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Mark Molitch: Thank you for joining this medical crossfire activity entitled The 

Role of Concentrated Insulins in Overcoming Insulin Resistance 

and Improving Adherence: A Patient-Centered Multidisciplinary 

Approach. My name is Mark Molitch. I’m a professor of medicine 

at Northwestern University and an endocrinologist, and I specialize 

in diabetes care. This program will feature four interactive 

discussions on current and emerging strategies in the management 

of patients with Type 2 diabetes, focusing on the use of 

concentrated insulin formulations and the management of patients 

who failed to achieve adequate hemoglobin A1C and/or fasting 

plasma glucose lowering with other plasma glucose lowering 

therapies. 

 

 Our panel today consists of two nurse practitioners who are 

certified in advanced diabetes management and education, and the 

patient who has diabetes. This activity is supported by educational 

grants from Novo Nordisk and Sanofi. I would like to welcome the 

rest of our panel. Can each of you please introduce yourselves? 

Ms. Kruger. 

 

Davida Kruger: Hi. Thank you for inviting me. I am a certified nurse practitioner at 

Henry Ford Health Systems in Detroit, Michigan. I spend part of 

my time in clinical practice and the other time in clinical research, 

and been involved in this area for the last 35 years.  

 

Mark Molitch: Thank you. Ms. Novak. 

 

Lucia Novak: Hi, thank you again also for inviting me to attend this panel 

discussion. I am also a board-certified nurse practitioner with a 

board certification in advanced diabetes management. I am 

currently the director of the Riverside Medical Diabetes Center in 

Riverdale, Maryland, and I’m also adjunct faculty at the Uniform 

Services University of Health Sciences also located in Maryland. 

Thank you.  

 

Davida Kruger: And Mr. Davis. 

 

Russell Davis: Thank you for inviting me. I’m Russ Davis. I’m retired coast guard 

veteran, and I teach part time in public school and private school, 

and I’m active in the community. Excuse me. And I do a lot of 

things, and I have diabetes. 

 

Mark Molitch: Well very good, thank you. Welcome to the first segment of this 

Medical Crossfire activity. The role of concentrated insulin and 

overcoming insulin resistance and improving adherence, a patient 

centered multidisciplinary approach. I’d like to get the panel’s 
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views on managing patients with Type 2 diabetes who are not 

achieving their plasma glucose target with initial glucose lowering 

strategies and a timely initiation of insulin therapy. In this first 

discussion, entitled Timely Insulin Therapy, we have a case study 

to present, and then we’ll get into our discussion. So, let’s discuss 

our case. SP. She’s a 56-year-old woman who is diagnosed with 

Type 2 diabetes 12 years ago. At the time of the diagnosis of her 

diabetes, her body mass index was 32.1, and her hemoglobin A1C 

was 7.3 percent.  

 

 Although dietary changes and an increase in exercise were 

successful in controlling her diabetes for a few years, she was 

eventually begun on Metformin nine years ago, and then Glyburide 

was added five years ago. Over the past few years, she’s lost her 

job, and her insurance would only intermittently take her 

medication and see her diabetes clinician. Two years ago, her 

clinician switched to Glyburide to Liraglutide.  

 

 One year ago, fortunately, she again found steady employment 

with good insurance and has been able to take her medications 

regularly. She was also started then on Lisinopril 20 milligrams 

daily for hypertension and Atorvastatin, 40 milligrams for an 

elevated LDL cholesterol. She’s not been performing home 

glucose monitoring, and her home recent office blood pressure was 

128 over 82, and her BMI had increased to 34.6. Laboratory testing 

showed that her A1C was now 8.4 percent, and she was also found 

to have microalbuminuria, with a urine albumin/creatinine ratio of 

97, an LDL cholesterol of 73, and her estimated GFR was 48 

milliliters per minute per 1.73 meters square. 

 

 An ophthalmology examination done then showed mild, non-

prolifitive retinopathy, and her comprehensive foot examination 

was significant for peripheral neuropathy with diminished 

protective sensation in the toe pads of both feet. So, given her still 

elevated A1C levels on two medications, additional diabetes 

treatment was discussed. So, let’s just start with our panel talking 

about what our current thoughts are on diabetes, her management 

at this point in time, and is she being appropriately treated. So, 

Lucia? 

