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Your rotation on the Endocrinology and Metabolism service will include attending a variety of ambulatory clinics and some of you will participate on the City-wide Inpatient Consult Service.  The ambulatory clinics will provide you with the opportunity of investigating and managing outpatients with a wide spectrum of endocrine problems.  The City-wide Inpatient Consult service will provide you with the opportunity of managing inpatients with a variety of endocrine problems.  You may spend up to half your time on the Inpatient Consult service.  

The rest of your time will be spent in the ambulatory clinics.  The following are the rotation specific goals and objectives for core trainees during their rotation on the Endocrinology and Metabolism service.  These have been formulated to guide provision of an educational experience, which will encourage and allow you to develop the knowledge, skills and attitudes necessary to be a competent physician in your chosen area of specialty.  These attributes will be developed within the framework of the CanMEDS roles as outlined by the Royal College of Physicians and Surgeons of Canada.  You will achieve these objectives by evaluating patients and reviewing your findings and plans for investigation and management with the consultants in the clinic or on the inpatient service; writing and/or dictating clear, concise, organized consultation notes; attending teaching sessions that will include sign-in and noon rounds, Wednesday morning academic half-day and Friday noon rounds; and through personal learning projects.  You may also be asked to prepare and present an endocrine-related topic at the Wednesday morning half day or for a noon rounds of the Department of Medicine.  

Your evaluation will include input from the consultants you have worked with which will be summarized by the Program Director using One45.  The final evaluation will be sent to the Department of Medicine, your home department if different, and your personal One45 site.

Rotation Specific Goals and Objectives
Endocrinology and Metabolism
Medical Expert
Medical Expert is the central physician Role in the CanMEDS framework.  You will during this rotation:
1. Function effectively as consultants, integrating all of the CanMEDS Roles to provide optimal, ethical and patient-centered medical care.
2. Develop evidence-based approaches to the investigation and management of patients presenting with:
· polydipsia and polyuria
· weight loss and gain
· constant or intermittent palpitations, shakiness, and/or sweating
· fatigue
· visual field loss or blurred vision
· constant or intermittent headaches
· impaired level of consciousness
· delayed or premature sexual development
· sexual dysfunction
3. Develop evidence-based management strategies for the following diseases:
· type 1 and type 2 diabetes mellitus and the complications of diabetes mellitus
· hyper and hypothyroidism
· clinically significant and incidentally found nodules of endocrine glands
· pituitary and hypothyroidism
· dysfunction of the adrenal cortex and medulla
· hyper and hypocalcemia
· hypogonadism including infertility
· hyperandrogenism
· hypoglycemia
· hypertension
4. Perform a complete and appropriate assessment of patients that will include:
· clinical examination of the thyroid
· clinical examination to detect diabetic complications
· visual field testing and extraocular muscle function
5. Use preventive and therapeutic interventions effectively.
6. Seek appropriate consultation from other health professionals, recognizing the limits of your expertise.

Communicator
As Communicators, physicians effectively facilitate the doctor-patient relationship and the dynamic exchanges that occur before, during, and after the medical encounter.  You will be expected to:
1. Develop rapport, trust and ethical therapeutic relationships with patients and families;
2. Accurately elicit and synthesize relevant information and perspectives of patients and families, colleagues and other professionals;
3. Accurately convey relevant information and explanations to patients and families, colleagues and other professionals;
4. Develop a common understanding on issues, problems and plans with patients and families, colleagues and other professionals to develop a shared plan of care;
5. Convey effective oral and written information about a medical encounter.

Collaborator
As Collaborators, physicians effectively work within a healthcare team to achieve optimal patient care. During your rotation, you will:
1. participate effectively in the multidisciplinary team management of endocrinologic patients.
2. recognize the roles of the following team members
· nurse-educators and dietitians
· clinic support staff
· pharmacy
· community support services
· secretarial and support staff

Manager
As Managers, physicians are integral participants in healthcare organizations, organizing sustainable practices, making decisions about allocating resources, and contributing to the effectiveness of the healthcare system.
During the rotation, you will:
1. participate in and be given appropriate leadership responsibilities within the health care team.
2. demonstrate appropriate use of available resources including diagnostic tests, inpatient services, and consultative services and be aware of the economic implications of his/her decisions.
3. develop an understanding of treatment costs and available resources to assist in paying for those aspects of care for which they are financially responsible.

