ESM Figure 1: PLACE OF INSULIN

© Consider immediate
start of insulin

 Severe hyperglycaemia
* Acute glycaemic dysregulation
e When T1D is suspected

© If not already on

GLP-1-based therapies?, consider
use of GLP-1-based therapies®

» Maintain cardiorenal
protective agents

« Maintain metformin,
SGLT2i and GLP-1-
based therapies” to
avoid weight gain and
limit insulin dose and
hypoglycaemia risk

« Consider using
combination products of
basal insulin/
GLP-1-based therapies?

Consider adding insulin when
personalised HbA,_targets are not
met with strategies described in Fig. 4

© When not familiar with
insulin use or when targets

not reached, consider shared
care with specialist team

A

Starting a basal insulin: Once daily
insulin (NPH or preferably analogue to
reduce nocturnal hypoglycaemia risk)

10U/day (bedtime or any time of the
day using ultralong analogues) or once

weekly insulin icodec or efsitora*

2 A

Titrate to FPG target but avoid
overbasalisation of insulin
(consider introduction of CGM)

Intensify along the way and
preferentially at each step

* Healthy behaviour
* Nutritional therapy

* DSMES: with
additional focus on
injection technique,
hypoglycaemia, weight

2 A

When FPG is on target but
HbA, or TIR is not

2 A

If not already on GLP-1-based
therapies?, consider use of
GLP-1-based therapies?

ADD MEALTIME INSULIN UNDER FORM OF: Wﬂ

Basal plus
(progressive addition
of boluses)

Premixed insulins

Consider Automated
Insulin Delivery System

MDI (multiple daily
injections)

Alncludes GLP-1 RA and the dual GIP/GLP-1RA tirzepatide
*Use in line with approved indication. Efsitora is not yet approved as of April 2026. Starting dose of icodec generally 70U/week, efsitora generally 100U/week.

CGM, Continuous Glucose Monitoring; DSMES, Diabetes Self-Management Education and Support; FPG, Fasting Plasma Glucose; SGLT2i, Sodium-Glucose Cotransporter-2 Inhibitor; T1D,
Type 1 Diabetes; TIR, Time in Range.



