Annotated Examples of Subcutaneous Insulin Order Forms

Example 1 — University of California, San Diego (UCSD)

At UCSD, computerized physician order entry and a very positive experience with the algorithm in
the previous section led to an opportunity to attempt a very high degree of integration of the
algorithm and policies into the “next generation” order set. The screen shots from the order set
show how the algorithm with its suggested pathways can drive turning your order set into a more
protocol-like approach. The UCSD order set can be seen as one extreme end of a more protocol-like

Performance>Practical Recommendations) represents the opposite end of the spectrum. (Special
thanks to Josh Lee MD, UCSD hospitalist and informatics liaison extraordinaire, for assisting with
creation of the CPOE order set.) Other examples show some varying degree of “protocolization.”
You'll have to decide what is most desirable and feasible at your own institution.

The first time subcutaneous
insulin is ordered, there is a
prompt to discontinue all oral
hypoglycemic agents, a prompt to
order an HbA1C if the patient
hasn’'t had one recently, and an
actionable glycemic target. Action-
able means that if the glucose
readings are outside the desired
range and no changes in insulin
orders have occurred in 24 hours,
the physician is called and a request
to adjust insulin orders is made.

On the next screen, all prior insulin or-
ders are discontinued, and the order-
ing physician is asked to put in the in-

formation needed to calculate a rea-
sonable starting estimate for the total
daily dose of insulin required and to
classify the patient’s nutritional intake.

Clicking on the OK button leads to the

next screen, where the total daily
dose estimate under this method is
auto-calculated (per UCSD algorithm
an overweight patient who weighs
100 kg would have a suggested TDD
of 50 units [100 kg x 0.5 units/kg/day
= 50 units]). If desired, the physician
can change this TDD and is also
offered alternate ways to calculate it
(including guidance on insulin dosing
for the transition from insulin infusion
to subcutaneous insulin).

g1 PCIS UCSD Healthcare Information Network | |
PINA ,PAUL MR#: 16025330 MICU MICUO4 02/23/06 1737

05/02/1963 Aget 42 SGS
Insulin Subcutaneous Orders ALLERGY =
Please discontinue all current hypoglycemics, such as sulfonylureas,—
glitazones and metformin containing formulations (no order)

70001532 M ORDERS DISPLAY

Please select one of the Glycemic control targets:
X Glycemic Target is 80-130 mg/dL preprandial, no sugars > 180 mg/dL.
(Best goal in patients who have achieved 80-150 mg/dL without difficulty)
[] Glycemic Target is 90-150 mg/dL preprandial, no sugars > 180 mg/dL.
(Good choice to start with in most patients)
[l ¢lycemic Target is 100-200 mg/dL.
(Less stringent goal more suitable for some patients with end stage diszease
or other issues that makes stringent control a less important factor)

LCHO0445 rnt draw next av onc
Xl If no Hemoglobin A1¢C (glycosylated hemoglobin) drawn in the past month,
please order now.
Glycemic target for this patient is <100-200..>;contact first call provider
if patient is outside of range 2 or more times in one shift. phm ongoing
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D/c All prior Insulin-related orders except Insulin drips
Dosing Weight: Kg

Insulin Sensitivity / Body Habitus: Please Select one

Patient is standard, normal body habitus

Patient is very lean, or has hypoglycemia risk factors (ESRD, on
hemodialysis, or very sensitive to insulin

Patient is overweight

Patient is obese, on steroids, or known to be insulin resistant

mim

Ox

Nutritional Intake: Please Select one
Patient is eating/receiving bolus tube feedings

Patient is receiving continuous infusions of tube feeds or parenteral
nutrition as a primary calorie source

Patient is NPO or on clear liquids
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http://www.hospitalmedicine.org/ResourceRoomRedesign/html/07Layer_Inter/66.pdf

The UCSD algorithm calls for glargine
insulin as the basal insulin (40% of
calculated TDD), regular insulin as

the correction dose insulin (to be
administered every 6 hours). For this

overweight 100-kg NPO patient with a

TDD of 50 units, the glargine dose is
calculated as being approximately 20
units. Note the prompts for a
dextrose-containing 1V fluid for NPO
patients, as well as the instructions to
continue the full dose of basal
glargine insulin when the patient is
NPO. Correction-dose regular insulin
looks like a traditional sliding scale,
but the aggressiveness of the cor-
rection dose actually varies with the
TDD estimate (the ordering physician
sees only the scale most suited to the
patient’s insulin sensitivity).

EE]
PINA ,PAUL MR#: 16025330 MICU MICUO04 02/23/06 1741
70001532 M 05/02/1963 Age: 42 5GS ORDERSETS
Insulin Subcutaneous Orders ALLERGY =
Please Select One ==== Page 2
X suggested Total Daily Dose (TDD) of insulin

This TDD suggestion is derived by patient's weight and body habitus / insulin
sensitivity.
Other methods to calculate the TDD:
- Transition from insulin infusion-
multiply by 20:
— If TF, TPN, or meals, this is TDD.
— If insignificant nutrition in last 6 hours, double the number to get TDD.
- Total all insulins used at home (adjust up if poorly controlled)

Average hourly rate over last & hours,

Note: TDD estimate assumes good caloric intake, but you can adjust for poor or
uncertain caloric intake later.

