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Moderator: Thank you for joining this Medical Crossfire activity, The Role of 

Concentrated Insulins in Overcoming Insulin Resistance and 

Improving Adherence: A Patient-Centered, Multidisciplinary 

Approach. This is the third session in a four-part panel discussion 

on current and emerging strategies in the treatment and 

management of patients with type II diabetes, focusing on the use 

of concentrated insulin formulations for those patients who fail to 

achieve target A1C and/or plasmid glucose levels.  

 

In the last session, we addressed clinician and patient barriers, and 

how to potentially address them. In this session, entitled Impact of 

Concentrated Insulin Injections on Patient Adherence, we will 

focus on the role of concentrated insulin formations, insulin 

glargine U300, insulin degludec U100 and U200, insulin lispro 

U200, and human regular insulin U500, in clinical practice.  

 

So, let's get started. I think first, why don't we revisit the patient 

case that we talked about earlier and see where we are with regard 

to our current treatment plan. So, remember, she's a 56-year-old 

woman who was diagnosed with type II diabetes 12 years ago. Her 

A1C is now 8.4 percent. She's been found to have 

microalbuminuria, with a urine albumin/creatinine ratio of 97 and 

LDL cholesterol of 73, and her estimated GFR is 48.  

 

She's got peripheral neuropathy, and she was currently taking 

Metformin and Liraglutide, which was switched from Glyburide a 

couple of years ago.  

 

So, what can we change for her therapy at this point in time? I 

think we can think now about whether we might start her on 

insulin, whether we start her on concentrated insulins. So, I think 

before we start talking about how we are going to do this, it may 

be appropriate to sort of review the advances that have currently 

come in the last few years about the concentrated insulins and how 

they're going to compare to some of the older insulin formulations 

that we've had.  

 

Participant 1: I think it's important to make sure that providers who are going to 

be prescribing these insulin understand that concentrated insulin 

isn't more potent. It's not stronger than the U100 concentration. It's 

the amount of insulin and the amount of volume. So, we're looking 

at liquid. For a patient who's taking 10 units of U100, they would 

take the same 10 units of the concentrated insulin, but in less 

liquid.  

 

That becomes important in our patients with type II diabetes 
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because in patients with type II diabetes, we have this factor that 

we call insulin resistance that I like to refer to as BOB, belly above 

belt, okay? It's that central adiposity, which adds an element to 

trying to determine how much insulin someone actually needs to 

get their blood sugars in a safe range, and why there's such a 

variance between patients. You know, someone needs 20 units. I 

need 30. So, on and so forth. 

 

So these concentrated insulins allow us to prescribe the insulin in 

smaller volume, which allows for better absorption of that insulin, 

a more predictable profile of that insulin. When we tend to give 

large doses, typically over 50 units at a time of a U100 

concentration, that's a lot of liquid that needs to go into the skin. 

There's – it can cause problems with bruising and pain for the 

patient. It can cause some skin changes. It also interferes with how 

that insulin behaves. These newer insulin are much more 

predictable in their behavior. There's less variability, so there's also 

less glucose variability that's associated when you have an insulin 

that's behaving a little bit more physiological for our patients.  

 

When you put a patient on a more physiologic regimen, you tend 

to require less insulin as a result, because now we're really 

mimicking what the body is doing, as opposed to using some of 

these older insulin that had a lot of variability in how they 

behaved. They may have peaked at inappropriate times. And trying 

to figure that all out makes the clinical picture very confusing for 

both the patient as well as for the clinician.  

 

Participant 2: Well, I think the confusion comes, and we'll talk a little bit about 

this, because of U500 insulin. So U500 should be taken out of this 

picture. We'll put it back in to talk about it. But when we think 

about concentrated insulins, U500 truly works a little bit different 

for the individual who has insulin resistance.  

 

Participant 1: Mm-hmm. 

 

Participant 2: So, we should put that over here, and we'll talk about it, but let's 

take that out of the mix today for right now, for a few minutes. 

And then the new U200s and the U300s, I agree with you. They 

have a nice mechanism that we'll talk about, and a uniqueness in 

how they work as a newer insulin, but it's really about the volume.  

 

Participant 1: Right. 

 

Participant 2: And it really is about – all about the volume for those insulins.  
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Moderator: I think in addition, though, they have a slight change in 

pharmacodynamics. 

