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Abstract
Aims/hypothesis We compared the effects of insulin degludec
(IDeg; Des(B30)LysB29(γ-Glu Nε-hexadecandioyl) human
insulin) and insulin glargine (IGlar; A21Gly,B31Arg,
B32Arg human insulin) on the day-to-day variability of
fasting plasma glucose (FPG) levels in individuals with type
1 diabetes treated with basal-bolus insulin injections.
Methods The effects of basal-bolus insulin therapy for
4 weeks with either IDeg or IGlar as the basal insulin in adult
C-peptide-negative outpatients with type 1 diabetes were investigated in an open-label, multicentre, randomised, crossover trial. Randomisation was conducted using a centralised
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allocation process. The primary endpoints were the SD and
CV of FPG during the final week of each treatment period.
Secondary endpoints included serum glycoalbumin level, daily dose of insulin, intraday glycaemic variability and frequency of severe hypoglycaemia.
Results Thirty-six randomised participants (17 in the
IDeg/IGlar and 19 in the IGlar/IDeg groups) were recruited,
and data for 32 participants who completed the trial were
analysed. The mean (7.74±1.76 vs 8.56±2.06 mmol/l; p=
0.04) and SD (2.60±0.97 vs 3.19±1.36 mmol/l; p=0.03) of
FPG were lower during IDeg treatment than during IGlar
treatment, whereas the CV did not differ between the two
treatments. The dose of IDeg was smaller than that of IGlar
(11.0±5.2 vs 11.8±5.6 U/day; p<0.01), but other secondary
endpoints did not differ between the treatments.
Conclusions/interpretation IDeg yielded a lower FPG level
and smaller day-to-day variability of FPG at a lower daily
dose compared with IGlar in participants with type 1 diabetes.
IDeg serves as a good option for basal insulin in the treatment
of type 1 diabetes.
Trial registration: University Hospital Medical Information
Network 000009965.
Funding: This research recieved no specific grant from any
funding agency in the public, commercial or not-for-profit sectors.
Keywords Basal-bolus insulin therapy . Day-to-day fasting
plasma glucose variability . Insulin degludec . Insulin
glargine . Type 1 diabetes
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Introduction
The basal secretion of insulin during the fasting state plays an
essential role in maintaining an appropriate level of endogenous
glucose production, and the additional secretion of the hormone
after a meal is critical for the anabolism and storage of this
energy source. Individuals with type 1 diabetes, in whom insulin secretion is greatly impaired, must therefore supplement
their endogenous insulin by a basal-bolus administration of
exogenous hormone in order to mimic the physiological regulation of energy metabolism and improve glycaemic control.
In patients with type 1 diabetes who undergo basal-bolus
insulin therapy with multiple daily injections, basal insulin is
largely responsible for the stability of blood glucose levels in
the fasting state. Insulin glargine (IGlar; A21Gly,B31Arg,
B32Arg human insulin) is a long-acting insulin analogue that
is widely administered as a basal insulin in basal-bolus therapy. IGlar exhibits a longer and flatter temporal pattern of hormone action than NPH insulin, with a duration of biological
action of ∼24 h [1]. Evidence suggest that basal-bolus therapy
for patients with type 1 diabetes using IGlar has been associated with a reduced number of daily injections [2, 3], a reduced frequency of hypoglycaemia [3–7], a reduced variability of fasting plasma glucose (FPG) concentration [2] and
lower FPG and HbA1c levels [4, 6–9] relative to NPH insulin,
which is indicative of the benefits of IGlar for such therapy.
Insulin degludec (IDeg; Des(B30)LysB29(γ-Glu Nεhexadecandioyl) human insulin) is a novel ultra-long-acting
insulin analogue that was first launched in the UK in January
2013 and is now available in several European and Asian
countries including Japan. The duration of action for IDeg,
estimated at ∼42 h [10], is much longer than that for IGlar.
Such pharmacokinetics are attributable both to the slower absorption of IDeg from the injection site into the circulation as a
result of its formation of soluble multihexameric chains and to
its prolonged retention in the circulation as a result of its binding to albumin in the blood [11]. Clinical studies have revealed that basal-bolus therapy with IDeg is associated with
a similar level of glycaemic control [12, 13], a lower daily
dose [13, 14] and less frequent nocturnal hypoglycaemia
[12–14] in individuals with type 1 diabetes in comparison
with IGlar. The frequency of nocturnal hypoglycaemia has
been shown to be related to the variability of FPG levels
[15]. Moreover, a euglycaemic glucose clamp analysis has
revealed a lower variability in pharmacodynamics for IDeg
than for IGlar [16]. Treatment with IDeg might thus be expected to result in lower day-to-day variability in the glucoselowering effect of basal-bolus therapy. There has, however,