. New Hypoglycemia || OK
Skip |‘ Orders Protocol —
PVISSMNJ | ‘TRAINING MODE |Ovr | = || Suspend |
gEPCIS UGSD Healthcare Information Network 8] ]
PINA ,PAUL MR#: 16025330 MICU MICUO4 02/23/06 1743
70001532 M 05/02/1963 Age: 42 5G5S ORDERSETS
Insulin Subcutaneous Orders ALLERGY =

Page of

Check Fingerstick ggh
X D5 + 1/2 NS @

mL./hr
(generally recommended for Pt on NPO for Surgery)
Select One Basal Insulin E

[l glargine (Lantus) units gAM OR
[] glargine (Lantus) units gAC Lunch OR
K| clargine (Lantus) units gHS OR
[] MPH units in AM once (Pt has Surgery or Procedures)

Give full basal Lantus dose even if nutrition interrupted
or patient is NPO [ClMore Info on basal Lantus/NMPH

TDD *.5 *2/3 %1/2

. New Hypoglycemia (8] 4
Sl Qrders Protocol .
PVISSMNP TRAINING MODE  Owr Fotd | suspena |
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The next patient is an 80-g obese
person who is eating regular meals.
A TDD of 48 units of insulin is auto-

calculated and accepted by the
physician. Forty percent of the
TDD (20 units) is distributed as
basal glargine insulin as the
preferred default, whereas 10 units
of a rapid-acting analogue insulin
(lispro at UCSD) is administered on
a scheduled basis with each

meal (see next page). Minimum
glucose monitoring for the eating
patient (g AC and HS) is
automatically ordered.

R
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EIPCIS UCsSD Healthcare Information Network

PINA ,PAUL MR#: 16025330 MICU MICUO4
70001532 M 05/02/1963 Age: 42 5G5S ORDERSETS

Insulin Subcutaneous Orders

| Correction Dose Scales for regular Insulin TDD 40-60

Glucose Range g6h

02/23/06

ALLERGY =
Page 5

0 Correction Dose
+ ]
k]
+ ]
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+ o]
+ 2] units

See Hypoglycemia Protocol

70-150 mg/dL

151-175 mg/dL units

176-200 mg/dL units

201-225 mg/dL units

226-250 mg/dL units

251-300 mg/dL Units

»300 mg/dL

<70 mg/dL
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ALASKA ,KELLY MR#: 19082841 CCU CCuUlo
70737374 F 01/15/1971 Age: 35 MGM ORDERSETS
Insulin Subcutaneous Orders

02/23/06

ALLERGY =

Page 2

D/C all prior Insulin-related orders except Insulin drips

Dosing Weight: Kg

Insulin Sensitivity / Body Habitus: Please Select one ==

Patient is standard, normal body habitus

Patient is very lean, or has hypoglycemia risk factors (ESRD, on
hemodialysis, or very sensitive to insulin

Patient is overweight

Patient is obese, on steroids, or known to be insulin resistant

miml

X

Nutritional Intake: Please Select one ============

Patient is eating/receiving bolus tube feedings

Patient is receiving continuous infusions of tube feeds or parenteral
nutrition as a primary calorie source

Patient is NPO or on clear liquids
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Note the reminder to reduce the
nutritional insulin amount if the patient
is eating < 100% of the expected
nutritional intake. The medication
administration record (MAR) contains
instructions to hold this nutritional
insulin should the nutrition be
withheld or declined by the patient.
Note also that the timing of the insulin
administration in relation to the meal
is repeated here and on the MAR.
The correction-dose scale is different
for the eating patient than it is for the
NPO patient, in that the q HS
correction scale is less aggressive.
Note again that the aggressiveness
of the scale varies to match the
patient’s sensitivity to insulin, as
reflected by the TDD.

EPCIS UCSD Healthcare Information Network jﬂ

ALASKA ,KELLY MR#: 19082841 CCU CCculo 02/23/06 1756
70737374 F 01/15/1971 Age: 35 MGM ORDERSETS
Insulin Subcutaneous Orders ———————— ALLERGY =
Page 3

Total Daily Dose: 48
Check Fingerstick gAC and gHS

Select One Basal Insulin

[ clargine (Lantus) units gAM OR
[] glargine (Lantus) units AC Lunch OR
K| ¢largine (Lantus) units gHS OR
[ wpH units gAM and units gHS
Give full basal Lantus/NPH dose even if nutrition
interrupted or patient is NPO [CIMore Info
. New Hypoglycemia || OK
S |‘ Orders Protocaol —
PVISSMNK | ‘TRAINING MODE |Ovr [ fetd | suspena |

Help

BE1PCIS UCSD Healthcare Information Network j B

ALASKA ,KELLY MR#: 19082841 CCU CCuU10 02/23/06 1846
70737374 F 01/15/1971 Age: 35 MGM ORDERSETS
Insulin Subcutaneous Orders —————————————— ALLERGY =
Page 4
Nutritional Insulin Breakfast Lunch Dinner
Xl Lispro (Humalog)

w/first bite of each meal

Doses above assume the patient is

eating 100% of meal, if this is not the
casge, click More Info on how to adjust
for partial intake of meals: CIMore Info

