
 Management of Hypo/Hyperglycaemia 
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Symptoms of DKA 
-Increased Respiratory rate  
with clear lungs/ acidotic 

breathing 
-Dehydration 

 

 

No Yes 

Do:- 
-VBG 
-Urine Ketone Bodies 
-RBS 

Features of HHS 

-Severe dehydration 
-Confusion 
-Low GCS 
-Drowsiness 
-Hypernatraemia with 
normal pH 

Yes No 

Refer Annex 3 

 
Refer Annex 2 

 

Decide if rapid control of 

blood sugar is needed or not 

 

NOTE: Sliding Scale and IV/IM Insulin 

boluses not recommended in current 

medical practice 

Sympto

matic 
Asympto

matic 

Treat hypoglycaemia 

with oral/IV dextrose 

   

Symptoms of DKA with risk factors for euglycaemic DKA  
-Patients on SGLT2i 

Eg:empagliflozin, dapagliflozin 

-Patients on high doses of insulin              - DM in pregnancy 

-Prolonged fasting                 -Acute pancreatitis  

-Missed insulin doses                -Acute alcohol intoxication in patients with DM 

 

DKA criteria met 

Yes No 

Yes No 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Rough guide for S/C Insulin Stat dose -  

• CBS: 180-250  - S/C Insulin 4-6 units 
 

• CBS: 250-350  - S/C Insulin 6-10 units 
 

• CBS: 350-450 - S/C Insulin 8-15 units 
 

• CBS: 450-HI – S/C Insulin 15-20 units 

 

 

Conditions needing rapid Control  

• Infection 

• Awaiting Surgery 

• Sepsis 

• Critically ill 

• MI 

• Stroke 

 

Yes No 

IV Insulin Infusion (Annex 

4) or    S/C Insulin stat 

dose 

(Strict Target: 110-180) 

On Insulin On oral hypoglycaemic 

agents 

Use correctional doses 

of insulin 

Refer annex 5 

Check compliance to OHD 

Optimize doses of OHD 

Review at routine F/UP with BG 

chart/FBS in 2/52-1/12 

If on maximum OHD, consider 

initiating Insulin 



 

Annex 1 

Hypoglycaemia in patients with DM 

 

 

Symptoms of hypoglycemia include, but are not limited to, shakiness, irritability, confusion, tachycardia, sweating, and 

hunger. 

 Because many people with diabetes experience impaired hypoglycemia awareness, a measured glucose level <70 mg/dL 

(<3.9 mmol/L) is considered clinically important, regardless of symptoms.  

 

 

 

 

 

 

Warrants urgent 

treatment 

Onset of neuroglycopaenic 

symptoms 



 

Level 1 and 2 hypoglycaemia Management (mild-mod)- 

Rapid acting Carbohydrate 15-20 g in Sri Lankan setting-  

• 15-20 g of pure glucose preferred 
 

Alternatives- 

• 150-200ml pure fruit juice (e.g. orange juice), do not use if following a low potassium diet 
(e.g. to treat chronic kidney disease) in view of its potassium content. 

•  3-4 heaped teaspoons of sugar dissolved in water. 

• In moderate hypoglycaemia, glucose dissolved in water can be applied to buccal mucosa as 
an alternative to dextrose gel. 

• Once blood glucose is above 4.0mmol/L and the person has recovered, give a long acting 
carbohydrate snack (20g) of their choice where possible, taking into consideration any 
specific dietary requirements.  

• People given glucagon require a larger portion of long-acting carbohydrate (40g) to replenish 
glycogen stores (double the suggested amounts below) although nausea associated with 
glucagon injections may be an issue.  
Examples include: a. Two biscuits b. One slice of bread/toast c. 200-300ml glass of milk (not 

soya or other forms of ‘alternative milk, e.g. almond or coconut) d. Normal meal if due (must 

contain carbohydrate). 

 

 

 



Level 3 hypoglycaemia- 

 

• Immediate treatment with 25g of 25-50% glucose solution administered IV. 

• No IV access- 
If no IV access is available then give 1mg Glucagon IM. Glucagon is only licensed for insulin 

induced hypoglycaemia and may be less effective in people prescribed sulfonylurea therapy 

(may take up to 15 minutes to take effect).  

Glucagon mobilises glycogen from the liver and will be less effective in those who are 

chronically malnourished (including those who have had a prolonged period of starvation), 

abuse alcohol or have chronic liver disease.  