Health Advocate
As Health Advocates, physicians responsibly use their expertise and influence to advance the health and well-being of individual patients, communities, and populations.  During the rotation, you will demonstrate:
1. an understanding of the impact of economic and social factors which predispose  to or exacerbate endocrinological disease.
2. an understanding of the importance of preventive strategies in endocrinologic disease.
3.   appropriate attention to prevention counseling in patient encounters.


Scholar
As Scholars, physicians demonstrate a lifelong commitment to reflective learning, as well as the creation, dissemination, application and translation of medical knowledge.  During your rotation you will demonstrate:
1. an understanding of  the physiology of:
· normal feedback control
· hormone secretion, carriers, and mechanisms of action
· normal metabolism of carbohydrate, protein, and fat
· fluid and electrolyte metabolism
2. an understanding of the pathophysiology of:
· disorders of glucose metabolism
· autoimmune disorders of endocrine glands
· hormone deficiency and excess
· endocrinological neoplasms
· genetic basis of endocrine diseases
3.   an understanding of the pharmacology of:
· hormone replacement
· hypoglycemic agents including insulin and oral hypoglycemics
· drugs used to inhibit the secretion and/or action of hormones
· drugs used to prevent the complications of endocrine dysfunction especially hyperglycemia
4. understand the investigation and management strategies in endocrinological disease.
5. critically evaluate information and its sources, and apply this appropriately to practice decisions.
6. demonstrate a commitment to lifelong learning.
7. facilitate the learning of patients, families, students, residents, other health professionals, and others as appropriate.

Professional
As Professionals, physicians are committed to the health and well-being of individuals and society through ethical practice, profession-led regulation, and high personal standards of behaviour.  During the rotation you will:
1. recognize your professional obligations to patients and colleagues through ethical practice.
2. be aware of the responsibility of the profession to society.
3. demonstrate understanding of the ethics of consent to treatment.
4. understand the ethical issues surrounding endocrinological disorders.

GENERAL INFORMATION
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ASSESSMENT OF PERFORMANCE
Using a web-based program called One45, input will be requested from each consultant the trainee has worked with over the month.  This will be collated by the Program DirectorDr. van Uum and reviewed with the trainee at the end of each rotation.

These evaluations will utilize the Department of Medicine Evaluation Forms unless other forms are provided by the residents program.  All faculty will be asked to respond to the following questions indicating from 1 to 4 how well the resident met expectations for the level of training:
	  1=exceeds		2=meets	3=below	4=unsatisfactory		N/A=unknown
Medical Expert
· Assessment of patients (history and physical)
· Investigation and management of undifferentiated problems
· Management of common diseases
· Performance of Procedures (thyroid aspiration)
Communicator
· Obtains thorough and relevant history
· Bedside presentation
· Communication with patients and their families
· Obtaining informed consent
· Communication with members of health care team
· Communication with referring and/or family physicians
· Presentation and discussion at teaching & patient care rounds
Collaborator
· Works effectively within health care team
· Demonstrates appropriate use of consultative services
· Recognizes/respects roles of team members
Manager
· Supervision/implementation of patient care decisions (delegation)
· Effective and ethical utilization of health care resources
· Effective time management
Health Advocate
· Understanding health determinants (economic/social factors)
· Prevention counselling and use of preventive strategies
· Advocating for patients and/or profession
Scholar
· Personal learning (critical literature review)
· Knowledge of relevant basic science
· Teaching other health care team members
Professional
· Personal and interpersonal professional behaviour
· Recognizing and dealing with ethical issues
· Professional interaction with other team members
· Follows through with your recommendations/requests
· Attends rounds
Summary:  Overall Performance (please indicate number from 1 to 4 as above)
Clinic(s) missed with notification? (Y or N)  (If yes please state number)
COMMENTS
Trainees strengths:
Trainee weaknesses:
Other comments:

Clinics I
Dictating Problem-oriented Consultation Letters
Residents are to use their own transcription numbers from now on, rather than staff numbers.  Residents' numbers are the previous UH/Vic 4 digit dictation numbers, with a 4 in front of it (staff use a 2).  You can use your LHSC number anywhere in the city just be sure to enter the site code as '3' when dictating at St. Joe's.  Also, be sure to always clearly state and spell the consultant's name for whom you are dictating. If you don't have a number you can get one from Sue Miszczak at 35131 or by email at Sue.Miszczak@lhsc.on.ca.

