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TOTAL PANCREATECTOMY ISLET 
AUTOTRANSPLANTATION IN CHILDREN 
- GLYCAEMIC INPATIENT UNIT (WARD) 

MANAGEMENT - CHW 
PRACTICE GUIDELINE © 

KEY POINTS 

• Chronic pancreatitis and recurrent acute pancreatitis in children can lead to debilitating 
recurrent episodes of severe abdominal pain, significantly impact quality of life with 
dependence on opioid analgesia and can result in irreversible parenchymal injury to the 
pancreas. Repeated parenchymal damage can result in a slow progression to exocrine 
and endocrine insufficiency and eventually diabetes mellitus as islet cell mass is 
destroyed.  

• Total pancreatectomy with islet auto transplantation (TP-IAT) is considered in select 
children with pancreatitis who have not or cannot respond to medical, endoscopic and 
/or surgical therapies and in whom the debilitating pain is an indication for a total 
pancreatectomy. Islets can be extracted from the removed pancreas and auto 
transplanted back into the child to significantly reduce the risk of complete insulin 
deficiency and diabetes post total pancreatectomy. 

• This guideline has been developed to give information and support for staff providing 
clinical care to patients who have undergone TP-IAT surgery at CHW after they have 
been transferred out of the Intensive Care Unit (ICU). 

• Tight blood glucose level (BGL) control is vital to ensure the newly transplanted islet 
cells survive as hyperglycaemia and erratic glucose levels can result in islet cell loss.   

• The target BGL range is 5.5-6.7mmol/L 

• An intravenous insulin infusion will be used to support the initiation of bolus feeds. Once 
bolus feeds are well tolerated, insulin pump therapy will commence.   
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• Once insulin pump is commenced a responsible parent/carer must be present at the 
bedside to assist with insulin pump management 24/7. 

• On admission to the ward, the Endocrine team must document the insulin pump settings 
along with the order for insulin which will be used to refill the pump reservoir as directed 
and depending on the infusion set in use. The Endocrine team will review the insulin 
pump settings daily and document changes when they occur. 

• Insulin aspart (i.e. Novorapid) is the type of insulin used in the insulin pump reservoir 

• Hypoglycaemia specifically for patients following TP-IAT surgery is defined as a blood 
glucose level less than 3.5mmol/L. For management of hyperglycaemia and 
hypoglycaemia while on an Insulin pump please refer to sections 7,8. 

• Nutrition support post TP-IAT generally progresses from continuous enteral feeding to 
bolus enteral feed. Feeding via a Jejunal (NJ) tube or Transpyloric Tube allows for early 
introduction of enteral feeds in the post-operative period.  

• Progression to full oral intake may be gradual depending on the stage and rate of 
recovery. 

• Bolus enteral feeds via a Jejunal (NJ) tube / Transpyloric Tube (TPT) may be used at 
the discretion of the transplant surgeon.  

• Creon capsules are to be commenced once enteral fat load meets requirement. 

• This guideline is to be read in conjunction with the following: guidelines:  

o Total Pancreatectomy with Islet Autotransplantation (TP-IAT) - Preop and ICU 
Management – CHW 

o Diabetes Mellitus (Type 1): Inpatients Using Insulin Pumps 

o Hypoglycaemia Management in Paediatric Diabetes 

o Enteral Feeding Tubes and the Administration of Enteral Nutrition 
 
  

https://webapps.schn.health.nsw.gov.au/epolicy/policy/5838
https://webapps.schn.health.nsw.gov.au/epolicy/policy/5838
https://webapps.schn.health.nsw.gov.au/epolicy/policy/6058
https://webapps.schn.health.nsw.gov.au/epolicy/policy/6301
https://webapps.schn.health.nsw.gov.au/epolicy/policy/5287
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CHANGE SUMMARY 

• Not applicable - new document  

• 16/01/26: Republished to enlarge the diagram on page 9. 

• 10/07/26: Updated Key Points and Sections 7, 9, 10, and 11; removed the flowchart and 
Fingerstick BG instructions; rearranged appendices; and updated references to the  
TP-IAT Preoperative and ICU management guideline following a title change. Updated 
title (previously Total Pancreatectomy Islet Autotransplantation in Children – Glycaemic 
Inpatient Management (Non-ICU) – CHW). 