=== Correction or Adjustment Insulin
X Dose Adjustment Insulin (w/first bite of each meal) Lispro Sliding Sca
[] Mo Adjustment Insulin (No Sliding Scale)

: New OK
S |‘ Orders | ¥ |
PVISSMNL ‘ TRAINING MODE  |Owvr =5 || Suspend
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EIPCIS UCSD Healthcare Information Network jﬂl
ALASKA ,KELLY MR#: 19082841 CCU CCul0 02/23/06 1758
70737374 F 01/15/1971 Age: 35 MGM ORDERSETS
Insulin Subcutaneous Orders ALLERGY =
— Correction Dose Scale for Humalog(Lispro) TDD 40-60 Page 5
Glucose Range qAC qHS
70-150 mg/dL 0 Correction Dose 0 Correction Dose
151-175 mg/dL + units 0 Correction Dose
176-200 mg/dL + ] units 0 Correction Dose
201-225 mg/dL +[6_] units + units
226-250 mg/dL + units + [ ] units
251-300 mg/dL + Units + Units
>300 mg/dL + Units +[6 | units
<70 mg/dL See Hypoglycemia Protocol
) New (8] 4
Sl |‘ Orders | *— |
PVISSLSS TRAINING MOGDE  [Ovr feid | suspena
UCSD Healtheare Information Network el =l
ALASKA ,KELLY MR#: 19082841 CCU CCU10 02/23/06 1759
70737374 F 01/15/1971 Age: 35 MM ORDERS DISPLAY
Insulin Subcutaneous Medications ALLERGY
Descriplion Start D/T Sched Stop
wxxxxxx  PHERE ARE NO orders approaching expiration Lt e
[l INSULIN LISPRO (HUMALOG) 10. UNITS SQ ACDIN 02/24 17:30 03/25
] TNSULTN LISPRO (HUMALOG) 10. UNITS SQ ACLUN 02/24 11:30 03/25
[ INSULIN LISPRO (HUMALOG) 10. UHITS SO ACERK 02/24 07130 03728
[ CORRECTION LISPRO AC SQ DAILY 02/24 07:00 03/25
[] TNSULTN GLARGINE (HUMAN) 20. UNTTS SQ HS 02/23 21:00 03/24
[]  FINGERSTICK MONITORING AC+HS 02/23 21100 03/25
[ CORRECTION LISPRO HS SO DAILY 02/23 21:00 03/24
The next time you enter the
subcutaneous insulin orders, the
regimen currently in place is
displayed. The glycemic target and 53 | = |‘ % |‘ Adjust | Ravisa Individual ” E— |‘ DIC Individual
the hypog|ycemia protoco| orders S TS B fe) All Insulins Insulins Insulin
: H i ! Field
are still present in the background. PVORMED?2 TRAINING MODE  Ovr | Ras | suseena

Note that you can now discontinue or revise any individual insulin, or you can adjust all insulins if
nutritional status changes or glycemic control is suboptimal.

These materials can be found in Appendix H of the Glycemic Control Implementation Guide




Example 2 — Good Samaritan Regional Medical Center, Phoenix, Arizona

This example is courtesy of Cheryl O’Malley, MD, the local hospitalist champion at Good
Samaritan. Note that a high degree of integration of institutional preferences and guidance can be
incorporated in this environment with paper orders, just as it can be in the CPOE environment, in
a previous example.

>
Banner Good Samaritan

Metheal Conter PATIENT LABEL

BASAL INSULIN ORDER SET

PHYSICIANS See “Physicians Dosing Guidehne for Subcutaneous Insulin” for imtial doses
All orders with “[X] “will be followed unless crossed out

Date:

DISCONTINUE ORAL DIABETIC MEDICATIONS
O Do Not Give _ o
Discontinue Regular Insuln Shding Scale 1f previously ordered
2 MONITOR BLOOD GLUCOSE
B Before every meal & HS OR every 4 hrs when NPO
= Lab — HgbA1C (unless already ordered this admussion)
X  For BS < 70, follow nursmg hypoglycemic protocol
3 LONG ACTING/BASAL INSULIN

Time: 1

Glargine (Lantus) Insulin units at HS (2100 hours)
s thm;‘" f:“ﬂ‘e ““ed <:' ® Guve full dose EVEN 1f NPO, on clear or full liquids or eating <50% of thewr meal
ce reverse flor dosing guice 0O NPH Insubn units AC Breakfast and umts at HS

X Give 50% of the dose 1f NPO

4 RAPID ACTING/BOLUS INSULIN
A Scheduled Nutritional/Meal Humalog Insulin Orders
EAdmimster within 30 minutes of the start of the meal or tube feed

[X] Hold 1f they are made NPO, on clear or full liquids, or eating < 50% of the meal
[EIDo not give 1f tube feeds or TPN stopped