Remember throughout the note that you are dictating a letter to the referring physician (usually but not always the family doctor) with copies to other physicians involved in the care of the patients.  Start your note with,

“Dear Dr. Smith.

Dr. X (consultant) and I saw Mrs. Brown in consultation today for her Type 2 diabetes.  She is a pleasant 58-year-old mother of 4 and accountant who lives with her husband.”


Then provide the “Problem List” for the beginning of the note.
List the important “Inactive Problems” with approximate dates, followed by the “Active Problems” with approximate date of onset, in chronological order lumping as much as possible.  This should be followed by the Medication List.  For example:

Inactive Problems
1) Appendectomy		1956
2) Hysterectomy		1975
3) Cholestectomy		1984

Active Problems
1) Smoking 40 pack years
2) Hypertension			1975
3) Type 2 diabetes		1984
- Nonprolif retinopathy	1995
- Nephropathy		1998
- Peripheral neuropathy	1999
4) Coronary Artery disease	1998

Medications
1) Lisinopril 20mg od
2) Human Insulin	NPH - 20 units acB, 12 units acS
   		Reg  - 16 units acB, 10 units acS
3) Metoprolol 50 mg bid
4) ECASA 325 mg od
5) Vit E 400 units
CONSULTATION LETTERS




The note is then dictated according to the active problems to be discussed even though the H&P may have been obtained from the patient in the traditional way.  For example

re: Type 2 diabetes

List one problem that you wish to discuss followed by a succinct description of the history related to that problem including family history.  Any information from the systems review that applies to the problem should also be included.

In the next paragraph describe the physical findings related to that problem.  Include the vitals including height and weight.

In the next paragraph give our assessment of what we think is going on with respect to this problem and what we recommend should be done with respect to management.

(Diabetic complications, although listed as separate problems on the problem list can be discussed under the main heading of Type 1 or Type 2 diabetes and not under a separate problem.)

re: Problem # 2

Do the same for the next, and the next, etc. problem(s) if you wish to discuss or need to discuss more than one problem.


DO NOT INCLUDE PARTS OF THE SYSTEMS REVIEW, SMOKING, DRINKING, ETC. SEPARATELY. ANY PERTINENT INFO SHOULD BE INCLUDED UNDER ONE OF THE PROBLEMS OR SHOULD BE A PROBLEM ITSELF (i.e. smoking should be a separate problem as should any other significant finding in the history and physical).


Thank the physician for the interesting, challenging, or whatever referral and indicated whether or not we will be seeing the patient again or whether more tests will be done.


Give your name and the name of the consultant.  If the referring physician is another specialist, make sure copies go to the family doctor and any other appropriate physicians.


Please dictate in the style of “we suggested” and not “I suggested” to the patient. The tendency to dictate as if you were the only one giving advice can be a bit confusing to the referring physician. 


CONSULTATION LETTERS


TO BROADEN YOUR DICTATING EXPOSURE AND PLEASURE--SEE THE OTHER DICTATION TEMPLATES THAT OTHER ENDOCRINE CONSULTANTS LIKE! PUT UP WITH US…..
Protocol for managing patients post pituitary surgery (non-secreting pituitary tumor)

PRE-OPERATIVELY 

Obtain results of pre-operative endocrinology assessment:

· Electrolytes
· AM serum cortisol
· Cortisol <100 nmol/L, consistent with adrenal insufficiency
· Cortisol >500 nmol/L adrenal insufficiency unlikely
· Cortisol between 100  and 500 nmol/l find results of iv 250mcg ACTH stimulation test. 
· Other anterior pituitary hormones (GH, gonadotropins, TFTs, prolactin) 

If patient was not seen by endocrinologist pre-operatively, use clinical judgment to assess for pituitary hormone abnormalities.