 
 
 

READ ACKNOWLEDGEMENT 

• Read Acknowledge Only – Inpatient Unit (ward) staff  
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1 Purpose  

This document provides guidance at the Children’s Hospital at Westmead (CHW) for the 
ward management of patients following the TP-IAT procedure once they have transferred out 
of the Intensive Care Unit (ICU). 

Background of the TP-IAT Surgery 
Total Pancreatectomy with Islet Auto-transplantation (TP-IAT) in chronic pancreatitis is a 
surgical procedure utilised in children with painful and debilitating chronic pancreatitis who 
have significant impairment to quality of life due to the pain, are at a risk of pancreatic 
insufficiency, diabetes, and pancreatic malignancy. Chronic Pancreatitis can result in a slow 
progression to exocrine and endocrine insufficiency and diabetes as islet cell mass is 
destroyed by repeated parenchymal injury.  Islet Auto-transplantation following total 
pancreatectomy can significantly reduce the risk of severe hard to control diabetes post total 
pancreatectomy. 

Very tight blood glucose control is important during the post-operative period and the initial 
feeding stages. Therefore, patients are initially managed with an intravenous insulin 
infusion. See Total Pancreatectomy with Islet Autotransplantation (TP-IAT) - Preop and ICU 
Management - CHW 

2 Intended Audience  

The Children’s Hospital at Westmead medical, nursing and dietetic staff involved in the 
management and post-operative care of the patients following the TP-IAT procedure. 

3 Expected Outcomes  

Ward Post Operative Management of Total Pancreatectomy and Islet Auto-transplantation 
for Chronic Pancreatitis within The Children’s Hospital at Westmead. 

4 Definitions 

TP-IAT  Total Pancreatectomy with islet auto transplantation 

BGL Blood Glucose Level 

SGL Sensor Glucose Level 

CGM Continuous Glucose Monitoring  

AID Automated Insulin Delivery  

NGT / NJT Nasogastric Tube / Nasojejunal Tube 

TPT Transpyloric Tube 

  

https://webapps.schn.health.nsw.gov.au/epolicy/policy/5838
https://webapps.schn.health.nsw.gov.au/epolicy/policy/5838
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5 Continuous Glucose Monitoring (CGM)  

A continuous glucose monitoring system (CGM) is a small, self-inserted sensing device worn 
on the body. CGM transmits interstitial glucose levels to an insulin pump screen, or receiver 
device (for example a smartphone) about current sensor glucose status. Graphs and trend 
arrows show the direction of glucose values and rate of change, providing users additional 
information to help with their diabetes management. It is important to note that the sensor 
measures the interstitial glucose level, not the blood glucose level.  

Automated Insulin Delivery (AID) systems use an algorithm to automatically adjust 
background insulin including correction insulin doses. The pump user is required to enter the 
carbohydrate content of meals/snacks and administer insulin via the pump. In 2021 AID 
pump systems became available in Australia. Pumps with AID technology can function as a 
basic pump by switching off the AID function and using manual mode.  

CGM has not been evaluated or approved in persons on dialysis or in critically ill patients. It 
is not known how different medical conditions or medications common to the critically ill 
population may affect performance of CGM. Sensor glucose levels (SGL) may be inaccurate 
in critically ill patients. Medications containing paracetamol/acetaminophen can give a false 
high reading and there is limited data about the effect of other medications on CGM 
accuracy.  

The guidelines for hospitalised patients are: 

• A parent and or ward/diabetes nursing staff need to be available and trained in reverting 
the pump to manual mode and setting a temporary basal rate if required. If not the 
pump and CGM should be removed, and the patient commenced on multiple daily 
insulin injections. 

• SGLs cannot be used for clinical decisions while an inpatient (e.g., insulin 
administration, dose adjustment and hypoglycaemia management). In these instances, 
a BGL is required (fingerstick) using a standard hospital glucometer. Exceptions to this 
need to be approved by the Endocrine team.  

• The sensor and transmitter should be removed from the patient before Magnetic 
Resonance Imaging (MRI), Computed Tomography (CT) scan, or high-frequency 
electrical heat (diathermy) treatment. 

