
University of California, San Diego (UCSD) 
At UCSD, computerized physician order entry and a very positive experience with the algorithm in the 
previous section led to an opportunity to attempt a very high degree of integration of the algorithm and 
policies into the “next generation” order set. The screen shots from the order set show how the algorithm 
with its suggested pathways can drive turning your order set into a more protocol-like approach. The UCSD 
order set can be seen as one extreme end of a more protocol-like approach to integrating guidance into the 
order set, whereas the basic order set represents the opposite end of the spectrum. (Special thanks to Josh 
Lee MD, UCSD hospitalist and informatics liaison extraordinaire, for assisting with creation of the CPOE order 
set.) Other examples show some varying degree of “protocolization.” You’ll have to decide what is most 
desirable and feasible at your own institution. 

The first time subcutaneous 
insulin is ordered, there is a 

prompt to discontinue all oral 
hypoglycemic agents, a prompt to 

order an HbA1C if the patient 
hasn’t had one recently, and an 

actionable glycemic target. Action-
able means that if the glucose 

readings are outside the desired 
range and no changes in insulin 

orders have occurred in 24 hours, 
the physician is called and a request 

to adjust insulin orders is made. 

 
 

On the next screen, all prior insulin or-
ders are discontinued, and the order-
ing physician is asked to put in the in-
formation needed to calculate a rea-

sonable starting estimate for the total 
daily dose of insulin required and to 

classify the patient’s nutritional intake. 
Clicking on the OK button leads to the 

next screen, where the total daily 
dose estimate under this method is 

auto-calculated (per UCSD algorithm 
an overweight patient who weighs 

100 kg would have a suggested TDD 
of 50 units [100 kg x 0.5 units/kg/day 
= 50 units]). If desired, the physician 

can change this TDD and is also 
offered alternate ways to calculate it 

(including guidance on insulin dosing 
for the transition from insulin infusion 

to subcutaneous insulin).  



 
 
The UCSD algorithm calls for glargine 

insulin as the basal insulin (40% of 
calculated TDD), regular insulin as 

the correction dose insulin (to be 
administered every 6 hours). For this 

overweight 100-kg NPO patient with a 
TDD of 50 units, the glargine dose is 

calculated as being approximately 20 
units. Note the prompts for a 

dextrose-containing IV fluid for NPO 
patients, as well as the instructions to 

continue the full dose of basal 
glargine insulin when the patient is 

NPO. Correction-dose regular insulin 
looks like a traditional sliding scale, 
but the aggressiveness of the cor-

rection dose actually varies with the 
TDD estimate (the ordering physician 
sees only the scale most suited to the 

patient’s insulin sensitivity).  



 
 

The next patient is an 80-g obese 
person who is eating regular meals. 
A TDD of 48 units of insulin is auto-

calculated and accepted by the 
physician. Forty percent of the 

TDD (20 units) is distributed as 
basal glargine insulin as the 

preferred default, whereas 10 units 
of a rapid-acting analogue insulin 

(lispro at UCSD) is administered on 
a scheduled basis with each 

meal (see next page). Minimum 
glucose monitoring for the eating 

patient (q AC and HS) is 
automatically ordered. 

 



 
 

Note the reminder to reduce the 
nutritional insulin amount if the patient 

is eating < 100% of the expected 
nutritional intake. The medication 

administration record (MAR) contains 
instructions to hold this nutritional 

insulin should the nutrition be 
withheld or declined by the patient. 

Note also that the timing of the insulin 
administration in relation to the meal 

is repeated here and on the MAR. 
The correction-dose scale is different 
for the eating patient than it is for the 

NPO patient, in that the q HS 
correction scale is less aggressive. 
Note again that the aggressiveness 

of the scale varies to match the 
patient’s sensitivity to insulin, as 

reflected by the TDD.  



 

 
 

The next time you enter the 
subcutaneous insulin orders, the 

regimen currently in place is 
displayed. The glycemic target and 

the hypoglycemia protocol orders 
are still present in the background.  

Note that you can now discontinue or revise any individual insulin, or you can adjust all insulins if nutritional status 
changes or glycemic control is suboptimal. 
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