1 Patient eating sohd foods OR on bolus tube feeds

[ If blood sugar <70, decrease dose by 50% and give at the completion of meal

O With each meal give units Humalog subq (do not give at HS),

Physician choose one OR
See reverse for dosing guide DOlImmedately after each meal, give 1 umt Humalog subg per grams of
carbohydrate (15 grams = 1 CHO exchange)
2 Continuous tube feeds or TPN
OEvery 4 hr, give units Humalog subgq
B Supplemental Humalog Insulin Orders In addition to scheduled nutritional msulin
[ Do not give at bedtime
X Continue to give 1f NPO but use the scale for BMI <25

By Scale Below (In general, exclusive use of this scale 1s discouraged )

OR
O(Blood Sugar - 120)/correction factor

Physician choose one
See reverse for dosing guide

= number of supplemental units

Physician Signature

Pager #

Glucose O BMI <25, NPO, or OBMI 25-30 OBMI > 30 OOTHER
___onDulyss _ . )
<70 Follow Nursing Hypoglycemia Protocol + reduce scheduled dose of humalog by 50%
70-150 mg/dl No change No change No change
151-175 mg/dl + 1 umt humalog + 2 umits humalog + 3 units humalog
176-200 mg/dl + 2 umis humalog + 4 umis humalog + 5 units humalog
201-225 mg/dl + 3 umts humalog + 6 umts humalog + 7 umts humalog
226-250 mg/dl + 5 umis humalog + & umts humalog + 9 units humalog
251-275 mg/dl + 7 umts humalog + 10 umts humalog + 11 units humalog
276-300 mg/dl + 9 umts humalog + 12 umts humalog + 14 umts humalog
= 300mg/dl + 12 umts humalog + 14 umts humalog + 18 umts humalog
No humalog at bedtime | No humalog at bedtime | No humalog at bedtime No humalog
Revised 02/20/06

These materials can be found in Appendix H of the Glycemic Control Implementation Guide




BANMER GOOCD SAMARITAN INPATIENT BASAL INSULIN GUIDE
(See Banner Intranet Dosing Tool: Home page—3 "Departments "3 "Pharmacy*-3* "Insulin dosang tool™ Excel file)

Skep 1 Descontinue cral anbdiabebic agents o using this protnos] - Checds HRA 1S and 1f A =8 then consider making a changa to ther
horms: regimen at the tme of discharge  The hospital s ok the deal place o bhrale crsl medicabions Sitce adtnity and mbake wry
L 4
Step 2 Cakculbe the estratied total daily dose (TDD) of redn besed on OME of the lofiowang methods (in ander of preference]
1 Transfernng from insalin get Use pverage: houry mbe cver the st S hauns, mutsply By 20 ba get the TD
3 Lse total insuln requsred at home {2l fyss added together]
3 Calculatef estimaats el F“umﬂlﬂ‘l‘m rmﬂ'\m g
8 Dualysis [regardess of BMI} s 0 3 unisfogeday,
b Lean (BMI < 25), new sherded induded Iypengiyoemea o new dagndss of M use 0 4 untsegiday
¢ Overweght (00 25-30) use O 6 unts/kniday,
4 Obese (BMD = 300 use 06 uniskalday

TDD of insulin = Units

¥

[ Sten 3+ Dotormne the distnbution of the TOO |

Long Acting/Basal: Glaraine (Lantus) OR NPH
Lankus ~ S0% of TOD goven onoe dady #t HS
= For pabents wih renal impairment, reduce dose of Lackus 1o 309 of fofad o
ACPCR B0- S0 and 209 of podad if Cdl < 1005/ ma

Short acting: Lispro (humatog)
MealfMuthitsonal Coverage
L 309 of TDD2s Bamakg in
a three equal doses por to each meal
B s equll doses I on conbnuous tubs feeds or TAN

NPH - 50% of TDO deaded into 213 the am and 173 at HS {ne adjustment neoded far
rengl insufliaendy) 1 OR lsn the crbohydmte calouiaon i they are on it at

Pasimie or have parbeulirty irsguiar &abng
Supplemental Gawen dbovs this couting pro-meal dose o whes KO
based an msuhts of fingershok techng done pnor to oach meal

For the first day,
w0 phor o 5 p, Corssder grang Ve of the uisal HE dise as & dose X 1 now

& [Py ang Soppig an wrsukn git, gree laetus or KPR I B pror to ureng gt off

Step 4: EVALUATE msubn dosa dady Determne the total dese recsived for the day poce and adjust a5 below

& If some glucoses were <80 ma'dl use B0 of yesterdsys tatal msubn gren as new total

b IF sorme gluoosas were =180 mafi and none < B0 ma/dl use 1105 of ynstecday’s toial as new botal

[ ﬁmmmmﬁasmsmmmmgmurmsmmmmmmgumupumdmm
gluesge far one unt of ssubn (camection factor] by wsing 1700/ TOD gvens Correction factor

L2086 C

These materials can be found in Appendix H of the Glycemic Control Implementation Guide
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ancrﬁc:ﬁd Samaritan
Ml Dt

