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ABSTRACT
Introduction: The treatment of patients with
type 2 diabetes uncontrolled on basal insulin
and oral glucose-lowering drugs was investigated previously in the LixiLan-L trial. In the
LixiLan-L trial, patients experienced a 6-week
run-in with insulin glargine U100 (iGlar) as part
of the screening phase, followed by treatment
with a fixed-ratio combination of iGlar ?
lixisenatide (iGlarLixi) or iGlar alone over
30 weeks. In the study reported here, we investigated the achievement of glycemic control in
those who completed the 30-week LixiLan-L
trial, as assessed by change in glycated hemoglobin (HbA1c) levels from screening, both for
the overall category and for screening HbA1c
subcategories.
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Methods: This post hoc analysis of the LixiLan-L
trial included both the screening phase and the
treatment period for 30-week completers and
evaluated the change in HbA1c from screening to
Week 30, patients reaching HbA1c \7% at Week
30, and iGlar and lixisenatide (Lixi) doses at
Week 30 overall and according to HbA1c subcategory at screening (HbA1c B 8%, 8%\HbA1c B
9%, and HbA1c [9%). Documented symptomatic hypoglycemia during the treatment
period was also assessed.
Results: HbA1c reductions (least squares mean)
from screening to Week 30 were greater for
iGlarLixi than iGlar, both overall (- 1.7 vs.
- 1.1%) and in all subgroups (HbA1c B 8%,
8%\HbA1c B 9%, and HbA1c [9%): - 1.1,
- 1.4, - 2.4 (iGlarLixi) vs. - 0.5, - 1.0, - 1.8%
(iGlar), respectively (all p\0.0001). The
end-of-treatment mean HbA1c level for iGlarLixi
across all groups was\7%. More patients
achieved an HbA1c of\7% with iGlarLixi than
with iGlar, both overall (59.9 vs. 31.2%) and
within each subgroup [74.2, 54.7, 52.2 (iGlarLixi) vs. 37.2, 31.6, 23.5% (iGlar), respectively].
A higher initial screening HbA1c corresponded
with a greater mean reduction in HbA1c for both
treatment strategies. In all HbA1c screening
categories, the risk of hypoglycemia was not
increased with iGlarLixi versus iGlar during the
treatment phase.
Conclusion: iGlarLixi controlled HbA1c levels
more effectively than iGlar across all HbA1c
screening subgroups and in the overall study
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population without increasing the risk of
hypoglycemia.
Trial Registration: Clinicaltrials.gov Identifier:
NCT02058160.
Funding: Sanofi.
Keywords: Glycated hemoglobin; iGlarLixi;
Insulin glargine U100; Lixisenatide; Type 2
diabetes

INTRODUCTION
Achieving glycemic control is the main objective in the treatment of patients with type 2
diabetes (T2D), with a glycated hemoglobin
(HbA1c) target of\7% recommended for most
adults [1, 2]. If HbA1c targets are not reached
after initiating basal insulin therapy in patients
with T2D, the American Diabetes Association
(ADA) guidelines suggest considering a combination injectable therapy, such as rapid-acting
insulin prior to the largest meal, glucagon-like
peptide-1 receptor agonists (GLP-1 RAs), or a
switch to premixed insulin twice daily [2].
iGlarLixi is a once-daily, titratable, fixed-ratio
combination of insulin glargine U100 (iGlar) and
the GLP-1 RA lixisenatide (Lixi). The complementary actions of iGlar, which predominantly
targets fasting plasma glucose (FPG), and Lixi,
which predominantly targets postprandial
plasma glucose levels, may benefit patients with
T2D who are unable to achieve their glycemic
targets [3–5]. iGlarLixi was approved in the USA
in 2016 for the treatment of adults with T2D
inadequately controlled on basal insulin (\60
U/day) or Lixi, and in Europe in 2017, in combination with metformin, for adults with T2D
inadequately controlled with metformin alone
or metformin combined with another oral
anti-diabetes drug (OAD) or with basal insulin
[6, 7]. iGlarLixi has demonstrated superior
reduction in HbA1c compared with its individual
components of iGlar and Lixi, in the LixiLan-O,
LixiLan-L, and LixiLan Proof-of-Concept randomized controlled trials [3–5].
LixiLan-L was a Phase III clinical trial that
comprised a 6-week run-in with iGlar and a
30-week randomized treatment period comparing treatment with iGlarLixi (N = 366)

