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Supplementary Figure S1. Flowsheet for selecting appropriate treatment algorithm.

Pre-diabetes mellitus (pre-DM); Diabetes mellitus (DM); estimated glomerular filtration

rate (eGFR).
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Supplementary Figure S2. Treatment algorithm for patients without a history of
diabetes and without risk factors for diabetes (family history, obesity, older age,

prediabetes mellitus). Every morning (QAM); Every night before bedtime (QHS);

Continuous glucose monitoring (CGM); Low dose lispro correction scale (LDCS); High

dose lispro correction scale (HDCS).
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Supplementary Figure S3. Treatment algorithm for patients without a history of
diabetes and at least one risk factor for diabetes (family history, obesity, older age, pre

diabetes) with an admission HbA1c¢>8%. Four time daily (QID).
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Supplementary Figure S4. Treatment algorithm for patients with a history of diabetes
and is either on insulin therapy, has an HbA1C>=8, or on >=2 diabetes medications.
Patient also has eGFRR>30 and is on total home insulin d.se <=1 unit/kg. By mouth

(PO);
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Supplementary Figure S5. Treatment algorithm for patients with a history of diabetes
and is either on insulin therapy, has an HbA1C>=8, or on >=2 diabetes medications.

Patient also has eGFRR>30 and is on total home insulin dose >1 unit/kg.



Confirm no
ketoacidosis
and stop
oral agents

Target FSG 140-180

v

Check QID

FSG or start

CGM. Order
LDCS

v

. If fasting If fasting
e of rsex’ | 'rss
- 9 140 100,
Start prandial
lispro 0.4
units/kg v A
divided by 3 Increase Reduce
(OR0.2 glargine glargine
units/kg if dose by dose by
reduced PO 10% 20%
intake)
If pre-meal FSG >140
Repeat Repeat
as needed as needed
Add up total
correction lispro
doses, increase
this by 20%,
and divide by 3.
FSG: fingerstick glucose Add to standing Reneat Refer to discharge
CGM: continuous glucose monitor. Call Diabetes Fellow (pager prandial lispro  |—jobee  —— planning algorithm for
6141) for access to dexcom CGM. with meals. guidance.
LDCS: Low dose lispro correction scale

Supplementary Figure S6. Treatment algorithm for patients with a history of diabetes
and is either on insulin therapy, has an HbA1C>=8, or on >=2 diabetes medications.
Patient also has eGFRR<=30 and is on total home insulin dose <=0.7 unit/kg or not on

insulin therapy.
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Supplementary Figure S7. Treatment algorithm for patients with a history of diabetes
and is either on insulin therapy, has an HbA1C>=8, or on >=2 diabetes medications.
Patient also has eGFR<=30 and is on total home insulin dose >0.7 unit/kg or on insulin

therapy.
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Supplementary Figure S8. Treatment algorithm for patients with a history of diabetes
and is not on insulin therapy, has an HbA1C<8% or on 1 or fewer DM medications

with eGFR>30. Per mouth (PO,).



HISTORY OF DIABETES AND/OR HbAlc > 8

History of basallbolus insulin
use OR HbA1c >8 on any
regimen

Plan to discharge patient on
insulin if HbAlc >8 but no
reported history of diabetes.

Continue glargine and lispro
doses on day of discharge if
FSG are controlled
(140-180).

Follow appropriate
algorithm for insulin titration
if FSG are not controlled.

Instruct patient to reduce all
insulin doses by 50% on the
day after completing their
steroid course.

Resume home regimen on
the day after completing
steroids.

Follow up with PCP in 7-10
days.

On non-insulin DM meds AND HbA1lc <8

Normal renal function, TDD

>20 units
(eGFR >30)

Continue glargine and lispro
doses on day of discharge if
FSG 140-180.

Follow appropriate algorithm
for insulin titration if FSG are
not controlled.

Instruct patient to reduce all
insulin doses by 50% on the
day after completing their
steroid course. If TDD at this
point is <20 units, stop all
insulin.

Resume home regimen on
the day after completing
steroids.

Follow up with PCP in 7-10
days.

Normal renal function, TDD
<20 units
(eGFR >30)

Up to 3 days prior to
discharge, consider starting
home oral medications Reduce
all insulin doses by 50% and
continue lispro correction scale
during this time.

If patient is going home today
and home oral medications
were not started yet, you can
resume their home regimen at
time of discharge and stop all
insulin.

Follow up with PCP in 7-10 days.

Impaired renal function, TDD
>20 units
(eGFR <30)

Continue glargine and lispro
doses on day of discharge if FSG
are controlled (140-180).