• The sensor and transmitter should be removed from the patient prior to surgery. 
Medical and nursing staff are required to continue blood glucose monitoring (fingerstick) 
using a standard hospital glucose meter during surgery to guide clinical decisions. 

• In some circumstances, following team discussion and with the approval of the treating 
endocrinologist, CGM may be used in the hospital setting to provide information in 
addition to fingerstick glucose levels. In these situations, the frequency of fingerstick 
blood glucose monitoring should be stated in the medical records by the treating 
endocrinologist and the decision to use CGM should be reviewed at least daily and at 
the addition of any new medications or change in clinical situation. 
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6 Insulin Pump Therapy for TP-IAT  

Once insulin pump therapy is commenced a responsible parent/carer must be present 
at the bedside to assist with insulin pump management 24/7. 

The family will have received education on insulin pump management from the diabetes 
nurse educators and diabetes dietitians prior to TP-IAT surgery. 

The Endocrine team must document the insulin pump settings along with the order for insulin 
which will be used to refill the pump reservoir depending on the infusion set in use.  

The Endocrine team will review the insulin pump settings daily and document changes when 
they occur.  

Nursing staff are responsible for supervising all glucose levels, counting 
carbohydrates and/or correction insulin dose entries into the pump and will document 
in Powerchart. 

The Diabetes Nurse Educator and Diabetes Dietitian will provide regular diabetes education 
on insulin pump management to the nursing staff on the ward and are available to answer 
any questions Monday to Friday 9am-5pm. 

7 Management of Hypoglycaemia post TP-IAT surgery 

This is the specific management of hypoglycaemia for a child who has undergone the TP-IAT 
surgery.  

Symptoms of hypoglycaemia may include sweating, pallor, tremor, hunger, irritability, 
palpitations/pounding heart, tachycardia, headache, tingling of fingers and lips, 
weakness, tiredness, disturbance of concentration, slurred speech, visual 
disturbances, behavioural changes, confusion, loss of consciousness 
Refer to current guideline Hypoglycaemia Management in Paediatric Diabetes 

If SGL shows hypoglycaemia (< 3.5 mmol/L) this needs to be confirmed using a fingerstick 
blood glucose level (BGL). 

 

Mild to Moderate Hypoglycaemia plan for TP-IAT (BGL < 3.5mmol/L) 
1. If SGL < 3.5 mmol/L confirm on fingerstick BGL 
2. If fingerstick BGL is: 

i. If 3.0 - 3.5mmol/L, and no symptoms of hypoglycaemia (shaky, unwell, drowsy) 
then monitor 15 minutely until BGL > 3.5 mmol/L 

ii. < 3.0mmol/L, give 15g of short acting carbohydrate (e.g. 125mL of apple juice, 
or 2-3 jellybeans orally) OR if not tolerating oral intake, give IV 10% dextrose 
1ml/kg bolus and recheck 15 minutely. Repeat as required. 

3. Once BGL above 3.5 mmol/L, return to normal monitoring 

If BGL remains < 3.5 mmol/L contact endocrine/ afterhours JMO 

 

Severe Hypoglycaemia 
Refer to current guideline: Hypoglycaemia Management in Paediatric Diabetes 

https://webapps.schn.health.nsw.gov.au/epolicy/policy/6301
https://webapps.schn.health.nsw.gov.au/epolicy/policy/6301
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8 Management of Hyperglycaemia post TP-IAT surgery 

This is the specific management of hyperglycaemia for a child who has undergone the TP-
IAT surgery.  

Hyperglycaemia Plan for TP-IAT (BGL >10 mmol/L) 

1. 1. If SGL > 10mmol/L confirm with fingerstick BGL: 

i. If BGL > 10mmol/L do correction via pump  

ii. If BGL> 10mmol/L 30 minutes after correction, check insulin pump set site and 
contact endocrine team for further advice 

2. Check ketones if BGL > 15mmol/L - if ketones > 0.5 mmol/L please contact endocrine 
team 

9 Ward Management of patients following TP-IAT procedure  

On step down from PICU, the patient will initially be on an insulin infusion and is considered 
a higher acuity patient which the nursing ratio is to reflect. This requires hourly BGLs and 
titration of insulin infusion as per Appendix 1 

Progression from intravenous insulin infusion to subcutaneous insulin pump therapy occurs 
when the child is tolerating bolus enteral feeding (via NGT/NJT/TPT). Please REFER TO 
Section 11 for details. 

