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ABSTRACT

Therapeutic inertia related to insulin treatment,
i.e. delays in initiation, especially titration of
basal insulin, is a significant problem in daily

practice in Southeast European countries. This
phenomenon can be traced back to several
patient-, physician- and health system-related
factors. In recognition of the issue of inadequate
insulin titration, 11 leading experts from
countries in this region held a consensus-
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seeking meeting to review the current status of
insulin initiation after non-insulin treatment
and the potential barriers to insulin titration to
provide an algorithm and tools for outpatient
physicians and for patients aimed at optimizing
basal insulin titration. The experts reached a
consensus on the majority of the topics and
proposed recommendations on how clinical
inertia can be overcome. The outcomes of the
meeting have been summarized in this paper.

Keywords: Clinical inertia; Insulin initiation;
Insulin titration; Type 2 diabetes

Key Summary Points

Therapeutic inertia, especially in titration
of basal insulin, can be traced back to
several patient-, physician- and health
system-related factors, and is a significant
problem in daily practice in Southeast
European countries.

Leading experts from Southeast European
countries held a consensus-seeking
meeting to review the current status of
insulin initiation after non-insulin
treatment and the potential barriers to
insulin titration.

The experts provided outpatient
physicians with the detailed steps of
insulin initiation and the patient
characteristics that should be considered
when choosing injectable therapies.

The experts provided a basal insulin
titration guide for the patients that help
basal insulin titration.

The experts reached consensus on several
aspects of basal insulin initiation but did
not reach definite consensus on keeping
versus discontinuing sulfonylurea
treatment after insulin initiation.

DIGITAL FEATURES

This article is published with digital features,
including a summary slide, to facilitate under-
standing of the article. To view digital features
for this article go to https://doi.org/10.6084/
m9.figshare.14039354.

INTRODUCTION

As a result of the progressive nature of type 2
diabetes (T2D), antihyperglycaemic treatment
needs to be intensified in most cases after first-
line monotherapy with metformin. Basal insu-
lin can be an option after metformin
monotherapy or part of treatment intensifica-
tion beyond two medications [1]. Although
glucagon-like peptide 1 receptor agonists (GLP-
1 RAs) have been recommended by interna-
tional guidelines as first injectable, basal insulin
should be chosen in the presence of certain
patient characteristics. Once basal insulin is
introduced, its dose should be titrated on the
basis of a target fasting glucose level using an
evidence-based titration algorithm.

Therapeutic or clinical inertia is defined as
the ‘‘failure to intensify therapy when treatment
targets are not met’’ [1]. Inertia related to basal
insulin treatment might occur because of a
delay in initiation or inadequate titration [2].
Both patients and healthcare professionals have
an essential role in diabetes management, so
inertia is primarily the responsibility of these
stakeholders [2]. Patients may fear hypogly-
caemia, weight gain, increased treatment com-
plexity and injection pain or may feel self-
blame or failure. Physicians may lack confidence
in their patients’ ability to administer daily
injections and manage the complex process of
self-titration and may have concerns about the
additional time required for patient education
[3, 4]. In addition, health or drug reimbursement
systems might represent inertia factors due to a
fragmented healthcare system [1] or due to the
costs of new drugs [2, 5].

Delays in treatment intensification can fur-
ther increase the risk of macrovascular events
and microvascular complications stemming
from inadequate glycaemic control [2, 6]. An
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extensive systematic literature review [7] indi-
cated that time to treatment intensification
ranged from 0.3 to more than 7.2 years (with a
median value of more than 1 year), and the
time during which glycated haemoglobin A1
(HbA1c) levels were above the study specific
threshold ranged from 0.4 to more than
7.2 years. On the other hand, delayed deinten-
sification of a therapeutic regimen can also be
an important inertia factor, as overtreatment
conveys a risk of further complications, espe-
cially in the elderly population [8].

In addition, the large observational Diabetes
Management Practice Study found that less
than one-third of patients with T2D and one-
fifth of patients on insulin treatment achieved
an HbA1c target range of below 7% [9]. Surveys
[10, 11] have also demonstrated significant
insulin initiation inertia in Central and South-
east European countries.

