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• I have no actual or potential conflict of interest in relation to this 
presentation.

• I am employed by Nova Scotia Health

• This presentation is a summary of my experience for learning purposes 
only
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OBJECTIVES

By the end of the presentation, participants will be able to:

1. Discuss monitoring considerations when prescribing and deprescribing 
medications for diabetes.

2. Consider the impact of language used when discussing medications 
with patients and how it may lead to legacy prescriptions.

3. Understand that deprescribing typically doesn’t go as planned and how 
to adapt.
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BACKGROUND

• Pharmacists in NS have a wide scope of practice allowing prescribing in many 
scenarios:

• Minor ailments
• Preventative medicines
• Diagnosis supported by a protocol
• Diagnosis provided by a primary care provider or specialist
• Among others…

• Requires patient assessment, documentation, monitoring, and notification of 
health care team

• My practices: co-located model, 4 rural communities, many referral pathways
SoP: Prescribing Drugs4
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PATIENT CASE
• Jan 2025

• 74 yo F, moved from out of 
province, unattached

• Referral from Diabetes Centre 
nurse (possible prescribing of 
semaglutide for diabetes and 
weight management)

• Mobility issues (uses walker), 
swallowing troubles, dry mouth, 
urinary and bowel incontinence, 
fatigue and hyperglycemia

• Overall poor quality of life

Indication Medication(s)

T2DM
Dyslipidemia
Hypertension

Insulin degludec (Tresiba) 90 units daily
Insulin glulisine (Apidra) 10/10/25 units with meals
Metformin 1000 mg BID
Dapagliflozin 10 mg daily
Atorvastatin 10 mg daily
Ramipril 5 mg daily

Hx edema Furosemide 20 mg daily

Incontinence Oxybutynin 10 mg daily

Essential Tremor Propranolol LA 60 mg daily

Allergies Loratadine 20 mg daily PRN

Endometriosis Medroxyprogesterone 10 mg daily

A1c 8.3, SCr 83, ACR 2.3, Na 137, K 4, LDL 1.21

BP 127/80, HR 85, wt 123 kg

5



6



DRUG THERAPY PROBLEMS GOALS OF THERAPY

• Resolve dry mouth and incontinence

• Improve energy

• Improve glucose control

• Reduce weight

• Improve mobility

• Feel well enough to engage in 
community activities and travel out of 
province to visit family

1. Metformin likely contributing to diarrhea

2. Uncontrolled diabetes increasing risk of 
macro and microvascular complications, 
contributing to incontinence and fatigue

3. Oxybutynin causing anticholinergic effects 
contributing to many symptoms of 
presentation

4. Unclear indication for furosemide, likely 
contributing to incontinence and puts patient 
at risk of renal and electrolyte issues

5. Unclear indication for ongoing 
medroxyprogesterone, may be contributing 
to weight gain and hyperglycemia

6. Unclear if propranolol effective for essential 
tremor
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PLAN

• Patient decided highest priority issues for her

• Reduce metformin to 500 mg BID

• Reduce oxybutynin to 5 mg

• Educated that glucose will likely increase, but this is ok in short term 
while determining adverse effects

• Follow up in 2 weeks
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FOLLOW UP (2 WEEKS LATER, JAN 2025)

Updates:
• Bowel function improved…until it 

didn’t
• Mistakenly stopped oxybutynin 

instead of reducing 
dose…incontinence worsened

• She also stopped furosemide by 
mistake

Priorities:
• Diarrhea 
• Hyperglycemia
• Urinary incontinence 
• Medications contributing to 

weight gain?

Plan:

• Reduce metformin to 500 mg BID

• Start semaglutide (delay)

• Increase degludec to 100 units 
daily (10% increase while awaiting 
semaglutide approval and onset)

• Restart oxybutynin 5 mg daily

• Do not restart furosemide

• Referral for medroxyprogesterone
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ONGOING FOLLOW UP (Q2-4W)

• Diarrhea resolved

• Minimal improvement in glucose (time in range ~5%)

• Increase degludec to 110 units daily

• Reduce evening snacking

• Tolerating semaglutide well (appetite has reduced)

• Glucose time in range 24%

• Urinary symptoms have improved, stopped oxybutynin

• Met with dietitian

• Glucose time in range 65%

• Closely monitor glucose, reduce basal if indicated

• Medroxyprogesterone stopped by specialist

• Mobilizing without aids
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URGENT CONSULT 
(END MARCH 2025, 7 WEEKS AFTER SEMAGLUTIDE START)

• Frequent and severe hypoglycemia (as low as 2.8)

• Degludec already reduced 10% 

• Skipping many bolus doses in past week

• Plan:

• STOP bolus for safety

Following week:

