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These recommendations are based on the American Diabetes Association (ADA) Standards of Care in Diabetes – 2026, 
specifically: American Diabetes Association Professional Practice Committee. (Suppl. 1): S339–S355, available through 
the ADA website: Diabetes Care in the Hospital: Standards of Care in Diabetes – 2026 and accessed on June 17, 2026. 
These standards provide an evidence-based framework for inpatient diabetes management; however, care should be 
implemented in accordance with applicable institutional policies, protocols, formulary restrictions, and local standards 
of practice, with institutional guidelines taking precedence when differences exist. Standards of Care in Diabetes | ADA 
Clinical Guidelines.

Trigger
•	 Diagnosis of diabetes OR
•	 Hyperglycemia: random blood glucose (BG) >140 mg/dL
•	 Hypoglycemia: BG <70 mg/dL

Actions
•	 Evaluation to confirm:

–	 Confirm diabetes/dysglycemia type (if known): 
w	 Type 1, Type 2, gestational, pancreatogenic, stress hyperglycemia, drug related,  

or nutrition related

–	 Hyperglycemia in hospitalized patients defined as any BG > 140 mg/dL at time of admission

–	 Hypoglycemic defined as BG < 70 mg/dL AND stratified into 3 categories:
w	Level 1  g  Glucose concentrations of 54-69 mg/dL 
w	Level 2  g  Glucose concentrations of < 54 mg/dL 

>	 Immediate intervention
w	Level 3  g  Clinical event-altered mental status and/or physical function that requires assistance

>	 Immediate intervention

Diagnostics
•	 Obtain: HbA1c (if not performed within 3 months prior) on all people with diabetes or dysglycemia 

–	 Build into glucose management order sets
–	 Admission A1C ≥6.5% suggests preexisting diabetes

•	 Obtain Baseline Labs:
–	  Electrolytes
–	  Renal function
–	  Serum/urine ketones if indicated

Rationale: Early identification and treatment improve outcomes and reduce complications and length of stay.

Diabetes Care in the Hospital
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Diabetes Care in the Hospital - continued

CPOE Order Set
High-quality hospital diabetes care relies on clear, actionable standards supported by structured order sets  
and computerized provider order entry (CPOE). CPOE reduces medication errors and improves efficiency.  
Computerized tools have been shown to:
•	 Increase time in target glucose range
•	 Lower mean blood glucose levels 
•	 Does not increase the risk of hypoglycemia

Order sets should include computerized guidance, when possible, such as:
•	 Initial weight-based insulin dosing
•	 Ongoing insulin titration during hospitalization
•	 Glucose monitoring parameters 
•	 Order sets for extreme hyper- or hypoglycemic events 
•	 Referrals as indicated for dietary consult, pharmacy, endocrinology, diabetic educator, case management, etc. 

Commercial electronic glucose management systems can help implement and standardize insulin protocols  
in hospitals.

Identify and Document
•	 Acute complications: 

–	 Diabetic Ketoacidosis (DKA)
–	 Hyperosmolar Hyperglycemic State (HHS)

•	 Contributing factors: 
–	 Infection, surgery, myocardial infarction
–	 Medications (e.g., glucocorticoids)

•	� Baseline diabetes self-management skills (basic knowledge of disease processes, insulin use, glucose  
monitoring, etc.)

•	� For hospitalized patients with diabetes (new or existing) or stress-related hyperglycemia, involve a specialized  
diabetes or glucose management team when available. The team can include, but is not limited to:
–	 Physicians
–	 Diabetic care and education health care workers (e.g. NPs, PAs, Nurses)
–	 Registered Dieticians/ Nutritionists
–	 Pharmacists or Pharmacy Techs

Rationale: Early identification of dysglycemia, diabetes type, and complications allow timely intervention,  
improve inpatient glycemic control, reduce complications, decrease length of stay, and lower readmission risk.

Detailed plan for monitoring and treatment pathways: please click links below. 
•	 Glycemic Targets by Care Setting
•	 Glucocorticoid Therapy
•	 Enteral & Parenteral Nutrition
•	 Insulin Pumps
•	 CGM
•	 Noninsulin Therapies

•	 Diabetic Ketoacidosis (DKA) & Hyperglycemic  
Hyperosmolar State (HHS)