Inadequate insulin titration is also a frequent
clinical inertia factor. The observational DUNE
study demonstrated a 22% achievement rate for
individualized HbA1c targets [12]. Longer-term
real-world data of patients newly switched to
basal insulin analogues demonstrated that the
great majority of patients remained uncon-
trolled 6 months after insulin initiation [13].
Inadequate titration was also observed in ran-
domized studies of insulin glargine 300 U/mL
(Gla-300) [14]. The randomized controlled Take
Control study provided evidence that self-titra-
tion is more effective in achieving glycaemic
control than physician-managed titration [15].

A Canadian expert panel that provided a
detailed practical approach to insulin therapy in
patients with T2D [16] clearly stated that ‘‘in-
sulin initiation and titration are two separate
behaviours for patients’’ and that physicians
should address both when managing patients.

The advantages of insulin analogues over
human insulin for hypoglycaemia have been
widely demonstrated [17]. The advantageous
effects of second-generation basal insulin ana-
logues (Gla-300 and insulin degludec) on the
risk of overall and nocturnal hypoglycaemia
have been underlined in recent recommenda-
tions [1, 16].

There are expert recommendations [16, 18]
on insulin initiation and titration, including

basal insulin initial dose, fasting plasma glucose
(FPG) target range, dose adjustment algorithms,
optimal insulin dose at the end of the titration
process, use of other antihyperglycaemic drugs
after initiating basal insulin, managing insulin
distress, performing motivational interviews, or
conversing with patients about insulin initia-
tion after a diabetes diagnosis.

Recognizing the general issue of inadequate
insulin titration in the Southeast region of
Europe and taking into account the advantages
of the newest-generation basal insulins in terms
of hypoglycaemia and weight gain, a meeting
was organized with the participation of leading
experts from Southeast European (SEE) coun-
tries with the following aims:

(1) To review insulin initiation after insuffi-
ciency of dual or triple non-insulin
treatment

(2) To review the current status and potential
barriers of insulin titration

(3) To develop an algorithm and tools for
outpatient physicians and patients aimed
at optimizing basal insulin (BI) titration

METHODS

The expert kick-off meeting was held on 29 May
2020 (as an online meeting).

The meeting began by reviewing the current
daily practice of insulin initiation and titration
in the participating experts’ countries, includ-
ing the implementation and adaptation of the
international and national guidelines, the
therapeutic position of insulin and other
injectable agents, and the aspects of daily
practice that should be revised. At the end of
the online meeting, the experts opened the
discussion for three workshops on the following
topics:

• Key principles when initiating and titrating
basal insulin-based therapy

• Patient involvement in diabetes
management

• Next steps for patients not optimally con-
trolled on a basal insulin-based regimen
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The experts had 3 weeks to share their
opinions, answer the raised questions, and send
feedback to the other experts. Sanofi provided
an online application for the discussion.

After closing the online discussion, a draft
report was prepared and circulated among the
experts for review and comments. At the final
stage, another online meeting was arranged for
some remaining open questions to be discussed
and clarified. The final version of the report was
approved by experts on 3 August 2020.

This article is based on previously conducted
studies and does not contain any new studies
with human participants or animals performed
by any of the authors.

RESULTS

Key Principles When Initiating Basal
Insulin-Based Therapy

The experts first reviewed the current recom-
mendations, the general daily practice in the
Southeast European region and patient charac-
teristics and other factors that should be con-
sidered when selecting from different treatment
regimens. The experts agreed that inadequate
titration as a type of clinical inertia plays a sig-
nificant role in suboptimal glycaemic control in
a relatively large proportion of patients in the
region.

Factors That Determine Inertia in Basal
Insulin Analogue (BIA) Initiation & Titration
(There Are Factors in Addition to Titration)
The experts identified many clinical inertia
factors and made proposals that could poten-
tially overcome these barriers. These factors and
approaches are summarized in Table 1.