been no clinical study to date that has directly evaluated this
possibility.
We performed the current study to investigate the day-today variability of the glucose-lowering effect of IDeg. We
compared the SD and CV of FPG levels in individuals with
type 1 diabetes treated with basal-bolus insulin therapy using
either IDeg or IGlar.

Methods
This study was conducted in accordance with the Declaration
of Helsinki and was approved by the local institutional review
boards of the participating centres. Written informed consent
was obtained from all participants before beginning the trial,
which has been registered with the University Hospital
Medical Information Network (UMIN 000009965). The study
was an open-label, randomised, multicentre, crossover trial
designed to investigate the day-to-day variability of FPG in
participants with type 1 diabetes treated with basal-bolus insulin therapy using either IDeg or IGlar as the basal insulin.
The participating centres and principal investigators for the
trial are listed in the Appendix.
Inclusion criteria for the trial included: (1) individuals with
type 1 diabetes who were at least 18 years of age and whose
serum C-peptide concentration had been confirmed to be below detectable levels (<0.07 nmol/l) at least twice; (2) individuals who had been treated for at least 1 year with basalbolus insulin injections with IGlar as the basal insulin and a
rapid-acting insulin analogue or regular insulin as the bolus
insulin; (3) individuals with the ability to perform selfmonitoring of blood glucose (SMBG); and (4) individuals
with an HbA1c level of ≤8% (64 mmol/mol). The exclusion
criteria included: (2) the use of medications that affect glucose
metabolism (such as beta-blockers, corticosteroids and monoamine oxidase inhibitors); (2) a history of myocardial infarction, angina pectoris, coronary artery bypass surgery or heart
failure within the preceding 6 months; (3) severe hypertension
(systolic BP of ≥180 mmHg or diastolic BP of ≥100 mmHg);
(4) severe liver dysfunction (serum aspartate aminotransferase
or alanine aminotransferase levels of ≥2.5 times the normal
upper limit); (5) severe renal dysfunction (a serum creatinine
concentration of ≥177 μmol/l); (6) the presence of antibodies
to insulin that might influence the variability of plasma glucose levels; (7) frequently recurring severe hypoglycaemia or
hospitalisation due to serious hypoglycaemia or diabetic
ketoacidosis within the previous year; (8) the complication
of proliferative diabetic retinopathy with a high risk of haemorrhage; (9) existing or possible pregnancy or breastfeeding;
(10) the presence of cancer; (11) a complicating psychiatric
disorder; (12) alcoholism or other drug addiction; and (13) an
investigator’s declaration that the participant was otherwise
inappropriate for the study. Insulin antibodies were checked

