
Ask the Faculty

1. Patient affordability has become increasingly important when considering insulin therapy. What’s the approximate cost of these products? Does 
insurance, particularly Medicare, cover any of them?

 Answer:
 As with most medications, the cost of insulin products can vary greatly depending on where the insulin product is purchased and insurance coverage. 

The case prices (July 2018 data) for the products are shown below (source: GoodRx.com). Note that the follow-on insulin glargine Basaglar is the least 
expensive basal insulin.

NPH 3 mL Kwikpen $119
Degludec (Tresiba) 3 mL Flextouch pen $115
Detemir (Levemir) 3 mL Flextouch pen $105
Glargine U-100 (Basaglar) 3 mL Kwikpen $83
Glargine U-100 (Lantus) 3 mL Solostar pen $98
Glargine U-300 (Toujeo) 1.5 mL pen $154
Degludec/Liraglutide (Xultophy 100/3.6) 3 mL pen $249
Glargine/Lixisenatide (Soliqua 100/33) 3 mL Solostar pen $165

 Regarding insurance coverage, there is great variability in out-of-pocket cost depending on whether the product is on the payer’s formulary. Even if it 
is, it is subject to deductibles and copays. Medicare Part B covers the cost of insulin, but only if it is administered via pump (subject to $183 deductible 
with 20% copay).1 Insulin that is self-administered using a needle is covered under Medicare Part D, subject to the plan’s deductible and copay. 

 Manufacturers provide assistance to patients who meet eligibility requirements. Further information may be found at the following:

Degludec (Tresiba): https://www.tresiba.com/savings-and-coverage/prescription-assistance.html 
Detemir (Levemir): https://www.levemir.com/savings-and-co-pay.html 
Glargine U-100 (Basaglar): https://www.basaglar.com/savings-support 
Glargine U-100 (Lantus): https://www.lantus.com/sign-up/savings-and-support 
Glargine U-300 (Toujeo): https://www.toujeo.com/toujeo-savings-card-coupon-and-support 
Degludec/Liraglutide (Xultophy 100/3.6): https://www.xultophy10036.com/savings-coverage/how-much-is-my-copay.html 
Glargine/Lixisenatide (Soliqua 100/33): https://www.soliqua100-33.com/savings-and-support 

2. I am relatively comfortable initiating treatment with basal insulin, but much less comfortable titrating it for fear the patient might experience an episode 
of severe hypoglycemia. How do I know when I should stop increasing the dose of basal insulin and add another medication?

 Answer:
 Hypoglycemia is certainly a concern, especially with the older basal insulin products.2 Basal insulin products primarily lower the fasting plasma glucose, 

with much less effect on the postprandial glucose. Therefore, if the glycated hemoglobin (A1c) is above target (<7.0% for most patients) and the fasting 
plasma glucose is in the normal range, increasing the basal insulin dose is unlikely to be of any benefi t in further lowering the A1c. On the other hand, 
the incidence and severity of hypoglycemia are likely to be increased.3 The rule of thumb is to avoid, or at least proceed with great caution with close 
blood glucose monitoring, total daily basal insulin doses >0.5 units/kg.4 The most likely reason the A1c remains above target is because the postprandial 



glucose remains elevated. This can be verifi ed by checking the blood glucose level multiple times per day over several days. Beyond confi rming 
postprandial hyperglycemia, this would also identify unexpectedly large fl uctuations in the blood glucose level, which, if present, should result in 
further investigation, including the patient’s eating [habits] and physical activity. Another indicator suggesting the need for adding a medication rather 
than increasing the total daily dose of basal insulin is a BeAM value greater than 45-55 mg/dL.5 The BeAM value is calculated by subtracting the fasting 
plasma glucose level from the bedtime glucose level. Therefore, a BeAM value >45 to 55 mg/dL suggests unresolved postprandial hyperglycemia.

3. Clinical trials have investigated the cardiovascular safety of the individual components in the fi xed-ratio basal insulin/glucagon-like peptide-1 receptor 
agonist combination products. Have similar trials been conducted with the fi xed-ratio combination products?

 Answer:
 No, similar cardiovascular outcomes trials have not been conducted with the fi xed-ratio basal insulin/glucagon-like peptide-1 receptor agonist 

combination products. To summarize, cardiovascular outcomes trials showed both glucagon-like peptide-1 receptor agonists liraglutide and lixisenatide 
do not increase cardiovascular risk compared with placebo as part of standard therapy.6,7 Additionally, liraglutide, but not lixisenatide, reduced 
cardiovascular risk compared with placebo. With respect to the basal insulin components, the ORIGIN trial showed the cardiovascular safety of glargine 
to be similar to standard care,8 while the DEVOTE trial showed the cardiovascular safety of degludec to be similar to glargine.9

 With respect to both fi xed-ratio basal insulin/glucagon-like peptide-1 receptor agonist combination products, post hoc analyses have demonstrated 
benefi ts in cardiovascular risk markers–not cardiovascular events. Separate analyses of the DUAL II and DUAL V randomized, controlled trials showed 
that, compared with degludec or glargine, the fi xed-ratio combination of degludec/liraglutide resulted in signifi cantly greater reductions in systolic 
blood pressure, total cholesterol, and low-density lipoprotein cholesterol.10 Similarly, analysis of the Lixi-Lan-L trial showed a signifi cantly smaller 
increase in fasting triglycerides with glargine/lixisenatide 100/33 compared with glargine.11
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