Follow appropriate algorithm for
insulin titration instructions if FSG
are not controlled.

Instruct patient to reduce all
insulin doses by 50% on the day
after completing their steroid
course. If TDD at this point is <20
units, stop all insulin

Resume home oral regimen on
the day after completing steroids.

Avoid metformin if eGFR <30.
Consider replacing with sitagliptin
25 mg daily.

Follow up with PCP in 7-10 days.

Impaired renal function,
TDD <20 units
(eGFR <30)

Up to 3 days prior to
discharge, consider starting
home oral medications
Reduce all insulin doses by
50% and continue lispro
correction scale.

If patient is going home
today and home oral
medications were not started
yet, you can resume their
home regimen at time of
discharge and stop all insulin.

Avoid metformin if eGFR
<30. Consider replacing with
sitagliptin 25 mg daily.

Follow up with PCP in 7-10
days.

Insulin training should be initiated >24 hours before the patient's discharge is anticipated.
Check with the pharmacy that all diabetes medications and supplies are covered by the patient's insurance prior to discharge.

FSG: fingerstick glucose
TDD: total daily dose of insulin
(basal + prandial doses)

[ Refer to Endocrinology if: persistent hyperglycemia >200 after PCP follow up visit, new diabetes diagnosis, OR HbAlc > 9 ]

Supplementary Figure S9. Discharge planning algorithm for patients with a

history of diabetes and or HbA1C >=8%.



NO PRIOR HISTORY OF DIABETES AND HbA1lc <8
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Normal renal function (eGFR > 30)

|
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TDD > 40 units

Continue glargine
and lispro doses on
day of discharge if
FSG are controlled
(140-180).

Follow appropriate
algorithm for insulin
titration if FSG are
not controlled.

Instruct patient to
reduce all insulin
doses by 50% on the
day after completing
their steroid course.

Follow up with PCP
in 7-10 days.

v

TDD 20-40 units

Up to 3 days prior to
discharge, start
metformin 500 mg BID,
(increase to 1000 mg BID
after 3 days) and
sitagliptin 100 mg daily
(or 50 mg if eGFR
30-45). Reduce all insulin
doses by 50% and
continue lispro correction
scale during this time.

Follow appropriate
algorithm for insulin
titration if FSG are not
controlled.

Stop prandial and
correction lispro at
discharge. Continue
basal insulin.

Follow up with PCP in
7-10 days.

¥

TDD <20 units

Up to 3 days prior to
discharge, start
metformin 500 mg BID,
(increase to 1000 mg BID
after 3 days). Reduce all
insulin doses by 50% and
continue lispro correction
scale during this time.

Follow appropriate
algorithm for insulin
titration if FSG are not
controlled.

Add sitagliptin 100 mg (or
50 mg if eGFR 30-45)
daily if fasting or
pre-meal FSG >180.

Stop all insulin at time of
discharge.

Follow up with PCP in
7-10 days.

:

Impaired renal function (eGFR <30)

TDD > 40 units

Continue glargine and
lispro doses on day of
discharge if FSG are
controlled (140-180).

Follow appropriate
algorithm for insulin
titration instructions if
FSG are not controlled.

Instruct patient to reduce
all insulin doses by 50%
on the day after
completing their steroid
course.

Follow up with PCP in
7-10 days.

TDD 20-40 units

Up to 3 days prior to
discharge, start sitagliptin
25 mg daily Reduce all
insulin doses by 50% and
continue lispro correction
scale during this time.

Follow appropriate
algorithm for insulin
titration if FSG are not
controlled.

Stop prandial and
correction lispro at
discharge. Continue basal
insulin.

Follow up with PCP in 7-10
days.

TDD <20 units

Up to 3 days prior to
discharge, start sitagliptin
25 mg daily. Reduce all
insulin doses by 50% and
continue lispro correction
scale during this time.

Start repaglinide 0.5 mg
with meals if premeal FSG
>180.

Stop all insulin at time of
discharge.

Follow up with PCP in
7-10 days.

Insulin training should be initiated >24 hours before the patient's discharge is anticipated.
Check with the pharmacy that all diabetes medications and supplies are covered by the patient's insurance prior to discharge.

[ Refer to Endocrinology if: persistent hyperglycemia >200 after PCP follow up visit, new diabetes diagnosis, OR HbAlc > 9 ]

FSG: fingerstick glucose
TDD: total daily dose of insulin
(basal + prandial doses)

PCP: primary care provider

Supplementary Figure S10. Discharge planning algorithm for patients with no prior

history of diabetes and HbA1C <8%. Primary care provider (PCP).

10