versus iGlar (N = 365) in patients with T2D
previously not sufficiently controlled on basal
insulin with or without OADs. The primary
analysis showed superior glycemic control as
assessed by the change in HbA1c from baseline
to Week 30. Furthermore, at Week 30, 54.9%
(n = 201) of patients treated with iGlarLixi
achieved the HbA1c target of\7.0% compared
with 29.6% (n = 108) of patients with iGlar
alone (p\0.0001) [3]. This post hoc analysis
was designed to evaluate the impact of HbA1c
levels measured at screening on glycemic control in 30-week completers of the LixiLan-L
trial. The inclusion of the screening phase
allowed the 6-week run-in with iGlar to be
evaluated in conjunction with the 30-week
treatment period, providing a more complete
investigation of treatment during the LixiLan-L
trial.

METHODS
The present study is a post hoc analysis of the
LixiLan-L trial (NCT02058160), the methods of
which are described briefly below; the complete
methodology has been described previously [3].
Trial Design
The LixiLan-L trial was a randomized, open-label, parallel-group, multinational, multicenter
Phase III clinical trial for patients previously
uncontrolled on basal insulin with or without
OADs. The trial was initiated on January 27,
2014 and ended on July 9, 2015 and comprised
an 8-week screening phase, which included up
to 2 weeks of screening and a 6-week run-in,
followed by a 30-week treatment period. The
primary efficacy endpoint of the LixiLan-L trial
was change in HbA1c from baseline to Week 30.
All procedures followed were in accordance
with the ethical standards of the responsible
committee on human experimentation (institutional and national) and with the Helsinki
Declaration of 1964, as revised in 2013.
Informed consent was obtained from all
patients for being included in the study, and the
publisher’s policy concerning informed consent
was followed. The protocol also complied with
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the laws, regulations, and any applicable
guidelines of the countries in which the study
was conducted. Institutional review boards or
independent ethics committees at each study
site approved the LixiLan-L study protocol.
Data that could identify treatment were
masked prior to data review and event adjudication during the LixiLan-L trial. A data monitoring committee reviewed and analyzed the
safety data provided by an independent statistical group throughout the LixiLan-L trial.

