
from the editor
 

I
n last issue’s learning curve, I wrote about our market research sister 
company dQ&A’s recent survey of 5,000 people about the social stigma 
that comes with living with diabetes. I also wanted to share how several 

respondents answered the question of how they wish their diabetes 
experience were different. “I wish that people knew how to help me when 
I’m hypoglycemic.” “I wish that people knew we didn’t ask for this disease.” 
“I wish that I did not have to hide when I take insulin outside the house.” 
“I wish that my family would not try to monitor my food and exercise.” 

“I wish that people did not equate diabetes with being fat or lazy.” “I wish people knew how 
much it costs.” “I wish that a cure could be found.” 
 
Many of these wishes might be familiar to you. And what may well be surprising to our 
readers with type 1 is that every single one of the quotes you just read is from a person 
with type 2 diabetes. The same concerns that many of us with type 1 experience are also all 
too common among people with type 2. Type 1 and type 2 are very different, but we’re all 
talking about conditions that involve problems with glucose and insulin production. We’re 
talking about conditions that are shaped by tricky combinations of genetics, lifestyle, and 
environment. We’re talking about conditions that require consistent glucose monitoring and 
carry the short-term risk of hypoglycemia and the long-term fear of complications. 
 
I’m pleased to say that much of the diabetes community has begun to recognize that in a 
significant way. For instance, the Children with Diabetes Friends for Life conference has plans 
next year to invite patients with type 2 diabetes to participate in a type 2 track. It’s a big deal 
that both type 1 and type 2 patients will come together at this meeting. This isn’t just a social 
movement, either. We’re seeing lots of drug classes designed for people with type 2 being 
tested for type 1 patients, including GLP-1 agonists and SGLT-2 inhibitors. 
 
We’ve gained so much in the past few years from the push to think of diabetes in 
individualized terms, and to make sure that we recognize unique challenges. Still, everybody 
with diabetes is on the same journey. To that end, I want to leave you with one last quote from 
a survey participant, who wrote eloquently about how we should all try to move ahead: “Quit 
faulting people with type 2 for getting diabetes. While we know that there is a correlation 
between being overweight and getting type 2, it’s not cut and dried. I think if we remove the 
stigma associated with type 2, we can erase the stigma associated with type 1.”The woman 
who wrote those words uses an insulin pump. She has type 1, not type 2. And, for my money, 
she’s absolutely right. Thank you for pushing us to move on.  
 
very best,
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quotable quotes
“Every single patient in a clinical trial is the bravest person I’ve ever met. We 
just don’t know what is going happen.”

–Dr. Bob Ratner (ADA) at the FDA public hearing on cardiovascular trials interim 
results for drug approval on August 11 in Silver Spring, MD. You can learn more 
about the issue in our letter from the editor.

“I don’t try my best every day. I would be lying my face off if I said that. I 
need to be honest with my doctors about where I’m struggling.”

       –Kerri Sparling (Founder, SixUntilMe) at a diabetes online community panel  
          discussion at the American Association of Diabetes Educators (AADE) conference. 

“There have been documented cases of patients 70 years or older, who show 
changes in the brain as a result of lows. Hypoglycemia is toxic! I strongly sug-
gest that if we can treat and avoid hypoglycemia in adolescent patients, then 
that’s ideal.”

– Dr. Tadej Battelino (University Children’s Hospital, Ljubljana, Slovenia) on 
hypoglycemic events in adolescents at this year’s Achieving Targets in Diabetes Care 
(ATDC) conference.

“We don’t like being told what to do. We like to have some degree of control, 
so the patient and provider should be on the same page.”

– A teenage panelists on the challenges of adolescent care at ATDC. 

“When you lose weight, you’re fighting very strong biology to keep weight 
up. It’s not all willpower, but to overcome that biology, you must do it with 
behavior.”

– Dr. James Hill (University of Colorado, Denver) at ATDC on the challenges of losing 
weight.
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new now next
 
Sanofi and MannKind Partner to Bring Ultra-Rapid Inhaled 
Insulin Afrezza to Market by Early 2015

Twitter Summary: New Sanofi & MannKind partnership to bring inhaled insu-
lin Afrezza to US in early 2015, presumably primarily to type 2 patients to start

On August 11, Sanofi and MannKind announced a partnership to bring 
MannKind’s FDA-approved ultra-rapid inhaled insulin Afrezza to market. The 
companies plan to launch Afrezza in the US by March 2015 for type 1 and type 2 
patients. Sanofi should be a strong partner and we think they will be successful 
bringing Afrezza to many people assuming it is priced the same as other rapid 
acting insulins and that reimbursement is made a major priority by Sanofi. Sanofi 
has a major global presence (it sells insulin in 120 countries), deep experience 
marketing the world’s bestselling insulin Lantus (insulin glargine), and signifi-
cant regulatory, drug development, and reimbursement expertise. 

Afrezza is an ultra-rapid-acting inhaled insulin that the FDA approved on June 
27, 2014 after a patient-driven Advisory Committee meeting. Afrezza peaks in 
just 12-15 minutes, making it much faster than current rapid-acting insulins 
(Humalog, Novolog, and Apidra) that generally take about 45-90 minutes to 
peak. In phase 3 trials, type 1 patients taking Afrezza experienced equivalent gly-
cemic control to Novolog, with less hypoglycemia and less weight gain. In type 2s, 
Afrezza added to pills led to a significant 0.4% improvement in A1c compared to 
those who took pills alone; in addition, twice as many patients on Afrezza reached 
an A1c <7%.

Since a puff of Afrezza is equivalent to either four or eight units of an injected 
rapid- acting insulin, we believe it will be best suited for patients with type 2 dia-
betes; however, Afrezza could be helpful as an ultra-fast correction dose in type 1 
patients, or for very large meals. Afrezza’s inhaled delivery may especially appeal 
to patients who are afraid of needles, especially the significant percentage of type 
2 patients who delay starting on insulin. We also believe it may well be easier for 
doctors and nurses to prescribe since word on the street is that it is less associ-
ated with hypoglcyemia, although that is not actually on the label.

The palm-sized inhaler device should reduce the stigma of visible injections, 
something both type 1 and type 2 patients report experiencing. Afrezza does have 
minor respiratory side effects – in its phase 3 trials, 20-30% of those on Afrezza 
experienced a cough, compared to none of the participants on Novolog. Patients 
should not use Afrezza if they have chronic lung problems, such as asthma or 
COPD.  Before initiation of Afrezza, an evaluation of lung function (e.g., spirom-
etry) should be performed. 