Diabetologia (2015) 58:2013–2019

2015

for all participants as part of the screening procedure. Severe
hypoglycaemia was defined as events associated with central
nervous system manifestations during which the patient required the assistance of another person. The judgement of
frequent recurrence of hypoglycaemia was made by each attending physician.
Individuals found to satisfy the criteria were randomly
assigned to the IGlar (first period)/IDeg (second period)
(IGlar/IDeg) or the IDeg (first period)/IGlar (second period)
(IDeg/IGlar) group by a centralised allocation process. In the
IGlar/IDeg group, the basal insulin was switched after 4 weeks
from IGlar (Lantus, SoloSTAR; Sanofi, Paris, France) to IDeg
(Tresiba, FlexTouch; Novo Nordisk, Bagsvaerd, Denmark). In
the IDeg/IGlar group, the basal insulin was switched after
4 weeks from IDeg to IGlar. The participants were directed
to determine their plasma glucose level four times a day (before breakfast, lunch and dinner as well as at bedtime) by
SMBG during the entire trial period. The last week of each
treatment period constituted the data collection phase, during
which the participants were directed to determine their plasma
glucose level seven times a day (before breakfast, 2 h after
breakfast, before lunch, 2 h after lunch, before dinner, 2 h after
dinner and at bedtime) (Fig. 1). All individuals were provided
with the same device (OneTouch Ultra; Johnson & Johnson,
New Brunswick, NJ) and directed to perform blood testing
with it. Given that the measurements of the SMBG device
are calibrated to the plasma glucose concentrations, we considered the values recorded by this device as the plasma glucose levels. The serum glycoalbumin level was measured at
the end of each treatment period.
Basal insulin was administered at the same time of day in
both treatment periods. The initial dose of IDeg was equivalent to 80% of the IGlar dose that had been administered
before the start of the trial. Insulin titration was then performed
according to the attending physician’s instruction or the
Screening

Randomisation

patient’s own judgement to achieve the target plasma glucose
level. The type of bolus insulin preparation was not changed
during the trial, and the preprandial bolus insulin dose was
adjusted by each participant. The target plasma glucose level
before breakfast, lunch and dinner as well as at bedtime was
initially <7.21 mmol/l and was subsequently reduced to
<6.11 mmol/l for individuals capable of achieving a reduction.
The participants were directed to avoid hypoglycaemia
(<3.89 mmol/l) at any time during the day.
The primary endpoint of the study was the day-to-day variability of FPG level as evaluated by the SD and CV of the
plasma glucose level determined by SMBG before breakfast
during the last week of each 4 week treatment period (Fig. 1).
Secondary endpoints included the serum glycoalbumin level
on the final day of each treatment period, the administered
insulin dose (the mean for the last week of each treatment
period), the intraday glycaemic variability calculated from
the seven daily measurements of plasma glucose during the
final week of each treatment period, and the frequency of
severe hypoglycaemic events (defined as events associated
with central nervous system manifestations during which the
patient required the assistance of another person).
To determine the sample size, we performed a preliminary
analysis of the day-to-day variability of FPG in individuals
with type 1 diabetes treated with basal-bolus insulin therapy
including IGlar as the basal insulin at Kobe University
Hospital. The mean CV and mean SD of the CV of FPG for
34 participants over 7 days were 36.1% and 16.5%, respectively. The number of individuals for whom a 30% alteration
of the mean CV could be detected with an α value of 0.05 and
with a statistical power of 80% was 32. We assumed that 10%
of those recruited might drop out from the trial and therefore
determined the total number of participants required to be 36.
We evaluated normal distributions of the data with the use
of Shapiro–Wilk test, and non-normally distributed data were
Crossover

1st period
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Fig. 1 Study design. Eligible patients were randomly allocated to the
IGlar/IDeg group (upper arm) or the IDeg/IGlar group (lower arm). In
the IGlar/IDeg group, the basal insulin was switched after 4 weeks from
IGlar to IDeg, whereas in the IDeg/IGlar group the basal insulin was
switched after 4 weeks from IDeg to IGlar. The last week of each
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treatment period constituted the data collection phase in which seven
SMBG measurements per day were performed and the insulin dosage
was determined. The serum glycoalbumin level was also measured on
the last day of each treatment period
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transformed to satisfy the normality assumption by Box–Cox
transformation. Data are presented as means±SD and were
analysed with repeated-measures ANOVA and Grizzle’s model for a 2×2 crossover study. In these statistical methods, the
values are analysed in a paired manner, using each patient as
their own control. The statistical analyses were performed
using the SPSS version 22 software package (IBM, Armonk,
NY, USA). A p value <0.05 was considered statistically
significant.