•	 Perioperative Diabetes Care 
•	 Hypoglycemia Management Pathway
•	 Medical Nutrition Therapy

https://www.khaquality.com/wp-content/uploads/2026/08/Glycemic-Targets-by-Care-Setting-2026.pdf
https://www.khaquality.com/wp-content/uploads/2026/08/Glucocorticoid-Therapy-2026.pdf
https://www.khaquality.com/wp-content/uploads/2026/08/Eternal-Parental-Nutrition-2026.pdf
https://www.khaquality.com/wp-content/uploads/2026/08/Insulin-Pumps-2026.pdf
https://www.khaquality.com/wp-content/uploads/2026/08/CGM-2026.pdf
https://www.khaquality.com/wp-content/uploads/2026/08/Noninsulin-Therapies-2026.pdf
https://www.khaquality.com/wp-content/uploads/2026/08/Diabetic-Ketoacidosis-Hyperglycemic-State-2026.pdf
https://www.khaquality.com/wp-content/uploads/2026/08/Diabetic-Ketoacidosis-Hyperglycemic-State-2026.pdf
https://www.khaquality.com/wp-content/uploads/2026/08/Perioperative-Diabetes-Care-2026.pdf
https://www.khaquality.com/wp-content/uploads/2026/08/Hypoglycemia-Management-Pathway-2026.pdf
https://www.khaquality.com/wp-content/uploads/2026/08/Medical-Nutrition-Therapy-2026.pdf


Discharge Planning (Critical Step to Start at Admission)
•	 Reassess: 

–	 HbA1c 
–	 Home regimen vs inpatient glycemic needs 

•	 Provide: 
–	 Medication reconciliation

w	Cross check home and hospital medications
>	 Check for safety of new and old prescriptions.
>	 Check that no chronic medication(s) are stopped.
>	 Check if there is no duplication of medication(s) under different brand names.
>	� Prescriptions for new or changed medication(s) should be filled and reviewed with individual  

at or before discharge.

–	 Structured discharge communication
w	�Communicate accurately and promptly to outpatient health care professionals on medication changes, 

pending tests, studies, and follow-up.
w	Transmit discharge summary to primary care providers (PCP) soon after discharge.
w	Schedule follow-up appt prior to discharge.

–	 Assess 
w	Access
w	Affordability
w	Scheduled virtual and/or face-to-face follow up visits after discharge.

–	 Diabetes education 
w	Identify PCP or specialist who will provide follow up and diabetes care after discharge.
w	�Assess the patient/caregiver level of understanding related to diabetes diagnosis, glucose monitoring, 

home glucose goals, and when to call a health care professional. (This should be assessed at admission 
and throughout hospital stay, especially when new treatments are being considered or implemented.).

w	�Provide information on choosing healthy food at home and referral to an outpatient registered dietitian, 
nutritionist, or diabetes care and education specialist to guide individualization of the meal plan, if  
needed.

w	�Review when and how to take blood glucose-lowering medications, including insulin administration  
and noninsulin injectables.

w	Review sick-day management.
w	�Review proper use and disposal of diabetes supplies, e.g., insulin pens, pen needles, syringes, glucose 

meters, and lancets.

–	 Glucose monitoring plan 
w	Provide

>	 Durable medical equipment
>	 Medications
>	� Supplies (BG test strips or CGM sensors)
>	 Prescriptions
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•	 Arrange: 
–	 Follow-up visits with primary care, endocrinology, or a diabetes care and education specialist within  

1 month of discharge (earlier if high risk).
–	 If glycemic management medications are changed or glucose management is not optimal at discharge  

follow up in 1-2 weeks.

Rationale: Transition planning reduces readmissions and improves long-term outcomes.

Preventing Admissions & Readmissions
Risk Factors for Readmission
•	 Male sex 
•	 Longer prior hospital length of stay 
•	 Frequent previous hospitalizations 
•	 Multiple/severe comorbidities 
•	 Lower socioeconomic or education level 
•	 Older age (important independent factor)

Prevention Strategies
•	 Identify High-Risk Patients

–	 A1C >9% 
–	 History of DKA 
–	 Severe or recurrent hypoglycemia 
–	 CKD
–	 Frailty
–	 Poor support systems

•	 Optimize Glycemic Management
–	 Monitor and adjust insulin carefully post-discharge 
–	 Pay special attention after DKA or poor control 

•	 Prevent Hypoglycemia
–	 Prescribe glucagon for high-risk individuals 

•	 Use Technology
–	 Consider CGM before discharge  g  reduces ED visits and admissions 

•	 Care Models
–	 Apply transitional care models (structured discharge + follow-up) 
–	 Use standardized protocols and order sets
–	 Use team-based, person-centered care 
–	 Involve: 

w	Physicians 
w	Nurses 
w	Diabetes educators 
w	Pharmacists 
w	Patient and caregiver
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Nursing Admission Workflow – Diabetes & Dysglycemia
Trigger
•	 Known diabetes
•	 Random BG >140 mg/dL 
•	 BG <70 mg/dL 

Nursing Actions (Admissions Checklist)
1.  Identify & Communicate

•	 Confirm diabetes status (Type 1, Type 2, stress hyperglycemia, steroid-induced, nutrition-related)
•	 Flag diabetes in EHR problem list
•	 Notify provider of: 

–	 Monitor and adjust insulin carefully post-discharge 
–	 Any hypoglycemia <70 mg/dL
–	 Suspected DKA/HHS symptoms

2.  Verify Orders
•	 HbA1c ordered (if none within prior 3 months)
•	 Baseline labs (electrolytes, renal function)
•	 Glucose monitoring frequency ordered

3.  Initial Assessment
•	 Home diabetes regimen (insulin, oral agents, pump, CGM)
•	 Last home insulin dose (if applicable)
•	 Nutrition status (eating, NPO, tube feeds, TPN)
•	 Steroid therapy present?