Questions still remain on pricing and reimbursement, but assuming Afrezza is 
priced similarly to other rapid-acting insulins, we don’t envision it will be an is-
sue for type 2 patients to get this reimbursed since it would be used in place of 
other rapid acting insulins that would presumably otherwise be paid for. For type 
1 patients, it’s another story since this will be requested as an another product for 
patients, and one that would be used as a complement, not a substitute. We can 
definitely envision it improving management – this is going to be really interest-
ing to see what happens and of course we’ll keep you updated! We do think if it 
works well for type 1 in correction doses, that advocates will lobby hard to get 
it and get it paid for. At diaTribe, we look very forward to getting our hands on 
some to test drive. –NL/AB/KC
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FDA Gives “Tentative Approval” to BI/Lilly’s insulin glargine 
Basaglar – Full Approval Pending Lawsuit with Sanofi

Twitter Summary: FDA grants “tentative approval” to Lilly/BI’s Basaglar – 
new insulin option will be an alternative to Lantus in future

On August 18, Eli Lilly and Boehringer Ingelheim (BI) announced that the FDA 
granted “tentative approval” to Basaglar (insulin glargine injection) for type 1 
and type 2 patients. Basaglar is biologically similar to Sanofi’s Lantus (insulin 
glargine), including the same protein sequence and a similar glucose-lowering 
profile – in our view, patients can think of it as an alternative form of Lantus. 
While there is no information yet on the pricing for Basaglar, we speculate that it 
will be at least slightly cheaper than both Lantus and Novo Nordisk’s Levemir (in-
sulin detemir), which at retail value cost $430.99 and $380.99, respectively, for 
a carton of five pens at a local Walgreen’s pharmacy. Currently, both Lantus and 
Levemir are protected under patents that prevent competition and enable higher 
pricing. Once these patents expire (the Lantus patent expires in 2015), other 
companies are free to sell “biosimilar” versions of the same insulins. Although the 
FDA does not officially call Basaglar a biosimilar for regulatory reasons, although 
it is considered a biosimilar in Europe, and here at diaTribe, we’re calling it a 
“non biosimilar biosimilar”!

What does a “tentative” approval mean? That’s a good question. The FDA approv-
al is “tentative” due to a lawsuit between Lilly/BI and Sanofi that we wrote about 
last spring in diaTribe #62 – Sanofi has alleged that the new version of Lantus 
infringes the original patent. The lawsuit will delay Basaglar’s full approval in 
the US until mid-2016, unless the court rules in favor of Lilly/BI before then. 
Basaglar is expected to receive full approval in Europe by the end of this month, 
though it will be marketed under a different name. Big picture, despite the law-
suit, we think FDA spoke volumes by moving to approve it so fast and this may 
augur well for other biosimilars though it is very early to say that – we think this 
one moved so quickly given Lilly’s long history as an insulin pioneer. 

As patents for insulins expire, more companies can move into the insulin market, 
driving competition up and hopefully, perhaps providing more affordable alter-
natives. Other companies aside from Lilly/BI have already tossed their hats into 
the ring – Merck and Samsung Bioepsis are currently enrolling participants for a 
phase 3 trial of their insulin glargine product MK-1293, and Biocon’s version of 
insulin glargine (Basalog) is already approved in over ten countries worldwide. 
Many more patients need insulin than can currently afford it and we look forward 
to having more options available for patients. –AJW/ER/KC

 
Insulet’s Next-Generation Personal Diabetes Manager will  
Integrate with Dexcom Gen 5 CGM and Mobile App

Twitter summary: Insulet’s next-gen PDM will integrate with Dexcom’s Gen 5 
CGM and mobile app – like so many patients had always hoped!

On August 5, Insulet announced that its next-generation OmniPod Personal Dia-
betes Manager (PDM) will use Bluetooth technology to connect to Dexcom’s Gen 
5 CGM system and mobile app. This integration will allow for OmniPod insulin 
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pump and Dexcom CGM information to be displayed on both the mobile app and 
on the Insulet PDM itself, giving patients who use Insulet far more flexibility to 
view their data. 

Insulet plans to develop a prototype of the next-generation PDM in time for the 
ADA 2015 conference next summer (wow! They are moving fast!), though the 
new PDM and Dexcom’s Gen 5 system likely won’t be commercially available 
until 2016 at the earliest (Dexcom plans to submit the Gen 5 system to the FDA 
by the end of 2014 or in early 2015). Given that approximately 25% of OmniPod 
users also use a Dexcom CGM, integrating data from these devices into a single 
platform makes a lot of sense – patients will benefit from needing to carry fewer 
things around (e.g., an OmniPod PDM rather than an OmniPod PDM + a Dex-
com receiver) – we assume most have their smartphone with them assuming they 
have access to one. To boot, the integration will allow patients and providers to 
see pump and CGM data in one place. –AJW/AB/KC 

Asante MySnap Program Paves the Way for Customizable  
Insulin Pumps

Twitter Summary: Asante MySnap allows users to customize the design of their 
pumps, plus a new “upgrade” program and plans for a next-generation pump

At AADE in August, Asante announced the national launch of the Snap insulin 
pump and the MySnap Program, a service that enables patients to customize 
the look of their insulin pumps – consumers can choose which colors they want 
for the face, frame, and accent on the Snap pump. MySnap products will begin 
shipping on November 24, and any Snap pumps ordered before then will get the 
MySnap service for free. People who currently have an Asante Snap pump can 
upgrade to a MySnap customizable colored pump for a $99 fee, which is part of 
a larger upgrade plan by Asante that will allow customers to upgrade to any new 
Asante product for $99. Asante also offers a free trial program for new patients to 
try the Snap pump for free for four weeks.

Asante also plans to launch a next-generation Snap pump with connectivity capa-
bilities. Most notably, the Snap pump will eventually integrate with the Dexcom 
Gen 5 mobile platform (similar to the Insulet partnership), allowing the Dexcom 
mobile app to display both Snap pump and Dexcom CGM data in one place. 
Asante also plans to build its own mobile app (“SnapCoach”) that will display the 
status of your pump, send notifications to your loved ones, and allow users to 
remotely bolus from the app, eliminating the need to pull out the pump, which 
would be very cool. The timing of the launch will depend on FDA approval, which 
we expect would take at least six -12 months after submission. To learn more 
about the Asante Snap pump, please read Adam Brown’s test drive. –AWJ/VI 

NIH Commits $20 Million for Pivotal Artificial Pancreas  
Studies 
 

Twitter summary: NIH commits $20 million for outpatient artificial pancreas 
studies for potential FDA submission – a big step that speaks volumes

On July 21, the NIH announced a major initiative to commit $20 million to fund 
home studies of artificial pancreas devices; the goal is to generate data for regu-
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latory agencies like the FDA. Any organization is eligible to apply for the one to 
three awards available, including for-profit businesses, academic institutions, 
non-profits, foreign organizations, and governments. We’re not positive, but 
based on the NIH’s wording, the studies that are ultimately funded could provide 
the data for FDA approval of an artificial pancreas device. However, the criteria 
for proposed trials are fairly general and do not provide specific insight as to what 
these studies will look like – we imagine the NIH wanted to keep this open. As a 
reminder, the FDA’s final Artificial Pancreas Guidance is also highly flexible and 
does not provide a detailed template for how companies and researchers should 
design artificial pancreas pivotal studies. We would assume studies to support 
approval of an artificial pancreas will last a minimum of three or six months in at 
least 100 patients.  

