Case 3: Addressing Therapeutic Inertia and the Role of Insulin in the Current Armamentarium

A 61-year-old female with T2D (diagnosed 8 years ago), HTN, obesity (BMI 34 kg/m²), dyslipidemia, and recurrent UTIs (2–3 episodes over the past 2 years) seeks to reestablish care after being lost to medical follow-up for several years. 
· Treated with metformin but discontinued due to difficulty adhering to daily dosing
· Trialed semaglutide but discontinued due to persistent nausea/vomiting
· Motivated to improve her health, she recently reestablished care with a new PCP 
· PCP visit revealed uncontrolled hyperglycemia → metformin XR initiated
· Expressed concerns about treatment burden associated with diabetes medications
· Ophthalmology referral revealed moderate nonproliferative diabetic retinopathy
· Referred by PCP to endocrinology for further diabetes management

	Current Medications
	Pertinent Labs

	· Metformin: XR 1,000 mg BID

	· HbA1c: 10.4%  (7.9% 8 years ago)
· Fasting glucose: 235 mg/dL  (162 mg/dL 8 years ago)
· eGFR: 98 mL/min/1.73 m2
· UACR: 86 mg/g
· LDL-C: 118 mg/dL



Small Group Discussion: What factors most commonly delay insulin initiation or treatment intensification in patients with T2D who present with inadequate glycemic control?

Small Group Discussion: How do you currently position basal insulin within the expanding therapeutic armamentarium of GLP-1 RAs, dual GIP/GLP-1 RAs, and SGLT2 inhibitors?

Small Group Discussion: Given this patient's clinical characteristics, which of the following would you most strongly consider as the next step in management?

Case update:
Following shared decision-making, the patient expresses concern regarding:
· Prior GI intolerance to semaglutide
· Difficulty adhering to complex treatment regimens 

After discussing the risks and benefits of available treatment options, the decision is made to initiate once-weekly insulin therapy.







DISCLAIMER: This is a hypothetical case scenario and is intended for educational purposes only.
