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Diabetic Ketoacidosis Induced by Sodium-
Glucose Transporter 2 Inhibitor in a patient with
Immune Checkpoint Inhibitor-Triggered Type 1
Diabetes: A Case Report.

Dong-Hwa Tsai, Shi-Dou Lin

Division of Endocrinology and Metabolism, Department of Internal Medicine,
Changhua Christian Hospital, Changhua, Taiwan

Type 1 diabetes is a rare complication of immune checkpoint inhibitors (ICl) and may be misdiagnosed
clinically as type 2 diabetes, leading to inappropriate treatment and unnecessary complications. We report a
case of 66-year-old woman who developed type 1 diabetes after receiving pembrolizumab, an ICI, for invasive
ureteral carcinoma. Treatment with dapagliflozin induced diabetic ketoacidosis. Biochemical examination revealed
extremely low fasting C-peptide levels, indicating extremely low insulin secretion. Subsequent glucagon stimulation
tests showed no significant change in C-peptide concentration. The patient’s blood glucose levels gradually
stabilized after intensive insulin therapy. This case reminds clinical physicians to maintain heightened vigilance
in patients undergoing ICI treatment. When symptoms such as hyperglycemia arise, considering the possibility of
type 1 diabetes allows for early diagnosis and timely intervention.