Results
The total of 36 randomised participants consisted of 19 individuals in the IGlar/IDeg group and 17 individuals in the
IDeg/IGlar group. Three participants in the IDeg/IGlar group
did not want to change their insulin preparation at the time of
crossover, and they withdrew consent for participation in the
study at this time. One participant in the IGlar/IDeg group
who initially agreed to participate in the study during the
screening period withdrew consent at the beginning of the first
period of allocated insulin administration. These four participants were excluded, so a total of 32 participants who completed the trial were therefore included in the analysis. The
clinical characteristics of these 32 participants are shown in
Table 1.
At the start of the trial, the mean total daily dose of insulin
was 32.7±12.4 U/day, the mean daily dose of basal insulin
was 12.1±5.9 U/day, and the mean daily dose of bolus insulin
was 20.9 ± 8.8 U/day. The number of participants who
Table 1 Clinical characteristics of the participants according to study
group

Variable
Number of participants
Age (years)
Male/female
Duration of diabetes (years)
BMI (kg/m2)
HbA1c
(%)
(mmol/mol)
Serum glycoalbumin (%)
BP (mmHg)
Systolic
Diastolic
Complications (%)
Retinopathy
Neuropathy
Nephropathy

32
57±14
13/19
18±10
22.6±3.2
7.4±0.8
54.7±9.2
22.1±3.7
126±11
70±9
37.5
34.5
31.3

Data for continuous variables are
means± SD

administered IGlar in the morning, at noon, in the evening
and at bedtime was 9, 6, 3 and 14, respectively.
We first examined interaction effects (periods and carryover effects) for the mean, SD and CV of FPG with
repeated-measures ANOVA and Grizzle’s model for a 2×2
crossover study, and found no interaction effects between
the two intervention periods (p = 0.22, 0.44 and 0.80,
respectively).
The mean FPG level determined before breakfast during
the data collection phase was significantly lower in the IDeg
administration period than in the IGlar administration period
(7.74±1.76 vs 8.56±2.06 mmol/l; p=0.04) (Fig. 2a, b). The
SD of FPG was also significantly smaller during IDeg administration than during IGlar administration (2.60±0.97 vs 3.19±
1.36 mmol/l; p=0.03) (Fig. 2c, d). The CV of FPG did not,
however, differ between the two treatment periods (34.3±13.3
vs 37.1±13.0% for IDeg and IGlar, respectively; p=0.32)
(Fig. 2e, f).
The mean of the seven daily plasma glucose measurements
was significantly lower during the IDeg administration period
than the IGlar administration period (8.30±1.50 vs 9.13±
1.92 mmol/l; p<0.01). Among the seven measurement points,
a significant difference between the two treatment periods was
apparent only for that before breakfast. The intraday SD
(3.39±0.94 vs 3.13±0.85 mmol/l for IGlar and IDeg) and
intraday CV (38.2±9.2 vs 37.6±8.1% for IGlar and IDeg)
for the seven measurements were similar in the two treatment
periods ( p=0.16 and 0.64, respectively).
To further analyse the plasma glucose variability during the
two treatment periods, we calculated the SD of all the plasma
glucose values from all the days of the last week of treatment
(SDT), the SD of the daily means of plasma glucose (SDdm)
and the SD between days within specified time points averaged over all times of day (SDb) (Table 2), as have been
previously used to evaluate glucose variability [17]. We also
calculated the mean difference in plasma glucose values before and after breakfast [mean(|Δab–bb|)], lunch [mean(|Δal–
bl|)] and dinner [mean(|Δad–bd|)], the mean difference in plasma glucose values before and after all meals [(mean(|Δoverall
average|)] and the mean difference between the bedtime plasma
glucose and FPG [mean(|Δbb–b|)] (Table 2). Of these variables, only SDT was significantly smaller for IDeg than for
IGlar (3.85±0.91 vs 3.47±0.86 mmol/l for IGlar and IDeg,
respectively; p=0.04). The serum glycoalbumin level was also similar for the two treatment periods (21.8±3.6 vs 21.5±
3.0% for IGlar and IDeg, respectively; p=0.40). No episodes
of severe hypoglycaemia occurred during the entire trial
period.
The total daily dose of insulin was slightly lower in the
IDeg administration period than in the IGlar administration
period, although this difference was not statistically significant (31.2±11.4 vs 31.9±11.9 U/day; p=0.15). The daily dose
of basal insulin in the IDeg period was slightly but
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significantly lower than that in the IGlar period (11.0±5.2 vs
11.8±5.6 U/day; p<0.01). The daily dose of bolus insulin was