 

Participant 2: Yeah. Absolutely. 

 

Moderator: They last a little bit longer. 

 

Participant 2: Yes. 

 

Participant 1: Mm-hmm. 

 

Moderator: They have less sort of peak to them –  

 

Participant 2: Yes. 

 

Moderator: – than the U100 insulin. 

 

Participant 1: Yep. Mm-hmm.  

 

Moderator: So, I think there clearly are some differences, and –  

 

Participant 2: Oh, without a doubt. 

 

Moderator: Let's get into it. Let's start talking about them individually. 

 

Participant 2: Yeah. 

 

Moderator: So Davida, do you want to lead us through the –  

 

Participant 2: Sure. 

 

Moderator: – the older insulins? 

 

Participant 2: Yes. 

 

Moderator: As we move into the newer insulins? 

 

Participant 2: Is that because I'm the older person? 

 

 [Laughter] 

 

Moderator: No, no, no, no, no, no. 

 

Participant 2: You know, I think what's interesting is quite – I have been doing 

this for 35 years, so I brought human insulin to market as a 

researcher, and I realize now that that's nothing, because we have 
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analogue insulins now. And when I first started, insulin was mixed 

beef/pork. That's what we were using.  

 

And so, when I think about how far we've come, and I think about 

all the choices we have, that's what's exciting. That's the wonder of 

what we're doing in 2017. It's also the confusion about what we're 

doing in 2017, when you think of all the choices. And so, I spend 

my entire life with insulin, so I can only imagine what people –  

 

Participant 1: Yeah. 

 

Participant 2: – who are in primary care have – in terms of picking.  

 

So, let's start with NPH. It's been around for a really long time. It is 

a human insulin. And it certainly has great benefits. But it has a 

shorter duration. It does – it has a defined peak, onset, duration. 

Very often, even though we think of it as a basal insulin, if you 

will, it has a shorter duration, so often, the patient has to take it 

twice a day. And it can cause more nocturnal overnight low blood 

sugars, because of the way it onsets and because of the way it 

peaks. But it's cost effective.  

 

Now if you just write NPH, or regular, for that matter, and you 

don't specify, the patient may not get the benefit of the cost. So, for 

your patient who does not have insulin – insurance, for your 

patient who's gone through the doughnut hole, we use this as 

another option.  

 

But there are so many advantages to the basal insulins, and I know 

you'll talk more about this, that are analogue, the newer ones, even 

the shorter-acting, because there's less hypoglycemia, there's less 

weight gain, they tend to only have to take the insulin once a day. 

But we really need to look at different options for the patients.  

 

So, if you look at some research studies that have been done head 

to head with glargine and NPH, that's where you'll see _____ target 

forced titration where the duration of the NPH does not last as long 

as we need it to, and there is in fact more hypoglycemia, but there's 

efficacy with it, and we can use NPH in situations where we need 

to.  

 

Typically, you're going to get it in a vial and a syringe, and that 

may or may not be what the patient wants to use. But when we're 

thinking of cost, it certainly is a nice option for patients.  

 

So that's – you know, that's the older insulins that are still available 
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to our patients. But I know there's newer insulins that get me really 

excited about when I prescribe insulin, and I know you're going to 

talk a little bit more about that. 

 

Participant 1: Well, just to address the NPH, because I still use NPH. That's my 

go to insulin when a patient is put on a Prednisone regimen. 

 

Participant 2: Absolutely. 

 

Participant 1: It mimics the hyperglycemic response that we see associated with 

the steroids, and so NPH has got a great place right there. So, don't 

discount NPH. Every insulin that's available, there's a patient that's 

appropriate for that insulin, and there's an insulin that's appropriate 

for a patient, so –  

 

Participant 2: It's one of the few insulins that's approved for pregnancy. 

 

Participant 1: Pregnancy. There you go. 

 

Participant 2: That's the other place we would use it, is pregnancy. 

 

Participant 1: That's another good place. Especially our gestationals. They 

respond very nicely to NPH.  

 

Participant 2: To small doses of NPH. 

 

Participant 1: Yes. 

 

Participant 2: I agree. I agree.  

 

Participant 1: So that being said, we're going to move into the more exciting 

insulins that have come out now that are causing a lot of confusion 

among providers, not so much patients, because sometimes the 

patients are just like, okay, tell me what I need to take, and how 

many insulin units do I need to take, and so on and so forth. But 

for providers that are used to just having certain insulin available, 

when they see these concentrations, that is exactly what happens. 