Obtain neurosurgical assessment (suspected tumor type, mass effect, apoplexy)

PERI-OPERATIVELY 

· Cover all patients with stress dose steroid
· (ex) Give Hydrocortisone 100 mg iv on call to OR
· A tapering dose of steroid is essential. Discuss with the consultant or fellow. An example is provided below under “MONITORING OF HYPOTHALAMIC-PITUITARY AXIS“

POST- OPERATIVELY

· MONITOR FOR SURGICAL COMPLICATIONS (ENT AND NSX)

· ASSESS WATER BALANCE (DI and SIADH)
· Monitor for thirst (craving for cold liquids), symptoms of hyponatremia
· Volume status
· Daily serum electrolytes, serum and urine osmolality 
· Hourly intake/output
· Ask to be called if urine output:   >200/hr for 3 consecutive hours or
· >300/hr for 2 consecutive hours or
· >400/hr for 1 hour

· If output exceeds one of above calculate total I&O. If output exceeds intake then order serum electrolytes, glucose, Serum and urine osmolality 
If results confirm DI [for instance, if serum Na >150 or serum osmolality >300 and urine output >200cc/h] then give ddAVP (1-2 mcg SC/IM/IV; or 10 microgram intranasally) 

Duration of water balance monitoring:
1. Monitor symptoms of hypo/hyperNa for 2-4 weeks post surgery

2. Intake and output for the first 48h, and/or if concern about physical or mental state.

3. Patient may be asked to monitor self for thirst, polyuria, nocturia once discharged. 

4. Daily serum Na during the hospital stay for at least for the first 48h. Then arrange serum Na check at 1 week, 2 weeks and 4 weeks post surgery or sooner if headache, confusion, thirst, polyuria, nocturia develop. 


· MONITORING OF HYPOTHALAMIC-PITUITARY AXIS

· Post-op Day 0 (POD 0): 
· Give Hydrocortisone 100 mg iv q 8 h X48h
· If patient stable (no surgical complications, no DI) start tapering hydrocortisone as follows:
· POD 2 Hydrocortisone 50 mg iv q 8 h
· POD 3 Hydrocortisone C 25 mg iv q 8h
· If on no steroid pre-op; POD 4 Hydrocortisone 20 mg q am iv/po (if tolerates po intake)
· If on steroid pre-op: POD 4 taper to home steroid dose

Note: if patient was given Dexamethasone 4 mg iv on call to OR check for the indication of dexamethasone and use clinical judgment for postoperative steroid coverage (ie: some patients are on dexamethasone for tumour size reduction and this weaning schedule must initially be left to neurosurgery. Then be ready to start steroid replacement dosage when appropriate lower dexamethasone dose is started). 

ON DISCHARGE:

· Important: please dictate a letter to the Endocrinologist responsible for continuing care with a copy to the family doctor and neurosurgeon outlining the post operative course and required treatment (if patient received ddAVP state the dates of administration)

· Give patient an OHIP lab order form from the Endocrinologist responsible for continuing care for:

· Electrolytes post operative week 1, 2 and 4 
· Serum cortisol post-operative week 1. Then serum cortisol every month for a total 3 months. This check should be done before 9 am and before the morning cortisone tablets are taken
· TSH, free T4 post operative week 1 then monthly for a total of 3 months
· FSH, LH  estradiol/total testosterone, IGF-1 week 1 then monthly for a total of 3 months

· Give instruction sheet to patient 


[Note: early discontinuation of steroid if intact HPA axis is recommended but final decision to be given to the most responsible endocrinologist post discharge]

References:

1-Preoperative assessment for pituitary surgery.Pereira O, Bevan JS.Pituitary. 2008;11(4):347-51. Review.
2- Disorders of water and salt metabolism associated with pituitary disease.
Loh JA, Verbalis JG. Endocrinol Metab Clin North Am. 2008 Mar;37(1):213-234
3- Postoperative assessment of the patient after transsphenoidal pituitary surgery Ausiello et alPituitary. 2008;11(4):391-401.