In this situation IV glucose is the preferred option. If no IV access is available initially, 

continue trying to achieve IV access as IM glucagon is less likely to be successful if required 

for a second time. 
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Hypoglycaemia in patients without DM 

Management of hypoglycaemia according to severity similar to patients with DM and hypoglycaemia. 
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Annex 2 – DKA Management 
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                      The Management of Diabetic Ketoacidosis in Adults  
Where individuals aged 16-18 are managed by paediatric teams, the paediatric guidelines should be followed: BSPED |BSPED DKA Guidelines  

 

Diagnostic criteria: all three of the following must be present 

• capillary blood glucose above 11 mmol/L 

• capillary ketones above 3 mmol/L or urine ketones ++ or more 

• venous pH less than 7.3 and/or bicarbonate less than 15 mmol/L 
 

BOX 1: Immediate management: time 0 to 60 minutes 
(T=0 at time intravenous fluids are commenced) 

If intravenous access cannot be obtained request critical care support immediately 
 

Action 1: Commence 0.9% sodium chloride solution (use a 
large bore cannula) via an infusion pump  
See Box 2 for rate of fluid replacement 

Action 2: Commence a fixed rate intravenous insulin infusion 
(FRIII). (0.1unit/kg/hr based on estimate of weight) 50 
units human soluble insulin (Actrapid® or Humulin S®) 
made up to 50ml with 0.9% sodium chloride solution. If 
patient normally takes long acting insulin analogue 
(glargine, detemir, degludec) continue at usual dose and 
time 

Action 3: Assess patient 
o Respiratory rate; temperature; blood pressure; pulse; 

oxygen saturation 
o Glasgow Coma Scale 
o Full clinical examination 

 
 
 

 

  Action 4: Further investigations 
• Capillary and laboratory glucose 
• Venous BG 
• U&E and FBC 
• Blood cultures 
• ECG 
• CXR 
• MSU 

Action 5: Establish monitoring regimen 
• Hourly capillary blood glucose 
• Hourly capillary ketone measurement if available 
• Venous bicarbonate and potassium at 60 

minutes, 2 hours and 2 hourly thereafter 
• 4 hourly plasma electrolytes 
• Continuous cardiac monitoring if required 
• Continuous pulse oximetry if required 

Action 6: Consider and precipitating causes and treat appropria

 
BOX 2: Initial fluid replacement 

 
Systolic BP (SBP) below 90mmHg 
Likely to be due to low circulating volume, but consider other causes such 
as heart failure, sepsis, etc. 

Give 500mls 0.9% sodium chloride solution over 10-15 minutes. If SBP 
remains <90mmHg repeat whilst awaiting senior input. Most people 
require between 500-1000mls given rapidly 
Consider involving the ITU / critical care team 
Once SBP is >90mmHg, give 1L 0.9% sodium chloride over the next 60 
minutes. The addition of potassium is likely to be required in this second 
litre of fluid 

Systolic BP on admission 90 mmHg and over 
Give 1L 0.9% sodium chloride over the first 60 minutes 

Potassium replacement  Potassium replacement mmol/L of 
Potassium level (mmol/L)          infusion solution 
               > 5.5    Nil 
               3.5-5.5     
               < 3.5              

 

BOX 3: 60 minutes to 6 hours 
Aims of treatment: 

 
 

 

Action 1: Re-assess patient, monitor vital signs 
 

 

hourly thereafter 

 
Action 2: Continue fluid replacement via infusion pump as follows: 

 
 

 

 

Consider reducing the rate of intravenous insulin infusion to 0.05 
units/ kg/hour when glucose falls below 14 mmol/L 

More cautious fluid replacement in young people aged 18-25 years, 
elderly, pregnant, heart or renal failure. (Consider HDU and/or central 
line) 

Action 3: Assess response to treatment 

 
 

 
 

 
If ketones and glucose are not falling as expected always check 
the insulin infusion pump is working and connected and that the 
correct insulin residual volume is present (to check for pump 
malfunction). 