The NIH has been a major funder of artificial pancreas trials, with over $100 
million committed over the past decade – we thank the US government agency 
for being so forward looking and for working to support and ensure patient safety 
while moving things on this front forward. Their funding includes resources for 
exciting research conducted by the Bionic Pancreas group at Boston University/
MGH, the UVA closed-loop trials, Xeris’ work on a stabilized glucagon, and more. 
To learn more about research on the artificial pancreas, please visit our resource 
page at diaTribe.org/artificialpancreas. This is exciting, cutting edge work and 
although big safety questions exist as with all potentially transformational re-
search, we are excited to see NIH moving this ahead and will keep close watch on 
who garners these funds.  –NL/KC

 
Roche Launches First-Ever Blood Glucose Meter with Built-in 
Bolus Calculator

Twitter summary: Roche launches first-ever BGM with built-in bolus calculator 
– important advance for MDI patients

At the recent AADE conference, this August, Roche discussed its new Accu-Chek 
Aviva Expert blood glucose meter, the first such device in the US to have a built-
in bolus calculator (the European version of Abbott’s FreeStyle InsuLinx also has 
a built-in bolus calculator and similar devices are available globally). The FDA 
approved the new Roche meter last October, and it was launched in the US this 
spring (it had previously been available in Europe). While all insulin pumps have 
built-in bolus calculators, patients on multiple daily insulin injections must do 
the math themselves. The new Roche meter aims to eliminate the general frus-
tration and potential errors that come with manually calculating insulin doses, 
which we believe will reduce the risks of taking the wrong amount of insulin – for 
some, dramatically. According to Roche, 79% of people using the meter feel more 
confident with insulin dosing, and 52% have less fear of hypoglycemia, based on 
a survey. A multicenter study also found that 63% of manually calculated insu-
lin doses were incorrect. As the majority of people on insulin use multiple daily 
injections rather than a pump, this should be a welcome tool for reducing the 
hassle and uncertainty of bolus calculations. It’s also important to appreciate the 
importance of the approval given that historically, FDA did not approve products 
like this that “automated” anything. Exciting movement!  –AJW/VI/KC 
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diaTribe Presents at the FDA – A Public Hearing About the 
Challenges of CVOTs and Bringing Drugs to Market 

Twitter Summary: dT presents at @US_FDA on interim results for CVOT trials 
in #diabetes & why we can’t delay innovation

In 2008, the FDA mandated that companies demonstrate that new diabetes 
drugs don’t carry an excessive risk of heart disease or strokes (‘cardiovascular’ 
risk) – see our 2009 interview with FDA patient representative Rebecca Kil-
lion who had strong opinions about that vote. Since cardiovascular events occur 
infrequently – especially in trials, where patients are under close supervision – 
companies must as a result of guidance stemming from the 2008 Avandia saga 
(see our interview with Dr. Steven Nissen from 2007 for more on this) conduct 
long and expensive cardiovascular outcomes trials (known as “CVOTs”) to dem-
onstrate that their drugs are safe. While the additional data is very important for 
understand long-term side effects and safety profile, it adds time and expense to 
bring new drugs to market. Companies have the option to speed up this process 
by revealing data from the trial before it ends, although this strategy could have a 
downside – in some cases, this action could compromise the integrity of the trial, 
since results are supposed to blinded right until the end and some worry that if 
patients find out results, they may leave the trial for various reasons. On August 
11, the drug division of the FDA held a public hearing to discuss this issue, and 
the diaTribe and Close Concerns teams presented on behalf of patients. 

The day featured public presentations and discussion from a range of experts, 
including the ADA’s Dr. Robert Ratner, who spoke most compellingly on behalf 
of patients, in our view (he was a very respected long-time researcher before tak-
ing the reigns at the ADA running the science side). Some talks, including ours as 
well as Dr. Ratner’s, centered on ways the FDA should balance innovation with 
the need to gather long-term safety data on new drugs. diaTribe editor-in-chief 
Kelly Close presented on the challenges of revealing early results from CVOTs, 
as well as the consequences of the CVOT requirement on innovation (e.g., multi-
year delays on Novo Nordisk’s insulin degludec and potentially transformational 
combo insulin/GLP-1 Xultophy, fewer funds going into the field, etc.) 

Speaking on behalf of diaTribe and dQ&A, Manu Venkat presented a dQ&A 
survey of 5,300 patients, sharing their perspectives on biasing trial results when 
early data is released. (A sidenote – if you do not take dQ&A surveys and want 
to get your voice heard, please write nida@d-qa.com.) The issue is unquestion-
ably complex, and a number of presentations focused on the need for clearer FDA 
guidelines on appropriate and optimal trial design and data disclosure. Notably, 
the FDA’s Dr. Lisa LaVange expressed concern that CVOT safety requirements 
could drive companies away from diabetes research and innovation (indeed, the 
requirement has already driven companies like BMS out of diabetes in addition 
to significantly raising the bar on taking drugs through the approval process). 
The outcome of the hearing is unclear, and we’ll be staying very tuned to see what 
happens; we will report back to you pronto on this. To learn more about CVOTs 
and how they influence drug development, please read our letter from the editor 
on the FDA public hearing. – NL
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BD Medical’s Autoshield Duo Pen Needle Tackles  
“Needlephobia,” Now Available in the US

Twitter Summary: BD’s new pen needle attacks #needlephobia at the source – 
now available at US pharmacies

On August 6, BD announced the US launch of the Autoshield Duo Pen Needle. 
This technology aims to tackle “needlephobia” at the source by making the needle 
virtually invisible throughout the entire injection process. Two shields (one in 
front and one in back) completely cover the needle, which prevents exposure 
before and after an insulin injection. Immediately after injection, the front shield 
clicks to confirm the needle has penetrated the skin, and shortly after, a red band 
appears to indicate that the injection is complete. These shields could also im-
prove safety in hospital or when taking insulin in schools, as there would be no 
risk of loose needles lying around. The needle also doesn’t require re-capping 
after injection, meaning users can dispose of the needle whenever it’s convenient 
for them. For young kids, anyone newly diagnosed with diabetes, people who 
“inject on the go,” or those who generally have a strong aversion to needles, the 
new BD needle may provide a more comforting and safer method for handling 
injections – you can learn more about the product and how to use it with this neat 
graphic on the BD website. ¬Needle injections can cause anxiety for many people, 
and it’s heartening to see many companies (BD, Medtronic, and Lilly among 
them) working to decrease the frequency, visibility, and pain of injections. What 
else would you like to see on this front? Write comments@diaTribe.org to fill us 
in so we can share your views more widely.–AJW/VI/KC

 
FDA approves Invokamet – the first ever SGLT-2 inhibitor/met-
formin fixed dose combination available in the US

Twitter Summary: FDA approves first-ever SGLT-2 inhibitor/metformin combo 
pill in the US – Janssens’s Invokamet launched Aug 18 

On August 8, Janssen announced the FDA approval of Invokamet, a fixed-dose 
pill containing Invokana (canagliflozin, an SGLT-2 inhibitor) and metformin. The 
company launched the drug on August 18 in the US. Invokamet is the first SGLT-
2 inhibitor/metformin combination available in the US and the second available 
in Europe (after AstraZeneca’s Xigduo) after it was approved this past April under 
the name Vokanamet. 