DISCHARGE INSTRUCTIONS
for
TRANSPHENOIDAL PITUITARY TUMOUR SURGERY
(TRADITIONAL or ENDOSCOPIC APPROACH)

Dear patient:

Do you have your prescription?
Do you understand how to take your medications?
Do you have a lab requisition?
Do you have your appointments with your endocrionolgist and surgeon(s)?
Did you discuss with your surgeon when you can drive?
Do you have a copy of this sheet and understand the recommendations?

If you answer yes to all of the above now you can leave the hospital safely.

Protocol for managing patients post pituitary surgery (non-secreting pituitary tumor)

PRE-OPERATIVELY 

Obtain results of pre-operative endocrinology assessment:

Electrolytes
AM serum cortisol
Cortisol <100 nmol/L, consistent with adrenal insufficiency
Cortisol >500 nmol/L adrenal insufficiency unlikely
Cortisol between 100  and 500 nmol/l find results of iv 250mcg ACTH stimulation test. 
Other anterior pituitary hormones (GH, gonadotropins, TFTs, prolactin) 

If patient was not seen by endocrinologist pre-operatively, use clinical judgment to assess for pituitary hormone abnormalities.

Obtain neurosurgical assessment (suspected tumor type, mass effect, apoplexy)

PERI-OPERATIVELY 

Cover all patients with stress dose steroid
(ex) Give Hydrocortisone 100 mg iv on call to OR

POST- OPERATIVELY

MONITOR FOR SURGICAL COMPLICATIONS (ENT AND NSX)

ASSESS WATER BALANCE (DI and SIADH)
Monitor for thirst (craving for cold liquids), symptoms of hyponatremia
Volume status
Daily serum electrolytes, serum and urine osmolality 
Hourly intake/output
Ask to be called if urine output:   >200/hr for 3 consecutive hours or
>300/hr for 2 consecutive hours or
>400/hr for 1 hour

If output exceeds one of above calculate total I&O. If output exceeds intake then order serum electrolytes, glucose, Serum and urine osmolality 
If results confirm DI [for instance, if serum Na >150 or serum osmolality >300 and urine output >200cc/h] then give ddAVP (1-2 mcg SC/IM/IV; or 10 microgram intranasally) 

Duration of water balance monitoring:
Monitor symptoms of hypo/hyperNa for 2-4 weeks post surgery

Intake and output for the first 48h, and/or if concern about physical or mental state.

Patient may be asked to monitor self for thirst, polyuria, nocturia once discharged. 

Daily serum Na during the hospital stay for at least for the first 48h. Then arrange serum Na check at 1 week, 2 weeks and 4 weeks post surgery or sooner if headache, confusion, thirst, polyuria, nocturia develop. 


MONITORING OF HYPOTHALAMIC-PITUITARY AXIS

Post-op Day 0 (POD 0): 
Give Hydrocortisone 100 mg iv q 8 h X48h
If patient stable (no surgical complications, no DI) start tapering hydrocortisone as follows:
POD 2 Hydrocortisone 50 mg iv q 8 h
POD 3 Hydrocortisone C 25 mg iv q 8h
If on no steroid pre-op; POD 4 Hydrocortisone 20 mg q am iv/po (if tolerates po intake)
If on steroid pre-op: POD 4 taper to home steroid dose

Note: if patient was given Dexamethasone 4 mg iv on call to OR check for the indication of dexamethasone and use clinical judgment for postoperative steroid coverage (ie: some patients are on dexamethasone for tumour size reduction and this weaning schedule must initially be left to neurosurgery. Then be ready to start steroid replacement dosage when appropriate lower dexamethasone dose is started). 