Patient Characteristics That Should Be
Considered When Choosing Between Basal
Insulin, GLP-1 RA or an FRC (Fixed Ratio
Combination)
According to the latest American Diabetes
Association/European Association for the Study
of Diabetes (ADA/EASD) Consensus report, if
glycaemic control is inadequate with dual or

triple oral therapy, the first injectable drug or
drug combination should be considered. When
choosing between them, glycaemic status (in-
cluding the primary reason for high HbA1c
levels—fasting or postprandial hypergly-
caemia—and the presence of signs and symp-
toms of a catabolic state), the risk of
hypoglycaemia, obesity and comorbidities
should be taken into account. Basal insulin is
preferred as first injectable when HbA1c[ 11%
or there is evidence of catabolism and thereafter
as an intensifying option if the patient does not
reach glycaemic targets with OADs/GLP-1RA.
When choosing insulin, it should be considered
that it is the most potent antihyperglycaemic
agent and has beneficial effects on triglyceride
and HDL cholesterol levels.

GLP-1 RAs are indicated when:

• HbA1c is above the target but\ 10% after
dual/triple therapy.

• Body weight needs to be reduced.
• There is increased risk of hypo events.
• The patient’s self-monitoring capability is

limited.
• The patient has established atherosclerotic

disease (GLP-1 RA with proven benefit).

FRC of GLP-1 RA ? basal insulin is recom-
mended when (also see ‘‘Recommended Steps
When Initiating FRC’’):

• HbA1c is[ 10% and the patient is obese.
• There is an increased risk of hypo.
• FPG is close to the target, but postprandial

blood glucose (PPG) and HbA1c are above
the target despite optimally titrated BIA.

Key Principles That Should Be Followed When
Physicians Initiate and Titrate BIA
The experts defined six steps from patient
selection to stopping titration that physicians
should consider when initiating and titrating a
BIA.

STEP I—Preparing for initiation
A. Selecting the right patients for (BIA)

treatment
When deciding whether a patient should

initiate basal insulin treatment, several general
and diabetes-specific medical history data and
patient characteristics should be evaluated.
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Table 1 Clinical inertia factors and potential approaches to overcome them

Clinical inertia factors Potential ways to overcome

BI inertia factors on the patient’s side

Fear of

Disease progression—insulin considered ‘‘the last stage of his/her

disease’’

Hypoglycaemia (and inability to control night hypo events)

Weight gain

Other side effects

Self-monitoring/self-injection

Feeling self-blame for failure in treating diabetes

Aversion to

Regular blood glucose monitoring

Complexity of titration

Inability to perform self-titration

Potential approaches to overcome inertia on the patient’s side

Adequate education of the patient on the benefits of insulin

therapy and the importance of titration

Good communication between the patient and the physician,

creating an atmosphere of confidence

Educating the patient to perform blood glucose self-

monitoring

Ensuring availability and easy access to a GP/endocrinologist

Involving a psychologist and a well-trained nurse on the team

when initiating insulin

Providing the patient with simple titration steps and offering

the option of phone consultation with his/her physician

BI inertia factors on the physician’s side

(The physician’s role in inertia is more important than the patient’s

role)

Feelings of uncertainty about how effective titration might be

Insufficient knowledge and/or commitment

Lack of

Time to explain

Time to educate

Knowledge about the differences between the newer BIAs and the

older BIs

Experience in insulin treatment

Educators in some countries in the region

Reluctance regarding the need for frequent visits

Fear of side effects of insulin treatment (hypos and weight gain)

Concern about the patients’ willingness to titrate and perform SMBG

Misunderstanding the recommendations and guidelines, i.e. SGLT2i

and/or GLP-1 RA should be initiated early in high CV/renal risk

patients independently of HbA1c levels

Potential approaches to overcome inertia on the physician’s side

Continuous education of healthcare professionals at all health

system levels

To be aware of the differences between the newer BIAs and

the older BIs

To be aware that modern BIA and BI/GLP-1RA FRCs are

safe and convenient for the patients

To be aware of the phenomenon of inertia in BIA initiation

and titration

To improve general knowledge about the current treatment

approaches in the guidelines

To improve the quality of titration

Training and involvement of nurse educators in diabetes

management

BI/BIA basal insulin/basal insulin analogue, CV cardiovascular, GLP-1 RA glucagon-like peptide 1 receptor agonist, HbA1c haemoglobin