Patient: Nurse Ratio 2:1 

Target Glucose  
 

5.5 – 6.7 mmol/L 
 

Glucose monitoring 
 

Do Fingerstick Blood glucose level (BGL)  
• Before breakfast  
• Before lunch 
• Before Dinner 

Do not enter into the pump however record in 
Powerchart 
 
 Sensor glucose (SG) readings may be used  

• 2 hours after breakfast lunch and dinner 
• Before bed 
• Midnight 
• 3am 

 
The pump will automatically deliver basal insulin 
and do auto corrections as per algorithm 

Insulin Pump 
Management 

Once insulin pump is commenced a responsible 
parent/carer must be present at the bedside to assist 
with insulin pump management 24/7 
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(education and 
resources will be 
provided to family and 
nursing staff on specific 
pump) 
 

Nursing staff are responsible for supervising all 
glucose levels, counting carbohydrates and/or 
correction insulin dose entries into the pump and will 
document in Powerchart. 
 

Care of insulin 
infusion/CGM sites 

Inspect sites at least once per shift for signs of 
redness, swelling, leakage and tape adhesion 
 

Hypoglycaemia (BGL < 
3.5mmol/L in the 
management of patients 
post TP-IAT) 
 
 

1. If sensor glucose < 3.5mmol/L confirm on 
fingerstick BGL  
 
2. If fingerstick BGL 
 3 – 3.5 mmol/L, and no symptoms of hypoglycaemia 
(shaky, unwell, drowsy) then monitor 15 minutely until 
BGL >4mmol/L 
- < 3mmol/L, give 15g of short acting carbohydrate 
(e.g. 125mL of apple juice, or 2-3 jellybeans orally) 
OR  
If not tolerating oral intake, give IV 10% dextrose 
1ml/kg bolus and recheck 15 minutely. Repeat as 
required. 
 
3. Once BGL above 3.5 mmol/L, return to regular 
monitoring 
 
4. If BGL remains < 3.5mmols/l contact endocrine/ 
afterhours JMO 

Hyperglycaemia (BGL > 
10mmol/L in the 
management of patients 
post TP-IAT) 

 

Hyperglycaemia (BGL >10 mmol/L) 
 
1. If SG > 10mmol/L confirm with fingerstick BGL 
→ Will require correction via pump  
 
2. Check ketones if BGL > 15mmol/L – if ketones  
> 0.5mmol/L contact endo/ afterhours JMO 
 
3. Hyperglycaemia may be issue with the pump: 
check insulin pump, insulin pump set site, may need 
set change 

Insulin pump trouble 
shooting 

 
See Appendix 2 
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10 Nutritional Management of TP-IAT on Inpatient Unit (Ward) 

Acute nutritional management goals of children who have undergone TP-IAT surgery is to 
improve nutritional status, promote recovery and restore gastrointestinal function. 

Children often have post-operative gastroparesis and significant pain, therefore feeding and 
nutrition requires gradual progression. A nasojejunal and gastric decompression tube should 
be placed at time of surgery. This should be discussed with the family prior to surgery. 

Post-Operative TP-IAT Surgery feeding  

Initial post-operative feeding is highlighted in section 8.1 and 8.2 of the Practice Guideline - 
Total Pancreatectomy with Islet Autotransplantation (TP-IAT) - Preop and ICU Management - 
CHW 

Initially Total Parenteral Nutrition (TPN) is usually commenced by day 2 post operatively.  By 
about day 4 jejunal feeds occurs via a Jejunal tube, while venting the stomach via a Gastric 
tube. Titrating to full continuous jejunal feeds may occur soon after commencement over the 
next 24 – 48 hours if the patient tolerates it well.   

Nutrition interventions will transition alongside insulin management. Appendix 3 shows  
TP-IAT Feeding transitions alongside insulin admission. 

