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Administer 0.9% NaCl
at 500-1,000mL/h

SC route |
v

IV route

pa—

If serum K*is<3.3mmol/L
hold insulin and give

at 250-500mL/h at 250-500mL/h
depending on depending on

state of hydration state of hydration

[ I
!

When plasma or capillary glucose J

reaches~11.1-13.9mmol/L

v

every 1-2h

When glucose reaches~11.1-13.9mmol/L :

reduce insulin to 0.1U/kg SC every 2h
to maintain glucose at 8.3-11.1 mmol/L
until resolution of ketoacidosis

during the first 1-2h 0.1U/kg 0.2U/kg 10-20 mmol/h of KCI
IV bolus SC bolus until serum K*=3.3mmol/L
Evaluate corrected serum Na* l l l
I ll 1 0.1U/kg/h 0.2U/kg If serum K*is>5.0mmol/L
\ IV insulin SC every do not give K*but check
High Normal L‘IW infusion 2h serum Ktevery 2h
0.45% NacCl 0.9% NaCl Check serum or capillary glucose If serum K*is<5.0mmol/L

add 20-40mmol of KCl in
each litre of 1V fluid to keep
serum K*at 4-5 mmol/L

v

Change to 5% dextrose with 0.45%
NaCl until resolution of ketoacidosis*

Transition to SC insulin when the patient is alert and can eat

‘ Identify and treat precipitating cause
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(Umpierrez G, et al : Diabetic emergencies—ketoacidosis, hyperglycaemic hyperosmolar state and hypoglycaemia. Nat Rev Endocrinol

2016 ; 12 : 222.)
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