A1c, SGLT2i sodium-glucose cotransporter 2 inhibitor, SMBG self-monitoring of blood glucose, FRC fixed ratio combination
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These are the most important characteristics of
patients who may need BIA treatment:

• Newly diagnosed T2D that is symptomatic
with HbA1c C 9%

• T2D that cannot be controlled (i.e. target
HbA1c is not reached) with maximally tol-
erated doses of non-insulin agents

• Diabetic ketoacidosis (DKA) and/or hyper-
glycaemic hyperosmolar state

• End-stage organ failure (e.g. kidney failure,
hepatic illness)

• Acute illness (e.g. COVID-19 disease)
• Gestational diabetes
• Intolerance to oral medications
• Patient preference
• When the physician considers BIA the most

appropriate approach

However, the following characteristics indi-
cate that a patient should not be treated with
insulin:

• In those of advanced age when patients may
not be able to manage self-injection and/or
perform blood glucose self-monitoring

• In those with short life expectancy
• In those at high risk for hypoglycaemia

B. Individualized HbA1c targets
HbA1c targets should be determined indi-

vidually on the basis of guidelines, recommen-
dations and individual clinical data, such as
duration of diabetes, existing complications and
comorbidities, frequency and severity of hypo-
glycaemic events, and patient life expectancy.

C. Helping the patient cope with challenges
To cope with challenges related to BI-based

treatment, the physician, in collaboration with
a diabetes educator or nurse, has to inform the
patient why he/she needs BIA, what the meta-
bolic aims are with the newly initiated BI and
the expected benefits of an insulin analogue
compared to human insulin. The physician
should educate the patient on how to perform
self-injection, to monitor blood glucose levels,
to self-titrate insulin doses and to integrate
these steps into his/her daily life. As part of
these preparatory steps, the physician should
provide the patient with written (web-based)
informational material, demonstrate a positive

attitude and obtain patients’ consent for
cooperation.

D. Making decisions on the type of insulin
After completing the steps outlined above,

the type of BIA initiated, the time of application
(e.g. bedtime), and the details of self-monitor-
ing and self-titration should be defined.

STEP II—Initiation of BIA: setting FPG targets
and training on SMBG (self-monitoring of blood
glucose) for titration

The aims of the following technical descrip-
tion of insulin initiation are to diminish the
potential risks associated with BIA initiation
and to improve efficacy of the first steps. When
initiating BI, the initial dose, the method of self-
monitoring, and the period of time for the ini-
tial dose should be determined.

• The initial dose should be set to 10 U or
0.1–0.2 U/kg body weight (morning/mid-
day/evening, according to patient preference
and lifestyle).

• The patient should be trained on how and
when to self-monitor FPG

• (a) For example, every 3 days or
• (b) On the same days of the week (e.g. on

Mondays and Thursdays) or
• (c) According to a selected algorithm
If any option from the above is selected, the
pattern of self-monitoring should be clearly
explained to the patient.

• The first injection should be administered in
the physician’s office.

• The patient should be advised to continue
the initial dose until the first phone call with
his/her treating physician, educator or dia-
betes nurse before beginning titration.

STEP III—Titration until reaching the target
FPG

The aim of titration is to achieve optimal
glycaemic control by gradually increasing the
daily insulin dose. Titration should also be
individualized on the basis of individual gly-
caemic targets and other patient characteristics.
The overall titration process covers the first
contact with the patient after initiation, the
process of dose increase and monitoring,
including FPG level change and detection of
hypoglycaemic events, as well as scheduled
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communication between the patient and the
physician.

