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Some (Recent) History 

• In 2010 the JBDS produced a 
guideline on the management 
of DKA 
 

• With > 20,000 hard copies given 
out or downloaded  

http://www.diabetologists-abcd.org.uk/JBDS/JBDS.htm 

• An updated guideline was 
published in late 2013 
 

• A national survey was 
conducted in Autumn 2014 



A Question I Ask Myself 

• How do we know that what we are doing is correct? 



What Did We do to Answer That Question? 



Results 

• 283 forms were received from 72 hospitals between 
May and November 2014 
 

• There are hundreds of messages in the data! 
 

• A few of the main ones are: 



Precipitants (%) 

Dhatariya K et al Diabetic Medicine 2016;33(2):252-260 



Fixed Rate Intravenous Insulin 

• The use of 0.1units/kg/hr led to excellent rises in pH 
and bicarbonate – so DKA resolved by 18.77 hours 

Dhatariya K et al Diabetic Medicine 2016;33(2):252-260 



Potassium 

• But despite an aggressive potassium replacement 
regimen – more than 50% of patients became 
hypokalaemic  

Dhatariya K et al Diabetic Medicine 2016;33(2):252-260 



Questions for Discussion – in No Particular 
Order 

• The ‘processes’ at the front door were done well – 
but later were done less well 

– What can be done to ensure consistent good practice? 
 

• In 67% of patients, potassium dropped to less than 
4.0mmol/L at 24h. No harm came to them, but was 
this luck or judgement? 

– Should the rate of potassium infusion be increased, even if 
this incurs more resource – e.g. central lines, transfer to 
HDU, more intensive monitoring? 

– (See the poster on outcomes of paediatric DKA where 
~25% of children developed hypokalaemia) 



But the Beds Aren’t Available 

Fletcher S Future Hosp J 2016;3(1):55-57  



Hypoglycaemia 

• 27.6% of patients had glucose levels <4.0mmol/L 
during their treatment 
– Should anything be done about that? (almost 20% of 

children developed hypoglycaemia) 
 

• In the patients in whom the long acting insulin was 
not continued, 30% patients became hypoglycaemic, 
in those in whom it was continued, 36.6% developed 
hypoglycaemia 
– Does this matter? 

 

• One suggestion is to change to a VRIII when the 
ketone levels drop to <3mmol/L regardless of the 
glucose 
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