 

Lucia Novak: Well with an A1C of 8.4, I’m going to have to say that no, she is 

not currently at an appropriate safe goal for her age, for her 

comorbidities, for everything else that’s going on with her. But 

part of the problem is also system related. She hasn’t had good 

access to healthcare, reliable, consistent access to her medications, 

and that’s something that we do need to keep in mind because that 



 Segment 1     Page 3 of 11 
 

www.verbalink.com  Page 3 of 11 
  

seems to be a prevalent problem here in the United States. So, in 

addition to the disease progressing, we also have systems barriers 

that we need as clinicians to keep in mind to know how to help our 

patients.  

 

Davida Kruger: You know, it doesn’t sound like she’s gotten any diabetes 

education, and there’s so much research to support that patients do 

so much better if they get diabetes education and medical 

nutritional therapy because nutrition is such a cornerstone, and 

she’s not doing blood glucose monitoring. All of those things 

would be so helpful to her as well as looking at what’s happening 

with her diabetes.  

 

Mark Molitch: Well I think we have lots to discuss about this person, and how 

she’s going to do, and what we need to do to help her with her 

diabetes. So, I think we need to put her into context about diabetes 

itself, and perhaps, Lucia, you can explain the progressive nature 

of diabetes, the fact that you may need to increase treatment over 

time. 

 

Lucia Novak: Okay. It’s important, I think when we phrase – especially when 

we’re speaking to our patients in the visits when they’re with us, 

not using words like failed. They tend to not fail as it’s the 

medications that start to fail them, and that’s because of the natural 

and progressive nature of the diabetes. And so, we have data that 

shows that beta cell failure actually starts 10 to 12 years before the 

overt onset of Type 2 diabetes, and so in our patients with Type 2 

diabetes, they have other things that are related to this beta cell 

declination.  

 

 There’s problems with hypertension and dyslipidemia that add to 

that problem. So, with time, usually around the eight to ten-year 

mark of in your career of having diabetes is where we typically see 

insulin needing to come into the picture because the medications, 

regardless of how good those other medications are, if the body is 

unable to secrete enough insulin, the medications are not going to 

be effective. And that’s part of the problem that’s going on here is 

just the natural progression. 

 

Davida Kruger: Well and she was diagnosed with diabetes 12 years ago, and we 

thought about diabetes a little bit different 12 years ago in terms of 

how aggressive we were with medication. And we might have just 

done weight reduction and physical activity lifestyle changes 12 

years ago. But in 2017, all the standards of care will tell you to put 

on at least Metformin, perhaps two oral agents the day you meet 



 Segment 1     Page 4 of 11 
 

www.verbalink.com  Page 4 of 11 
  

that individual, and to be very aggressive to preserve what beta cell 

is left, given the progressive nature of diabetes. 

 

Mark Molitch: Well certainly she’s not an uncommon type of person. You see this 

quite commonly in diabetes. It’s quite prevalent. Davida, maybe 

you can fill us in on how common diabetes is presently. 

 

Davida Kruger: Well you know what is interesting to me is that I started in diabetes 

35 years ago, and I think at that time, there were about five to 

seven million people with diabetes. When we think about diabetes 

now, there’s like 24 million. Now we’re doing better with the 

undiagnosed, but still, there’s a ton of people that are undiagnosed 

that is really important for us to remember. The numbers continue 

to grow. There’s probably another seven or eight million that are 

undiagnosed that we need to take pre – get to them pre-diabetes, 

and really work with them with physical activity education, 

nutrition, so they don’t tumble into diabetes. 

 

 But this is an epidemic in the United States and the cost is 

amazing. So, if you think over the next ten years, it’s estimated to 

be about 1.8 billion to manage diabetes, and that’s not necessarily 

all the comorbids. And when you think about diabetes, it’s not just 

a disease of elevated blood glucoses. It affects every organ in the 

body. We’re talking about heart failure, hypertension, end stage 

renal disease, cardiovascular disease, obesity, and what we do 

know from all the clinical research and clinical practice is that 

controlling it early and getting the A1C to what’s an appropriate 

treatment goal which 8.4 for this woman is not, will decrease her 

risk of the progression of the complications. 

 

 So, I think that’s really where we need to spend some of our time. 

We need to screen better so that we get the undiagnosed. We’d be 

much more aggressive with those that are diagnosed. 

 

Lucia Novak: You know, I think sometimes to put those numbers in perspective 

even, I think right now we’re at about a nine percent national 

average. So about 1 in 10 people have known overt Type 2 

diabetes. The projection is by 2025, it’s going to be one in five, 

and by 2050, it’s supposed to be as high as one in three people in 

the United States will have Type 2 diabetes. 

 

Davida Kruger: We know that the greatest risk for these patients most likely is 

cardiovascular disease. So, making sure we control the blood 

pressure, that we use statins, that we use anti-hypertensive 

medications in additions to worrying about the glucose levels is 
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really paramount in terms of managing the diabetes. It all goes 

together. 