Study Population
The LixiLan-L trial recruited outpatients with
T2D. Eligibility requirements to participate
included a diagnosis of T2D for at least 1 year,
treatment with a stable basal insulin dose
(15–40 U/day) and a FPG level of B 180 mg/dL
(10.0 mmol/L) at screening for patients on basal
insulin and two OADs, or one OAD other than
metformin, or an FPG of B 200 mg/dL
(11.1 mmol/L) for patients on basal insulin with
or without metformin. The HbA1c level was
required to be between 7.5 and 10%, inclusive.
Interventions
At run-in, all patients were on iGlar (100 U/mL),
administered once daily; patients previously on
other basal insulins were switched to iGlar at
the beginning of the run-in. Treatment with
OADs other than metformin was stopped. During the run-in, iGlar doses were adjusted
according to investigator discretion to achieve a
daily fasting self-monitored plasma glucose
(SMPG) level of B 140 mg/dL (7.8 mmol/L)
while avoiding hypoglycemia.
At the end of the run-in, patients who had an
HbA1c of C 7% and B 10%, a mean fasting
SMPG of B 140 mg/dL (7.8 mmol/L), and an
iGlar dose of C 20 and B 50 U/day were randomized (1:1) to receive iGlarLixi or iGlar,
stratified by HbA1c at Week - 1 (\8%, C 8%)
and metformin use at screening (Yes, No).
Randomization was performed by an interactive
voice response system/interactive web response
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system according to the randomization
scheme provided by the study statistician.
iGlarLixi was provided in two prefilled
SoloSTARÒ pens (Sanofi, Paris, France). Pen A [2
U iGlar (100 U/mL)/1 lg Lixi ratio] was used to
deliver iGlarLixi doses between 10 U (10 U/5 lg)
and 40 U (40 U/20 lg); Pen B (3:1 ratio of
iGlar:Lixi) was used to deliver iGlarLixi doses
between 30 U (30 U/10 lg) and 60 U (60
U/20 lg). iGlar was provided in a prefilled LantusÒ SoloSTARÒ pen (100 U/mL; Sanofi,
Bridgewater, NJ).
In order not to exceed the recommended Lixi
starting dose of 10 lg/day, patients randomized
to iGlarLixi started on Pen A at a dose of 20 U/day
(20 U iGlar/10 lg Lixi) if previously on an iGlar
dose of\30 U/day or on Pen B at a dose of 30
U/day (30 U iGlar/10 lg Lixi) if previously on an
iGlar dose of C 30 U/day. iGlarLixi was self-administered prior to breakfast (within 60 min).
The iGlarLixi dose was kept stable for 2 weeks.
Patients receiving iGlar were started on the same
daily dose of iGlar received the day before randomization. iGlar administration time was
determined at the beginning of the run-in
according to the patient’s and/or investigators’
preference and was at approximately the same
time each day. During treatment, iGlarLixi and
iGlar were titrated based on iGlar dose to a fasting
SMPG of 80–100 mg/dL (4.4–5.6 mmol/L) while
avoiding hypoglycemia.
Lifestyle and diet counseling was provided at
the start of the run-in phase and at randomization and was to be continued during the
study. Compliance with the diet and lifestyle
counseling was to be assessed if sufficient glucose control was not achieved.
The need for rescue therapy was determined
according to central laboratory-measured FPG
and HbA1c (after Week 12) levels, which were
measured if the patient’s recorded fasting SMPG
values on three consecutive days exceeded the
threshold limit for the corresponding period of
the study (Electronic Supplementary Table S1).
Post Hoc Analysis
This post hoc analysis of the LixiLan-L trial
assessed the efficacy of iGlarLixi compared with
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iGlar alone in 30-week completers from the
modified intent-to-treat population according
to HbA1c level at screening, including both the
screening/run-in phase and the 30-week treatment period. Thirty-week completers were
defined as patients who completed the 30-week
treatment period without rescue therapy.
Patients were split into three subcategories
according to HbA1c level at screening: HbA1c B
8%, 8%\HbA1c B 9%, and HbA1c [9%. The
clinical endpoints measuring glycemic control
included change in HbA1c from screening to
Week 30 and the proportion of patients achieving
an HbA1c target of\7% at Week 30. The dose of
iGlar and Lixi at Week 30 and documented symptomatic hypoglycemia during the treatment period, defined as an event with typical symptoms of
hypoglycemia that were accompanied by a measured plasma glucose concentration of B 70 mg/
dL (B 3.9 mmol/L), were also evaluated.
Statistical Analyses
For the overall category, the least squares (LS) mean
was estimated from an analysis of covariance
(ANCOVA) model with treatment groups, randomization strata of HbA1c (\8, C 8%) at Week
- 1, randomization strata of metformin use at
screening (Yes, No), and country as fixed effects,
and screening HbA1c value as a covariate. For the
screening HbA1c subcategories, the LS mean was
estimated from an analysis of variance (ANOVA)
model with treatment groups, randomization
strata of metformin use at screening (Yes, No),
subgroup factor, treatment by subgroup factor, and
country as fixed effects. The number (%) of patients
with any documented symptomatic hypoglycemia
during the 30-week treatment period, as well as the
number of events per patient-year, were summarized by treatment and screening HbA1c
subcategories.