PHYSICIANS DOSING GUIDELINES FOR SUBCUTANEOUS INSULIN

TARGET. Freprandal <i40, <lBD at 3l hmes  Hypengieiama inoresses rek for morlably, mfscton, dverzll
martckty 2ng fength of sty For 06 2nd 10U pabents the targets and methods ane deferent o generaly IV nsuln 5

peetemed

Estimating Insulin Doses

A T pabeent wafthdul kndean dhaleetes, e 35 ke snsulr sequmements etz by

B in known type 2 diabobees whose cutmeabent biood sugers veend confrolod wilh dich alkone, suppkimental
wcale gy be sufficent to oorbiel biood Sugars m the hespital

[Eirsf Dy,
&« For the first day,
o ks pradr b 5 pen, consder grang Vs of the uswal HS dose X 1 than usosl bs dose
o Pk after § pm, connider grang the hs dosa of kng aching ngukn eary
& If you are stoppang an insulin gk, give glargine (kantes) or KPH 2 b preor bo turming gttt off

aitclif Sieakions
A Type Idabebcs regure at least some scheduled insuin at all temes ta prevent ketoms, even when NPO
o Many T, you can use e regmen tre patent has ab home ichideg Basal and meal msuhn
o Shdng smbe nsshn as the only oreerage should not be wsed
B TPN-
= For TPN and other dedrose continng fisds 1 uni of msuln wsualy cosers 10 grams of destrpse
o B0% of the tobal daby dese of msudn should be placed in bhe TP bag &8 regular insulin and adjusted daly
tres vl aldow for confinuous infusion matbched with Ehe TPH nfuson
€ For Nocdumal Enteral Feeds
o Mondor Beoed sugans every 4 hours Tor the find few mghls with suppiemental scale oowerage  Alter [he
dosing & determned, give 2 shart 20tng msuln at the s@t of the twbe Seexs to oover the first severl hours
aboryg with MPH to cower the rest of the nght
D Cortecostaroids affed carbofidrebs metabolsm and charmdenstcaly kads to mome eagoeraied postprancial
hypemghicemia
o Consder changeng the rabo from 0% of TDOD Basal/50h TOD bolus fmeal) (o 30% basal aod T05% with
maas

o [T an cimoe dady oral Seneds then Sonssder wimg WP 25 the bacal weukn and deng 0 argund the ohenpad
dase
E Cysbic Fibross Due to notrbonsd needs, theer $ould be on & regular det with sopolamestaban  Because of the
heghisr calione intake, Sartohydmbe coURng and cormachaen Pt fkilabn 3 e most piyysiogis, Many panems
well not need bazal madin

KHLAL Body Mass Index Tabie

Loan Cvenwaight T [y

HM1 19 |20 |25 |22 |23 |24 J32= |36 |27 128 |20 J3ap im1 (= J33 [=a |
i {1t =y | | | | 1
410" G |46 | oo [ 105 [ 1o [a15 f ees 126 | 199 (136 | 108§ 143 [ 145 | 153 | 158 | 162
411" G 1G9 ) owod 108 | oind (118 g (120 193 | 198 0 143 | a4l | 158 | 1w | 1pd | R

= GF 102 | A6F (112 | BIE | 123§ REE D 1R | 198 | 14% | 14 § 155 | 159 | 363 | 168 | 1M

| 51" L0 | 106 | JeD | 116 | B33 127 B B32 | 137 | 147 | 148 | 153 § 155 | 164 | 1G5 | 104 | 180

| &2t 104 | 109 | 128 | 120 [ 436 [ 151 0 086 | 142 | 14¥ | 1583 | 153 Fag 169 | are | 180 | 186
53" LO7 | 11% | 3108 § 124 | 190 | 155§ 841 | 146 | 152 | 158 | 16T Q169 | 175 | S0 | 186 | 151
e 10 ) 196 | 13 | 120 | 434 | 140 8 845 | 151 [ 15% | 108 | 365 § 1% | 180 | @G | 192 | 147 |
5 114 | 120 | 036 | A52 | 038 [ d44 § 260 1 356 | 1R2 | 188 | 174 [ 1e0 | 166 | 14a | 198 | 204
hT 118 | 124 | b L 1% | 142 | 148 055 | 360 [ 167 | 173 | pog | 1o | oae | 1ee | 304 | 210
57" 121 | 127 | 074 | 120 | 145 153 § o509 | 3166 [ 172 | 1wm | pes f 191 | 159 | 2e 0 211 | 217
58" 125 | 191 | B2 144 | BS1 1SS R ied |17 | 177 | 104 | iodb fo1ar o 0% | 2G| 218 | 233
50" 120 0 135 | 242 | 140 | BSE | 16X § GO | 106 | 102 | 199 | 196 | 203 200 | XLE | 223 | 230
gl 132 | 139 | 396 | 153 [ 260 ) 157 § 224 | 181 | 168 | 195 | 202 § 200 ) 216 | 223 | 225 | 236
511 136 | 14% | 550 1157 | 165 | a7z f 120 ! 365 | 195 | 200 | 20 | 215 | 23 ] 229 | 235 | 243 |
[ 140 | 187 | 154 | 156% | 269 | 177 § 1685 | 190 | 199 | W56 | 313 [ 221 | ¥B5 | 235 | 24F | 250 |
1" 144 | 151 | 158 | 166 | 474 | 183 § 18O | 197 | 204 | 24F | A9 § 227 | 355 | 242 | 250 | 257 |
B 48§ 155 | 163 | 171 | B79 | 156 164 [ 202 | 210 | 218 | 325 0 233 | 241 | 249 © 255 | 264 |
- 52 ) 160 | 168 1106 | IR | 196 § 300 | A0S | A6 | a8 | 33T R A [ MBS | FSG | 254 | 32
B | 156 | 154 | 132 1 180 lm 197 f 205 | 203 [ 221 | kw0 | 238 246 | 254 | 263 [ 271 | 2™