There are several steps in insulin titration:

• First call

• At the end of the first week
• With the physician, educator or diabetes

nurse

• Self-titration

• After the first phone call with the
physician

• 2 U dose increase every 3 days to reach
FPG target without hypos

• In case of hypo

• The cause of hypo should be
determined

• If no clear reason, the dose should be
reduced by 10%

• Repeated call during the second week
• Titration of insulin until target FPG reached
• Communication: the patient together with

his/her physician should determine the
mode of communication

• The patient should schedule a visit with his/
her physician 1 month after insulin
initiation

STEP IV—Stop titration
Titration can lead to three potential out-

comes that indicate titration should be stopped.
Target FPG is reached
Titration should be stopped when target FPG

is reached, and the last dose should be contin-
ued when the target FPG has been reached
without hypoglycaemic events. Self-monitoring
of blood glucose should be continued every 3
days or on the same days of the week (e.g. on
Mondays and Thursdays), and HbA1c should be
checked after 3 months.

The patient experiences hypo events
Titration should be stopped when the

patient experiences hypo events. Hypo events
should be verified (i.e. plasma glucose\70 mg/
dL [\3.9 mmol/L]). Potential errors in insulin
administration, diet, alcohol consumption,
physical activity (including sexual activity)
should be checked and corrected if needed. In
case hypo is corrected, titration should be

continued; if not, the insulin dose should be
reduced by 10–20%.

HbA1c target cannot be reached
When the HbA1c target cannot be reached

with BIA doses of 50–60 U/day or 0.7–1 U/kg
body weight/day after 3 months, regardless of
whether FPG is in the target range, the physi-
cian should

• Carefully review the patient’s lifestyle and
insulin injection technique and adherence
to treatment

• Consider treatment intensification

In addition to providing patients with all
necessary information on the initiation and
titration of BIA, in countries where general
practitioners are involved in insulin treatment,
they should also be educated on how to effec-
tively manage their patients’ switching to BIA,
including SMBG and dose titration.

Steps I to IV are summarized in Fig. 1.

Expert Opinion on the Continuation/
Discontinuation of Sulfonylureas and Other
Oral Antihyperglycaemic Agents
The experts fully agreed that metformin should
be continued with initiation of BIA unless
contraindications or intolerance prevent its use.

On the other hand, there was no full agree-
ment on the continuation of sulfonylureas
(SUs) when BIA was initiated. The experts stated
that SUs are widely used in countries in the SEE
region, even after insulin initiation. Although
they acknowledged that SUs may have benefi-
cial effects (e.g. on glucose toxicity), they
underlined the risk of hypoglycaemic events
and high glucose variability when continuing
SUs. They highlighted that patients in SEE
countries are frequently treated by general
practitioners who are not necessarily familiar
with the placement of different SU generations
in diabetes management. Thus, most experts
agreed that SUs should be discontinued or
replaced with safer drugs when an injectable is
administered, especially when GLP-1 RAs and
modern BIAs are available. However, some
experts would allow their use at lower doses
until initiation of prandial insulin. Moreover,
they highlighted that C-peptide level, even if
not routinely measured in the outpatient
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Fig. 1 Summary of steps I–IV
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setting, may play a role in this decision, as very
low C-peptide levels indicate that there is no
place for SUs.

Recommended Steps When Initiating the Basal
Plus or Basal Bolus Regimen
Theexperts recommended twooptions for adding
prandial insulins (PIs) to a BIA-based regimen:

• Option 1. Stepwise addition of PI: starting at
mealtime with the highest postprandial (PP)
glycaemia, followed by the second and third
meals with the highest PP glycaemia

• Option 2. Introduction of the full basal bolus
(BB) regimen from the beginning

Of these, option 1, ‘‘stepwise addition’’ is the
recommended approach.

With either option, the physician should
ensure that the patient is capable and willing to
comply with the requirements of the new regi-
men. The patient should be provided with
information about the new regimen and the
new insulin type, as well as the new monitoring
and titration schedule that the new treatment
regimen requires with special attention to the
timing of the meal covered by PI. Moreover, for
option 1, the patient should perform a ‘‘7-
point’’ glycaemic profile to identify the meal
with the highest PP glycaemia, as PI should be
initiated at the meal with the highest PP gly-
caemia or with the largest meal. Blood glucose
levels should be monitored, and the doses
should be titrated accordingly.

Overall, short-acting insulin analogues are
preferred to human insulins.