The diabetes dietitian should calculate and communicate the feeding plan based on the 
child’s fluid and nutritional requirements. Refer to the diabetes dietitian for an assessment if a 
feeding plan has not been documented. Appendix 4 shows a dialogue structure between the 
nursing staff and the diabetes dietitians  

Creon (pancreatic enzyme replacement therapy) is commenced when enteral fat load meets 
requirement. For children undergoing TPIAT surgery, this likely occurs in ICU. The 
endocrinologist and diabetes dietitian will communicate dosing for Creon on the ward. Refer 
to Appendix 5 for general Creon dosing instructions. Families will be educated by the 
diabetes dietitian about how to dose for fat-containing foods.  

Progression from continuous onto bolus feeding  

Continuous jejunal feeding enables provision of post-operative nutrition facilitating the 
recovery process. Once goal rate has been met, progression onto bolus feeding is important 
to enable eventual progression onto insulin pump therapy.  

Once the surgical and endocrinology teams are happy to test the gastrointestinal (GI) tract, 
progression to bolus feeding can occur. Readiness of the GI tract post-surgery to manage 
bolus feeding is to be determined by the transplant surgeon. 

Initial BGL management for bolus feeding will be managed using an intravenous insulin 
infusion. As bolus feeding becomes better tolerated and consistent, the diabetes team will 
transition the patient to subcutaneous insulin pump therapy.  
  

https://webapps.schn.health.nsw.gov.au/epolicy/policy/5838
https://webapps.schn.health.nsw.gov.au/epolicy/policy/5838
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Types of bolus enteral feeding 

• Bolus enteral feeding through the nasogastric (NG) tube.  

o Rate, duration and frequency of boluses are delivered by a feeding pump 

o Communication with the diabetes dietitian is important to determine the rate and 
duration of each  

• Bolus enteral feeding through the Jejunal (NJ) tube / Transpyloric Tube (TPT) 

o This may be considered by the surgical team in cases of prolonged gastric ileus 
following surgery.  This decision is at the discretion of the transplant surgeon. 

o The surgical team recognises that as islet function is impaired following TP-IAT, 
there is minimal risk of dumping syndrome and bolus jejunal feeds may be safely 
considered in the closely supervised inpatient environment. 

o See section 8.2 of the Practice Guideline - Total Pancreatectomy with Islet 
Autotransplantation (TP-IAT) - Preop and ICU Management - CHW  

o Rate, duration and frequency of boluses is determined with a feeding pump 

o Communication with the diabetes dietitian is important to determine the rate and 
duration of each  

o Type of feed may need to be modified to a lower osmolality feed, as it may reduce 
potential osmotic load in the jejunum 

Minimising Enteral Feeding Risk 

Strategies for minimising potential risks in enteral feeding see Enteral Feeding Tubes and the 
Administration of Enteral Nutrition, See Appendix 4 

11 Nutritional Management of TP-IAT and Insulin Pump 

Therapy 

Progression onto insulin pump therapy with bolus enteral feeding 

Progression from intravenous insulin infusion to subcutaneous insulin pump therapy occurs 
when the child is tolerating bolus enteral feeding (via NGT/NJT/TPT).  

• Insulin pump therapy provides a specific insulin dose according to carbohydrate intake 
and glucose levels.  Insulin pump therapy requires the calculation of total carbohydrates 
(grams) per bolus feed. This is entered as specific information into the insulin pump 
itself.  

• The diabetes dietitian is responsible for calculating the total carbohydrates for each 
bolus feed.  

• The diabetes dietitian will communicate with nursing staff about the grams of 
carbohydrate to be entered into the insulin pump. The communicated carbohydrates are 
input into the insulin pump prior to each feed. 

https://webapps.schn.health.nsw.gov.au/epolicy/policy/5838
https://webapps.schn.health.nsw.gov.au/epolicy/policy/5838
https://webapps.schn.health.nsw.gov.au/epolicy/policy/5287
https://webapps.schn.health.nsw.gov.au/epolicy/policy/5287
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• Ongoing information about the grams of carbohydrates to be input into the insulin pump 
will be documented in Powerchart notes where it can be followed by nursing staff 

• Carbohydrate counting skills are to be discussed and reviewed with the family, with 
goals to input this information into the insulin pump. 

• Carbohydrate counting education should be discussed with the family in readiness for 
progression to oral diet. 