4.  Safety
•	 Hypoglycemia protocol available and ordered
•	 Dextrose/glucagon readily accessible
•	 Educate patient/caregiver to report symptoms of hypo/hyperglycemia

Bedside Glucose Monitoring Workflow
Routine Monitoring

•	 Eating: BG before meals
•	 NPO/continuous feeds: BG every 4–6 hrs.
•	 IV insulin: BG every 30–120 minutes (2 hrs.)

Nursing Best Practices
•	 Match BG timing  g  meal delivery  g  insulin administration (“meal triad”)
•	 If BG result does not match clinical picture: 

–	 Recheck immediately
–	 Send lab glucose if still discordant

•	 Document BG trends and notify provider for: 
–	 Persistent BG ≥180 mg/dL
–	 BG <70 mg/dL
–	 Wide glucose variability
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Insulin Administration Workflow (Non-ICU)
Confirm Before Giving Insulin

•	 Correct insulin type (basal / prandial / correction)
•	 Correct timing (especially prandial with meals)
•	 Confirm patient is eating before prandial insulin
•	 Verify recent BG

Safe Practice Reminders
•	 Do NOT hold basal insulin in Type 1 diabetes
•	 Double check the patient, type of insulin, dose, route, and food intake prior to giving dose
•	 Use pens when available; scan barcode every administration

Red Flags – Notify Provider
•	 Fasting BG <100 mg/dL
•	 Recurrent nighttime hypoglycemia
•	 Missed or delayed meals after insulin
•	 Renal function decline

Hypoglycemia (BG <70 mg/dL) Nursing Algorithm
Immediate Nursing Actions
If Conscious & Able to Swallow

1.	 Give 15 g fast-acting carbohydrate
2.	 Recheck BG in 15 minutes
3.	 Repeat treatment if BG still <70 mg/dL
4.	 Once >70 mg/dL → give snack if appropriate

If NPO / Unconscious
•	 IV dextrose per protocol
•	 OR glucagon

After Resolution
•	 Document episode in EHR
•	 Notify provider
•	 Review insulin timing/dosing
•	 Monitor more frequently for next 24 hours

Diabetes Technology – Nursing Quick Guide
Insulin Pumps
May continue if:

•	 Patient is alert and capable
•	 Supplies are available
•	 Institutional protocol followed



Diabetes Care in the Hospital - continued

Page 8

Nursing Responsibilities:
•	 Verify pump orders and basal settings
•	 Ensure pump is not disconnected
•	 Coordinate with diabetes care team
•	 POC BG still required per protocol

Continuous Glucose Monitoring (CGM)
•	 CGM may be continued if hospital policy allows
•	 POC confirmation REQUIRED for: 

–	 Insulin dosing
–	 Hypoglycemia treatment

•	 Report CGM discrepancies or alarms promptly

Nutrition & Insulin Coordination Workflow
Meal-Time Workflow

1.	 BG checked
2.	 Meal delivered
3.	 Prandial insulin administered

Enteral/Parenteral Feeding
•	 Confirm feeding schedule
•	 Verify nutritional insulin orders
•	 Monitor closely if feeds stopped
•	 Obtain order for IV dextrose if feeds abruptly held AND insulin is active

Nursing Discharge Readiness Checklist
Before Discharge – Nursing Role
Medication Review

	 Insulin doses clarified
	 Oral agents reviewed
	 SGLT2i / GLP-1 RA instructions provided if applicable

 Education Provided
	 How/when to check BG
	 Signs & treatment of hypoglycemia
	 Sick-day rules
	 Insulin injection technique
	 Pump/CGM use if applicable

Supplies Confirmed
	 Glucose meter / strips OR CGM
	 Insulin pens/syringes
	 Pen needles/lancets
	 Glucagon (if high risk)

Follow-Up
	 Appointment scheduled (1–4 weeks)
	 Earlier follow-up if high risk



Nursing Education – Key Teaching Points (Staff)
Core Knowledge for ALL Nurses
	 •	 Hyperglycemia ≥180 mg/dL requires action

•	 Hypoglycemia <70 mg/dL requires immediate treatment
•	 Basal insulin must continue in Type 1 diabetes
•	 Sliding-scale insulin alone is discouraged
•	 Steroids commonly cause afternoon/evening hyperglycemia
•	 Discharge planning starts on admission

Nursing Competency Checklist (Annual)
	 Correct insulin types and timing
	 Hypoglycemia protocol execution
	 Safe insulin administration
	 Enteral/parenteral nutrition insulin management
	 Diabetes technology awareness
	 Patient education delivery
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Jessica Covington, PharmD, BCPS, CPHQ
Quality Program Pharmacist

jcovington@kyha.com
502-992-4317

For more information, contact:
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