Invokamet is a twice-daily pill, though Janssen is working on a once-daily ver-
sion of the drug. SGLT-2 inhibitors are a class of drugs that lower glucose levels 
by causing the kidney to excrete excess glucose through urine, which lowers A1c 
and can even lead to some weight loss. There are currently three SGLT-2 inhibi-
tors available in America, including Janssen’s Invokana, AstraZeneca’s Farxiga 
(dapagliflozin), and Boehringer Ingelheim and Lilly’s Jardiance (empagliflozin). 
To learn more about the history, mechanism, side effects of SGLT-2 inhibitors, 
please read our learning curve on “What Invokana’s Day at the FDA Means for 
the Future of SGLT-2s”. On the other hand, metformin is a widely used treatment 
for type 2 diabetes, popular because of its efficacy, safety, low cost, and ease of 
use. For type 2 patients not at goal or for those who take many medications, Invo-
kamet could be a convenient and more efficacious alternative to taking metformin 
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or Invokana alone or separately. With Invokanamet as the first-of-its kind com-
bination of these two drugs available in America, it has the potential to reduce 
co-pays and the burden of taking multiple pills.–AJW/NL

 

adam’s corner

How many factors actually affect blood  
glucose?
by Adam Brown

Twitter summary: Adam identifies at least 22 things that affect blood glucose, 
including food, medication, activity, biological, & environmental factors.

Short summary: As patients, we tend to blame ourselves for out of range 
blood sugars – after all, the equation to “good diabetes management” is suppos-
edly simple (eating, exercise, medication). But have you ever done everything 
right and still had a glucose that was too high or too low? In this article, I look 
into the wide variety of things that can actually affect blood glucose - at least 
22! – including food, medication, activity, and both biological and environmen-
tal factors. The bottom line is that diabetes is very complicated, and for even 
the most educated and diligent patients, it’s nearly impossible to keep track of 
everything that affects blood glucose. So when you see an out-of-range glucose 
value, don’t judge yourself – use it as information to make better decisions.  

As a patient, I always fall into the trap of thinking I’m at fault for out of range 
blood sugars. By taking my medication, monitoring my blood glucose, watch-
ing what I eat, and exercising, I would like to have perfect in-range values all the 
time. But after 13 years of type 1 diabetes, I’ve learned it’s just not that simple. 
There are all kinds of factors that affect blood glucose, many of which are impos-
sible to control, remember, or even account for.  
 
Based on personal experience, conversations with experts, and scientific research, 
here’s a non-exhaustive list of 22 factors that can affect blood glucose. They are 
separated into five areas – Food, Medication, Activity, Biological factors, and En-
vironmental factors. I’ve provided arrows to show the general effect these factors 
have on my blood glucose (a sideways error indicates a neutral effect), but em-
phasize that not every individual will respond in the same way (and even within 
the same person, you may be different from day-to-day or over time). Certain fac-
tors may also apply more to type 1 vs. type 2 diabetes (or the other way around). 
The best way to see how a factor affects you is through personal experience – test 
your blood glucose more often or wear a CGM and look for patterns. Please email 
me at adam.brown@diaTribe.org with your thoughts on this article or any factors 
you would add.  
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After 13 years of 

type 1 diabetes, I’ve 

learned that there are 

all kind of factors that 

affect blood glucose, 

many of which are 

impossible to control, 

remember, or even 

account for. 

Adam Brown identifies at 
least 22 things that affect 
blood glucose. 
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FOOD 
 

Factor Typical 
Effect on 

Blood 
Glucose

Comments More 
Information

1. 
Carbohydrates 
(rapidly)

é(rapidly) Of all the three sources 
of energy from food 
(carbohydrates, protein, 
and fat), carbohydrates 
affect my blood glucose the 
most. Accurately counting 
carbs is very difficult, and 
getting the number wrong 
can dramatically affect 
blood glucose. The type of 
carbohydrate also matters – 
higher glycemic index carbs 
tend to spike blood glucose 
more rapidly.

Adam’s 
Corner in 
diaTribe #58

2. Fat é Fatty foods tend to make 
people with diabetes more 
insulin resistant, meaning 
more insulin is often 
needed to cover the same 
amount of food relative to 
a similar meal without the 
fat. On my pump, I typically 
use temporary basals or 
extended boluses (square 
and dual-wave) to cover 
high-fat meals. This effect 
is most notable if you eat a 
lot of fat at one time – for 
instance, when snacking on 
nuts, I’ll observe a steady 
rise in blood glucose over 
many hours. 

Wolpert et 
al., Diabetes 
Care 2013

Of the three sources of energy 
from food, carbohydrates 
affect my blood glucose the 
most.

Fatty foods tend to 

make people with 

diabetes more insulin 

resistant, meaning 

more insulin is often 

needed to cover the 

same amount of food 

relative to a similar 

meal without the fat.
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3. Protein è or  é If you’ve ever eaten a 
protein-only meal with very 
few carbs (e.g., salad with 
chicken), you may have seen 
a noticeable rise in blood 
glucose (~20-50 mg/dl). 
Though protein typically has 
little effect on blood glucose, 
in the absence of insulin, 
it can raise blood glucose. 
When I’m eating a carb-free, 
protein-only meal, I still 
take a bit of insulin to cover 
it (usually an equivalent of 
about 10-15 g of carbs)

Franz, 
Diabetes 
Educator 
1997

Smart et al, 
Diabetes 
Care 2013

4. Caffeine è or  é Many studies have 
suggested that caffeine 
increases insulin resistance 
and stimulates the release 
of adrenaline. Personally, 
I know that if I have a cup 
of coffee, I’ll see at least a 
20-30 mg/dl rise in blood 
glucose, particularly in the 
morning when I’m more 
insulin resistant. 

Lane, Journal 
of Caffeine 
Research 
2011

5. Alcohol è or  é Normally, the liver releases 
glucose to maintain blood 
sugar levels. But when 
alcohol is consumed, the 
liver is busy breaking the 
alcohol down, and it reduces 
its output of glucose into 
the bloodstream. This can 
lead to a drop in blood 
sugar levels if the alcohol 
was consumed on an empty 
stomach. However, alcoholic 
drinks with carbohydrate-
rich mixers (e.g., orange 
juice) can also raise blood 
sugar. When drinking 
alcohol, make sure you test 
your blood glucose often and 
that someone responsible 
nearby knows you have 
diabetes.