with iGlarLixi (n = 327) or iGlar (n = 333)
without rescue therapy (Table 1). Patient
demographics and characteristics at screening
and baseline for the 30-week completers were
similar between treatment groups overall and
within each HbA1c screening subcategory
(Table 1).
HbA1c Reduction
For the 30-week completers of the study, greater
reductions in HbA1c from screening to study
end was achieved with iGlarLixi than with iGlar
(p\0.0001) (Table 2; Fig. 1). The LS mean
HbA1c change [± standard error (SE)] was
- 1.7% ± 0.1 for iGlarLixi and - 1.1% ± 0.1 for
iGlar, with an LS mean difference of
- 0.5% ± 0.1 (p\0.0001) for iGlarLixi versus
iGlar. Only iGlarLixi-treated patients achieved a
mean HbA1c of\7% at Week 30.
Regardless of the HbA1c screening subcategory, reductions in HbA1c from screening to
Week 30 were greater in patients receiving
iGlarLixi than in those receiving iGlar
(p\0.0001 for all) (Table 2; Fig. 1) and allowed
a higher proportion of patients (52.2–74.2 vs.
23.5–37.2%, respectively; Fig. 2) to reach the
target HbA1c of \7% at Week 30. The numerically largest change in HbA1c was observed with
iGlarLixi in the HbA1c [9% screening subcategory (LS mean change - 2.4%). In all HbA1c
screening categories, a mean HbA1c of \7% was
only achieved with iGlarLixi.
Treatment Dose
The final insulin dose at Week 30 was generally
comparable between treatments, overall and for
each HbA1c screening subcategory (Table 2). In
the iGlarLixi treatment group, the corresponding final Lixi dose was approximately 17 lg,
irrespective of HbA1c level at screening.

RESULTS
Patient Characteristics and Demographics
The overall group of 30-week completers comprised 660 patients who completed treatment

Hypoglycemia
In all 30-week completers, the incidence of documented symptomatic hypoglycemia was similar between those receiving iGlarLixi and those

8.47 ± 0.29
8.05 ± 0.67a

7.78 ± 0.18

31.7 ± 4.2
8.47 ± 0.65
8.04 ± 0.67a 7.74 ± 0.58
28 ± 8
35 ± 9

Screening BMI (kg/m2)

Screening HbA1c (%)

Baseline HbA1c (%)

Basal insulin dose at run-in
(U/day)

iGlar dose at randomization
(U/day)

35 ± 10

28 ± 8

32.0 ± 4.3

11.6 ± 6.1

35 ± 9

28 ± 8

8.42 ± 0.60

9.45 ± 0.29

31.3 ± 4.2

13.7 ± 7.7

55.1

58.6 ± 8.2
a

a

a

7.77 ± 0.16

31.0 ± 4.3

12.7 ± 7.1

51.1

61.4 ± 7.8

35 ± 9

29 ± 8

34 ± 8

28 ± 8

8.05 ± 0.72a 7.62 ± 0.55

8.52 ± 0.66

31.1 ± 4.2

12.1 ± 6.9

52.6

60.5 ± 8.4

(n 5 94)

a

36 ± 9

29 ± 8

8.10 ± 0.67a

8.49 ± 0.28

31.1 ± 4.3

11.8 ± 6.5

51.9

59.9 ± 8.1

(n 5 158)

35 ± 7

30 ± 8

8.45 ± 0.75a

9.46 ± 0.28a

31.4 ± 4.2

11.9 ± 7.5

55.6

60.7 ± 9.6

(n 5 81)

HbA1c £ 8% 8% < HbA1c £ 9% HbA1c > 9%

All data are presented as the mean ± standard deviation (SD) unless stated otherwise
BMI Body mass index, HbA1c glycated hemoglobin, iGlar insulin glargine U100, iGlarLixi ﬁxed-ratio combination of insulin glargine ? lixisenatide, T2D type 2
diabetes
a
Numbers (n) differed for the duration of T2D in those receiving iGlar (all completers: n = 332; HbA1c B 8% subcategory: n = 93) and for screening and baseline
HbA1c for those receiving iGlarLixi (all completers: n = 325; 8%\HbA1c B 9% subcategory: n = 159) and iGlar (all completers: n = 331; 8%\HbA1c B 9%
subcategory: n = 157; HbA1c [9% subcategory: n = 80)

35 ± 9

29 ± 8

31.4 ± 4.1

11.9 ± 6.8
a

12.1 ± 6.7

57.1

Duration of T2D (years)

52.6

59.1 ± 9.8

55.4

60.7 ± 9.5

Female (%)

a

iGlar
HbA1c £ 8% 8% < HbA1c £ 9% HbA1c > 9% All
completers
(n 5 97)
(n 5 161)
(n 5 69)
(n 5 333)

59.5 ± 9.4

All
completers
(n 5 327)

iGlarLixi

Age (years)