They go back to when it was U500, and do I need to make dose 

calculations? Because U500 was available long before there were 

syringes that were appropriate for the dosing and pens. So, when 

providers see U200, U300 calculations, they get a little bit nervous. 

 

The first one I'll talk about is the first one that actually came to 

market, and that was the U300 glargine, which is actually glargine 

insulin that is the same insulin that's in the U100 concentration. It's 
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now available as a U300 concentration, and that one is known as 

Toujeo. This is an insulin that is truly given once a day.  

 

Moderator: Well, we've talked a lot about the new insulins, and the really 

somebody going from U100 to either the U200 or U300 insulins. 

And I know, Russell, you did that kind of conversion. What did 

you notice when you made this change from your U100 insulin to a 

more concentrated insulin? 

 

Participant 3: I noticed the numbers got better.  

 

Moderator: Oh. 

 

Participant 3: I noticed my numbers got better, and I wasn't eating as much. 

 

Moderator: Oh, well, that's a good thing. 

 

Participant 3: My appetite kind of dwindled a little bit. 

 

Moderator: Okay. 

 

Participant 3: And one of the things that I was doing, and I – thanks to my good 

nurse practitioner here, I was drinking a lot of calorie juice – 

juices. And she said, stay away from them. And by doing that, and 

the medication, it helped tremendously. The numbers came down, 

and everything came more manageable.  

 

Participant 2: That's an important question we forget to ask, is people think, oh, 

juice has – it's natural. It says it on the label. And it's pure sugar. 

So good for you.  

 

Participant 3: Yeah. 

 

Moderator: Thank you.  

 

Participant 1: So, with the blood sugars looking better, how were you feeling as a 

result?  

 

Participant 3: Feeling a little bit – sometimes I have a period where I feel 

exhausted, but that's probably due to my activity, you know. 

 

Participant 1: Yeah. 

 

Participant 3: I've taken up swimming, and gone swimming, and I try to take a 

walk every so often. So –  
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Participant 2: All good. 

 

Participant 3: Not like – not, you know – I used to run and ride a bike and 

everything, but, you know, when you become a mature adult –  

 

 [Laughter] 

 

Participant 3: – you don't get to do those things like you once did. And so, you 

have to make some kind of compensation now. So, I've taken up 

swimming.  

 

Participant 2: Good for you. 

 

Moderator: Excellent. 

 

Participant 2: Great exercise. 

 

Moderator: Very good.  

 

Participant 1: When we looked at some of the earlier analogue basal insulins that 

came out, your U100 glargine, your U100 detemir, we were all so 

excited, because all we had prior to that was the NPH, and there 

were some serious limitations and issues associated with the NPH 

that we thought, oh, my goodness, we finally have, A, a truly once 

daily basal. We've got something that doesn't have as much peak to 

it, that's a little bit more reliable in how it works, less 

hypoglycemia.  

 

But then clinicians began to use the medication, and as patients 

began to use the medication, we were seeing that those U100 basal 

insulins truly weren't acting long enough.  

 

Participant 2: Well, and we also started doing more continuous glucose 

monitoring.  

 

Participant 1: And we were seeing it. 

 

Participant 2: And we could see, oh, my gosh –  

 

Participant 1: Yeah, it's wearing off. 

 

Participant 2: – they're running out of insulin right there. 

 

Participant 1: Right. And so that drove us to then have to take these insulins that 

were supposed to be once daily dose, and usually splitting them 

and dosing them twice a day, which increases burden of injection 
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for the patients, increases the likelihood – because we all know, the 

more often you have to take anything, the more likely something is 

going to be missed along the way. And so, if you're missing part of 

your basal insulin, that can account to a lot of dysglycemia that's 

very hard to manage.  

 

So, these newer insulin that have come out, the U300 Toujeo, for 

instance, and then we have the U100 and U200 degludec, the 

difference between the U100 and the U200 degludec, this is your 

Tresiba insulin, is really just the concentration. They behave 

exactly the same way. So, there's nothing different. If a patient is 

on ten units of U100 degludec, and you switch them over to a 

U200 pen because you want them to have less of a copay, or their 

pen to last a little longer for them, so that it's more affordable, 

accessible, you would just switch them to exact same dose of U200 

degludec, or Tresiba, that they were on when they were on the 

U100.  

