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m Hospno: __ NHSno:
Name:
East Suffolk and Address:
North Essex
NHS Foundation Trust Postcode: DoB:
GP:
K (or attach patient label) j

Diabetes Day Case Pathway

Type of diabetes: Contact numbers

Diabetes Inpatient Nurse Specialist: Ext 6184 or Bleep 825
Diabetic Foot Team: Ext 6912 or Bleep 801 or 983

Type 1 [ Type 2 [] Other:

Pre-admission diabetes therapy: Diabetes Consultant: Bleep 140

Diet [ Injectable therapy (GLP-1) [
Tablet (1 Insulin 0 HbA1c: % Date taken: / /

Capillary Blood Glucose (CBG) Monitoring Record (mmol/L)

Tick boxes for | Date All CBG results including patient self-monitoging must be recorded on this chart.
test times * If CBG in target, record result in blue [] bg
- If CBG out of target, record result in red [}
D Time Frequency of monitoring (tick green || b
Admission Above target
glucose In target
Target: 5-12
Below target
Must be reviewed
Sign by DOCTOR:
’ . . 1 Consider need to
D Time Action required ’ increase medications/
N 123\/?'6 0 or insulin to prevent
Pre-surger Above target =1em 10 » ) . hyperglycaemia
| gery mmol/L Action required recurring at the same
glucose In target time the following day.
Target: 5-12 | | 2 Retest after 2 hrs.
Below target
Sign Follow Hyperglycaemia Guideline below. ||
D Time MUST BE
REVIEWED BY 1f CBG ( MUST BE )
Recovery Above target DOCTOR >17mmol/L, REVIEWED BY
lucose G Give 1st dose of give 2nd dose of DOCTOR
9 In target el ’ Actrapid 6 unltsLH Actrapid 6 units ZH If CBG remains
Target: 5-12 selon tareet <17 and check and check >17mmol/L
W
9 mmol/L ketones Re-test ketones . Action needed
Sign IF KETONES CBG IF KETONES CBG Commence variable
>1.5mmols for >1.5mmols for ;
: doctor review: levels doctor review: levels rate intravenous
Time : : lin infusion
[] VBG, DKA/HHS | [GHSEE | vBG, DkA/HHS | GRS insu
. Above target protocol, DPAR | [IMSEMEN | protocol, DPAR | I (VRIll) AND refer
Discharge ove targe ' \ via DPAR. /
glucose In target
Target: 5-12 Moderate to severe frailty Type 1 diabetes patients on <30
Below target CBG target 8—15 mmol/L. units/day of insulin (insulin sensitive)
Sign Consider a reduced dose of Consider a reduced dose of Actrapid
D Actrapid (eg 3 units) (eg 3 units)
Time
dditional Above target As Required Insulin Prescriptions Medical staff: Please document need for additional
Additiona insulin in medical notes to aid management of patient.
CBG test In target - - - - -
Target: 5-12 Date | Time | Insulin Type Dose Route Signature | Given by Time
Below target units | subcutaneously
Sign units | subcutaneously

Hypoglycaemia: Capillary blood glucose (CBG) < 4mmol/L

Full guidance given in HYPOBOX and on intranet.

¢ Symptoms and signs are variable but include sweating, palpitations, shaking, hunger, drowsiness, odd behaviour,
convulsions, coma etc.

¢ Do not delay treatment to wait for doctor to be available — suggestive symptoms and low capillary blood glucose
(< 4mmol/L) are sufficient grounds to treat as per protocol.

¢ Following a hypo, DO NOT omit insulin if due (dose review may be needed).

All pathways must be filed in the patient’s medical notes on discharge Page 10f2 =>



Surname: _ First name: ~ Hosp no: NHS no:

Diabetes Prescription Chart: Regular Insulin Prescriptions

. NURSES -
Insulin:
E . .. Dose RECORD ADMINISTERED DOSE BELOW
= | State species and exact type (no abbreviations). (Ranges can be used if patient
F | state insulin delivery device. varies dose) Date
Type Dose
Units § Units
17, Delivery device: Pharm Sign Time
<L | U Disposable pen — name if known: ...........cc.cccccccooe. .
; [ Refillable pen [ Insulin vial and syringes Date Sign
é Type Dose
i Unit:
o0 Units nits
Delivery device: Pharm Sign Time
[J Disposable pen — name if known: ... .
[J Refillable pen [J Insulin vial and syringes Date Sign
- Type Dose
gz) Units § Units
= | Delivery device: Pharm Sign Time
=1 | ] Disposable pen — name if known: ..........ccccccoovrnnnn. )
[ Refillable pen [J Insulin vial and syringes Date Sign
Type Dose
&l Units | Units
W | Delivery device: Pharm Sign Time
= | O Disposable pen — name if known: ..............co.c......... .
U] [] Refillable pen [ Insulin vial and syringes Date Sign
Z | wpe D
E Units | Y,
E Delivery device: Pharm Sign Time
[ Disposable pen — name if known: ..............ccccocvuna.
[ Refillable pen [ Insulin vial and syringes Date

Foot Protection Programme

A foot inspection is mandatory in all wit
Remove socks/dressings and inspect whole foot including he
between toes and sole.

If it's RED keep it off the bed

Date
Healthy

Unhealthy*
Heels elevated

ny new
ulcer/acute
red/hot/swollen foot?

Systemically unwell?
Not unwell / Mild infection. Send to Emergency
Department for admission.

Refer immediately via bleep 983 or 801 and complete DPAR referral.**

**The Diabetic Foot Clinic is open Mondayto Friday, 8am—-4pm and will aim to see patients the same
day as the referral.

Outside these hours, consider referral to the Emergency Department if there are concerns of
infection for antibiotic cover and foot X-ray.
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