 

Lucia Novak: It’s definitely global approach to our patients for sure. 

 

Davida Kruger: And smoking. The number one thing any patient can do for 

themselves is to stop smoking in terms of cardiovascular risk and 

all of the other things that go with it. So counseling patients to stop 

smoking as well.  

 

Mark Molitch: And then not gaining weight when they stop smoking. That’s 

always a problem. 

 

Davida Kruger: Absolutely, and the key, true, is really working with patients to 

understand nutrition. I really don’t think in the world if you think 

about where did you learn about nutrition – I didn’t learn it in 

undergrad or graduate school. You have to really focus on learning 

about nutrition, and so really teaching patients what to – to label 

read. You know, even if you’re going to go to fast food, what’s in 

those? So that you pick portions better, you make better choices. I 

remember back in the day when the fat free stuff – but it wasn’t 

calorie free. 

 

 So, people were getting less fat, but they were getting more 

calories and still putting on weight. But really, I think physical 

activity and weight reduction is important.  

 

Mark Molitch: I think one thing we can do is try to actually think about our goals 

for managing the hyperglycemia itself and where we’re going to be 

going with this. How do we set those goals? Do we just look at 

A1C? Do we look at blood sugar levels? And maybe we can sort of 

think about how we sort of use our information about glycemic 

control and look about in the individual patient, so called patient 

centered approach. Want to take a stab at that? 

 

Lucia Novak: Sure. We used to say that every patient that has diabetes needs to 

get an A1C of less than seven percent. Some the Ace guidelines 

actually recommends something a little more aggressive, less than 

6.5. And then we decided is that appropriate for every patient that 

has diabetes, and we have some other data that has shown 

depending on the duration of the disease, the coexisting comorbids 

and how advanced those disease states are, and what microvascular 

complications a patient may present with, having an A1C of less 

than seven or less than 6.5 may not actually be appropriate for that 

patient and could actually put them at risk for harm. So, it’s 
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thinking about all of those things in addition to the support system 

that the patient may have. 

 

 How able are they to adhere to the regimen that we’re 

recommending? How complex is it? How affordable is it? Again, 

to reiterate, this is not just about diabetes. Diabetes is a 

cardiovascular disease in my opinion, and many of our patients 

with Type 2 are also managing hypertension and dyslipidemia, 

sleep apnea, arthritis. There’s a number of medications and other 

things going on with them that we have to take into consideration 

when we are managing the disease, and then that important 

cardiovascular disease, a lot of our patients, sometimes they’ll be 

able to tell you the exact day they were diagnosed with Type 2 

diabetes. 

 

 Because often times, that’s when they’ve had their first heart 

attack, their first visit to the cardiac cath lab. So again, making sure 

that we are addressing the patient sitting before us, and 

individualizing, tailoring the management of their diabetes as well 

as what the appropriate glycemic goals are for that patient given 

everything else going on with them.  

 

Davida Kruger: I think we want to make sure that people understand that an A1C is 

an average, too. And that you really do need to look at glucose 

monitoring of some sort, whether it’s finger sticks, continuous 

glucose monitoring, and see how much time that patient actually 

spends in their treatment goal or time in target. 

 

 Because if I have a patient who is A1C of seven, but they’re 40 

and 400 to accomplish that, then they’re spending either too much 

time in hyperglycemia and too much time in hypoglycemia. So 

really making sure people not only look at A1C, but also look at 

time and target and other things, and again, I agree with you 100 

percent. Making sure you tailor it to the individual. So, if I see 

someone who has got an A1C of ten percent, that day, I don’t want 

them at seven percent because I don’t want them to feel like they 

can’t achieve the goal. 

 

 So, chopping off a goal for them and maybe say the next time I see 

you, I want you at a double digits. Ultimately, I’d like your goal to 

be – and let’s see if we can accomplish it. Because I don’t want to 

scare off the patient. I’ll say, “Well I think we need to do better 

with weight reduction. We need to do better with physical activity. 

I’d like you to monitor your blood sugars. I’d like you to take two 

or three medications. I need you to move to an injectable.” That 
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patient is going to high tail it out of there, and I’m never going to 

see that person again. 

 

 But to say it long term this is where I want you to be, and this is 

where I want your goal to be, and you agree, and it has to be buy in 

from the patient because ultimately, I don’t go home with the 

patients at night, and that’s a really good thing for the patients. 

They don’t have to take me home at night. But we really want 

them to own the goals. 