 

Participant 2: So, the key is that the pen makes the conversion for you. 

 

Participant 1: The pen makes the conversion.  

 

Participant 2: And so, the only difference between the U100 and the U200 is the 

U100 is one unit increments. 

 

Participant 1: Correct. 

 

Participant 2: The U200 is two unit increments. 

 

Participant 1: Is two-unit increments. And that makes it very easy and safe, also, 

for the patient, as well as for the provider, because a unit is a unit 

is a unit. And that's actually true if you were – if a patient was on 

the U300 glargine and January rolled around, and the insurance 

says, oh, we're no longer going to cover the U300 glargine, which 

is the Toujeo, we're going to need to switch them over to the 

Tresiba product, either the U100 or the U200, whatever dose. So, if 

they were on 50 units of U300 glargine, and now you need to 

switch them over to one of the Tresibas, it would be 30 units 

exactly, or 50, whatever it was, their starting dose was, would be 

the same dose that you would switch them to.  

 

Participant 2: And a lot of the patients are being switched from the U100 

glargine to the U100 glargine Basaglar as well. 

 

Participant 1: Right. 
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Participant 2: And again, that would be a unit to unit transfer.  

 

Participant 1: Yeah. So, it is – it is nice that these newer insulin are only 

available in a pen. There is no issue with dose conversion, 

calculation, those kind of things. It makes it safer for our patients 

to use, much more convenient for our patients to use. Both of these 

insulin are truly long acting. The Toujeo, the U300 glargine has an 

over 24 hour acting profile, so it truly is a once daily dose basal. 

The Tresiba or the U100 or U200 concentration, both, again, they 

are the same insulin, just a different concentration and volume. 

They have a profile that lasts over 40 something hours in the day. 

So again, allowing for that truly once daily dose.  

 

Another fine difference between the U100 and 200 degludec 

compared to the U300 glargine is that the degludec actually allows 

for an intermittent type dosing. So, for patients who dose based on 

activity, patients that may be shift workers, and so breakfast, if 

that's the time of day that they take their insulin, will change, based 

on their work/sleep habits, this insulin, the degludec preparation, 

allows them to make those changes within that 24-hour period. 

They can take that insulin as close together as 8 hours apart, and as 

far apart as 24 hours apart, not lose glycemic coverage, not be at an 

increased risk for hypoglycemia, even if the doses are as close 

together as 8 hours apart.  

 

Participant 2: They can actually be 42 hours apart.  

 

Participant 1: Yeah. Correct. Because it lasts that long. 

 

Participant 2: Yes. Correct. Correct. 

 

Participant 1: Absolutely. And for patients who know that they've missed a dose, 

then they can feel confident that they can – if they know for sure 

they've missed that dose, they know that they can just go ahead and 

take that dose as soon as they remember, and then if in eight hours 

their next dose is – when they normally would take it is due, they 

can go ahead and do that. 

 

But the other benefit is that it is actually safe to say to the patient, 

you're not sure you took your dose? That means that you might not 

be sure you did take your dose. So, guess what? Just skip it and 

take it the next day. Because you as a clinician know –  

 

Participant 2: Right. 
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Participant 1: – that they're getting that 42-hour coverage with the degludec 

brand.  

 

Participant 2: The one thing I would point out with the glargine U300 is that the 

molecule is very small. 

 

Participant 1: Small. 

 

Participant 2: And so often patients need about 20 percent greater dosing than the 

other insulins we've just discussed. And if you transfer them down, 

you want to – to one of the others, you take them into one of the 

other U100s or the degludec, they may need 20 percent less. And 

so that's the only place where I would say you really need about a 

20 percent adjustment. And also, if your patient's on U100, you 

move them to U300 glargine, you don't want them to be 

discouraged if –  

 

Participant 1: Mm-hmm. That they're needing a little more. 

 

Participant 2: Exactly. 

 

Participant 1: Correct. 

 

Participant 2: It has to do with the size of the molecule.  

 

Moderator: Isn't there a short – the lispro has a U200 version also. What about 

that?  

 

Participant 1: Yes, it does, actually. Thank you for pointing that out. So, we have 

a meal time or a prandial insulin that is also in a concentrated 

formula. It's the Humalog U200 or lispro insulin in the U200 quick 

pen. And I believe the insurances cover either one equally.  