Variables for glycaemic variability
n
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Fig. 2 Mean and variability of
FPG levels. The mean (a), SD (c)
and CV (e) of FPG levels during
the IGlar and IDeg treatment
periods were determined for each
participant. The two data points
for a particular individual were
connected by a line. Horizontal
bars represent the corresponding
mean values for all participants.
Box plots of the mean (b), SD (d)
and CV (f) of FPG are shown.
The line within each box
represents the median, and the top
and bottom of the box represent
the 75th and 25th percentiles,
respectively. The whiskers
indicate the maximum and
minimum values. *p<0.05. NS,
not significant
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similar in the two treatment periods (20.5±8.5 vs 20.5±8.6
U/day for IGlar and IDeg, respectively; p=0.68). During the
study period, severe hypoglycaemia or other notable adverse
effects including skin rash, liver or kidney dysfunctions, abnormalities in electrolytes or in completely blood count were
not reported.

Discussion
The primary endpoints of this study were the SD and CV of
FPG during treatment with IDeg and IGlar in a randomised
crossover trial in individuals with type 1 diabetes who
underwent basal-bolus insulin therapy. We have shown here
that the SD of FPG levels was smaller during treatment with
IDeg than with IGlar. The CVof FPG did not, however, differ
between the two treatments, probably as a result of the smaller

