
DKA Protocol (summary)

Assessment:
  1. H+P: vital signs, weight, mental status, hydration status

  2. Labs (stat to NICU): Glucose, Na, K, CO2, Cl, BUN, Creat, Ca, PO4, osmolality, 
acetone, CBC, venous pH, urine ketones, simultaneous dextrostick

  3. Precipitating cause ‑ e.g. new onset, infection, non‑compliance, etc.

ER Management:


*start DKA Pathway sheet*
  1. IV bolus NSS 20 cc/kg over first hour 

**may need repeated boluses ONLY to support blood pressure

  2. 2nd hour begin 1/2 NS + potassium (see #3 below).  Calculate
rehydration over 
24‑36 hours as maintenance + deficit, with 1/2 of deficit replaced in first 8 hours

  3. After urine output established, add potassium ‑ 1/2 as KPhos, 1/2 as KCl or 

KAcetate, as
follows:      [N.B.: can get EKG to check T waves if lytes not back]

serum K <3.5, total 40 meq/L K+
serum K 3.5 ‑ 5.0, total 30 meq/L K+
serum K >5.0 ‑ 5.5, total 20 meq/L K+
serum K > 5.5, hold IV K+  until serum K drops

  4. 2nd hour begin insulin drip 0.1U/kg/hour as follows:

to 100 cc NSS add Regular insulin with  # units equal to patient weight in kg, and run at 10 cc/hour (this will always be 0.1 U/kg/hour).  Run first 20 ml of insulin drip through tubing before giving to patient to coat tubing because insulin will stick to tubing and won't get to the patient: remind RN

  5. follow blood sugars q1h ‑ aim to have blood glucose decline by 100 mg/dL /hour

  6. when BG reaches 200 mg/dL, add glucose to iv fluids; increase glucose as needed 

to keep blood glucose between 100‑200 mg/dL (do not decrease insulin drip)

  7. if venous pH < 6.9 and mental status impaired, give 1 mEq/kg NaHCO3 over 1 hour

  8. monitor serum lytes, acetone, venous pH q1 ‑ 2h initially

  9.  If serum bicarb does not increase after 4 hours of management, increase insulin drip 
by 0.2 units / kg /hour (and turn up glucose infusion if necessary), repeat increasing 
insulin infusion until bicarb is increasing

  10. Begin Rx of underlying cause of DKA

Inpatient Management:
  1. Continue insulin drip, q1h blood glucoses, and IV fluids until serum acetone clear 

and patient is able to take P.O., then switch to sc insulin

  2. Continue treating underlying cause of DKA

  3. Continue monitoring labs as appropriate for the patient (more sick = more often)

 N.B. Monitor for cerebral edema.  This can occur 4 ‑ 24 hours into the hospital 
course (just as the patient looks better, so beware). Predisposing factors
are excessive rehydration, too rapid drop in blood sugars, boluses of 
bicarb, elevated BUN at presentation, severity of acidosis, failure of sodium 
to rise = greater fall in plasma osmolarity, but can occur in any patient.  Do 
hourly checks for headache, obtundation, pupillary response, development 
of diabetes insipidus.

Pediatric Endocrine on‑call:  443-928-8678.