• An enteral feeding plan should be available to the nursing staff and will be documented 
by the diabetes dietitian in the Powerchart notes.  

Progression onto oral intake with insulin pump therapy  

The surgical team may decide to trial oral diet if bolus enteral feeds are tolerated, and insulin 
pump management is progressing well. Progression and trial foods are to be communicated 
by the diabetes dietitian (see Table 1).  

Table 1: Progression of oral intake and expected carbohydrate intake  

Types of Oral Intake Diet Carbohydrates (grams) Communication 

Low/no carbohydrate 
food 

Bolus Enteral Feed + 

Soft / Post-op Diet 

Nil additional 
carbohydrates 

Diabetes Dietitian  

Small carbohydrate-
containing food 

Bolus Enteral Feed + 

Soft / Post-op Diet 

Additional carbohydrates 
to be determined  

Diabetes Dietitian 

Normal food Soft / Post-op Diet Pre-counted with the 
family 

Diabetes Dietitian 

Once oral intake is well tolerated, carbohydrate-containing food will be commenced and 
communicated through the diabetes dietitian. Patients are encouraged to chew and 
masticate their food well. 

The carbohydrate amount in meals and snacks are to be counted prior to eating and entered 
into the insulin pump.  The Diabetes Dietitians will teach the family to count the 
carbohydrates of their meals. All entries into the insulin pump to be supervised by nursing 
staff. For hospital inpatient meals at CHW, carbohydrate amounts are available on the 
intranet. 

If the food intake is suboptimal, an oral nutritional supplement or juice may be used to top up 
unfinished carbohydrate. An oral nutritional supplement will be specific to the patient, where 
oral consumption is encouraged.  

If the NG tube is still present, unfinished carbohydrate (grams) already entered into the 
insulin pump, can be given through the NG tube. However, by this stage, oral intake would 
be encouraged.  

Alternatives to replace unfinished carbohydrates will be communicated by the diabetes 
dietitian.  

For strategies for managing the communication about food boluses for food containing 
carbohydrates, with an insulin pump therapy for TP-IAT see Appendix 4. 
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12 Appendices 

Appendix 1.  Insulin Infusion Algorithm - Post Total Pancreatectomy 
with Islet Cell Transplant  
Starting insulin rate is 0.025 units/kg/hour continuous intravenous infusion (to 
maximum starting rate 2 units per hour) using 1 unit/mL solution in PICU. i.e. 50units/50mL 
0.9% NaCl.  
 
Commence 5% glucose at maintenance rates when BGL <15 mmol/L.  
 
The table indicates the percentage change in insulin infusion rates from the current 
hourly rate according to the current BGL and the rate of change of BGL in the previous hour. 
Note post islet transplant BGL may be tested more frequently than hourly, but the calculation 
is to be based on the change in the last one hour excepting when hypoglycaemia occurs. 
The goal is to a maintain target blood glucose of 5.5-6.7 mmol/L which is critical for 
successful islet cell engraftment in the first 3-5 days post-transplant. If the blood glucose 
target range cannot be maintained, the endocrinologist on call should be contacted. Adapted 
from University of Minnesota Post op TP-IAT insulin infusion protocol.  
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Appendix 2.  Insulin Pump Troubleshooting 
Scenario Possible Reason Management 

Hypoglycemia delayed meals/did not finish 
meal 

overestimation of 
carbohydrate content of food 

Current pump settings too 
strong 

 

1. Treat hypoglycemia (refer 
to Section 9) 

 2. Review timing of last 
meal/if meal completed 

3. Review carbohydrate 
counting  

4. Review pump settings 

  

 

Hyperglycemia Overestimation of 
carbohydrate content of food 

Current pump settings too 
weak 

Occlusion in tubing/cannula; 
kinked tubing; infusion site 
displaced; empty reservoir; 
pump malfunction 

1. Refer to Section 9 

2. Review carbohydrate 
counting  

3. Review pump settings 
Inquire  

4. Inspect tubing and 
infusion site for kinks, 
disconnection, and/or 
leakage.  

5. Confirm pump still has 
insulin left in reservoir. 

6. Check the pump battery 
status, if appropriate.  

7 Change infusion set if site 
is suspected to be occluded.  

 

Infusion set/site issues Adhesive failure; leakage 
around infusion site; local 
inflammation or infection; 
infiltration of insulin 

1. Inspect site at least once 
per shift for signs of 
redness, swelling, or 
discharge. If there are signs 
of infection, change the site 
immediately and notify the 
provider. 

