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Humalog (insulin lispro injection [rDNA origin]) is for use in patients with 
diabetes mellitus for the control of hyperglycemia. Humalog should be used 
with longer-acting insulin, except when used in combination with sulfonylureas
in patients with type 2 diabetes.

Important Safety Information
Humalog differs from regular human insulin by its rapid onset of action as well 
as a shorter duration of action. Therefore, when used as a mealtime insulin,
Humalog should be given within 15 minutes before or immediately after a meal.
Due to the short duration of action of Humalog, patients with type 1 diabetes
also require a longer-acting insulin to maintain glucose control (except when
using an insulin pump). Glucose monitoring is recommended for all patients
with diabetes.

The safety and effectiveness of Humalog in patients less than 3 years of age
have not been established. There are no adequate and well-controlled clinical 
studies of the use of Humalog in pregnant or nursing women.

Starting or changing insulin therapy should be done cautiously and only
under medical supervision.

Humalog is contraindicated during episodes of hypoglycemia and in patients
sensitive to Humalog or one of its excipients.

Hypoglycemia
Hypoglycemia is the most common adverse effect associated with insulins, 
including Humalog. Hypoglycemia can happen suddenly, and symptoms 
may be different for each person and may change from time to time. Severe 
hypoglycemia can cause seizures and may be life-threatening.  

Other Side Effects
Other potential side effects associated with the use of insulins include: 
hypokalemia, weight gain, lipodystrophy, and hypersensitivity. Systemic allergy
is less common, but may be life-threatening. Because of the difference in
action of Humalog, care should be taken in patients in whom hypoglycemia
or hypokalemia may be clinically relevant (eg, those who are fasting, have
autonomic neuropathy or renal impairment, are using potassium-lowering
drugs, or taking drugs sensitive to serum potassium level).

Please see reverse side for Brief Summary of full Prescribing Information.

Humalog® is a registered trademark of Eli Lilly and Company, and is available
by prescription only.

Mealtime therapy matters inside the body.
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Overall Medicare Heart failure patients,
population by disease severity 

Mild Moderate Severe
Diabetes 21% 38% 47% 46%
Vascular disease 14% 33% 37% 40%
Arrhythmia 13% 41% 54% 59%
Chronic obstructive 13% 34% 43% 46%
pulmonary disease 
Renal failure 5% 17% 25% 32%
Unstable angina 4% 18% 24% 35%
Cardiopulmonary 4% 18% 24% 25%
failure/shock
Stroke 4% 11% 12% 12%
Note: Based on data from a representative sample of more than 1.7 million Medicare beneficiaries. 
Source: Dr. Page
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Prevalence of Common Comorbidities

B Y  B R U C E  J A N C I N

Denver Bureau

N E W O R L E A N S —  Medicare benefi-
ciaries with heart failure see an average of
16-23 different physicians annually, de-
pending on the severity of their condition.

This finding, based on extrapolation
from fiscal year 2005 data on a represen-
tative sample of more than 1.7 million
Medicare beneficiaries, underscores the
need to develop systems and processes of
coordinated care for the nation’s more
than 5 million heart failure patients, three-
quarters of whom are aged 65 years or
older, Robert L. Page II, Pharm.D., said at
the annual scientific sessions of the Amer-
ican Heart Association.

Better coordination is key to avoiding
duplicating services, improving care, and
reining in health care costs in these pa-
tients. In 2005, they accounted for 37% of
Medicare spending and nearly 50% of in-
patient costs, said Dr. Page of the Uni-
versity of Colorado, Denver.

The overall Medicare population of
more than 34 million saw an average of
7.9 different physicians in 2005. Medicare
beneficiaries with mild heart failure saw
an average of 15.9 physicians. Those with
moderate heart failure saw an average of
18.6 different physicians, while the more
than 537,000 patients with severe heart
failure saw an average of 23.1 physicians.
The average number of physicians who
ordered care for these patients ranged
from 8.3 to 11.2, depending on severity.

Heart failure patients saw an average
of 5.8-11 different physicians in the in-
patient setting over the course of the
year, again, depending on severity.

Only 10% of all outpatient physician
visits by patients with mild heart failure
were specifically for heart failure. This fig-
ure was 20% in patients with moderate or
severe heart failure. The other 80%-90%
of outpatient visits were driven largely by
the numerous comorbidities present in
the heart failure population. (See box.)

Almost half of the outpatient care for
Medicare patients with heart failure was
provided by internists and family physi-
cians. Regardless of severity, patients saw
an internist at 26% of outpatient visits,
a family physician at 20%, and a cardiol-
ogist at 16%-20%, with the proportion
climbing as severity increased.

As severity increased, so did total costs
of care and the proportion of those costs
devoted to inpatient or emergency de-
partment care. There were significant
racial and sex differences in this spending.
Total costs of care in black men with
mild, moderate, and severe heart failure
averaged $35,106, $43,536, and $55,457,
respectively, compared with $26,433,
$30,536, and $44,433 in white men. Costs
in black women were lower than in black
men but higher than in white men. Costs
in white women were lowest of all.

In patients with mild heart failure, 58%
of total health care costs went for care pro-
vided in the emergency department or on
an inpatient basis. This prportion climbed

Heart Failure Patients See
Up to 23 Physicians a Year

to 66% in patients with severe heart failure. In
black patients with mild or moderate heart fail-
ure, 67% of total health care spending covered
emergency department or inpatient services; in
whites, this figure was 56%.

Future work should help explain what 
drives these cost differences and curb spend-
ing and improve quality of care in Medicare
patients with heart failure, Dr. Page said. ■




