . sats ralling, perform arteria
the Diabetes Specialist Team shortens patient stay and improves safety. bl d2 ases a dgrep uest/repeat CXR | F2te achieved; Review CXR,
ocd gases and 'eq pez * If ketones not falling as expected, check pump, infusion tube, connections etc. urinalysis and ECG
' . Regula’r obs and EWS charting as * Measure venous blood gas pH, bicarbonate and potassium at 60 mins, 2 hrs and 2 an)éi treat as
; ShE i a(fropri:teﬂm d bakance (minimurm urine hrly thereafter. Check appropriateness of potassium replacement hourly. appropriate
L i ~ ® Accurate N o i
SR : . d VIl until ket <03 i/l, venous pH >7.3 and/or venous
Recommended Changes m DKA Management o output 0.5mi/kg/hr) blcc;gg’n‘:feffﬁ G erones S RmMET,YEnous p
: = oo o * Cardiac monitoring if DKA severe * If glucose falls < [4mmol/l commence 10% glucose at 125mi/hr alongside 0.9%
' * Give LMWH as per NICE guidance i
. easurement of blood ketones, venous (not arter:al pH) and b[carbonate, and theur useas (CG 9 Jan 2010) saline.

treatment markers;

" Keplacmg ‘sliding scale. lnsuhn W|th we&gﬁ“t-based ﬁxed rate mtravenous msuhn mfusnon,_ ‘ :
» Use of venous blood rather than arterial in blood gas analysers, oo L
. Momtormg of electrolytes on'the blood gas analy wnth intermittent Eaborabory bconf" rmatlon,
» Continuation of Iong-ractmg insulin analogues (Lantus or vLevemlr) as normaE .
. Involvement' ¢ fthe dlabetes specmhst team as. SOOn as posmble., =

* Continue |V fluids and insulin . * If DKA resolved, convert back to
] . e At 6 hours, check venous pH, bicarbonate, b insuli
* Continue to monitor electrolytes otassium. and blood ketones and glucose subcutaneous insulin.
¢ If no clinical improvement seek senior advice P . 8 ) * If DKA not resolved, continue with section
) . *« Resolution is defined as: ketones < . . b
¢ Ensure referral to diabetes team has been made - if 0.3mmol/l, with venous pH > 7.3 B) in the 60 minutes to 6 hour box,
not, refer when next appropriate (ie. following PTWR) | ™ ’ : uptitrating insulin as necessary.

Assessment of severity

One or more of the followmg may mdlcate severe DKA cons&der dlSCUSSIOﬂ w1th semors and
involvement of critical care: G

* Blood ketones >6 mmolll or bzcarbonate level <5 mmol/l or venouslarterlal pH <7. l
’ Hypokaiaemla on admlssmn (under 35 mmol/l) o ’

’ GCS IESS than 12 or a’bnormai AVPU Scale - . i By 24 h he | ia and acidosis should h ved o [f patient not eating and drinking and no ketonaemia, move to a
: . the ketonaemia and acidosis should have resolved. .
» Oxygen saturation <92% on air assumm normal base[me respirator functlon Y < ours ) o . . standard variable rate IVI.
Xygel ( e g P e ) . Pat|e{1ts should be eating an.d drlnkmg. a‘nd 1.:>ack'on their normal msullp. VYhen + Reassess for complications of treatment, eg. cerebral oedema
. S)(StOhC BP below 90 mmHg : : : ": B S ‘ : i B ; restarting subcutaneous insulin, ensure injection (ideally fast acting insulin) given « Treat precipitating factors as necessary.
* Pulse >100 or <60 bpm '
« Anion gap : above 16 (Anlon gap [Na + K*] [CIL + HC03]

before [V taken down (usually 30 minutes later). o Ensure diabetes team involved

Based on NHS Diabetes:The Management of Diabetic Ketoacidosis in Adults fune 2010 at www.diabetes.nhs.uk Based on NHS Diabetes:The Management of Diabetic Ketoacidosis in Adults June 2010 at www.diabetes.nhs.uk