ON DISCHARGE:

Important: please dictate a letter to the Endocrinologist responsible for continuing care with a copy to the family doctor and neurosurgeon outlining the post operative course and required treatment ( if patient received ddAVP state the dates of administration)

Give patient an OHIP lab order form from the Endocrinologist responsible for continuing care for:

Electrolytes post operative week 1, 2 and 4 
Serum cortisol post-operative week 1. Then serum cortisol every month for a total 3 months. This check should be done before 9 am and before the morning cortisone tablets are taken
TSH, free T4 post operative week 1 then monthly for a total of 3 months
FSH, LH  estradiol/total testosterone, IGF-1 week 1 then monthly for a total of 3 months

Give instruction sheet to patient 


[Note: early discontinuation of steroid if intact HPA axis is recommended but final decision to be given to the most responsible endocrinologist post discharge]

References:

1-Preoperative assessment for pituitary surgery.Pereira O, Bevan JS.Pituitary. 2008;11(4):347-51. Review.
2- Disorders of water and salt metabolism associated with pituitary disease.
Loh JA, Verbalis JG. Endocrinol Metab Clin North Am. 2008 Mar;37(1):213-234
3- Postoperative assessment of the patient after transsphenoidal pituitary surgery Ausiello et alPituitary. 2008;11(4):391-401.










DISCHARGE INSTRUCTIONS
for
TRANSPHENOIDAL PITUITARY TUMOUR SURGERY
(TRADITIONAL or ENDOSCOPIC APPROACH)

Dear patient:

· Do you have your prescription?
· Do you understand how to take your medications?
· Do you have a lab requisition?
· Do you have your appointments with your endocrionolgist and surgeon(s)?
· Did you discuss with your surgeon when you can drive?
· Do you have a copy of this sheet and understand the recommendations?

If you answer yes to all of the above now you can leave the hospital safely.


DISCHARGE INSTRUCTIONS
for
TRANSPHENOIDAL PITUITARY TUMOUR SURGERY
(ENDOSCOPIC APPROACH)

Here are important suggestions for you & your family as you recover from your surgery.

Activities
· some patients are tired for several weeks after surgery
· start to increase your daily activities as you can tolerate using good judgment
· avoid heavy lifting (more than 20 lbs./9kgs.) for at least 4 weeks
· avoid bending
· your vision may have been affected by your tumour-check with your doctor before driving

Pain
	-you may have some facial discomfort; take acetaminophen (Tylenol) or pain medication as prescribed
	 
Nasal Care
· Nasal crusting and a small amount of bloody nasal discharge are common for a few weeks after surgery.  
· You MUST irrigate your nose with the prescribed saline nasal spray twice a day, every day, until you are seen in follow-up after surgery by the ENT physician. If you did not receive a prescribed nasal saline spray, you can purchase one over the counter at the pharmacy
· It is normal for some bloody mucous to drain from your nose for up to several days after the surgery
· Do Not blow your nose; Do Not sneeze with your mouth closed; Do Not strain or hold your breath for 3 weeks after surgery


Bathing
· there are no restrictions to your usual routine of bathing

Diet
· remember to eat a healthy diet with plenty of fluids, fresh fruit & vegetables
· you may need to eat more fibre in your meal to avoid constipation if you are taking a strong pain medication

Returning to Work
· Talk to your surgeon about when you will be able to return to work; some people are able to return to work after a few weeks, while others remain off work for up to 2 months
· Insurance forms can be mailed to the surgeon’s office, if your family doctor is unable to complete them.										 

MEDICATIONS
IMPORTANT: You will be taking a steroid medication (Cortef®/Prednisone®) when you go home. 
REMEMBER:
1. Have the prescription filled immediately; take the steroid according to the prescription. 
2. DOUBLE the dosage if you become ill for any reason and call your endocrinologist or family doctor
3. Do NOT stop taking the medication unless directed by your doctor

· you may be taking other hormone medications-be sure to review your medications with your nurse or pharmacist before you go home
· as you recover, changes to your medications may be made by your endocrinologist (hormone specialist)
· also, take your usual medications as prescribed by your family doctor unless you have been told differently




CALL YOUR NEUROSURGEON’S OFFICE if:
· you have any discharge from your incision
· you have thin, water-like fluid coming from your nose 
· you have fever, chills, and/or night sweats
· you have severe headaches and/or become drowsy
· you are vomiting 
· you become confused
· you have severe thirst and/or very frequent urination
· you have any change (worsening) of the strength and/or sensation of an arm and/or leg
Note: if after hours or on a week-end, call the neurosurgical resident-on-call at
University Campus (519) 685-8500