Recommended Steps When Initiating FRC
The characteristics of patients for whom FRC
seems to be the best choice of treatment are
listed in Sect. ‘‘Patient Characteristics That
Should Be Considered When Choosing Between
Basal Insulin, GLP-1 RA or an FRC (Fixed Ratio
Combination)’’. In addition, the physician
should ask the patient about his/her personal or
family history of medullary thyroid carcinoma
(because of a general warning when GLP-1 RAs
are used) and should provide the patient with a
written titration algorithm and information
about FRCs. Titration of FRCs should respect the

same principles as BIA initiation, being as sim-
ple as possible, and should be performed weekly
to avoid gastrointestinal side effects or every
3 days with regular follow-up, especially during
the first 2–3 months.

FRC should be administered at the same time
every day and can be aligned to the main meal.
As FRCs are relatively new products on the
market, HCPs/family physicians may need
education.

How to Involve the Patient in Diabetes
Management

Steps and Elements of the Individualized
Approach
The individualized approach is essential so that
physicians can adapt all steps of BIA initiation
and titration to each patient’s requirements and
lifestyle. The individualized approach requires
that the physician become acquainted with the
patient’s daily life and identify his/her require-
ments and difficulties, with the aim of obtain-
ing the patient’s confidence and reassuring
him/her about the safety of BIAs.

The individualized approach should focus on
the following domains:

• Individualized contact schedule with the
patient

• Individualized glycaemic targets
• Individualized titration process

The information provided to the patients
should be adapted to the patient’s level of
knowledge, education, mental status, manual
dexterity, social status, motivation and family
support.

Patient Guide for Basal Insulin Titration
Taking into account that the initiation and
titration of insulin is an important step in the
course of diabetes, physicians should make
great efforts to explore and answer all questions
raised by the patient. The experts agreed to
prepare a patient guide on insulin titration with
the steps of the titration algorithm.

Figure 2 summarizes this consensus patient
guide with a short introductory description and
a list of parameters with the titration algorithm.
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Fig. 2 Consensus guide for the patients
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The treating physician should fill in the
table with patient-specific values.

Additional Patient Guide Elements for Basal
Bolus and FRC Treatment
In addition to the patient guide elements for BI
treatment initiation and titration, there are
elements that need to be considered when
prandial insulin is added to the regimen or
when an FRC is initiated.

Additional elements of the patient guide
when adding prandial insulin to basal insulin:

• Setting a PPG target
• Instructions on the selected SMBG

scheme adapted to the BP/BB regimen
• Titration adapted to BP/BB regimen
• Self-adjustment of insulin doses (both basal

and prandial)

• How to adjust to physical activities
• How to adjust to caloric intake

• Weight gain issues/nutrition advice

Additional elements of the patient guide
when initiating an FRC:

• Short explanation to the patient on

• The rationale of using FRC
• The metabolic targets
• Specific side effects

• How FRCs should be administered
• How FRCs should be titrated
• How self-monitoring should be adapted to

FRC

Next Steps for Patients Not Optimally
Controlled on a Basal Insulin-Based
Regimen

Checklist of Parameters That Can Indicate
the Need for Further BI Titration
or Intensification
The experts prepared a list of parameters that an
outpatient physician should check to determine
the next steps for a patient treated with basal
insulin who is inadequately controlled or has
frequent hypoglycaemic events. In addition, the

experts listed the steps and specified the re-
evaluation frequency.

Parameters that should be checked:

• Basic glycaemic parameters

• HbA1c
• Fasting or pre-prandial plasma glucose
• PPG
• Daily glucose profile

• Other patient characteristics

• Patient medical history

• Overall treatment history
• GI side effects during previous GLP-1

RA treatment
• Family history of medullary thyroid

carcinoma

• Hypoglycaemic events

• Frequency and severity (overall and
nocturnal)

• Symptomatic and not symptomatic

• Body weight
• Diabetes duration
• Existing comorbidities (including renal

status), especially in cases of titration,
switching or intensification

• Global cardiovascular risk and diseases
• C-peptide levels when measured in out-

patient setting
• Patient preferences and lifestyle (diet,

physical activity, etc.)