2018

mean value for the IDeg treatment period. Given that the FPG
concentration is greatly influenced by the action of basal insulin, our results indicate that day-to-day variability in the
glucose-lowering effect of IDeg is smaller than that for
IGlar. Clinical trials that have compared the efficacy of IDeg
with that of IGlar have revealed a lower frequency of nocturnal hypoglycaemia during IDeg treatment, whereas the frequency of hypoglycaemia during the daytime was similar during treatment with IDeg and IGlar [13, 14]. The variability in
FPG levels is closely related to the frequency of nocturnal
hypoglycaemia in patients with type 1 and type 2 diabetes
[15]. It is thus possible that the reduced frequency of nocturnal
hypoglycaemia observed during IDeg treatment in previous
studies is attributable to the low variability of the glucoselowering effect of this insulin analogue revealed by the present
study.
Although we set the same target plasma glucose level during both treatment periods, the FPG concentration was lower
during IDeg treatment than IGlar treatment, whereas the daily
dose of basal insulin was smaller during IDeg treatment. We
cannot completely exclude the possibility that these observations are attributable to incidental bias. However, lower FPG
levels achieved with a lower daily dose of basal insulin in spite
of the same plasma glucose target were also apparent during
treatment with IDeg in comparison with IGlar in a previous
study [13]. The pharmacological characteristics of IDeg may
thus contribute to these observations. In the present study, the
participants themselves titrated the dose of basal insulin in
order to achieve the target FPG level. If the variability of the
glucose-lowering effect is small, it is easier to titrate the dose
of basal insulin in order to maintain the FPG close to the target
level. Moreover, the temporal pattern of the biological action
of IDeg has been found to be flatter than that of IGlar [16],
which might also be related to the reduced frequency of nocturnal hypoglycaemia that was observed during treatment with
IDeg [13, 14]. The ‘peak-less’ characteristic of the pharmacokinetics of IDeg might thus allow patients to achieve the target
FPG level with a smaller dosage. In this regard, the proportion
of participants who achieved the primary target plasma glucose level (<7.21 mmol/l) tended to be higher during IDeg
treatment than IGlar treatment (44% and 25%, respectively),
although this difference was not statistically significant ( p=
0.19). In this study, the total basal dose was approximately
35% (35.9% and 34.6% for IGlar and IDeg, respectively) of
the total daily dose at the end of each treatment period. This
percentage was lower than that previously reported for white
individuals with type 1 diabetes, but was similar to those reported for Japanese patients with type 1 diabetes [18, 19].
In the present study, we recruited only participants with
type 1 diabetes whose serum C-peptide level was below the
limit of detection, given that the pharmacology of basal insulin
is well reflected by the plasma glucose level in such individuals. Moreover, all the participants in our study were non-
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obese Japanese adults. Whether the results of the present study
are applicable to patients whose capacity for insulin secretion
is not completely exhausted or to those with different physical
constitutions or ethnicities thus remains to be determined.
The current study has some limitations. First, this trial was
an open-label study, and we could not exclude possible biases
induced by recognition of the insulin preparations. Moreover,
the injection devices were different for each of the insulin
preparations. Given that all the participants had used IGlar
before the study, they were familiar with IGlar and had to
familiarise themselves with the IDeg. We cannot exclude the
possibility that this may have introduced some bias into the
study. Finally, the proportions of patients who achieved the
target FPG levels were low in both treatment periods.
In summary, our results indicate that the day-to-day variability in glucose-lowering effect is smaller for IDeg than for
IGlar. The current result might be related to a lower frequency
of nocturnal hypoglycaemia in individuals with type 1 diabetes who use IDeg as basal insulin [12–14]. It remains to be
elucidated whether the insulin preparation has beneficial effects on long-term glycaemic control and on diabetic
complications.
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Medical Center), Tomoaki Nakamura (Akashi Medical
Center), Michinori Takabe (Shinsuma General Hospital),
Takehiro Nakamura (Kobe City Hospital Organization,
Kobe City Medical Center West Hospital), Michiko

Diabetologia (2015) 58:2013–2019

Kajikawa (Yodogawa Christian Hospital), and Masao Nagata
(Kakogawa City Hospital Organization, Kakogawa City West
Hospital).
Open Access This article is distributed under the terms of the
Creative Commons Attribution 4.0 International License (http://
creativecommons.org/licenses/by/4.0/), which permits unrestricted
use, distribution, and reproduction in any medium, provided you give
appropriate credit to the original author(s) and the source, provide a link
to the Creative Commons license, and indicate if changes were made.

References
1.

2.

3.

4.

5.

6.

7.

8.

Lepore M, Pampanelli S, Fanelli C et al (2000) Pharmacokinetics
and pharmacodynamics of subcutaneous injection of long-acting
human insulin analog glargine, NPH insulin, and ultralente human
insulin and continuous subcutaneous infusion of insulin lispro.
Diabetes 49:2142–2148
Raskin P, Klaff L, Bergenstal R, Hallé JP, Donley D, Mecca T
(2000) A 16-week comparison of the novel insulin analog insulin
glargine (HOE 901) and NPH human insulin used with insulin
lispro in patients with type 1 diabetes. Diabetes Care 23:1666–1671
Rossetti P, Pampanelli S, Fanelli C et al (2003) Intensive replacement of basal insulin in patients with type 1 diabetes given rapidacting insulin analog at mealtime. Diabetes Care 26:1490–1496
Pieber TR, Eugène-Jolchine I, Derobert E (2000) Efficacy and safety of HOE 901 versus NPH insulin in patients with type 1 diabetes.
The European Study Group of HOE 901 in Type 1 Diabetes.
Diabetes Care 23:157–162
Ratner RE, Hirsch IB, Neifing JL, Garg SK, Mecca TE, Wilson CA
(2000) Less hypoglycemia with insulin glargine in intensive insulin
therapy for type 1 diabetes. U.S. Study Group of Insulin Glargine in
Type 1 Diabetes. Diabetes Care 23:639–643
Porcellati F, Rossetti P, Pampanelli S et al (2004) Better long-term
glycaemic control with the basal insulin glargine as compared with
NPH in patients with type 1 diabetes mellitus given meal-time
lispro insulin. Diabet Med 21:1213–1220
Fulcher GR, Gilbert RE, Yue DK (2005) Glargine is superior to
neutral protamine Hagedorn for improving glycated haemoglobin
and fasting blood glucose levels during intensive insulin therapy.
Intern Med J 35:536–542
Rosenstock J, Park G, Zimmerman J, U.S. Insulin Glargine (HOE
901) Type 1 Diabetes Investigator Group (2000) Basal insulin
glargine (HOE 901) versus NPH insulin in patients with type 1

