
PURPOSE: the rapid triage and expeditious treatment of adult patients with DKA in order to improve patient outcomes, avoid in-
patient ICU admission, and minimize hospital length of stay

RACC CRITICALLY ILL DIABETIC KETOACIDOSIS MANAGEMENT CAREMAP

DIAGNOSTIC CRITERIA 
Blood Glucose > 400 mg/dl
and Looks Sick: Consider RACC

INITIAL WORKUP
-A patient with an implanted insulin pump requires immediate endocrine consult
-Place peripheral line x2 (preferably 18G or larger)
-Labs: CMP, iMg, Phos, LFT, Lipase, Beta-HB, Trop, CBC, VBG, Lactate, UA, A1C
-Serum Pregnancy Test, if appropriately aged female
-Rectal Temperature & ECG
-Strict I/Os. Consider placing foley catheter
-Screen for Infection, consider blood cultures

FLUIDS INSULIN POTASSIUM

Begin infusion of crystalloid:
- LR or Plasmalyte bolus
- Goal of 2-4 L in first 2 hours 
depending on initial assesment of 
volume status

- Total volume deficit can be as-
sumed > 6 L
- Continually assess for signs of 
volume overload, especially after 4 
liters of fluid

- Do not initiate insulin therapy until K >3.2  or 
K+ repletion has been initiated

- Begin fixed rate infusion:
0.15 units/kg/hour of Regular Insulin (Max dose 
15 Units/hr) without bolus (~ 10 units/hour in a 
70 kg patient)

Urine output > 0.5mL/kg/hour

Corrected sodium >140 mEq/L

Change IVF to 0.45% NS at 
100-250mL/hour

Continue LR or Plasmalyte 
at 100-250mL/hour
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-Check Insulin Drip Pump 
-Increase Insulin infusion by 1 U/hr

Blood glucose <300 mg/dl,
but  Anion Gap - Lactate > 12?

 - Reduce Insulin infusion rate to 0.075 units/kg/
hour
- Change maintenance fluids to LR @ 100 ml/hr
- Start D10W @ 100 ml/hr 
- Advance diet as tolerated (Feed with Carbs)
- Maintain Blood Glucose 150-200 mg/dl
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RESOLUTION OF DKA
Blood glucose <250 mg/dl and Anion Gap <=12 (unless other causes of AG acidosis)
-Consider Admission to Regular Floor
-Administer Long-Acting Insulin (Lantus, dosing on next page), discontinue insulin 
infusion 60 minutes after long-acting insulin administration. 
-Start Sliding Scale Insulin (Lispro RAI Correction Order)

Assumes normal renal 
function.  
- Guide replacement by    

K+ on initial Chemistry
- Refer to Potassium 

replacement table.
- Maximum infusion rate:

Peripheral line 10 mEq/hr
Central line 20 mEq/hr

Maintain Potassium 
between 4-5 mEq/L

Serum K+ Potassium Re-
placement*

< 3 mEq/L HOLD INSULIN
20 mEq IV + 
40 mEq gastric

3-4 mEq/L 10 mEq IV x 2 + 
40 mEq oral

4-5 mEq/L 40 mEq oral
>5 mEq/L No Potassium 

replacement; Con-
sider Calcium for 
severe Hyper-K

Anion gap > 16 or BE < -4
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Calculations

Corrected Sodium for Dysnatremia (Do not correct for Anion Gap)
Na + (0.024 * (plasma glucose - 100))

Anion Gap (AG)
Uncorrected Na - (Cl + HCO3)
Normal AG = 8 - 12

Corrected AG if Hypoalbuminemic/HyperLactatemic
Na  - (Cl + HCO3) + (2.5 x (4.4 - albumin)) - Lactate

Notes
Bicarbonate
Routine bicarbonate therapy is not recommended and may have deleterious effects.  However, in the setting of severe acidemia espe-
cially in the presence of hemodynamic instability and when considering inotrope or vasopressor therapy, if pH < 6.9 then consider 
administering 150 meq Sodium Bicarbonate in 1000 mL sterile water or D5W infused at a rate of 200mL/hr until pH ≥ 7. A superior 
method may be to use THAM.

THAM (Tromethamine)
We stock THAM Acetate 0.3 mmol/ml in 500 ml Bags; $291 per bag. It May be given peripherally through reliable vein.

Adverse Events: May cause hypoglycemia (from increased insulin release), respiratory depression (from pH changes), hyperkalemia, 
and osmotic diuresis

Dosing:
Empiric Dosing for Crashing Patient
250 ml over 10-15 minutes

Guided Dosing
Volume in ml = Desired Change in Base Deficit x (Weight in Kg)
Do not exceed 17 ml/kg/hour
In general, 200-250 ml/hr until total dose reached is well tolerated

25% of the total dose can be given over 10-15 minutes if immediate pH correction is needed
Do not administer > 200 ml over 10 minutes

So 200 ml over 10 minutes (omit if immediate correction not needed), followed by 200 ml over the next 50 minutes, followed by 200 
ml over subsequent hours until total guided dose is reached

Phosphate
Routine phosphate repletion is generally not recommended.  However, if phosphate <1.0 mg/dl administer 0.3-0.6 mmol PO4/kg/day 
over 6 hours.  Consider K-Phos for potassium repletion in the presence of severe acidosis.  Do not replete in the presence of renal 
failure of if the patient is hypocalcemic.  Monitor iCal, PO4 and Na.

Magnesium
Administer magnesium supplementation to any patient with normal renal function once you are supplementing potassium.

Subcutaneous Rapid-Acting Insulin
If there is any delay in obtaining the insulin drip, consider administering 0.2 units/kg of Lispro Insulin subcutaneously

Lantus Subcut Dosing
For elderly pts, insulin naive pts, renal failure pts, low BMI pts, or NPO: 0.15 Units/kg;
For remainder: 0.25 Units/kg

Admission
Consider ICU consult if the patient still has not cleared after 23 hours, otherwise admit to the floor
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