Demographics and clinical
characteristics

Table 1 Demographics and characteristics at screening or baseline of the 30-week completers of the LixiLan-L trial (30-week completers from the modiﬁed
intent-to-treat population)

Diabetes Ther (2018) 9:373–382
377

47 ± 13

17 ± 3

Mean iGlar
dose ± SD
(U/day)

Mean Lixi
dose ± SD
(lg/day)

17 ± 3

46 ± 13

161c

17 ± 3

47 ± 12

94

157

47 ± 12

333

44 ± 12

94

47 ± 12

158

49 ± 12

81

- 1.75 ± 0.11

80

8% < HbA1c £ 9% HbA1c > 9%

- 1.14 ± 0.07 - 0.53 ± 0.10 - 1.03 ± 0.09

331

HbA1c £ 8%

SE Standard error
a
Least squares (LS) mean change from screening was estimated using an analysis of covariance (ANCOVA) (all completers) or analysis of variance (ANOVA)
(HbA1c subcategories) model, with treatment groups, randomization strata of HbA1c (\8, C 8%) at Week - 1 (all completers only), randomization strata of
metformin use at screening (Yes, No), subgroup factor (subcategories only), treatment by subgroup factor (subcategories only), and country as ﬁxed effects, and
screening HbA1c value as a covariate (all completers only)
b
iGlarLixi vs. iGlar
c
For analysis of ﬁnal Lixi dose, overall n = 326; 8%\HbA1c B 9% n = 160

17 ± 3

48 ± 12

97

327c

Dose (n)
69

\ 0.0001

\ 0.0001

\ 0.0001

p value
\ 0.0001

- 0.93, - 0.39

95% conﬁdence - 0.66, - 0.42 - 0.80, - 0.31 - 0.59, - 0.22
interval

- 2.41 ± 0.12

69

- 0.66 ± 0.14

- 0.56 ± 0.12

- 0.54 ± 0.06

LS mean
difference
± SEb

- 1.44 ± 0.09

159

- 0.41 ± 0.10

- 1.09 ± 0.10

- 1.67 ± 0.07

LS mean
change ± SEa

97

325

All
completers

All completers HbA1c £ 8%

8% < HbA1c £ 9% HbA1c > 9%

iGlar

iGlarLixi

HbA1c (n)

Parameters

Table 2 Subpopulation analyses at Week 30 for 30-week completers of the LixiLan-L trial (30-week completers from the modiﬁed intent-to-treat population)
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Fig. 1 Mean glycated hemoglobin (HbA1c) change in
30-week completers of the LixiLan-L trial based on
screening HbA1c values (30-week completers from the

modiﬁed intent-to-treat population). All data are observed
values. iGlar Insulin glargine U100, iGlarLixi Fixed-ratio
combination of insulin glargine ? lixisenatide

Fig. 2 Patients reaching the HbA1c \7% target at Week
30 (30-week completers from the modiﬁed intent-to-treat
population). aProportion difference = difference in the
proportions of patients; weighted average of proportion

difference between treatment groups from each strata
[randomization strata of metformin use at screening (Yes,
No)] using Cochran–Mantel–Haenszel weights. CI Conﬁdence interval

receiving iGlar during the 30-week treatment
period (Fig. 3). In the subgroup with HbA1c
of B 8% at screening, the incidence of documented symptomatic hypoglycemia was
numerically lower with iGlarLixi versus iGlar
(36.1 vs. 47.9%). For the higher HbA1c screening
subcategories the incidences were similar for
iGlarLixi and iGlar. Documented symptomatic
hypoglycemia events per patient-year were
numerically lower with iGlarLixi versus iGlar

overall and in all HbA1c screening subgroups,
most prominently in the lowest HbA1c screening
category (overall: 2.7 vs. 4.2; HbA1c B 8%: 1.8 vs.
5.1; 8%\HbA1c B 9%: 2.8 vs. 3.8; HbA1c [9%:
3.7 vs. 4.2; Fig. 3).