American 
Diabetes 
Association

 
 
 

Many studies have 

suggested that 

caffeine increases 

insulin resistance and 

stimulates the release 

of adrenaline.

When drinking 

alcohol, make sure 

you test your blood 

glucose often and that 

someone responsible 

nearby knows you 

have diabetes.
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MEDICATION 
 

Factor Typical 
Effect on 

Blood 
Glucose

Comments More 
Information

6. 
Medication 
dose

ê or  é For those of us with diabetes 
on any medication (pills or 
insulin injections), the dose of 
medication directly impacts 
blood glucose – in most cases 
(but not always), taking a 
higher dose of a diabetes 
medication means a greater 
blood glucose-lowering effect 

Your 
medication’s 
label and 
package 
insert

7. 
Medication 
timing

ê or  é In addition to dose, medication 
timing can also be critical. For 
instance, taking rapid-acting 
insulin (Humalog, Novolog, 
Apidra, and Afrezza) 20 
minutes before a meal is ideal 
for me - it leads to a lower 
spike in glucose vs. taking it at 
the start of the meal or after 
the meal has concluded. Note 
that this works best for me, 
although this can vary among 
individuals – please consult 
your health care provider to 
discuss the optimal timing of 
insulin. The timing of many 
type 2 diabetes medications 
matters a lot – some can 
consistently be taken at any 
time of day (e.g., Januvia, 
Victoza), while others are most 
optimally taken at meals (e.g., 
metformin).

Your 
medication’s 
label and 
package 
insert

8. 
Medication 
Interactions

ê or  é Non-diabetes medications can 
interfere with your diabetes 
medications and blood glucose. 
Consult the information 
included in both your diabetes 
and non-diabetes medications. 

ADA’s My 
Medicine 
Tracker

 
 
 
 
 
 

In addition to dose, 

medication timing can 

also be critical.

The timing of many 

type 2 diabetes 

medications matters 

a lot - some can be 

taken at any time of 

day, while others are 

optimally taken at 

meals.
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ACTIVITY 
 

Factor Typical 
Effect on 

Blood 
Glucose

Comments More 
Information

9. Light 
exercise

ê Light activity can have a 
surprising glucose-lowering 
effect – I find that walking 
tends to lower my blood sugar 
by about 1 mg/dl per minute. 
I have seen drops as large as 
46 mg/dl in 20 minutes, more 
than 2 mg/dl per minute and 
others see even more.

Adam’s 
Corner in 
diaTribe #51 

10. High-
intensity 
and 
moderate 
exercise

ê or  é Exercise is often positioned as 
something that always lowers 
blood glucose; however, high-
intensity exercise, such as 
sprinting or weight lifting, can 
sometimes raise blood glucose. 
This stems from the adrenaline 
response, which tells the body 
to release stored glucose. 
Often, I find this happens when 
I’m exercising in the morning 
on an empty stomach. But this 
is not a reason to avoid high 
intensity exercise – studies 
show it can improve blood 
glucose for one to three days 
post-exercise! Note that in 
some cases high-intensity 
exercise can also drop blood 
glucose very rapidly (2-3 mg/
dl per minute), especially if you 
have insulin on board in your 
pump. The best way to see how 
individual exercise sessions 
affect your blood glucose is to 
test prior and after activity.

“The 
Impact of 
brief, high-
intensity 
exercise 
on blood 
glucose 
levels” 
(Diabetes 
Metab Syndr 
Obes 2013)

 
 
 
 
 
 
 
 
 

The best way to 

see how individual 

exercise sessions 

affect your blood 

glucose is to test 

prior and after 

activity.
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BIOLOGICAL 
 

Factor Typical 
Effect 

on 
Blood 

Glucose

Comments More 
Information

11. Dawn 
phenomenon

é The “dawn phenomenon” 
occurs in people with and 
without diabetes. The term 
refers to the body’s daily 
production of hormones 
around 4-5 AM. During 
this time, the body makes 
less insulin and produces 
more glucagon, which 
raises blood glucose. The 
best way to figure out 
how dawn phenomenon 
affects you is to wear a 
CGM or wake up and 
test your blood glucose 
early in the morning. 
If you take insulin, you 
may need to time your 
dose to cover this early 
morning rise in glucose. 
Not everyone experiences 
dawn phenomenon, but it 
is common!

Dawn 
phenomenon 
(ADA)

12. Infusion 
set issues (e.g., 
length of wear, 
occlusions, air 
bubbles)

é A huge number of factors 
in infusion sets can lead 
to higher glucose levels: 
air bubbles in the tubing, 
an occluded cannula, an 
infected site, or even the 
location of the set. If you 
wear a pump and your 
glucose is unexpectedly 
high, a good first step is 
to change your set. I find 
that my glucose always 
tends to run higher on 
the third day. In addition, 
I tend to get the best 
absorption wearing sets in 
my buttocks and the worst 
absorption in my legs – yet 
again, this varies among 
patients.

“Insulin 
Infusion Set: 
The Achilles 
Heel of 
Continuous 
Subcutaneous 
Insulin 
Infusion” 
(JDST 2012)

If you wear a pump 

and your glucose is 

unexpectedly high, a 

good first step is to 

change your set out.

The “dawn 

phenomenon” occurs 

in people with and 

without diabetes.
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13. Scar 
tissue and 
lipodystrophy

é Using the same sites on 
the body for injections or 
infusion sets can lead to 
lipodystrophy and scar 
tissue buildup – these 
result in erratic absorption 
of insulin, making it 
harder to spend more 
time in range. To avoid 
these issues, rotate your 
injection/infusion sites 
and don't reuse needles.

Common 
Insulin 
Injection 
Challenges 
(BD)

Insulin Pump 
Therapy 
(AADE)

14. Insufficient 
Sleep

é In my experience, I have 
found that I need nearly 
25% more insulin on 
days following less than 
seven hours of sleep; my 
highest blood glucose of 
the day is even higher on 
days following little sleep; 
and my glucose is 21% 
more variable when I do 
not sleep enough. These 
findings are consistent 
with many studies, which 
have found that not getting 
enough sleep leads to 
worse diabetes control, 
insulin resistance, weight 
gain, and increased food 
intake.

Adam’s Corner 
in diaTribe #53 
– see my full 
length article 
on sleep and 
glucose control 
for a more 
comprehensive 
list of related 
research studies

15. Stress and 
illness

é Stress and illness can 
cause the body to release 
adrenaline, glucagon, 
growth hormone, and 
cortisol. As a result, more 
glucose is released from 
the liver and the body can 
become less sensitive to 
insulin. In some cases, 
people are much more 
insulin sensitive right 
before getting sick and 
can tend to run low blood 
sugars. Personally, I 
have found exercise, time 
outside, and meditation 
to be most helpful against 
combatting stress.