CHECKLIST FOR DISCHARGE

Follow-up appointments
 ENT surgeon            Name:____________________Date:__________________________
 Endocrine physician Name: __________________Date:__________________________
 Neurosurgeon           Name: __________________ Date:___________________________
 Neuro-Ophthalmologist  Name: _______________  Date: _________________________

 Prescription for steroid medication (Cortef®/Prednisone®) given to patient
 Lab requisition forms for bloodwork (provided by Endocrine service) given to patient
 Instructions reviewed with patient/family

PROTOCOLS
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PROTOCOL FOR MANAGING DIABETICS DURING SURGERY
Pre-operative:
Continue usual diet and doses of insulin until bedtime the night before
Capillary Blood Sugar: q 2-4 hours starting at 0700 hours
IV:	D5/0.45% saline at 100 cc per hr or as specified by Surgery Service
Insulin:
- Only if blood sugar > 8 mmol/L
- Humulin R insulin 50U in 100 cc of 0.9% saline piggybacking into the main IV
- Rate of Infusion (controlled by Infusion Pump)
a) Start of infusion:
1 unit/h (2mL/h)
b) If blood sugar is < 3 mmol/L
STOP insulin infusion
c) If blood sugar is 3-4.9 mmol/L
REDUCE insulin infusion by 0.5 units/h (1mL/h)
d) If blood sugar is 5-8 mmol/L
MAINTAIN insulin infusion at the same rate 
e) If blood sugar is >8 mmol/L
INCREASE insulin infusion by 0.5 units/h (1mL/h)
f) If blood sugar is >11 mmol/L
INCREASE insulin infusion by 1.0 units/h (2mL/h)
g) If blood sugar is >11 mmol/L two consecutive times
CALL Endocrine resident for stat IV bolus order

Post-operative:
Continue with IV insulin as above until eating
When eating start back on oral hypoglycemic or usual insulin regimen (decrease dose by 30-50% if not eating properly) and give extra Regular insulin by reaction if sugars are high.














PROTOCOL FOR MANAGING PATIENTS PREVIOUSLY ON GLUCOCORTICOIDS
Pre-operative:
Solucortef 50-100 mg on call to the OR (±Decadron 4mg IV)

Post-operative:
Solucortef 50-100mg IV q6-8h
- decrease by 25-50% each day when over major stress until down to 30 mg per day 
- switch to equivalent dose of usual oral glucocorticoid and if stable gradually
decrease to normal maintenance dose (or stop if not on glucocorticoids
Immediately prior to surgery)

IV Insulin Infusion Orders

Measure capillary blood glucose (CBG) at start of infusion, then q1h x2 and if stable, then q2h x2 and if stable, then q4h.
(Stable = within target range of 5 – 10 mmol/L
OR ≤ 2mmol/L change between readings)
1. □ Start patient on the following IV fluid at rate of       cc/h:
	□ D5W/0.45 NS		□ D5W/0.9NS		□ D5W
□ D10W/0.45NS		□ D10W/0.45NS		□ D10W
□ NS				□ Other ________
    □ Add KCL ____ mEq/L
					OR
   □ SLIV (Saline Lock IV)
       (already on  TPN or continuous enteral feeds)

2. Insulin infusion 
□100 units of Humulin R in 100 cc Normal Saline   (1 u/cc)
□ __ units of Humulin R in 100 cc Normal Saline  (max 2 u/cc)

3. Start Insulin infusion at ____ units/hour (____cc/h)
        At_____ (time)  ________________ Date

4. Insulin infusion scale
If BG (mmol/L) is:	Then change the insulin infusion as directed below
≤ 4.0			Stop insulin infusion X30 minutes. Inform MD.
If patient able to eat, give 250mL of  juice or regular pop.  Recheck BG and if BG > 6.0 mmol/L, resume insulin infusion at ½ previous rate.
If patient unable to eat, call MD to administer D50W IV push.
4.1 – 7.0		Decrease current infusion rate by	___ units/hour
7.1 – 10.0		No change in current infusion rate
10.1 – 14.0 		Increase current infusion rate by	___ units/hour
14.1 – 18.0		Increase current infusion rate by	___ units/hour
≥ 18.1			Increase current infusion rate by	___ units/hour
				and inform MD

