
Evidence-based Insulin Therapy 
for Hospitalized Patients 
Background/Purpose:  
Hospitals are reviewing their current practices related to insulin 
therapy for diabetes mellitus and hyperglycemia, based on evidence 
that tighter glycemic control improves outcomes. The purpose of the 
project is to improve management of hospitalized patients utilizing 
evidence-based insulin therapy. 

Significance:  
n  Although widely used in care, no current evidence shows that 
utilizing sliding scale insulin practice will effectively control 
hyperglycemia in patients with diabetes.

n  Evidence-based insulin therapy orders will improve our glycemic 
goals and clearly identify when insulin should be given or held.

Strategy and Implementation Methods:  
n  Multi-disciplinary teams were identified that could impact glucose 
control. 

n  Benchmarking was done on current practice. Multiple workshops 
were planned in stages over a year to increase awareness of 
improvement in patient outcomes with improved glucose control 
with physicians and nurses.

n  The planning included a needs assessment, implementation 
strategies, CME workshops, nursing grand rounds, an on-line 
continuing learning module and super user workshops. 

n  A three component insulin order set was developed for the pilot. 
A review of glucose values from patients admitted from June 2010 to 
August 2010 on the pilot unit was completed. 

Evaluation:  
n  The mean percentage of glucose readings maintained between 
70-180 mg/dl using the order set increased by 10 percent with 68.6 
percent before the order set and 78.5 percent after implementation. 

n  No increase in hypoglycemia was reported in pre- and post-tests. In 
fact, glucometrics showed 1.6 for pre-test and 1.1 for post test.

n  After education, increased use of basal insulin created immediate 
improvement. Improvement continues in the goal range of 70-180 mg/
dl in our patients.

Implications for Practice:  
Although this project began in the ICU setting, studies on non-ICU 
populations also show that sliding scale insulin therapy in diabetic and 
hyperglycemia patients will evolve to evidence-based insulin therapy 
using basal, mealtime and correction insulin to improve management 
of hospitalized patients.
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Improved Glycemic Control
Target Glucose Range 70-180 mg/dl
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3   Component: Correction Insulin for Hyperglycemia

Subcutaneous Rapid or Short Acting Insulin−

❑ Apidra, Humalog/Lispro AC and HS (hour of sleep) or every 4 hours   ❑ Regular insulin (if every 6 hours)

If the patient is eating, give mealtime dose and add the correction insulin.

If the patient is NPO, HOLD the mealtime insulin and give the correction insulin.

rd

BLOODGLUCOSE  Low Dose Insulin AC                   HS    Medium Dose Insulin
       AC              HS        High Dose Insulin

      AC                     HS

100−149
150−199

200−249
250−299

300−350
Over 350

0 units                   01 units                   02 units                   03 units                   24 units                   25 units                   3

0 units              01 units              03 units              25 units              37 units              49 units              5

  1 units                     0  3 units                     2  5 units                     3  7 units                     4  9 units                     511 units                     6

3.  3   Component: Insulin Correction for Hyperglycemia

Meal times and HS (hour of sleep)−Add to meal dose if eating. If not eating, give correction only.

❑ Low Dose Insulin (less than 40 units/day)

❑ Medium Dose Insulin (41−80 units/day)

❑ High Dose Insulin (greater than 80 units/day)

❑ Bedside Blood Glucose Monitoring: Check AC and hour of sleep (HS)

                         If patient NPO, TPN, or continuous tube feeding−check 0600, 1200, 1800 and 2400

❑ Hypoglycemia Treatment: Follow Hypoglycemia Protocol (IP−30)

❑ HbA1c in morning if not already ordered.

rd

                    DIABETES ORDER SET

             (NOT for Open Heart Patients)
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DIABETES ORDER SET

Date
Ordered

Time

C/R MAR

Use Components                         
                         

    Patient Type

1st, 2nd, and 3rd             Type 1 and 2 diabetes, steroid induced−hyperglycemia,

                              
          converting from IV to subcutaneous insulin and bolus TF

1st and 3rd                      Continuous TF

3rd only                           TPN and transient hyperglycemia

1.  1   Component: Basal Medication

❑ GLARGINE (Lantus) 0.25 units/kg or _______ units subcutaneous every 1800 (Do not hold if NPO)

Or

❑ ___________ Insulin _____________ units   Subcutaneous _______________ every __________

❑ Oral diabetes meds for basal needs only ______________________________________________

❑ Hold oral agents (Glipizide, Glyburide, Amaryl) if patient NPO

Weight _______________ kgs

st

2.  2   Component: Meal Dose Insulin (Ideal Pre−meal blood glucose range: 80−140 mg/dl)

            (Hold meal dose insulin if NPO or patient eats less than 50 % of meal)

❑ May adjust insulin dosage as diet changes and/or for procedures

❑ MEAL DOSE Insulin − Rapid acting insulin: Apidra, Humalog/Lispro subcutaneous

 Insulin before meals (AC) if patient has reliable oral intake

 Insulin after meals (PC) if patient has unreliable intake: nausea, vomiting, initiating

              oral intake or advancing diet as tolerated

nd

CHO Controlled diets

❑ Low Calorie (45 gm CHO)

❑ Mod Calories (60 gm CHO)

❑ High Calorie (75 gm CHO)

❑ Clear Liquid

❑ Full Liquid

❑ Soft Diet

❑ Advance as Tolerated

Breakfast

  3 units

  4 units

  5 units

  3 units

  4 units

  4 units

  3 units

  Lunch

  3 units

  4 units

  5 units

  3 units

  4 units

  4 units

  3 units

  Dinner

  3 units

  4 units

  5 units

  3 units

  4 units

  4 units

  3 units
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