UCSF Diabetes 
Education 
 
ADA

I have found that I 

need nearly 25% 

more insulin on days 

following less than 

seven hours of sleep!

Personally, I have found 

exercise, time outside, 

and meditation to be 

most helpful against 

combatting stress. 
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16. Allergies é Though I have not found 
any studies on this topic, 
some patients report 
higher glucose levels when 
they have allergies. Some 
have speculated that it’s 
due to the stress hormone 
cortisol.

Can allergies 
raise glucose 
level? (Diabetes 
Forums)

Allergies and 
Blood Sugar 
(TuDiabetes)

17. A higher 
glucose level 
(“glucotoxicity”)

é Hyperglycemia can 
lead to a state known as 
“glucotoxicity,” which 
can actually cause insulin 
resistance. Have you ever 
needed to correct a very 
high blood sugar with 
much more insulin than 
your correction factor 
would suggest? I find that 
simply having a high blood 
glucose for many hours 
makes me appear much 
more insulin resistant. 

Vuorinen-
Markkola et al., 
Diabetes 1992

Kim et al., 
Circulation 
2006

18. Periods 
(Menstruation)

éorê There is not a definite 
answer to the question 
of how periods affect 
women’s blood sugars. 
Many women report 
having higher blood sugar 
levels a few days prior 
to their period starting, 
but some women notice a 
sharp drop in sugar levels. 
To figure out how you 
respond, your best bet is 
to test your blood glucose 
often during this time of 
month.

Periods 
(Menstruation) 
and Diabetes 
(Diabetes UK)

Why are my 
blood sugars 
affected by 
my period? 
(Diabetes 
Sisters)

19. Smoking é Some studies suggest that 
smoking can increase 
insulin resistance, and 
people with diabetes who 
smoke are more likely 
than nonsmokers to 
have trouble with insulin 
dosing and managing 
their diabetes. Smokers 
also have higher risks for 
serious complications.

CDC

Chiolero et al, 
AJCN 2008
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ENVIRONMENTAL 
 

Factor Typical 
Effect on 

Blood 
Glucose

Comments More 
Information

20. Insulin 
that has 
gone bad

é I’ve fried my insulin by exposing 
it to direct sunlight or leaving 
it in the car on a hot day. The 
worst part is that it’s hard to 
know if it has actually gone 
bad unless you try a new vial. 
I’ve found that insulin that has 
“gone bad” will typically still 
work, but just not as well – I 
may need more insulin than 
I think to bring my glucose 
down, and the insulin may work 
unpredictably. Unopened insulin 
should be stored in a refrigerator 
at approximately 36-46 °F. 
According to the FDA, insulin 
can be left unrefrigerated at a 
temperature from 59-86 °F for 
up to 28 days.

Information 
regarding 
insulin 
storage 
(FDA)

 21. An 
accurate 
blood 
glucose 
reading

é While this seems fairly obvious, I 
often find myself testing multiple 
times in a row, since I do not 
believe the initial value – in 
many cases, the second time 
I get a much lower value, and 
it’s because I failed to wash my 
hands. For a meter that needs a 
tiny 0.3 microliter blood sample 
(the smallest currently on the 
market), a speck of glucose on 
the finger the weight of a dust 
particle will increase the reading 
by 300 mg/dl! I recommend 
retesting if you don’t believe the 
value on the meter; if you wear 
CGM, it’s great to reality check 
the meter value against your 
sensor reading. The diabetes 
online community has also done 
a lot of work advocating for more 
accurate blood glucose testing 
supplies.

Glucose 
Monitoring 
After Fruit 
Peeling 
(Diabetes 
Care 2011)
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22. Altitude ? Though most studies related to 
diabetes and altitude concern 
the accuracy of blood glucose 
meters, there are some reports 
that altitude can increase insulin 
resistance. I’ve found that when 
I go to high altitude regions like 
Colorado, I need about 20-30% 
more basal insulin. However, if 
you go to a high altitude place to 
do activity (e.g., skiing), you may 
find that you need less insulin.

High Altitude 
Diabetes (A 
Sweet Life)

Blood 
Glucose and 
Altitude 
(Diabetes 
Forecast)

 
[Editor’s Note: Adam is a patient with diabetes and not a health care provider. 
Please consult with your health care provider before making any changes to 
your diet, insulin, or medication regimen.] 
 
Adam is Senior Editor of diaTribe and Chief of Staff/Head, Diabetes Technol-
ogy at Close Concerns. He is a graduate of the University of Pennsylvania and 
serves on the board of Insulindependence and the San Francisco branch of 
JDRF. He was diagnosed with type 1 diabetes at the age of 12 and has worn an 
insulin pump for the last 12 years and a CGM for the past four years. Adam is 
passionate about exercise, nutrition, and wellness and spends his free time out-
doors and staying active. He can be contacted at adam.brown(at)diatribe.org 
or @asbrown1 on twitter. 
 

conference pearls

An Emerging Trend in Diabetes Education 
from AADE 2014 – Virtual Care and  
Telehealth Robots?

by Melissa An, Varun Iyengar and Alexander J. Wolf 

Twitter summary: At this year’s #AADE14, we heard more about a new trend 
in #diabetes education – telehealth and virtual care. 
 
Short summary: At this year’s 2014 AADE Conference in Orlando, we heard 
about several emerging trends in diabetes education and delivery services. 
There was a noticeable interest in telehealth – a trend that stands to make dia-
betes care more convenient and accessible to everyone.  

At this year’s American Association of Diabetes Educators (AADE) Conference, 
diabetes educators gathered in Orlando to learn about the latest in diabetes 
drugs, technologies, educational methods, and more. One of the most interesting 
topics of the conference from our view this year was the evolving role of diabe-
tes educators in a new health care environment where many health centers are 
changing the way they approach diabetes. One emerging trend garnered a lot of 
attention throughout the conference: 
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In a packed room at 

a talk on telehealth, 

dozens of audience 

members planned to 

implement telehealth 

services at their 

diabetes education 

centers.

Telehealth – Health Care Moves into Virtual Reality 

In a packed room at a talk on telehealth, dozens of audience members planned 
to implement telehealth services at their diabetes education centers. Indeed, a 
recent study from Deloitte estimated that there will be 75 million electronic visits 
to general practitioners in Canada and the US this year, out of 600 million ap-
pointments. The telehealth industry is also expected to expand 10-fold by 2018, 
generating up to $4.5 billion compared to the $440 million in telehealth revenue 
in 2013. There is no question that telehealth is a growing piece of health care 
delivery, and its corresponding convenience and efficiency are exciting from a 
patient perspective. 