5. Reassess need for insulin infusion daily


Revised Order Form 
PHYSICIAN’S PRE-PRINTED ORDERS FOR
DIABETES MANAGEMENT FOR 
LABOUR/INDUCTION/BOOKED C-SECTION
VERBAL AND TELEPHONE ORDERS MUST BE SIGNED ON THE PHYSICIAN’S FIRST
VISIT TO THE HOSPITAL THEREAFTER – PUBLIC HOSPITAL ACT
AUTOMATIC STOP ORDERS
NARCOTICS …………………………………………………….…………….. 4 DAYS
ANTICOAGULANTS ………………………………………………………….. 4 DAYS
ANTIBIOTICS/ANTINFECTIVES…………………………………………….  5 DAYS
P.R.N. MEDICATIONS (SJH) ………………………………………………..  7 DAYS

SJHC		LHSC

[bookmark: _GoBack]	NON MEDICATION ORDERS			     MEDICATION ORDERS
EACH NEW ORDER MUST BE SIGNED AND DATED       NO KNOWN DRUG ALLERGIES
DRUG ALLERGIES ________________________________________

PHARMACY MEDICATION ORDER
1
Hypoglycemia Protocol SJHC:
· 1 mg Glucagon IM / IV / SC prn

INSULIN PROTOCOL

· Piggyback D5/0.9% NaCI to mainline at 125 mL/h (controlled by Infusion Pump).
· Regular insulin 50 u in 100 mL of 0.9% NaCI piggybacking into the main IV.
· Rate of infusion (controlled by Infusion Pump)

a) Start of Infusion:
Run at 1 u/h (2 ml/h)

b) If blood glucose is < 3 mmol/L:
STOP insulin infusion for 1 hr then restart at 0.5 u/hr (1 ml/hr) when blood glucose > 4

c) If blood glucose is 3 - 3.9 mmol/L:
REDUCE insulin infusion by 0.5 u/h (1 ml/h)

d) If blood glucose is 4 - 5.9 mmol/L:
MAINTAIN insulin infusion at the same rate

e) If blood glucose is 6 - 7.9 mmol/L:
INCREASE insulin infusion by 0.5 u/h (1 ml/h)

f) If blood glucose is > 8 mmol/L:
INCREASE insulin infusion by 1 u/h (2 ml/h) AND
CALL Endocrine Resident for stat IV bolus order

POST BIRTH
A. For Patients on insulin pre-pregnancy (Type 1 or Type 2 DM):
Continue IV insulin at 0.5 u/h (1 ml/h) until the woman is eating.
Continue to monitor POC blood glucose q 4h and adjust insulin infusion as above.
Once the woman is eating contact Endocrine Service for insulin  & blood glucose orders.

B. For Patients with Type 2 diabetes on oral hypoglycemic agents pre-pregnancy:
Follow the same protocol as woman on insulin pre-pregnancy.

C. For patient NOT known to have diabetes pre-pregnancy (GDM):
D/C insulin infusion immediately post birth
Do lab fasting blood glucose daily x 1 (the day after eating a full meal).  If blood glucose is > 5.9 mmol/L notify Endocrine Service.

	1. For women ON INSULIN during their pregnancy:
· POC blood glucose q 1h
· Start insulin protocol:
· During labour
· Once NPO for booked Caesarean Section (Antenatal or Birthing Centre)
· When induction of labour initiated

	2. For women NOT ON INSULIN prior to labour (GDM):
· POC blood glucose q 2h
· Start insulin protocol when blood glucose is  > 6.5 mmol/L

	3. Notify Endocrinology: 
· If blood glucose levels > 8 mmol/L, or at any time there is a concern with blood glucose control.

	4. Hypoglycemia Protocol SJHC

	5. Hypoglycemia Protocol LHSC:
· Notify MD if blood glucose is < 3 mmol/L on 2 consecutive testings
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