
Figure 2. Starting and titrating basal insulin for patients with type 2 diabetes mellitus (T2DM)

Figure 2 summarises the steps involved in commencing insulin therapy for patients with T2DM with poor glycaemic 
control despite optimal treatment with non-insulin medication(s).

GLP-1 RAs, glucagon-like peptide-1 receptor agonists; HbA1c, glycated haemoglobin; NPH, neutral protamine Hagedorn
a �Insulin detemir (Levemir) will be discontinued in Singapore from August 2025, based on information from the manufacturer. Please check with your distributor or 

institution pharmacist for information on actual stock availability and consider continuity of supply before prescribing.

 

Self-monitoring of blood 
glucose (SMBG) enables 
better assessment of 
the patient’s insulin 
needs (including needs 
regarding control of 
fasting or postprandial 
blood glucose, and 
titration of insulin dose), 
response to therapy, and 
is useful to help detect 
hypoglycaemia.

Continuous glucose 
monitoring devices 
are also available and 
could be considered 
for some patients (e.g. 
patients who may need 
more frequent glucose 
monitoring, patients with 
frequent hypoglycaemia).

• �A common approach is to add bolus or prandial insulin with a short or rapid onset 
of action before meals to control postprandial hyperglycaemia. 

• �Combination compounds such as premixed (biphasic) insulin or insulin/GLP-1 RAs 
are also available and could be considered for patients with regular eating patterns 
who prefer more convenient regimens over multiple daily injections. Premixed 
(biphasic) insulin incorporates a short- or rapid-acting insulin with an intermediate-
acting insulin to manage both prandial and basal insulin needs. 

• �Other considerations informing the choice of intensification regimen include 
glycaemic control requirements, risk of hypoglycaemia, and weight management. 

• �Patient education is crucial and team-based support is needed.

Compared to LAIAs:

• �Higher risk of hypoglycaemia
• �Shorter duration of action, may require 

twice-daily injections

Compared to isophane/NPH:

• �Lower risk of hypoglycaemia, 
especially nocturnal hypoglycaemia

• �Longer duration of action, hence 
once-daily injections (except detemir)

HbA1c above target despite optimal treatment with non-insulin medication(s) 

Select type of basal insulin
taking into account insulin profile, patient needs and preferences, and cost considerations

Intensify insulin therapy

Provide tailored  
patient education  

[see Recommendation 3]

OR

Start:  
0.1–0.2 units/kg/day 
depending on age, 
comorbidities, and fasting 
blood glucose levels.

Titrate basal insulin dose

Adjust:  
2–4 units every three or 
four days, or as clinically 
indicated, until fasting blood 
glucose target is reached.

For hypoglycaemia: 
Address the cause and 
adjust the dose as clinically 
indicated (e.g. by reducing 
the dose by 10–20%).

Initiate basal insulin to control fasting blood glucose 
[see Recommendation 1]

Review concomitant T2DM medications and continue them (at the 
current or lower dose) as appropriate [see Recommendation 2]

AND

 HbA1c above target
AND

High postprandial 
blood glucose

 HbA1c above target
AND

Basal insulin dose exceeding  
0.5 units/kg/day

OR

Intermediate-acting insulin
Isophane/NPH

Long-acting insulin analogues (LAIAs)
Detemira, glargine, glargine biosimilars, 
degludec