• Telehealth is a service in which patients and providers can ex-
change health information through electronic communication 
(entire clinician visits, nutrition consultations, etc.). It allows people to have 
full-length health care visits over video-chat on a big TV/computer screen, 
where the patient is typically at his or her local (often rural) health center 
and the health care provider is based at a more distant (often urban) center. 
Some centers even have “telehealth robots” equipped with video screens that 
can roam the hospital hallways and bring a health care provider right to the 
bedside. Other programs, such as HealthTap Prime or Doctor on Demand, 
allow users to contact (via video-chat, audio call, and/or text) a health care 
provider right from their phones, computers, and/or tablets – no matter the 
location. These types of programs can be expensive, though, at $99/month 
for HealthTap Prime and $40/appointment for Doctor on Demand. 

• The biggest benefits of telehealth are lower costs and time, partic-
ularly for those who cannot access care nearby. Telehealth can elimi-
nate the need to drive long distances, navigate busy centers, or take large 
amounts of time off of work for an appointment. It also gives people access 
to more medical professionals and specialists, as not every town may have 
an endocrinologist, psychiatrist, etc. According to the National Rural Health 
Association, only 10% of health care providers practice in rural areas, though 
nearly 20% of the US population lives in rural areas - that trend is especially 
concerning given the shortage of diabetes care providers all over the coun-
try. Medicaid currently provides reimbursement for telehealth in 45 states 
(the exceptions are Iowa, Massachusetts, New Hampshire, New Jersey, and 
Rhode Island), and it is partially covered for all people on Medicare.  
 
While this mode of care may sound intimidating or impersonal, it’s akin to 
the level of personal interaction that someone would have over video chat 
software (e.g., Skype, Facetime, Google Plus) that are widely used for social 
and professional communication. For those who would otherwise have to 
travel hours to see an endocrinologist, this trade-off may well be worth it. 
Some centers have already seen great results; one center reported at AADE 
that 9 out of 10 of their patients who have done telehealth would recommend 
it to family or friends. For information about nearby telehealth services, 
check out the Telehealth Resource Center for a list of regional telehealth pro-
grams. 

For those who would 

have otherwise have 

to travel hours to see 

an endocrinologist, the 

trade-off for telehealth 

may well be worth it.
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diaTribe dialogue

Staying Honest, Positive, and Open with  
Diabetes – A Panel Discussion from Diabe-
tes Experts at the AADE 2014 Conference

by Alexander Wolf, Varun Iyengar, and Nancy Liu 

Twitter summary: Even the experts struggle w/ #diabetes: what this 
#AADE14 panel had to say about how to be honest about diabetes 

Short summary: At AADE 2014, a panel of five diabetes educators and advo-
cates (Jennifer Block, Jill Weissberg-Benchell, Jeff Hitchcock, Kerri Sparling, 
and Bennet Dunlap) discussed their best ideas on how to cope with the burdens 
that come with diabetes: keep realistic expectations, find a supportive commu-
nity either locally or online (or best, both), and have open communication with 
your health care team about when you are having a challenging time and how 
they can help. 

At the AADE 2014 Conference, we attended a most valuable panel discussion on 
the role of social media in helping people with type 1 and type 2 diabetes deal 
with the burdens that can come with diabetes. The panel was filled with experts 
and advocates from various realms of the diabetes world, and featured: 

• Jeff Hitchcock – Founder of Children with Diabetes (and father of a child 
with type 1)

• Jennifer Block – Nurse Practitioner and Research Nurse, Stanford Univer-
sity and Lucile Packard Children’s Hospital (and a patient with type 1)

• Jill Weissberg-Benchell – Pediatric Psychologist in Child and Adolescent 
Psychiatry, Associate Professor of Psychiatry and Behavioral Sciences, North-
western University/ Ann and Robert H. Lurie Children’s Hospital of Chicago

• Kerri Sparling – Creator, Author of SixUntilMe.com, diaTribe contributing 
writer (and patient with type 1)

• Bennet Dunlap – Health Communicator and Consultant, Your Diabetes 
May Vary (and patient with type 2, and parent of two type 1 children)

The panel shared enormous knowledge about diabetes, and notably, even with 
their expertise and insights, one thing stood out: everyone struggles with diabe-
tes management. During the discussion, every member of the panel highlighted 
how challenging diabetes can be, both physically and mentally. 

However, the panel also stressed that community (local or online), motivation 
and support, honest and open communication with a health care team, and real-
istic expectations about diabetes goals can all be key to coping with these obsta-
cles. Below are some of our favorite moments from the discussion: 

Staying honest, 

positive, and open 

while managing 

diabetes - a panel 

discussion on the 

role of social media in 

helping people with 

diabetes. 
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TAKING THE GUILT OUT OF DIABETES MANAGEMENT
 
Kerri: I think one of the most challenging things about diabetes is that you don’t 
get time off for good behavior. You can spend a whole day doing all the things 
right, and what’s the reward? You have to do it again. You have to go and do the 
same thing, and it wears you out. I think even my family has trouble understand-
ing this sense of being burned out. I get burned out doing the right thing. It’s a 
psychosocial burden as much as a physical one. I have trouble having people un-
derstand that. Because, at the same time, I don’t want to sound like a pity party 
– that isn’t fun.  

Bennet: The stress that Kerri just spoke about is different for a parent. The fear 
of hypoglycemia is a real psychological burden for parents. It’s not the hypogly-
cemia itself – it’s the fear of hypoglycemia. I think that’s a function of the 24/7 
nature of diabetes. But that’s part of living with diabetes, and I hope it becomes 
recognized as part of the clinical visit.  

Jennifer: As a provider, I used to approach diabetes differently than I ap-
proached it myself. I used to feel as if I had to put up a front that I could do 
this every day without being burdened. But it was the online community that I 
learned from. And what I learned is that I’m not perfect at this, and it’s OK to 
admit that this is hard to do. And by admitting that, as providers, we’re empow-
ering people.  

Jill: For parents, I think the question is whether they’re doing enough for their 
child’s health and safety. As health care providers, it’s important to think about 
what contributions we might be making to the fear and guilt. Yesterday, I talked 
to a mom who shared a story about the stress of taking her child to the endocri-
nologist. They had had a bad day managing blood glucose values the day before 
the visit – because of a bad vial of insulin – and she was afraid to take her child to 
the endo. She felt he was likely going to hyper-focus on yesterday, despite it just 
being a bad vial of insulin, and ignore the previous weeks of success. As provid-
ers, we need to think about that. We need to partner with patients and families, 
so that we don’t promote these feelings of shame and guilt and fear.  

Kerri: You’re right in speaking about this stress of visiting your provider. When 
my A1c comes back and it’s good, people say, “Good job.” And when it’s bad, 
people say, “What did you do wrong?” So there are emotions automatically and 
immediately assigned to that value even though it’s just one statistic.  

Jennifer: To me, every single time that things work out, I want you to celebrate 
it. But when things don’t work out, accept that it is just diabetes. I think we need 
to be really humble in our approach with people. I think we’re all here because we 
want to help our patients. But I’m not sure how we help them when we’re making 
them feel guilty.  
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STAYING POSITIVE AND HONEST 

Jeff: There’s this overwhelming fear of the complications of diabetes. But what 
we’ve learned is that if you stay engaged in managing your diabetes, that’s a path 
you need not see. My guidance is to echo this: Do the best you can every day. 
What we really want every day are the coaches that teach us how to play the game 
well. Sometimes we’re going to drop the ball, run toward the wrong goal, but with 
you as our coaches, that gives us the strength to go back every day.  