 

Additional measures 

Regular observations and Early Warning Score (NEWS2) 
Accurate fluid balance chart, minimum urine output 0.5ml/kg/hr 

minutes 

vomiting 

than 92% 
 

 

 

 

Expectation: By 24 hours the ketonaemia and acidosis should have 

resolved. Request senior review is not improving 

Aim:  
Ensure that clinical and biochemical parameters are continuing to 
improve or are normal 
Continue IV fluid replacement if not eating and drinking 

If ketonaemia has cleared and the person is not eating or drinking, 
move to a variable rate intravenous insulin infusion (VRIII) as per local 
guidelines 
Reassess for complications of treatment, e.g. fluid overload, cerebral 
oedema 

Continue to treat precipitating factors 
Transfer to subcutaneous insulin if the person is eating and drinking 
normally and biochemistry is normal 

Action 1 – Re-assess patient, monitor vital signs 

Action 2 – Review biochemical and metabolic parameters 

and glucose 

 

Action 3 
 

If DKA resolved go to Box 6 

 

 

insulin 

 

 

Transfer to subcutaneous insulin 

to eat. Do not discontinue intravenous 

insulin infusion until 30 minutes after subcutaneous short 

acting insulin has been given 

team prior to discharge 
 

review) 

 
Elderly 
Pregnant 

 
 

 
 

 

 
 

 

required) 
 

 
 

BOX 4: 6 to 12 hours 
Aims: 
• Ensure clinical and biochemical parameters 

improving 
• Continue IV fluid replacement 
• Avoid hypoglycaemia 
• Assess for complications of treatment e.g. fluid 

overload, cerebral oedema 
• Treat precipitating factors as necessary 
Action 1: Re-assess patient, monitor vital signs 
• If patient not improving by criteria in Box 3, seek 

senior advice 
• Continue IV fluid via infusion pump at reduced rate 

o 0.9% sodium chloride 1L with KCl over 4 hours 
o 0.9% sodium chloride with KCl over 6 hours 

• Add 10% dextrose 125mls/hr if the glucose falls 
below 14 mmol/L 

• Consider reducing the rate of intravenous insulin 
infusion to 0.05 units/ kg/hour when glucose falls 
below 14 mmol/L 

 

 

Reassess cardiovascular status at 12 hours; further 
fluid may be required 
 
Check for fluid overload 
 
Action 2 – Review biochemical and metabolic 
parameters 
• At 6 hours check venous pH, bicarbonate, 

potassium, capillary ketones and glucose 
• Resolution of DKA is defined at ketones <0.6 mmol/L 

AND venous pH >7.3 (do not use bicarbonate as a 
marker at this stage) 

• Ensure a referral has been made to the diabetes 
team 

• If DKA not resolved review insulin infusion (see 
BOX 3 Action 3) 

• If DKA resolved go to BOX 6 
 

Represented: Association of British Clinical Diabetologists; 

British Society for Endocrinology and Diabetes and 

Association of Children’s Diabetes Clinicians; Diabetes 

Inpatient Specialist Nurse (DISN) Group; Diabetes UK;  

Diabetes Network Northern Ireland; Society of Acute 

Medicine; Welsh Endocrine and Diabetes Society, Scottish 

Diabetes Group. 

 



 

Annex 3 – HHS Management 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 
Annex 4 
 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

    



 

Annex 5 – Correctional Dose 

 
3 components of insulin required for a patient in hospital. 
  
1.Basal Insulin and  2. Bolus insulin  
  
Pre-admission dose or 0.5u/kg – > 50% as basal and 50% as bolus insulin. 
Can be given as Mixtard Insulin or basal insulin (eg NPH/ glargine) and bolus insulin (eg 
soluble insulin/ rapid acting analogue) with meals . 
  
+  
  
3.Correctional dose  
  
Provides real time adjustment of insulin dosing based on insulin sensitivity.  
  
In a normal patient 1 unit of pre-meal soluble insulin will reduce the next pre-meal CBS by 
10mg/dL.  
  
Correctional dose needs to be calculated to relate this to patients with impaired insulin 
sensitivity.  
  
  
Correctional dose calculation  
  
  
Correctional factor (CF)= 1700/TDD (Total Daily Insulin)  
  
Or  
  
  
3000/Body weight (kg)  
  
  
Correction Bolus Formula  
  
Current BG – Ideal BG  
  
Glucose correction factor  
  
Example for correctional dose calculation  
  
Blood sugar pre- lunch: 200mg/dL  
Pre- meal goal: 140mg/dL  
200-140=60mg/dL  



Total Daily Insulin = 50 U  
CF= 1700/50=34  
  
Extra dose of Insulin needed to cover 60mg/dL= 60/ 34=1.8  
Give extra 2 units of Insulin for pre-lunch dose  
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