Example 3 — University of California, San Francisco
This example is courtesy of the University of California, San Francisco, and Dr. Robert Rushakoff.
You can again see the high degree of guidance that can be incorporated into your order sets,

These materials can be found in Appendix H of the Glycemic Control Implementation Guide



regardless of whether you are in a paper-based or CPOE ordering environment.

Specifically, note:

® Guidance on optimal monitoring is available with check box simplicity.

® The decision to use one rapid-acting analogue as the nutritional and correction-dose insulin of
choice drives the timing of the monitoring suggestions.

® | ower correction-dose scale available for qHS and early AM glucose excursions.

® |ncorporation of a hypoglycemia protocol.

® Admonition not to mix glargine (Lantus) with other insulins.

® Dosing guidance and plentiful suggestions on strategies for special situations.

Dirders must ba wiitten i biack or bue Ink. Nurss transcribing orders
il incicate the Iranscrition by sigring their name ared classification
the date and time the transcnbing is com When an ordar is
dhscontinund, write Thecontinue” grang dabe and aming ordes

ADULT SUBCUTANEOUS INSU ORDER SHEET

Insulin allergy: ['Yes [ No

\oenen

" In box activates order
1. BLOOD GLUCOSE (BG) MONITORING:

BLOOD GLUCOSE GOAL IS 80-150 MG/DL
[ Patient Eating - BEFORE meals, al bedtime, and 2 a.m,
LI NPO - Evory 4 hours.
] Tube Feeds, TPN - Every 4 hours
2 BASAL AND NUTRITIONAL INSULIN DOSE (IN UNITE): Hold nutritional dose of Aspart Iif patient becomes

HPG or tube fead held bin give correctional insulin if required.

2 100 moidl give insuibn &

R ks when patient sats

[Tuba Feods TIME Eam V2 pm apm apm aam
Patient Eating TIME Breaktast Lunch CHnnes Badame
[
Datault Valwe: 1o acd o .LD"JC[IIDM nulluw al doge of
Aspart Insuin (Uss unless nu o entered in necd Or Indlividualizad
column as “Individualized Dose”. ) na
Treat for Hypoglycemia per protoond {see 86 balo nce BG

pol dose Aspar as in 42 above

+ 5 units

+
+

+ 6 unite

4. Bodtima and 2 am high blood glucoss cormch
TP, or NPO fallow ordars numbar 2 and 3 as

ion with Aspart. (Not for tubsfoed, TPN, or NPO.) Patients on tubsfead,
bova. )

E BG Range: Dafault Vah el i 8a “ndividusl Dosa ) | Or Individunlized Dosa
; 20¢ gl | 1w
261-300 mg/dl | 2 urels
ﬂ[ 30 gl Jurite

6 For BG < 70 ma/dL, use Hypoglycemia Protocol below:

ve 4 glucoss tablets (5 gram ghucosetablat

[ Give & oz fruit julce.
(21 Gve 25 miL D50 IV push if patient cannol taks PO

apart and NOVOLOG 70/30 MIX chould ba gheen imm

gt is o Wb freds

give insulin at the start of Wbe feods.

For patient taking PO, give 20 gm of oral I'aal-adlna carbahydrate:
!

5. CALL MD for BG < T0 mgidL or 400 mgidl. Call MD when patient is NFO»4 hours for an IV Dextrose order.

heck lingesslick ghicoss every 15 minutss and repeal above waatment untd BG s 100 mgil

i baborn maal (whan maal ie pracent)

o (Lantus) CANNOT be mied with any other ineulin, Givs Glarging 4 a ssparats injs<tian

Signature M.D. 8 Time
FLAG GHANT 10

WoecATE N oRpER| Chacked by

RN Time

Fager &

Date

ADULT SUBCUTANEOUS INSULIN ORDER SHEET]

