
                  Management of Diabetic Ketoacidosis in Pregnancy 
 

Continuous fetal monitoring until resolution of DKA as defined below. 
DKA alone is generally NOT an indication for delivery.  While fetal testing may be abnormal during acute DKA, fetal status should improve as the mother is treated 

STAT labs:  Arterial blood gas, CBC with diff, urinalysis, serum glucose, Na, Cl, K, HCO3, serum ketones, plasma osmolality, BUN, creatinine, and 
EKG.        (Additional testing to search for precipitating event should be individualized and may include:  cultures of urine and blood, serum lipase, and CXR). 

 
DKA diagnostic criteria:  Serum glucose >250 mg/dl, Arterial pH <7.3, Serum bicarbonate <18 mEq/l, and moderate ketonuria or 
ketonemia.  DKA has been documented to occur at lower blood glucose levels during pregnancy (Cullen, 1996). 
 
Resolution of DKA:  Glucose <200 mg/dL,  Anion gap <12 meq/L**,  Serum bicarb ≥18 meq/L,  and Venous pH >7.3 
 
*Corrected serum sodium= Sodium + [ (glucose -100) / 100 ] 

IV Fluids 
(average fluid loss is 3-6 L)

Insulin Potassium Assess 
need for 

bicarbonate

Determine hydration status 

Severe 
hypovolemia 

Mild 
hypovolemia 

Administer 0.9% 
NaCl (1.0 L/hr) 

Calculate 
corrected* 

serum sodium 

Sodium normal 
(135-145 mmol/L) 

or high (>145) 

Sodium low 
(<135 mmol/L) 

0.45% NaCl  
(250-500 ml/hr) 

0.9% NaCl  
(250-500 ml/hr) 

When serum glucose reaches 
200 mg/dl, change to  

5% dextrose with 0.45% NaCl 
at 150-250 ml/hr 

• Check electrolytes, BUN, venous pH, creatinine and glucose every 2-4 hrs until stable.  
• After resolution of DKA (see below) and when patient is able to eat, initiate SC multidose insulin 

regimen. 
• Continue IV insulin for 1-2 hr after SC insulin begun to ensure adequate plasma insulin levels.  

Continue monitoring on L&D for at least 2-4 hours after first SC insulin dose. 

Insulin:  Regular 
0.1 U/kg as IV bolus

0.1 U/kg/hr IV 
continuous infusion

If serum glucose 
does not fall by 50-
70 mg/dl in first 
hour, double IV 
insulin bolus 

When serum 
glucose reaches 200 
mg/dl, reduce 
regular insulin 
infusion to 0.05-0.1 
U/kg/hr IV, to keep 
serum glucose 
between 150 and 
200 mg/dl until 
resolution of DKA 

Establish adequate 
renal function (urine 

output ~50 ml/hr) 

K <3.3 K= 
3.3-5.3

pH 
6.9-7.0

pH 
>7.0

K >5.3 

Hold 
insulin 
and give 
20-30 
mEq K/hr 
until K 
>3.3 

No 
HCO

Give 20-30 mEq K 
in each liter of IV 
fluid to keep serum 
K between 4-5 
mEq/L 

Do NOT give K but check 
serum K every two hrs 

3

Dilute NaHCO3 (50 
mmol) in 200 ml H2O 
with 10 mEq KCL.  
Infuse over 1 hour  
 
If pH <6.9, dilute 
NaHCO3 (100 mmol) 
in 400 ml H20) with 20 
mEq KCL and infuse 
for two hours

Repeat NaHCO3 every 
two hours until pH >7.0.  
 
Monitor serum K. 

Check capillary glucose and serum/urine ketones to confirm hyperglycemia and ketonemia/ketonuria. 
Start IV fluids:  1.0 L of 0.9% NaCl per hour.  Keep patient NPO.   

Use BETAMETHASONE WITH CAUTION and only with attending approval.  AVOID Terbutaline. 



**Anion gap= (Na + K) – (Cl + HCO3)      (all units mmol/L) 
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