DISCUSSION
In this post hoc analysis of 30-week completers
from the LixiLan-L trial, iGlarLixi treatment led
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Fig. 3 Documented symptomatic hypoglycemia during
the 30-week treatment period (30-week completers; modiﬁed intent-to-treat population). aDocumented symptomatic hypoglycemia includes events with typical

symptoms of hypoglycemia and a measured plasma
glucose concentration of B 70 mg/dL (B 3.9 mmol/L).
p-y Patient-year

to patients achieving a mean HbA1c level of
\7% across all HbA1c screening subcategories
and overall, meeting the ADA-recommended
target. iGlarLixi was more effective than iGlar in
controlling HbA1c across all subgroups, including those with a screening HbA1c level of[9%,
without increasing the risk of hypoglycemia.
Subgroups with higher initial HbA1c values had
the greatest reduction in HbA1c for both treatment strategies.
We investigated the HbA1c reductions
achieved from screening to study end for
30-week completers in order to obtain a more
complete picture of the treatment provided to
the patients during the clinical trial. We also
looked at the glycemic control achieved
according to the specified screening HbA1c
subcategories.
As reported previously for the LixiLan-L trial,
mean HbA1c levels decreased from 8.5% at
screening to 8.1% at randomization, followed
by a LS mean reduction of - 1.1% to an HbA1c
of 6.9% at study end for the iGlarLixi treatment
group (modified intent-to-treat/mixed-effect
model with repeated measures) [3]. We
observed a similar mean HbA1c decrease for
30-week completers according to the present
post hoc analysis (HbA1c: 8.5% at screening,

8.0% at baseline, and 6.9% at study end). In a
prespecified analysis of the LixiLan-L trial,
which analyzed the impact of baseline characteristics, HbA1c reductions from baseline to
Week 30 were greater with iGlarLixi than with
iGlar for both the baseline HbA1c \8% and
HbA1c C 8% subcategories (p\0.0001) [8].
Additionally, the higher baseline HbA1c subcategory (HbA1c C 8%) demonstrated a greater
HbA1c reduction compared with the lower
HbA1c subcategory (\8%) [8], similar to the
trend shown here for the screening HbA1c
subgroups.
Changes in body weight and lifestyle modifications during the study could also have
impacted HbA1c reductions. In the primary
analysis of data from the LixiLan-L trial, treatment with iGlarLixi resulted in a mean reduction in body weight from baseline (- 0.7 kg),
whereas an increase in body weight (0.7 kg) was
observed with iGlar at Week 30 (p\0.0001) [3].
In the above-mentioned prespecified analysis of
the LixiLan-L trial, the mean weight change was
numerically different for patients between
baseline body mass index (BMI) subgroups for
both treatment arms (iGlarLixi: BMI\30 kg/
m2: - 0.1 kg vs. BMI C 30 kg/m2: - 0.9 kg;
iGlar: BMI\30 kg/m2: 1.1 kg vs. BMI C 30 kg/
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m2: 0.7 kg); however, the mean ± standard
deviation change in HbA1c at Week 30 from
baseline was comparable between BMI subgroups for both treatment arms (iGlarLixi:
BMI\30 kg/m2: -1.1 ± 0.9% vs. BMI C 30 kg/
m2: -1.1 ± 0.9%; iGlar: BMI\30 kg/m2: -0.5 ±
0.9% vs. BMI C 30 kg/m2: - 0.6 ± 0.9%) [8]. In
addition, any effect on body weight as a result
of the lifestyle and diet counseling provided
before screening and during the study would
have been applicable to both treatment arms.
Limitations of the LixiLan-L trial included
the open-label study design and the relatively
short 30-week study duration; longer trials are
needed to assess the durability of the glycemic
reductions observed [3]. Additionally, the post
hoc approach of the present analysis may be
considered to be a limitation.

CONCLUSION
In conclusion, irrespective of initial HbA1c
screening levels, iGlarLixi can be considered to
be an effective new treatment option for controlling HbA1c without an increased risk of
hypoglycemia.

ACKNOWLEDGEMENTS
Sponsorship for this study, provision of study
devices, all study materials, and article processing charges were funded by Sanofi U.S. (Bridgewater, NJ). All authors had full access to all of the
data in this study and take complete responsibility for the integrity of the data and accuracy of
the data analysis. All named authors meet the
International Committee of Medical Journal
Editors (ICMJE) criteria for authorship for this
manuscript, take responsibility for the integrity
of the work as a whole, and have given final
approval to the version to be published. Editorial
assistance was provided by Breanne Landry of
Caudex (Oxford, UK), funded by Sanofi.