Endocring blow 4436125
Diabstes Nurse Specialst 443-2951
Adult Inpatient Insulin Dosing Guidelines
Busal - amourt of insuiin neadad when patise is nol asting | use NPH or Glargine — d 4 unite/kgdayh
Murfrtttonal - insulin for kood or TEN or ube leed il moals 50-75 grame carbohydraies per meal,
Covrectional - nsulin for high BG - to bring BG to tamgst rangs of 150mg'dl premeals and 200mg'd bedtime, 2am.
Insulin Regimens
I Pationt contrelled on dist only at home but nesds insulin in hospital becass of hypargiycemia.
Wit comectional with Aspart basad on BMI - rafer 1o Tabde 1.
il with Aspan based on appatits - rakse 1o Table 2
’ ursd g kiy bodly weight
3 Adjust insudin dosing bas o dicreais basal (Lartue. NPH) based on FBIG. Adjust
nutitional (Acpart) needs baced on premeal BG lovels.
I, Pationt on oral agent &t honss but requiring Insulin in hespital b i ar di
oral agents in the hospital,

o1

Daya

using the

Day ¥ tart Aspant TID based on appatite = relar to Tabla 7
Vit comection wiih Aspart based on BMI - el to Tablka 1
Day 2 1) WFBG >150my, add basal, start NPHGlargine 6.1 unitky al badime

Blood Glucose Hommal BMI < 25 [ Oweewaight BMI 2
1wt 2 unite 3 e
2 it it & Linile
3 it & il 4 ynita
4 unils, 12 units
5 unite 15 nits
> 400 B unite 18 units
BED"MF_ ﬂﬂu
: T 2 e B
z ) e & units
4 unfts E il

Appetite Aspart {or Regular) pre meals
O urats
1 unit
2 unite.
3 unite.
1. Patient on insulin 8t home.
1. Assess home BG conirol, appetite, crealinine ania

2. Basal Newd: cordiue hoea regrmen i salisactody o starl 0.2 uriteg insulin giangine e NPH
1. Hurilional Nead: Aspait with s based on appaite = raler % Tabla
4. Gomrectional: wike comecton # BG »150mg based on EMI - refer 1o |'|LE 1

IV, Patiant NPD Procedure

1. Decreass a NPH dose by J}’a decraate a.m. glarging by 35%:; hobd mutrional inculin and ofal agents.
2. Al bedime, give £ame ¢ .n ij;nu dosm -

3, 1 NPO =t howrs, hary D5 at

4, High plucoss coiraction svéry 4 hatss wih .m.p.unr BG = 150mg — refer ta Table 1

V. MNPO Sury
1. Ug@ ingulin infusion 10!
2

| barm #E02-068. Med-Surg Form #602.028
Naad mainienance IV Datross (minimum rate 10mih).

3. 1 TPRAbe food intorupted. hang D10 af rate of tube leed TP,

4, Give S0 ingulin 21 lsast 30 minyles prior to DVC insulin infusion,
W, Transition 1o S0 insulin from Insulin Infusion

Patians

1. CaleLEat tha total 24 hoar insuin infuead - use the kwast valus
2. Bagal Mood - divids Total Dady Doss by 2.5 tor Glarging dose.

Muenticnal Ned - divide Total Dally Doss by 7 tor Aspant dota pro moals; f appabts posr use Table 2,
Corructional — wrie i BG =150meg - Bazed on BMI - raler to Table 1

thiz ks the toal daily dose.

cvest value — this i the total daily doss
dese.

1t dove avery £ hours,

1, Correctional - wrie i BG = asedl on EMI - tetar bo Table 1

These materials can be found in Appendix H of the Glycemic Control Implementation Guide




Example 4 — Washington Hospital Medical Center

The example on the next two pages is brought to us by Michelle Magee, MD, from Washington
Hospital Medical Center and the MedStar Health Institute. It incorporates many core components
of the ideal SQ insulin order set, including specification of the DM diagnosis, A1C order, FSBG
frequency, hypoglycemia treatment, and basal-bolus plus correction-dose orders, and makes
allowance for eating, NPO, tube feeds, and transition from IV to SQ insulin order. The first page is only
used once. The second page is the core insulin-ordering page. The prescriber rips off the first page

and uses only the second for subsequent orders.

Checked:

Transcribed:

Scanned

Washingron
Hospital Center MedStar Health

£ Standardized Subcutaneous Insulin Orders
3 All orders to be carried out unless crossed out.
Prescriber: Check all boxes & specify insulin doses that apply.
Unit clerk, enter: “Standardized subcutaneous insulin orders, see standardized subcutaneous insulin
flowsheet” on kardex. (Text in parentheses is informational and does not need to be transcribed onto kardex.)
1. Diagnosis: O Uncontrolled or O Controlled; O with complications; U Diabetes Type: 01,02 O
gestational, or O diabetes secondary to other cause, spacify ; or O Stress/Situational
Hyperglycemia
2. Blood glucose target range: 80-180 mg/dl or specify O - mag/dl
5 3. Diet: O Consistent carbohydrate with Crystal Lite products. No juice
4. T Draw glycohemoglobin A1C with next blood draw (if not already drawn during this admit).
5. Discontinue all previous insulin orders.
6. For transition from insulin drip to subcutaneous insulin: STOP INSULIN DRIP after first
subcutaneous dose of Novolog® given; or 0 45 minutes after first dose of regular; or O 2 hours after first
g dose of NPH or Lantus given alone
i
° 7.HYPOGLYCEMIA TREATMENT: For FSBG < 60 mg/dL or C FSBG < mg/di
A) If patient can take PO, give 15 grams of fast acting carbohydrate such as:
8 oz milk (skim preferred) or 4 oz apple juice or orange juice or reqular soda.
B) If patient cannot take PO, give (check as applicable):
O Dextrose 50% 12.5 grams (25 ml) IV push OR O Glucagon IM 1 mg if no IV access and insert IV
v
= C) Recheck FSBG every 20 minutes until:
FSBGO=90 mg/d or O mg/dl;
If repeat FSBG < 90 mg/dl, repeat treatment as in A) or B) above
D) Call MD/NP if 2 serial FSBG < 60 mg/dL or J<_____mg/dl, and/or change in mental status
E. E) If FSBG < 40 mg/dl, repeat FSBG with bedside monitor to confirm valus;
o Treat as in steps A-C above, and
If patient does neot have symptoms of low blood glucose, send STAT serum glucose to confirm
value was low.
8. IF patient made PRE-OP or NPO for procedure, call MD/HO/NP/PA for insulin doses for:
A) NIGHT BEFORE (Suggest 20% reduction in NPH/ glargine (Lantus®)) and
B) AM of procedure (Suggest reducing AM NPH by 50% or glargine (Lantus®) by 20% and HOLD
other scheduled insulins)
g
2
FSBG and insulin orders should be reviewed and modified at least
once daily, or more frequently as needed.
FRINT NAME
DATE TIME PRESCRIBER'S SIGNATURE PRESCRIBER'S # PAGER OR PHONE
PREPRINTED PRESCRIBERS ORDERS Place LABEL precisely

