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ADULT INSULIN ADMINISTRATION RECORD
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. All patients treated with insulin need capillary blood glucose monitored minimum of four times a day, test pre-prandial and bedtime ADDRESS.
. Monitor according to the capillary blood glucose monitoring guidance which is accessible on COIN ’
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® This chart is for prescribing of regular INSULIN only.
o ® Forall other medications see standard Prescription Chart.
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Reading in NON-ADMINISTRATION OF MEDICINES
mmol When a patient does not receive a prescribed dose, the nurse should enter one of the code numbers given below in the administration box,
Ketones to explain the reason for non-administration. Please attempt to obtain any unavailable medicines.
X. Doctor's request 3. Patient unable to receive medicines/or no access. 5. Medicine unavailable.
2. Patient not on ward. 4. Patient refused medicine. 6. See Notes
5 6 1 ABM004 I

Péper copies of this document should be kept to a minimum and checks made with the electronic version to ensure that the printed version is the mbst recent.



CID: 416 Published: February 2012

PATIENT'S NAME ...

INPATIENT TREATMENT OF HYPOGLYCAEMIAIN ADULTS
with DIABETES BLOOD GLUCOSE< 4.0 MMOL/L

Wherever possible, check blood glucose level prior to treatment. If patient asymptomatic, repeat test.
Treatment should be guided by the severity of presentation (MILD, MODERATE, SEVERE).

MILD

MODERATE

Patient conscious.
Trembling, sweating, hungry, tingling,
headache, anxiety, palpitations,
nausea, forgetfulness.

Patient conscious.
Difficulty concentrating, confusion,
weakness, giddiness, drowsiness,

unsteady, headache, dizziness,
difficulty focusing and speaking.

STEP 1

Patient can swallow or is NG/PEG fed.
If Nil by Mouth treat as SEVERE.

Patient can swallow (ensure gag
reflex) or is NG/PEG.
If Nil by Mouth treat as SEVERE.

Give 10g — 20g fast acting glucose
3-5 x GlucoTabs (4g glucose per tablet)

Or

1 x 60ml bottle of GlucoJuice
(15g glucose per bottle)

Give 1-2 tubes of GlucoGel
(10g glucose per tube).

CALL FOR EMERGENCY HELP

Stop any iv insulin infusion.

STEP 2

Wait 15 minutes and recheck and record capillary blood glucose level.
If reading <4.0 mmol/L or if no physical improvement, repeat STEP 1.
Repeat step 1 up to a maximum of 3 times.

If capillary glucose =4.0 mmol/L after 3 times or if clinically deteriorating
despite treatments, treat as SEVERE hypoglycaemia

Once patient is conscious give sips
of Gluco Juice.
Recheck glucose level every
15 minutes to ensureincrease
>4.0 mmol/L.

x1infusion of 100mL of 20%glucose
over 15 mins.

BEWARE: Patients receiving diabetes tablets (e.g. sulphonylureas) +/- Insulin may have prolonged or recurrent
hypoglycaemia. Groups at particular risk include severe hypoglycaemia, acute kidney injury or malnutrition. Consider
an iv infusion of 10% glucose at 50-100mL/hr* until capillary glucose is stable >4.0 mmol/L.

FOLLOW-UP

1. FOLLOW UP WITH STARCHY (LONG ACTING) CARBOHYDRATE ONCE capillary glucose > 4.0 mmol/L.
For example a meal containing carbohydrates (if served within 30 minutes) or one slice of bread/toast or cereal or 2

biscuits or glass of milk.

If on enteral feed: Give bolus down tube of > carton Fortisip or enteral feed bolus as per regimen.

Document hypoglycaemia in the patient’s notes (using the hypo sticker).
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in unconsciousness.

* Administer intravenous 10% or 20% Glucose via a secure cannula into a large vein using infusion pump.

Continue regular (at least QDS - pre meal and bedtime) capillary glucose monitoring for next 24-48 hours.

Provide hypoglycaemia education or refer to DSN. Arrange to restock contents of hypo box if used.

Insulin should never be omitted following an episode of hypoglycaemia. Treat episode as above then give insulin.
Insulin dose/diabetes tablets adjustment may be required. If in doubt contact doctor for dose adjustment.

Identify cause e.g. missed meal/ poor appetite, enteral feed stopped. Re-educate as needed. Take steps to avoid
hypoglycaemia e.g. review timing and doses of insulin/ sulphonylurea. Review oral intake. Discuss with diabetes
team. Always refer patients to the diabetes team, post treatment, if they have had a hypoglycaemic event resulting

If unsure seek advice immediately.
Record hypoglycaemia event in patient notes
with the hypo sticker
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chart developed as part of 1000 Lives campaign (January 2009)
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