NICE: Type 1 diabetes: diagnosis and management of type 1 diabetes in children, young people and adults. July 2004.

Algorithm for the management of diabetic ketoacidosis

Children and adolescents (page 112 of full guideline):

Clinical history

Reduced peripheral

pulse volume

Reduced conscious level

Coma

Resuscitation
Alrway = N/G tube
Breathing (100% 0,)
Circulation (10 ml/kg
of 0.9% saline
repeated until
circulation restored,
max. 3 doses)

No improvement

Re-evaluate
Fluid balance +
-therapy
If continued acidosis,
may require further
resuscitation fluid
Check insulin dose
correct
Consider sepsis

Insulin

Start subcutaneous
insulin then stop
intravenous insulin
1 hour later

Clinical signs

Dehydration > 5%
Clinically acidotic
Vomiting

Intravenous therapy
Calculate fluid requirements
Correct over 48 hours
0.9% saline
Add KCl 20 mmol every 500 ml
Insulin 0.1 Wkg/hour by infusion

Observations
Hourly blood glucose
Neurological status at least hourly
Hourly fluid input:output
Electrolytes 2 hours after start of
IV-therapy, then 4-hourly

Blood glucose
< 15 mmol/litre

Intravenous therapy
Change to 0.45% saline + dextrose 5%
Continue monitoring as above
Consider reducing insulin 0.05 Wkg/hour,
but only when pH > 7.3

Improvement
e Clinically well, drinking well,
tolerating food
* Urine ketones may still be positive

Adults (page 15 of quick reference guide for adults):

Use:

— isotonic saline as primary fluid not given too rapidly

Biochemical signs

« Polyuria s Assess dehydration * Ketones in urine or blood
= Polydipsia * Deep sighing respiration (Kussmaul) * Elevated blood glucose
= \Weight loss * Smell of ketones (=11 mmol/litre)
+ Abdominal pain * Lethargy drowsiness + Acidaemia (pH < 7.3)
* Weakness * Take blood also for electrolytes, urea
+ ‘Vomiting s Perform other investigations if
* Confusion indicated
Confirm diagnosis
Diabetic ketoacidosis
Call senior staff
Shock

Dehydration < 5%
Clinically well
Tolerating fluid orally

Therapy
® Startwith s.c. insulin
* Give oral fluids

No improvement

Meurological deterioration
Warning signs:
headache, irritability, slowing heart rate,
reduced conscious level, specific signs
raised intra-cranial pressure

Exclude
hypoglycaemia
is it cerebral cedema?

Management
Give mannitol 1.0 g/kg
Call senior staff
Restrict IV fluids by 2/3
Mowve to ITU
CT scan when stabilised

— intravenous insulin
— when plasma glucose concentration has fallen to 10-15 mmol/litre: glucose-containing fluids (not more than
2 litres in 24 hours) with higher rates of insulin infusion than used in other situations (for example, 6 U/hour
monitored for effect)
— early potassium replacement with frequent monitoring.
e For patients whose consciousness level is impaired, consider insertion of a nasogastric tube, urinary catheterisation
to monitor urine production, and heparinisation.
e Generally avoid use of bicarbonate and general phosphate replacement.

®  Monitor continuously and review frequently.