 

Lucia Novak: Well I think it’s very important that a lot of times, providers will 

see elevated A1Cs and right away think they need to increase or 

intensify medication without really knowing what the full picture 

is. And I cannot tell you how many times I’ve had patients with 

A1Cs of nine, but when they’re sitting in my office and I’m asking 

them questions because they’re not testing their blood sugars as 

often as we’d like them to be testing, or times where they need to 

be testing, and they’re describing this very concerning symptoms 

of waking up in the middle of the night sweating and then therefore 

eating, so their blood sugar in the morning is elevated. 

 

 And so that A1C of nine or ten doesn’t even tell you where the 

blood sugar problems lie. And in fact, they’re that high because 

they are constantly trying to overcome the hypoglycemia that they 

may actually be struggling with. So, it’s really important that we 

find out what’s going on with the patient. Testing blood sugars is 

important. I tell my patients, “You know, you just don’t have 

diabetes only in the morning. It’s an all-day kind of thing.” So, we 

need to have those blood sugars at different times. Does that mean 

you need to test eight times a day? No. 

 

 We can get the same data if you break it down even just one test a 

day, just test at different times. If we have the ability to put you on 

a continuous glucose monitor so we can get that idea of what’s 

going on with you, your patterns throughout the day, for several 

days, sometimes two weeks at a time depending on the device we 

use, it enriches our ability to really fine tune. I like to tell my 

patients the A1C only tells us if we’re in the right ballpark. If 

everyone is playing at Wrigley Field and you’re at a different 

stadium, then we’re not in the right ballpark, but the A1C does not 

tell me if it’s safe for you to steal home or try to go to first base or 

whatever. 

 

 So again, the A1C is just a piece of the puzzle, and the blood sugar 

data is really what helps us to drive the treatment safely. 
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Mark Molitch: I just want to come back to one point you raised earlier about the 

individualization for those patients, and some patients, an A1C of 

eight percent and even nine percent may be appropriate for the 

person who may be near the end of life, may have a lot of 

coexistent morbidity, and even imminent mortality. That type of 

patient, you want to keep their glucose cells in a very medium 

range so they don’t get hypoglycemic – they’re not so high that 

they’re catabolic, but on the other hand, we really want to keep it 

safe for that person. 

 

 So, let’s move on to just sort of talk about insulin because we have 

talked about this patient being on oral agents for a period of time. 

When would you think about starting insulin in a patient with Type 

2 diabetes? 

 

Davida Kruger: Well I think first of all, I really like patients the day I meet them to 

understand the importance of improving their outcome. We know 

there’s at least two studies, UKPDS and the DCCT, that have 

proven the metabolic effect of the legacy of tighter blood glucose 

control, better control from the day you meet them, pays off long-

term. So, if I’m not able to achieve with that patient such as this 

patient oral agents, one or two oral agents, every time you add 

another oral therapy, your ability to lower then A1C decreases. 

 

 You’re not going to get so much bang for your buck. So, for an 

individual like this woman whose A1C is still 8.4,, she’s taking a 

couple oral agents, she’s on an injectable GLP one ______, it’s 

time to see what we can do with insulin. You know, if we’re not 

controlling the A1C, and sometimes you use insulin the day you 

meet them. That patient’s A1C is 10 or 11 percent. 

 

Lucia Novak: They’re symptomatic. 

 

Davida Kruger: They’re symptomatic. You want to tighten that control. You want 

to get their blood glucose as under control, break that glucose 

toxicity. 

 

Lucia Novak: You want them to feel better.  

 

Davida Kruger: Absolutely. So, there’s all along the continuum of care of the 

career of diabetes you can give that patient insulin, but I think 

insulin isn’t the last-ditch effort. Patients need to understand it 

shouldn’t be as scary as sometimes – especially with the newer 

insulins on the market now, they really do help the patient get to 

treatment goal. So, there’s a ton of reasons to use insulin early. 
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Lucia Novak: And I tell my patients it’s not the A1C or even the glycemic 

control that determines whether or not insulin is going to enter into 

your career with the diabetes. It’s really what is the most safe and 

appropriate medication to achieve whatever goals we’re aiming 

for. So, a lot of our patients, again, they come to us with 

underlying hypertension, dyslipidemia. They may have some 

chronic kidney disease. Part of that is just an age progression 

decline in kidney function that is accelerated with hypertension 

and dyslipidemia. So, these other agents, although they may be 

very effective and very safe for other folks, may not be appropriate 

in some of our patients. 