P&T: 0302 (2/2006)
FORM 1168  REV. 08:02:02

in this space

These materials can be found in Appendix H of the Glycemic Control Implementation Guide




=—— +
Washington
Hospital Center Medstar
E SUBCUTANEOUS INSULIN ORDERS
2 Prescriber: Check all boxes & specify insulin doses that apply. Unit clerk, enter: “Standardized
B subcutaneous insulin CHANGE orders, see subcutaneous insulin flowsheet” on kardex. (Textin
parentheses is informational and does not need to be transcribed onto kardex.)
ORDER DATE: - - TIME:
1. Fingerstick blood glucose (FSBG) monitoring:
Eating O NPO or continuous tube feeds d Bolus tube feedings C Other, specify” -
Before meals Every 6 hours Prior to C each
and hs Or O every 4 hours Or O every other tube feed
(At least 4 FSBG daily)
e Call MD/HO/NP/PA for two serial FSBG < 60 or FSBG > 400, or specify C mg/dl.
2 2. DISCONTINUE ALL PREVIOUS INSULIN ORDERS.
E 3. All Scheduled and Correction dose insulin is to be given subcutaneously
.‘E 0700-0900/Breakfast 1200-1300/Lunch 1700-1800/Dinner 2200/Bedtime
] Give units of Give units of | Give ____ units
BASAL ONPH : O NPH of ONPH
@ O glargine (Lantus™) O glargine (Lantus®) | O glargine
= 2 (Lantus®)
8 3 Give units ofﬁ Give units OL Give units of °
35 PRANDIAL O Aspart (Noveleg™ ) | O Aspart (Novelog™ ) O Aspart (Novolog™ )
0 (MEAL) O Regular O Regular O Regular
= (Tray must be ON FLOOR (Regular) or AT BEDSIDE (Novolog") when
a meal/prandial insulin dose given)
w PRE- O Give __ units of dGive _ units of
5' MIXED
=} NovolLOG 70/30 NovelLOG 70/30
= Q Give ___units of: 0 Aspart (Novolog® ); -or- 0 Regular,
E) %] TUBE BOLUS with: O each bolus or O every other bolus
B < FEEDING (reqular not to be given more then every 6 hours)
g Give ___ units of: 0 Regular every 6 hours;
= CONTINUOUS Or T Aspart (Novolog® ) every 4 hours
NPO Give ___units of: O Regular every 6 hours;
‘E or J Aspart (Novo\og® ) every 4 hours
E For FSBG in below ranges, give O Aspart (Novolog” ) or O Regular insulin in dose specified in selected column in
addition to scheduled insulin doses. (Use low dose column if no other column selected)
t From 0600 to 2359
o Blood O Low Dose O Medium Dose O High Dose O Individualized
=] Glucose (Requires < 40 units | (Requires 41-99 units | (Requires > 100
= (mgJ/dl) insulin per day) insulin per day) units insulin per day)
E 150-19% 1 unit 1 unit 2 units units
O = 200-249 2 units 3 units 4 units units
% 5‘ 250-299 3 units 5 units 7 units units
B g %) 300-349 4 units 7 units 10 units ___ units
‘@ # o= =344 5 units 8 units 12 units __ units
:% i O 0000 to 0559/HS (OVERNIGHT ) reduce above doses by 1/2 if patient on po diet or tube feeds held
w
FSBG and Insulin orders should be reviewed and modified once daily or
as needed ERINT NAVE
TATE [TIVE Im FRESCHBERG FAGER OF PHONE
PREPRINTED PRESCRIBERS ORDERS Place LABEL precisely
in this space
P&T# 0302 (2/2006)
FORM 1168  REV. 08/:02/02

These materials can be found in Appendix H of the Glycemic Control Implementation Guide
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