381

Disclosures. Elisabeth Niemoeller is an
employee and stock/shareholder of Sanofi.
Elisabeth Souhami is an employee and stock/
shareholder of Sanofi. Yujun Wu is an employee
of Sanofi. Klaus H. Jensen is an employee of
Sanofi and a stock/shareholder of Sanofi and
Novo Nordisk.
Compliance with Ethics Guidelines. All
procedures followed were in accordance with
the ethical standards of the responsible committee on human experimentation (institutional and national) and with the Helsinki
Declaration of 1964, as revised in 2013.
Informed consent was obtained from all
patients for being included in the study;
Springer’s policy concerning informed consent
was followed.
Data Availability. Qualified researchers
may request access to patient level data and
related study documents, from the primary
clinical study, including the clinical study
report, study protocol with any amendments,
blank case report form, statistical analysis plan,
and dataset specifications. Patient level data will
be anonymized and study documents will be
redacted to protect the privacy of trial participants. Further details on Sanofi’s data sharing
criteria, eligible studies, and process for
requesting access can be found at: https://www.
clinicalstudydatarequest.com.
Thanking Patient Participants. The authors
thank all patients for their participation in the
LixiLan-L trial.
Open Access. This article is distributed
under the terms of the Creative Commons
Attribution-NonCommercial 4.0 International
License (http://creativecommons.org/licenses/
by-nc/4.0/), which permits any noncommercial 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.

382

REFERENCES
1. Inzucchi SE, Bergenstal RM, Buse JB, et al. Management of hyperglycaemia in type 2 diabetes, 2015: a
patient-centered approach. Update to a position
statement of the American Diabetes Association and
the European Association for the Study of Diabetes.
Diabetologia. 2015;58(3):429–42.
2. American Diabetes Association. Standards of medical
care in diabetes-2017. Diabetes Care. 2017;40[Suppl
1]:S1–135.
3. Aroda VR, Rosenstock J, Wysham C, et al. Efficacy and
safety of LixiLan, a titratable fixed-ratio combination
of insulin glargine plus lixisenatide in type 2 diabetes
inadequately controlled on basal insulin and metformin: the LixiLan-L randomized trial. Diabetes
Care. 2016;39(11):1972–80.
4. Rosenstock J, Aronson R, Grunberger G, et al. Benefits
of LixiLan, a titratable fixed-ratio combination of
insulin glargine plus lixisenatide versus insulin
glargine and lixisenatide monocomponents in type
2 diabetes inadequately controlled on oral agents: the
LixiLan-O
randomized
trial.
Diabetes
Care.
2016;39(11):2026–35.

Diabetes Ther (2018) 9:373–382

5. Rosenstock J, Diamant M, Aroda VR, et al. Efficacy
and safety of LixiLan, a titratable fixed-ratio combination of lixisenatide and insulin glargine, versus
insulin glargine in type 2 diabetes inadequately
controlled on metformin monotherapy: the LixiLan
proof-of-concept randomized trial. Diabetes Care.
2016;39(9):1579–86.
6. Food and Drug Administration. Soliqua: US prescribing information. (article online). 2016. https://www.
accessdata.fda.gov/drugsatfda_docs/label/2016/2086
73s000lbl.pdf. Accessed 31 May 2017.
7. European Medicines Agency. Suliqua: summary of
product characteristics. (article online). 2017. http://
www.ema.europa.eu/docs/en_GB/document_library/
EPAR_-_Product_Information/human/004243/WC50
0224673.pdf. Accessed 31 May 2017.
8. Wysham C, Bonadonna RC, Aroda VR, et al. Consistent findings in glycaemic control, body weight and
hypoglycaemia with iGlarLixi (insulin glargine/lixisenatide titratable fixed-ratio combination) versus insulin glargine across baseline HbA1c, BMI and diabetes
duration categories in the LixiLan-L trial. Diabetes
Obes Metab. 2017;19:1408–15.