 

Participant 2: Correct. 

 

Participant 1: So, it really doesn't matter. Unlike the degludec U200 product 

that's dosed in 2 unit increments, and has the ability to go up to 160 

units in a single one-time injection administration, the mealtime 

insulins, the U200 lispro will only go up in one-unit increments, 

which is important for our patients to know that. There is that 

ability to just go up in one-unit increments. But it really helps, 

especially with our patients with type II diabetes. They often need 

large boluses before their meals. And again, large boluses change 

the behavior of those insulin, and so it blunts the peak. It extends 

the tail of that insulin. If we can give it to them in a concentrated 
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form, like the U200 lispro, then we actually see a much more 

predictable pattern. And they're, again, getting less volume.  

 

Participant 2: When you're prescribing the two, when you're using the U200 

degludec or the U300 Tresiba, you get less pens per box, but you 

get more volume in the pen. 

 

Participant 1: Yes. 

 

Participant 2: So be careful when you're ordering them. Most of the electronic 

medical records help you along, but make sure you know what 

you're ordering and how many pens you need.  

 

Participant 1: Yes. 

 

Moderator: Let's come back to the U500 regular. 

 

Participant 2: The U500. Okay. So, it's human regular U500, and this is where 

we really do have a concentrated insulin that acts a little bit 

different.  

 

Participant 1: Right.  

 

Participant 2: It is five times as concentrated as other insulins, and we really 

want to use these patients who have higher doses that are having 

immune mediated insulin resistance, lipohypertrophies. They have 

really lots of insulin resistance. And I start thinking about it when 

patients are taking more than 200 units a day, and it really acts as a 

basal and a bolus –  

 

Participant 1: And a bolus.  

 

Participant 2: – insulin, and nobody can quite define how or why. But it's really 

interesting, and you can take it twice a day or three times a day. It 

peaks around 30 minutes. Its duration is more like a basal insulin, 

maybe ten hours, and that's why you have to take it twice a day or 

three times a day. It's a unique insulin.  

 

Participant 1: Mm-hmm.  

 

Participant 2: And there's now a pen and a dedicated syringe. The pen in is in 

five-unit increments, and everyone goes, oh, but think about your 

insulin-resistant patient. If they're taking a 5-unit increase, even 

though – of U100, it would be 25 units, they still do the same. And 

again, the pen does the conversion. But there are patients who are 

really insulin resistant, and we hold the U500 for those patients.  
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Participant 1: Well, if you remember why even U500 was used initially, it was 

because people had developed so many antibodies to the insulin, 

because –  

 

Participant 2: Correct.  

 

Participant 1: – it was animal product, that the only way for them to actually see 

an effect in their glycemic control was to overcome it. And that's 

where that initially had come out. So now we have issues with 

obesity and other reasons why we're having a lot of insulin 

resistance, and it's making its way back into the clinical scene 

more often than not.  

 

Participant 2: But there are so many choices now.  

 

Participant 1: Yes.  

 

Participant 2: And that's the important thing. I'd like to say I get to pick which 

insulin I want, but I know that I have to – I'm dependent on the 

insurance companies to tell me. So, I think as a clinician, what you 

want to know is how to use all of them.  

 

Participant 1: Right.  

 

Participant 2: So, whatever is in front of you, you know how to dose and how to 

give it to the patient.  

 

Participant 1: Yes.  

 

Participant 2: But it's exciting times for what we have available.  

 

Moderator: Right. Yeah, please refer to the brief video on the site that 

demonstrates a patient/provider interaction where the clinician 

reviews each of these concentrated insulins.  

 

So, let's come back and think about the appropriate candidate 

where we might want to transition from U100 to a more 

concentrated insulin. So, Lucia, perhaps you can review very 

briefly who'd be the right person that you would want to transition 

to that more concentrated insulin. 

 

Participant 1: So, I will just have a disclaimer. I don't really think about that 

when I'm prescribing. If I can prescribe some of these concentrated 

insulins for any of my patients with type II diabetes, I'm going to 

them first. I'm not going to a U100 concentration, because of the 
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behavior of these newer insulins, truly once daily dose, less of an 

injection burden.  