• No bolus doses taken 

• Plan

• Stop bolus insulin for good

• Reduce basal by 10% to 90 units

• Tolerating semaglutide 0.5 mg well, so opted to increase to 1 mg weekly 
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“EVIDENCE”

Semaglutide Properties:

• Per monograph, 0.25 mg is not a therapeutic dose

• Half life ~1 week 

• Steady state (SS) ~4-5 weeks

Week 1 2 3 4 5 6 7 8 9 10 11 12

Dose 0.25 

mg

0.25 

mg

0.25 

mg

0.25 

mg

0.5 mg 0.5 mg 0.5 mg 0.5 mg 1 mg 1 mg 1 mg 1 mg

Steady State Steady State
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CCS: CARDIORENAL RISK REDUCTION CH 4

13



ONGOING FOLLOW UP (Q2W)

Plan: Degludec 80 units, then 76 units 

Plan: Degludec 70 units then 10% reductions 2x/week

Plan: Degludec 52 units, 10% reductions 2x/week

Plan: Degludec 24 units, 4 unit reductions 2x/week

Wegovy? 

April 2025

April 2025

May 2025

May 2025
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ONGOING FOLLOW UP (Q2W)

• Life stressors, consuming more carbohydrate heavy foods

• Patient increased degludec back to 40 units

• Wegovy approved, started semaglutide 1.7 mg weekly

• Tolerated semaglutide 1.7 mg well, opted to increase to 2.4 mg weekly

• Degludec 34 units daily

• Glucose control improved

• New onset constipation

• Plan:

• OTC agent PRN

• Trial metformin increase 
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9 MONTHS INTO WORKING TOGETHER

• Connected with a new family physician – yay!

• Tolerating metformin 1000 mg BID well

• Degludec 30 units daily, plans to continue tapering

• Managing essential tremor now a priority. 

• Physician started primidone 31.25 mg daily increasing by 31.25 mg weekly until at 150-250 mg 
daily, then reassess. 
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ONGOING FOLLOW UP (Q1M)

• Degludec 22 units daily. Glucose very well controlled, recent A1c 6.7. Planning ongoing reduction

• Primidone – benefits vs risks?

• Propranolol effectiveness? 

• Team meeting (physician, pharmacist, patient)

• Tapered primidone 

• Degludec 10 units daily

• Propranolol formulation change and reduction by 20 mg weekly until stopped

• Degludec 8 units daily

• Off propranolol, no change to tremor
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ONGOING FOLLOW UP (Q1M)

• Trial stopping insulin!
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ONGOING FOLLOW UP (Q1M)

• Trial stopping insulin!

• Glucose remains stable without insulin!
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ONGOING FOLLOW UP (Q1M)

• Trial stopping insulin!

• Glucose remains stable without insulin!

• Stressful past month with illness and cataract surgery and complications

• Glucose 8-12, above her target level 

• Options? M
A

Y
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ONGOING FOLLOW UP (Q1M)

• Trial stopping insulin!

• Glucose remains stable without insulin!

• Stressful past month with illness and cataract surgery and complications

• Glucose 8-12, above her target level 

• Options? 

• Other unrelated medical changes, so deprescribing has been paused. Will revisit this fall

J
U

N
E

21



WEIGHT

SEPT 2026   90 kg
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RESOLUTION OF CASE

First Meeting (Jan 2025) March 2025 Now (Sept 2026)

Using cane or walker No mobility aids

Dry mouth, swallowing issues Resolved

Incontinence Resolved

Symptomatic hyperglycemia

A1c 8-9 in past few years

Glucose at target

A1c 7.1

Unable to confidently leave 

home

Attending local musical 

events

Road trips in Maritimes 

with husband

Able to visit family in 

Ontario
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Indication Medication(s)

T2DM

Dyslipidemia

Hypertension

Insulin degludec (Tresiba) 90 units daily

Insulin glulisine (Apidra) 10/10/25 units with meals

Metformin 1000 mg BID

Dapagliflozin 10 mg daily

Semaglutide 2.4 mg SubQ weekly

Gliclazide MR 30 mg daily

Atorvastatin 10 mg daily

Ramipril 2.5 mg daily

Hx edema Furosemide 20 mg daily

Incontinence Oxybutynin 10 mg daily

Essential Tremor Propranolol LA 60 mg daily

Primidone titration

Allergies Loratadine 20 mg daily PRN

Unknown Medroxyprogesterone 10 mg daily 24



TAKE HOME MESSAGES

• Monitor patients starting semaglutide who take insulin closely 
over first 4-12 weeks of therapy

• Insulin (and many other medications) may not be life long

• Deprescribing doesn’t go as planned
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