 

 So even though they have a decent A1C or relatively good safe 

blood sugar control, they may find themselves on insulin because it 

is the safest and the most effective product for them.  

 

Mark Molitch: If you started insulin with a patient, what kind of a dose would you 

start with, and then would you actually have them titrate the dose 

themselves? 

 

Lucia Novak: Actually, yes, I do. I try to empower the patient as much as I can. 

So, I usually do a weight based dose, .1 to .2 units per their 

kilogram. Just because I find that’s going to give me probably a 

better starting dose for them. And then I talk about with them what 

they’re comfortable doing, how frequently we typically increase a 

dose. Usually I try to keep it simple, so once a week is where I’ll 

make the dose adjustments. Since the insulin, we typically start in 

our patients with Type 2 diabetes tends to be basil. Basil addresses 

fasting. So, I’m trying not to make this much more complicated 

than it needs to be, so I’m going to have them focus on their 

fasting blood sugars because that’s what this insulin is addressing. 

 

 And give them some guidelines on what to increase how much, 

and if they’re not comfortable with what we – what I suggest, I ask 

them, “Well what are you comfortable doing,” and we back off if 

need be. The important thing is that they are moving forward, and 

the more empowered, the safer they feel, they start to see the 

results, the better that they’re going to be because they’re only 

going to see me once every three months or so depending on how 

easy it is to get in. 

 

 They are managing this disease themselves for the most part. I 

want to make sure they feel confident and comfortable in doing so. 

 

Davida Kruger: And I think you can use the ADA and AACE/ACE both have 

different ways of starting it. It’s usually weight based or ten units, 



 Segment 1     Page 10 of 11 
 

www.verbalink.com  Page 10 of 11 
  

and then titrate a couple of units every week. I like to – I agree 

with Lucia. Whatever is easier. I think the key here is the patient 

understands that we’re picking a starting dose, go low, go slow, 

don’t cause hypoglycemia, but titrate so the patient sees a benefit. 

And a couple of units so that – I don’t want them to come back 

three months later and still be on ten units and say, “That’s like 

spitting in the wind. It’s not working.” And give them guidelines.  

 

 I typically say increase by two units if you’re above 140. If you’re 

having any low blood sugars, let us know. When you get to 40 

units, call me so we can have another conversation about do we 

want to go higher on the basil or do we need a second kind of 

insulin to add? So, they see progress. 

 

Mark Molitch: It sounds like patients really can do this. 

 

Davida Kruger: Absolutely.  

 

Lucia Novak: And I think if you also tell them where you think – I try to give 

them a more complete picture of when we’re talking about the 

insulin. You know, based on just your weight, you may need this 

much insulin because I don’t want them to become fearful that as 

they’re titrating that they think they’re on too much insulin or too 

high of a dose. 

 

 And so, I tell them I think you might need 60, but you’ve never 

been on insulin before. You might need far less than that, but we’re 

going to start here, and work our way up. When you reach this 

particular number or amount is when we’re going to re-look at 

things.  

 

Mark Molitch: And Russell, you’ve taken – so have you ever titrated your own 

dose of insulin? 

 

Russell Davis: A couple of times. My good friend here. I would call her, and a 

couple times where you said start at 20, then increase it, and I 

increased it to 30. And then I increased it by two units, and I 

noticed my numbers were stabilizing. That was important. And – 

 

Lucia Novak: How did that make you feel when you saw what you were doing 

was impacting?  

 

Russell Davis: I felt great. I mean really, I’ve had diabetes almost 20 years, and I 

started out with Metformin, and the disease became progressively 

worse. Numbers started going through the ceiling, and you know 

for a fact my A1C was way up there. The first time I had – I was 
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diagnosed, my A1C was like eight I think it was, and it got 

progressively – it went in the double digits, and that became scary. 

You came into my life and made some adjustments for me. I can 

see really now – I’ve even lost weight. I’ve lost quite a bit of 

weight, and that’s good. I thank you for that. 

 

Lucia Novak: Well if I recall, you were actually on a lot more insulin even when 

I started seeing you, and we made some changes. Sometimes just 

getting you on the right regimen – and the right regimen meaning 

it’s more physiologic in how it addresses what your needs are. You 

tend to need less insulin, and that’s where we do see some of this 

weight mitigation come into play. So, I’m thrilled for you. 

 

Mark Molitch: Well I’d like to thank our panel this morning so far for their insight 

into the timely initiation of insulin therapy, and this concludes the 

first discussion in the series. Please join us for our second 

discussion, which will discuss reducing the barriers and 

overcoming fears surrounding use of insulin. 

 

[End of Audio] 