 

That being said, if you have a patient who needs to take more than 

50 units as a single injection of a U100 concentration, typically, 

that means we're splitting that injection, because giving anything 

greater than typically 50 units as a single injection of a U100 

concentration, there's a lot of volume. And so, we typically do start 

to split the doses up when we're exceeding that in a single 

injection.  

 

Any time that they're on more than probably 100 units of U100 

total, as a basal – again, you want to start thinking of these more 

concentrated insulins. Problems with hypoglycemia. If you're 

really having a hard time with dysglycemia, blood sugar patterns 

that aren't making sense, hypoglycemia, especially nocturnal, that 

is where these ultra-long acting concentrated insulins truly do 

shine for our patients. And so that would be for your patient with 

type II or the patient with type I, to eliminate, because again, we've 

got a much more predictable profile, and with that predictable 

profile comes less glycemic variability, less risk for hypoglycemia, 

especially at night.  

 

Those were the two main ones that I would be thinking about, but 

like I said, I don't necessarily use that as a disclaimer on putting a 

patient on –  

 

Participant 2: _____ excited about getting this insulin.  

 

Participant 1: Yeah. We're just excited. 

 

Moderator: Yeah. Right.  

 

Participant 2: And I would just say one more thing about insulin in general. Look 

at your patient sites.  

 

Participant 1: Yes.  

 

Participant 2: If your patients have lipohypertrophy – that's the scarring or the 

scarring tissue, because they've used the same sites over and over 

again, if you can get them away from those sites, sometimes you 

need 30 or 40 –  

 

Participant 1: They'll use _____ –  
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Participant 2: – percent less insulin. So, look at their sites, touch their sites, talk 

to them about rotating, and you get better insulin absorption.  

 

Participant 1: Yes. Because they think rotating just means moving within the 

area, and they really do have a lot of I call it virgin territory, places 

that they haven't touched. And when we start moving into that 

virgin territory –  

 

Participant 2: You need less insulin.  

 

Participant 1: – we really do need to watch how much insulin that we're reducing 

them by. 

 

Moderator: Well, as you mentioned, a unit is a unit is a unit for insulin.  

 

Participant 1: Mm-hmm. 

 

Moderator: But with all these U100, U200, U300 insulins, there's certainly the 

potential for prescribing errors. So maybe we can just sort of touch 

before we complete this section on the precautions that you need to 

talk about and to think about when you're prescribing these 

concentrated insulins.  

 

Participant 2: Well, I think the biggest one is U500, because if a patient goes in 

the hospital, you need to know that that's five times as much. If 

you were on a U200, the dose is the dose. If you're on a U300, the 

dose is the dose. So, there isn't that great risk of a problem with the 

dosing. It's really the U500 that I worry about.  

 

Participant 1: And that actually has become less of an issue, because U500 is 

now available in a pen.  

 

Participant 2: Right.  

 

Participant 1: And while some patients may not be able to access those because 

of cost, when you prescribe U500 in the vial, we have to now 

prescribe the new U500 syringe. So, patients actually now know 

what their true dose of insulin is. If they are on 175 units of insulin 

and it's in the U500 concentration, they are on 175 units of insulin. 

The issue before we got the U500 syringe, before it became in a 

pen, we were using tuberculin syringes. We were using U100 

syringes. And that is where the confusion came, that they were 

drawing up 30 units, but they were really on 30 times 5 is 150. And 

really, that's where all the confusion came from. But these days, 

that should be really minimal, because of the U500 syringes that 
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the FDA has actually mandated you need to prescribe those when 

prescribing U500 in the vial. 

 

Moderator: The problem, of course, is when the patient gets admitted to the 

hospital, and the hospital –  

 

Participant 2: That's where –  

 

Moderator: – doesn't have those syringes. That's where they really get into 

trouble. 

 

Participant 2: Yeah.  

 

Participant 1: As long as they know the dose. That's the issue.  

 

Moderator: That's the important part.  

 

 [Crosstalk] 

 

Participant 1: How much units they're on.  

 

Participant 2: Yep.  

 

Moderator: Well, this concludes the third discussion in this series. In this 

session, we focused on the impact of concentrated insulin 

injections on patient adherence. In our fourth and final discussion, 

we will focus on the patient-centered multidisciplinary approach to 

insulin therapy. And we hope you will join us for that part four of 

our Medical Crossfire activity. 

 

[End of Audio] 

  


