     Insulin Physician Order 
              Handwritten alterations to the insulin doses will NOT be accepted. 
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 ASK amInsType "Type of long-acting insulin" \d "Lantus" Lantus

 ASK timeLongActing "Enter time to give long-acting -- Morning or Nightly" \d "Nightly" Nightly  [image: image3.jpg]Physician Orders
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Regular

 ASK bkSUnits "Enter number of units of short-acting insulin 0600 hours if the glucose is in the goal range (91-130)." \d "Enter a number"1  [image: image2.wmf]After REVIEW, click here to PRINT

  1

 ASK LunchShort "Enter number of units of short-acting insulin at 1200 if the glucose is in the goal range (91-130)" \d "Enter a number"2

 ASK lunchI "Enter incremental short-acting bolus change (correction factor)  in the  1200 dose if the glucose is not in the goal range" \d "1"1 3 1  4 1
1) Discontinue Previous Insulin Orders
2) Fingerstick Glucose four times daily: every 6 hours
3) If tube feedings interrupted use ADJUSTED DOSE, which equals DOSE DUE minus BASE DOSE
4) If Regular insulin has been given AND the tube feedings are INTERRUPTED, call primary team for continuous glucose infusion to prevent HYPOGLYCEMIA. 

5) Long acting insulin to be given subcutaneous: 

Lantus insulin 11 units subcutaneous Nightly
6) Regular Insulin units subcutaneous as directed in the below algorithm.
	Blood Glucose (mg/dL)
	0600
(Units Regular Insulin) With Tube Feeding
	1200
(Units Regular Insulin) With Tube Feeding
	1800
(Units Regular Insulin) With Tube Feeding
	2400
(Units Regular Insulin) With Tube Feeding

	<70
	Treat the hypoglycemic episode per hypoglycemia protocol

	70-90
	0.6 FORMTEXT 

0

	1.2 FORMTEXT 

1

	1.8 FORMTEXT 

1

	2.4 FORMTEXT 

2


	91-130

(Base Dose)
	1
	2
	3
	4

	131-150
	2 FORMTEXT 

2

	3 FORMTEXT 

3

	4 FORMTEXT 

4

	5 FORMTEXT 

5


	151-200
	3 FORMTEXT 

3

	4 FORMTEXT 

4

	5 FORMTEXT 

5

	6 FORMTEXT 

6


	201-250
	4 FORMTEXT 

4

	5 FORMTEXT 

5

	6 FORMTEXT 

6

	7 FORMTEXT 

7


	251-300
	5 FORMTEXT 

5

	6 FORMTEXT 

6

	7 FORMTEXT 

7

	8 FORMTEXT 

8


	301-350
	6 FORMTEXT 

6

	7 FORMTEXT 

7

	8 FORMTEXT 

8

	9 FORMTEXT 

9


	351-400
	7 FORMTEXT 

7

	8 FORMTEXT 

8

	9 FORMTEXT 

9

	10 FORMTEXT 

10


	401-450
	8 FORMTEXT 

8

	9 FORMTEXT 

9

	10 FORMTEXT 

10

	11 FORMTEXT 

11


	>450
	9 FORMTEXT 

9

	10 FORMTEXT 

10

	11 FORMTEXT 

11

	12 FORMTEXT 

12



Provider Signature: _____________________________ID No:_____________________
Date: July 12, 2011___________________Time: 15:16______________________
RN Signature: __________________________________ Date/Time: _____________
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