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TRAUMA GLYCEMIC CONTROL PROTOCOL

Initial Management: Triage of Care and Initial Treatment
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*While on insulin gtt, patients should have a
continuous glucose source.

*Select Adult ICU Insulin Insulin VS. Adult DKA

Insulin Infusion based on clinical scenario
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Euglycemic Management: Insulin

requiring supplemental

Trauma patient

insulin
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Non-insulin
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A1C<6.5%
to problem list

order set

-Add Stress Hyperglcyemia

-Continue Trauma SSI

A1C>6.5%
-Add T2DM to problem list
-Continue Trauma SSI, tighten
scale if needed
-Add 0.15u/kg/d Glargine
-Consult Endocrine prior to d/c

-Continue Trauma SSI; tighten
scale if needed

- Add 0.15u/kg/d Glargine if BG
>200

-Consult Endocrine prior to d/c if

-Continue Trauma SSI, tighten
scale if needed

-Resume 50% home Glargine
and titrate up to home dose
-Consult Endocrine prior to d/c if

A1C>9%
.

A1C>9%
S/

If BG remains > 180:

Add prandial Lispro with meals

OR
q4-6h Lispro if on continuous feeds

e Basal insulin should NOT be held if patient is NPO or not eating

e All patients with insulin orders need the hypoglycemia protocol off the order set
eSSl alone without basal insulin is not recommended for Type 1 and Type 2 Diabetes

e USE CAUTION in patients with renal dysfunction, elderly, and those with large volume fluid shifts (discuss with

pharmacy)

e Consider discontinuing blood glucose monitoring and sliding scale insulin if:

-Blood glucose remains < 150 mg/dL AND tube feed goal has been met for 24 hours and off vasopressors
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