Recommended frequency of re-evaluation:

• At the beginning-up to a month—weekly
• Upon stabilization at 3-month intervals

Proposed Next Steps Based on Patient Profile
The experts summarized the clinical situations
that outpatient physicians should consider
when they plan to undertake BI titration, switch
to BIA or enact treatment intensification.

HbA1c and FPG are high without experi-
encing hypoglycaemic events:

• BI doses should be titrated

HbA1c is high and the patient is overweight:

Diabetes Ther (2021) 12:1575–1589 1585



• Adding a GLP-1 RA to BI (or FRCs) should be
considered

HbA1c and PPG are high:

• Basal-bolus regimen or
• Combined BIA ? GLP-1 RA should be

considered

If hypoglycaemic events occur:

• Doses of basal insulin should be adjusted

In addition, some experts recommended the
use of SGLT2 (sodium–glucose cotransporter 2)
inhibitors in the case of postprandial hypergly-
caemia with FPG levels within the target, also
taking into account evidence on the beneficial
effects of SGLT2 inhibitors, which was under-
lined in the latest ADA/EASD position paper.

If titration of BIA is needed, it should be
performed without delay. Any treatment mod-
ification should be discussed with the patients
so that his/her adherence is optimal.

DISCUSSION

The progressive nature of type 2 diabetes usu-
ally necessitates continuous intensification of
therapy in order to reach glycaemic control.
Accordingly, when dual or triple oral regimens
fail to control the glycaemic status,
injectable therapies should be initiated, of
which GLP-1 RAs are recommended. However,
there are patients for whom basal insulin or
basal insulin plus GLP1-RA fixed ratio combi-
nations are the best choice.

Timely insulin initiation and titration to a
glycaemic target are key factors in achieving
adequate glycaemic control, and any clinical
inertia may have adverse physiological conse-
quences. Although there are many potential
ways to overcome both patient and physician
factors that lead to inertia, inertia in initiation,
especially titration of insulin, is a major prob-
lem. Potential activities that can diminish clin-
ical inertia include education of and
communication with the patients, providing
personalized patient guides and simple algo-
rithms. The advantages of insulin analogues
over human insulin—especially the lower risk

of overall and nocturnal hypoglycaemia—may
also help the patients and physicians overcome
clinical inertia.

As clinical inertia is a specific major problem
in the Southeast European (SEE) region, Sanofi
organized a consensus-seeking meeting with the
following aims: (1) to review the current status
of insulin initiation and titration, (2) to review
therapeutic options after failure of dual or triple
noninsulin treatment, and (3) to provide an
algorithm and tools for outpatient physicians
and for patients to optimize basal insulin (BI)
titration.

Eleven leading experts from eight countries
in the SEE region were invited to participate.
They approved the proposed topics before the
meeting.

The experts reached consensus on (1) the pri-
mary factors contributing to clinical inertia and
proposed steps toovercome identifiedbarriers; (2)
a simple algorithm that physicians should follow
when selecting the most appropriate
injectable therapy; (3) the key principles and
practical steps that should be followed when ini-
tiating basal insulin analogue-based regimens
combined or not with prandial insulin or GLP1-1
RAs; (4) patient management that meets the
requirement of the principle of a personalized
approach; and (5) a patient guide aimed to help
patientswith basal insulin initiation and titration
steps. A question in which no definite consensus
was reached was whether to keep or discontinue
sulfonylureas after initiation of insulin.

Similar to other expert consensuses, these
recommendations do not substitute or over-
write currently available international and
national guidelines or rules that provide guides
for patient management and define the appli-
cation of diagnostic and treatment steps, such
as country-specific reimbursement rules for
some drugs. The primary aims were to assist in
the routine everyday clinical work of physicians
who treat patients with type 2 diabetes and to
improve management of these patients.

CONCLUSIONS

Acknowledging the major problem of clinical
inertia in SEE countries in basal insulin
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regimen-treated patients led experts from these
countries to propose recommendations on how
clinical inertia can be overcome, reaching a
consensus on all but one discussed topic. The
experts call for a systematic approach in basal
insulin titration and propose guides to be fol-
lowed by both the treating physicians and
patients to increase the probability of reaching
the glycaemic goal in a real-life setting in a safe
manner.
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