 2. Change the infusion site 
if it has become displaced or 
there is insulin leaking near 
the site.  

3. Ensure that the patient 
changes the infusion site as 
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per product specific 
recommendations. 

Pump alarms Pump alert/alarm was 
triggered by potential issue 

1. Read the alarm message 
and troubleshoot as per 
specific pump information 
which will be provided to 
patient/ parents and ward 
staff  

 

Patient/Parent unable to 
self-manage 

Cognitive impairment; 
sedation; critical illness 

1. Cease insulin pump and 
remove from body.  

2. Transition patient to 
subcutaneous insulin 
injections as per endocrine 
team  

3. Document reason for 
discontinuation and notify 
care team 
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Appendix 3; TP-IAT Feeding transition alongside insulin 
administration 
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Appendix 4: TP-IAT Nutrition Ward Action Plan/Communication 
A TP-IAT ward action plan (see below) can be used to communicate insulin pump 
management and specific nutritional and diabetes interventions between supporting ward 
staff and clinical handovers 

Please note: A child may arrive to ward on an intravenous insulin infusion and bolus enteral 
feeding 

Insulin Infusion and Bolus Feeding via NG/NJ/TPT  
Date:        Dietitian: 

Insulin Management Nutrition Management 
 
Insulin Infusion 
 
Insulin infusion increased at 
each bolus enteral feed 
 

 
Bolus Feeding 
 
Feed Name:   
Tube:                     Frequency: 
 
Bolus Rate:   
Bolus Duration:              H2O Flushes: 
Carbs / feed (grams):   
Keep upright >30 degrees 

 

Insulin Pump therapy and Bolus Feeding via NG/NJ/TPT and/or partial oral intake 
Date:        Dietitian: 

Insulin Management Nutrition Management 
 
Insulin Pump Therapy 
Carbohydrate (grams) input 
into insulin pump before 
each bolus enteral feed 
 
Input grams 15 minutes 
before bolus enteral feed 
 

 
Bolus Feeding  
 
Feed Name:   
Tube:                     Frequency: 
 
Bolus Rate:   
Bolus Duration:              H2O Flushes: 
Carbs / feed (grams):   
Keep upright >30 degrees 

 

Insulin Pump therapy and Oral Intake  
Date:        Dietitian: 

Insulin Management Nutrition Management 
 
Insulin Pump Therapy 
Carbohydrate (grams) input 
into insulin pump before 
each bolus enteral feed 
 
Input grams 15 minutes 
before bolus enteral feed 
 

 
Progression to Oral Intake 
Carbohydrate Counting (grams) per meal:  
 
Food record 
Top up option if food not finished: 
 
- Oral Nutrition Supplement:  
 
- Or Via NG Tube 
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Appendix 5: Pancreatic Enzyme Replacement Therapy: Creon 
Dosing  
Dosing Recommendation for the treatment of Paediatric Doses 

 Starting Dose Titration 
Considerations 

Minimum to 
Maximum Dose 

Meal 1000 to 2000  

lipase units/kg/meal 

Adjust dose to control 
steatorrhoea and 
maintenance of 
nutritional status 

500-2500 lipase 
units/kg/meal 

Snack Half of meal dose Half meal dose 

 

1 scoop Creon Micro (5000IU) per 3/6 g fat (WSLHD – Dietetics 2013) 

1 Creon 10 000 per 6-8 g fat 

1 Creon 25 000 per 15-20 g fat 

1 Creon 40 000 per 25-32 g fat 

 

The dosage may vary in the development of patient gastrointestinal symptoms such as 
diarrhoea, and weight loss. The doses are titrated upward to alleviate the symptoms. 

See Section 8.9 from the Practice Guideline: - Total Pancreatectomy with Islet 
Autotransplantation (TP-IAT) - Preop and ICU Management - CHW 

  

https://webapps.schn.health.nsw.gov.au/epolicy/policy/5838
https://webapps.schn.health.nsw.gov.au/epolicy/policy/5838
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