2019

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

diabetes on multiple daily insulin regiments. U.S. Insulin Glargine
(HOE 901) Type 1 Diabetes Investigator Group. Diabetes Care 23:
1137–1142
Chatterjee S, Jarvis-Kay J, Rengarajan T, Lawrence IG, McNally
PG, Davies MJ (2007) Glargine versus NPH insulin: efficacy in
comparison with insulin aspart in a basal bolus regimen in type 1
diabetes—the glargine and aspart study (GLASS) a randomised
cross-over study. Diabetes Res Clin Pract 77:215–222
Heise T, Nosek L, Bøttcher SG, Hastrup H, Haahr H (2012) Ultralong-acting insulin degludec has a flat and stable glucose-lowering
effect in type 2 diabetes. Diabetes Obes Metab 14:944–950
Jonassen I, Havelund S, Hoeg-Jensen T, Steensgaard DB, Wahlund
PO, Ribel U (2012) Design of the novel protraction mechanism of
insulin degludec, an ultra-long-acting basal insulin. Pharm Res 29:
2104–2114
Birkeland KI, Home PD, Wendisch U et al (2011) Insulin degludec
in type 1 diabetes: a randomized controlled trial of a newgeneration ultra-long-acting insulin compared with insulin
glargine. Diabetes Care 34:661–665
Heller S, Buse J, Fisher M et al (2012) Insulin degludec, an
ultra-longacting basal insulin, versus insulin glargine in
basal-bolus treatment with mealtime insulin aspart in type
1 diabetes (BEGIN Basal-Bolus Type 1): a phase 3,
randomised, open-label, treat-to-target non-inferiority trial.
Lancet 379:1489–1497
Bode BW, Buse JB, Fisher M et al (2013) Insulin degludec improves glycaemic control with lower nocturnal hypoglycaemia risk
than insulin glargine in basal-bolus treatment with mealtime insulin
aspart in type 1 diabetes (BEGIN® Basal-Bolus Type 1): 2-year
results of a randomized clinical trial. Diabet Med 30:1293–1297
Niskanen L, Virkamäki A, Hansen JB, Saukkonen T (2009)
Fasting plasma glucose variability as a marker of nocturnal
hypoglycemia in diabetes: evidence from the PREDICTIVE
study. Diabetes Res Clin Pract 86:e15–e18
Heise T, Hermanski L, Nosek L, Feldman A, Rasmussen S, Haahr
H (2012) Insulin degludec: four times lower pharmacodynamic
variability than insulin glargine under steady-state conditions in
type 1 diabetes. Diabetes Obes Metab 14:859–864
Rodbard D (2009) New and improved methods to characterize glycemic variability using continuous glucose monitoring.
Diabetes Technol Ther 11:551–565
Nakamura T, Hirota Y, Hashimoto N et al (2014) Diurnal variation
of carbohydrate insulin ratio in adult type 1 diabetic patients treated
with continuous subcutaneous insulin infusion. J Diabetes Investig
5:48–50
Kuroda A, Kaneto H, Yasuda T et al (2011) Basal insulin
requirement is ∼30% of the total daily insulin dose in type 1
diabetic patients who use the insulin pump. Diabetes Care
34:1089–1090

