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order Set:  subcutaneous Insulin management
This order set will cover the orders of subcutaneous 

Patient Information (Two are required.)
	Last Name:

First Name:

Date of Birth:___/___/_____
Patient’s Age:

ID #:




insulin management.  This order will not include 

admission orders or other specific orders for the 

patient’s condition outside of insulin management.  The target population is hospitalized adults who require subcutaneous insulin for their clinical care and does not include orders for critical care patients.

	Legend: 

(   Open boxes are orders that a clinician will need to order

       by checking the box.

[image: image1.png]


 Pre-checked boxes are those orders with strong 

      supporting evidence and/or regulatory requirements that 

      require documentation if not done. (See Annotation #1)


Admitting/Attending Information (See Annotation #2)

Admit unit: 
Attending physician: 

How to contact: 
Diagnosis

Admitting diagnosis: 
Secondary diagnosis: 
Nursing (See Annotation #3)
Blood glucose level goals

 FORMCHECKBOX 
 Preprandial = 90-140 mg/dL

 FORMCHECKBOX 
 Postprandial less than 180 mg/dL

 FORMCHECKBOX 
 Other: 
Blood glucose monitoring frequency (Select all that apply.) 

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 Bedtime
 FORMCHECKBOX 
 0200-0300 (all times listed in 24-hour time)

 FORMCHECKBOX 
 Nothing by mouth, total parenteral nutrition (TPN), or continuous enteral feeding:

monitor based on insulin dosing schedule every:


 FORMCHECKBOX 
  4 hours


 FORMCHECKBOX 
  6 hours

 FORMCHECKBOX 
 Other 
Dosing schedule 
 FORMCHECKBOX 
 Basal insulin (check one)

 FORMCHECKBOX 
 Glargine insulin 

 FORMCHECKBOX 
 Glargine insulin twice daily:

Units subcutaneous at       hours (24-hour time) AND

Units subcutaneous at       hours (24-hour time)

 FORMCHECKBOX 
 Detemir insulin       units subcutaneous daily at      

 FORMTEXT 
      hours (24-hour time)

 FORMCHECKBOX 
 Detemir insulin twice daily:



 FORMCHECKBOX 
 NPH insulin 








 FORMCHECKBOX 

 Other 
 FORMCHECKBOX 
 Prandial insulin (Do not give if patient is NPO or if preprandial glucose is less than 60 mg/dL.)


 FORMCHECKBOX 
 Lispro insulin 

 FORMCHECKBOX 
 Aspart insulin 

 FORMCHECKBOX 
 Glulisine insulin 

 FORMCHECKBOX 
 Other 
	Breakfast
	Lunch
	Supper

	_____ units/meal

OR

_____ units: CHO unit*

OR

_____ units per ____ grams of carbohydrates
	_____ units/meal

OR

_____ units: CHO unit*

OR

_____ units per ____ grams of carbohydrates
	_____ units/meal

OR

_____ units: CHO unit*

OR

_____ units per ____ grams of carbohydrates


* Note:  1 CHO (carbohydrate) unit equals 15 grams of carbohydrate.

 FORMCHECKBOX 
 Correction (in addition to prandial dose above)

	Glucose level
	 FORMCHECKBOX 
Low
	 FORMCHECKBOX 
Med
	 FORMCHECKBOX 
High 
	 FORMCHECKBOX 
Individual

	Less than 120 mg/dL
	0 units
	0 units
	0 units
	0 units

	120-149 mg/dL 
	0 units
	1 units
	2 units 
	___ units

	150-199 mg/dL
	1 units
	2 units
	3 units
	___ units

	200-249 mg/dL
	2 units
	3 units
	4 units
	___ units

	250-299 mg/dL
	3 units
	5 units
	7 units
	___ units

	300-349 mg/dL
	4 units
	7 units
	10 units
	___ units

	350 or greater
	5 units
	8 units
	12 units
	___ units


 FORMCHECKBOX 
  Bedtime (If blood glucose is less than 200 mg/dL, do not give correction dose; if greater than 200 mg/dL, give 50% of correction dose.  Patients receiving corticosteroids may be at greater risk for nocturnal hypoglycemia, so caution is required in giving insulin correction dose at bedtime for these patients.)
Corrective dose insulin for patients who have nothing by mouth, on total parenteral nutrition or on continuous enteral feeding (to be given in addition to basal insulin)
Check one:

 FORMCHECKBOX 
 Regular insulin – check blood glucose every 6 hours and administer insulin dose based on correction schedule

 FORMCHECKBOX 
 Lispro insulin – check blood glucose every 4 hours and administer insulin dose based on correction schedule

 FORMCHECKBOX 
 Aspart insulin – check blood glucose every 4 hours and administer insulin dose based on correction schedule

 FORMCHECKBOX 
 Glulisine insulin – check blood glucose every 4 hours and administer insulin dose based on correction schedule

 FORMCHECKBOX 
 Other __________ – check blood glucose every ____ hours and administer insulin dose based on correction schedule

 FORMCHECKBOX 
 Other diabetic medications:  
____________________________________________________________






____________________________________________________________

Transition from intravenous insulin to subcutaneous insulin:

 FORMCHECKBOX 
 Administer initial dose of subcutaneous basal insulin two hours prior to discontinuation of intravenous insulin infusion.  Record blood glucose prior to administering basal insulin dose.

 FORMCHECKBOX 
 Initial dose of subcutaneous basal insulin


 FORMCHECKBOX 
 Glargine insulin _______ units at _______hours (24-hour time)


 FORMCHECKBOX 
 Detemir insulin _______ units at _______hours (24-hour time)


 FORMCHECKBOX 
 NPH insulin _______ units at _______hours (24-hour time)

 FORMCHECKBOX 
 Discontinue intravenous insulin infusion at _______hours (24-hour time).  Record blood glucose at time intravenous insulin infusion is discontinued.

 FORMCHECKBOX 
 Subsequent basal, prandial and correction insulin doses in accordance with orders above

Diet (See Annotation #4)

 FORMCHECKBOX 
 Consistent carbohydrate (CHO) meal plan

 FORMCHECKBOX 
 Bedtime snack

 FORMCHECKBOX 

 Other 
Laboratory/Diagnostic Testing (See Annotation #5)

 FORMCHECKBOX 
 A1c (if A1c from past 2-3 months or unknown)

 FORMCHECKBOX 
 Electrolytes, blood urea nitrogen (BUN), creatinine

 FORMCHECKBOX 
 Alanine amino transaminase (ALT)


 FORMCHECKBOX 
 Asparate transaminase (AST)

 FORMCHECKBOX 
 Hypoglycemia protocol 
Discharge/Transition Planning – Patient Education (See Annotation #6)
 FORMCHECKBOX 
 Diabetes clinical nurse specialist consult (reason for consult):
_____________
 FORMCHECKBOX 
 Diabetes education consult inpatient survival skills (reason for consult): ________________________

 FORMCHECKBOX 
 Diabetes education consult outpatient (reason for consult):
_________________
 FORMCHECKBOX 
 Nutrition services consult (reason for consult):
__________________
Authorized Prescriber Signature: ____________________________________________________

Printed Name:____________________________________________________________________

Date & Time of Orders: 
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