Bennet: I would encourage providers to understand that there are unique emo-
tions and stress associated with diabetes. But where can we transfer it? You don’t 
get a get-well card for diabetes. And you don’t get the reward of feeling better. So 
it’s hard to move that anxiety to something else. But when I go to the online com-
munity, I can find inspiration. I have a friend who I get inspiration from. He’s a 
bicycler and whenever I’m down, I see pictures of him biking and get back on my 
own bike. So people should get online and help each other out.  

Kerri: It struck me when you [Jeff Hitchcock] said you try your best every day. 
But I don’t try my best every day. I would be lying my face off if I said that. I 
need to be honest with my doctors about where I’m struggling. I don’t want to 
be judged for saying that I didn’t check my blood sugar in the morning or that 
I didn’t respond to a blood sugar over 200 mg/dl. I need to be honest with my 
health care professional, so that I feel comfortable to share that.  

Jeff: Doing your best sometimes means saying, “I’m not going to check my blood 
sugar this morning,” and taking a break.  

Jennifer: I often don’t have the right answers to diabetes management, as a 
provider, but sometimes the parents and families I work with do. And by having 
open conversations, we can make changes. Because if I’m the only one making a 
decision, it’s not going to be as effective. So as a patient, you’ve got to open the 
door. I’m not living with your diabetes. You are.  

Bennet: A week ago, I found that in giving a peer support for type 2, I owned 
mine much more. Someone came to me and said that she has diabetes. Her doc-
tor asked her to get a meter and test twice a day. She came to me and said she 
doesn’t know how this works. I sat down, and we went through how to check 
her blood sugar, and she kept getting Error 5. And I kept laughing, and she was 
getting frustrated. I said, that is just a part of diabetes, and I have a friend whose 
license plate is Error 5. And we talked about the conversation she should have 
with her doctor. This person was my sister. And I was empowered by this interac-
tion. I get empowered by working with other people.
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what we’re reading

Kids First, Diabetes Second offers invaluable 
advice and support for parents
by Alasdair Wilkins

Twitter summary: D-Mom offers advice and support in Kids First, #Diabetes 
Second – a complete guide to raising kids with #t1d 

Short summary: Blogger Leighann Calentine of D-Mom comes from the heart 
in her book, “Kids First, Diabetes Second,” which covers the diagnosis story of 
her daughter with type 1 diabetes and offers a lifestyle guide (that ranges from 
nutrition, finding support, and being a diabetes advocate) for those raising a 
child with diabetes.  

In the opening chapters of Kids First, Diabetes Second, Leighann Calentine – the 
blogger behind the popular site D-Mom – recounts in gripping detail the day that 
her then three-year-old daughter, Quinn, was diagnosed with type 1 diabetes. 
Ms. Calentine recalls the early signs that something was wrong, the life-altering 
phone call from a doctor informing her of the diagnosis, and the harrowing 180-
mile journey from their home in southern Illinois to the children’s hospital in St. 
Louis.  

The book begins with this story because, as Ms. Calentine explains, all her con-
versations with other parents of children with diabetes have taught her that 
talking about these first few world-changing days can help people come to under-
stand their new reality. Kids First, Diabetes Second aims to be that helping hand. 
Its purpose is not to scare, but to offer hope: No matter how difficult things may 
seem in the beginning, they will get better. That’s the amazing reassurance that 
the book offers; as Ms. Calentine moves into offering advice on everything from 
managing diabetes at school or on vacation to planning meals or dealing with the 
flu, she always speaks from experience.  

For those looking to use Kids First, Diabetes Second as a reference, the book is 
helpfully divided into 16 chapters touching on all aspects of the diabetes experi-
ence, moving from the most immediate concerns like nutrition and daily man-
agement to more advanced topics like building a support system, offering com-
fort and hope to children that they are not going through this alone, and getting 
involved as a diabetes advocate. The back of the book includes a detailed list of 
resources that Ms. Calentine specifically recommends, ranging from the most il-
luminating books and blogs to the most helpful organizations.  

Nearly every page has a bright green box featuring a helpful, to-the-point tip; Ms. 
Calentine also brings in a number of guest contributors to write little sections 
touching on aspects of life with diabetes that she is less familiar with, including 
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managing athletic activity, dealing with Celiac disease and gluten allergies, find-
ing the right babysitter, and many more.  

Kids First, Diabetes Second is a most valuable resource for any overwhelmed par-
ent looking to cope with a child’s diagnosis and we recommend that parents who 
haven’t read it should run not walk to get a copy!

trial watch 
 

Efficacy and Safety of the Insulin Glargine/Lixisenatide Fixed  
Ratio Combination Versus Insulin Glargine in Patients With Type 
2 Diabetes (LixiLan-L)

ClinicalTrials.gov Identifier: NCT02058160
http://clinicaltrials.gov/ct2/show/record/NCT02058160

In this issue, we wrote about the potential for combining different classes of drugs 
together to increase convenience and improve outcomes. The combination of a GLP-1 
receptor agonist with insulin has shown promising results, most notably with the 
glucose-lowering and weight-reducing benefits of Xultophy (Novo Nordisk’s com-
bination of GLP-1 agonist liraglutide with insulin degludec). GLP-1 agonists work 
to simulate the production of insulin when blood sugars become too high, and are 
associated with improve control, potential weight loss, and little increased risk of 
hypoglycemia. This study from Sanofi will compare the fixed dose combination of the 
basal insulin Lantus and the GLP-1 agonist Lyxumia (insulin glargine/lixisenatide) 
vs. Lantus alone in people with type 2 diabetes. The researchers hope to demonstrate 
that the fixed dose combination is superior at reducing A1c compared to insulin 
alone. 

The randomized study is expected to last 30 weeks, enrolling ~700 participants total. 
Participants must have had type 2 diabetes for at least one year, have been treated 
with basal insulin for at least six months prior to enrollment, be at least 18 years old, 
have an A1c between 7.5% and 10%, and a BMI between 20 and 40 kg/m2, among 
other criteria. Women who are potentially pregnant, people who have used weight 
loss drugs within the three months prior to enrollment, and people with impaired 
kidney function or a history of pancreatitis cannot participate. The trials will take 
place in the Americas, Europe, and Australia, with several study sites in the United 
States (AL, AZ, AR, CA, CO, DE, FL, GA, ID, IL, IN, KY, ME, MD, MI, MN, MT, NE, 
NV, NM, NC, OH, OR, PA, SC, SD, TX, UT, VT, VA, WA, and WI). For more informa-
tion, please visit the ClinicalTrials.gov website or e-mail contact-us@sanofi.com. - 
AJW


