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Standing orders:  Kentucky Diabetes Network
http://www.kentuckydiabetes.net/home/diabetesstandingorders.html



Diabetes Management in Long-Term Care Facilities Tool Kit C 2
REVISED 4/10/2011

Standing orders: Paynesville Area Health Care System

Purpose: Residents of long-term care facilities have individual needs for the care of his/her diabetes.  This document when
completed by the resident’s provider, will guide the long-term care facility in the care of the resident’s diabetes care.

Diagnosis:  __ Type 1 diabetes (250.01)    __Type 2 diabetes (250.00)     Other (please list)_________

Level of diabetes control desired (please circle)

Tight control Moderate control Non-aggressive control
(A1c goal at or less than 7%) (A1c 7.1-8%) (A1c less than 9%)

Scheduled laboratory testing (please circle)

A1c  every 3 months   every 6 months every 12 month  none

Lipids (fasting) every 6 months  every 1 year  not needed

Microalbumin     yearly   not needed

Scheduled referrals (please circle)

Podiatry  every 3 months   every 6 months every 12 month  once none

Ophthalmology every 12 months every 24 month once  none

Blood sugar testing (please circle)

Daily Twice daily Three times a day Four times a day

Weekly Twice weekly Three times a week Alternating times None

Special order _____ times a day for _____ days then per above

If on insulin, may label insulin pens/vials with – inject subq per MAR directions (this labeling is to reduce potential
dosing errors due to frequent insulin order changes)

Insulin correction dosing (if ordered) Units of rapid acting insulin ordered
blood glucose (mg/dl) Standard   Non-aggressive                Custom

less than 60 Glucagon 1mg IM/Subq if unresponsive or if responsive: 15gm of carbohydrate source- recheck blood
sugar in 15 minutes, repeat until blood sugar above 80mg/dl, contact provider

71-150 or   ___-____ 0 0 _______
151-200 or ___-____ 2 0 _______
201-250 or ___-____ 4 2 _______
251-300 or ___-____ 6 4 _______
301-350 or ___-____ 8 6 _______
351-400 or ___-____ 10 8 _______
Over 400 or _____                 12 10                                            _______

If blood sugars are over 400, give insulin, recheck blood sugar in 1 hour, if still over 400, contact provider

Providers only

_____ I authorize Pharm.D to follow and assist in managing diabetes and diabetes orders

_________________________________________
Physician Signature Date & Time

Name imprint


