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Mealtime therapy matters inside the body.

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.
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Pull Test, Hair Card Help Diagnose Teen Alopecia
B Y  S H E R RY  B O S C H E R T

S A N F R A N C I S C O —  Hair loss is not
just for adults. 

Two simple tools can help diagnose
early-onset androgenetic alopecia, which
affects 15% of adolescents beginning at
age 7-17 years.

The hallmark of androgenetic alopecia
is miniaturized hairs, meaning the hair
follicles get finer and don’t grow as long
as normal hairs. The number of hair fol-
licles remains the same, but they’re short,
fine hairs, Dr. Vera H. Price said at a
meeting of the Society for Pediatric
Dermatology. 

She recommended doing a hair-pull
test, which will be negative in androge-
netic alopecia: Grab a small cluster of
scalp hairs (about 0.5 cm in area) be-
tween your thumb and forefinger, and

pull very slowly to the end of the hairs.
If six or more hairs come out during the
pull, that’s a positive finding indicating a
problem other than androgenetic alope-
cia. If only two to four hairs come out,
the pull test is negative.

Next, examine the hairs using a hair
card. A hair card is white on one side (to
contrast with dark hairs) and black on
the other side (to contrast with lighter-
colored hairs). Part the hair, place the
card next to the scalp, and look at the fol-
licles next to the card.

This can be especially helpful for spot-
ting miniaturized hairs in adolescents,
who tend to have less obvious hair thin-
ning than do adults with androgenetic
alopecia.

The hair miniaturization also can be
seen via a dermatoscope, but “if you
can teach yourselves to use a piece of
white paper, it will do very much what
a dermatoscope does” to diagnose an-
drogenetic alopecia, noted Dr. Price,
who is director of the hair research cen-
ter and professor of clinical dermatol-
ogy at the University of California in
San Francisco.

Clinically, the adolescents are hor-
monally normal, and they may or may
not have a family history of androge-
netic alopecia. They (or their parents)
may complain that the teen’s hair is not
growing the way it used to, that it sel-
dom needs cutting, and that the ends
are wispy. 

Boys may have mildly decreased hair
density in the frontal and vertex re-
gions, and subtle accentuation of bitem-
poral recession, the normal end shape
of the hairline near the temples.

Girls may show a widened central
part and increased spacing among hairs.
If a girl complains that her ponytail is

smaller, shorter, and skimpier than it
used to be, that’s a very helpful diag-
nostic sign, and suggests that androge-
netic alopecia has been present for some
time, Dr. Price said.

Clinical signs of puberty usually are
present and are reassuring that normal
androgen development is taking place.
Ask about the patient’s diet to check for
adequate protein intake, and get a list of
medications, if any are being taken. 

Lab tests aren’t necessary unless
there’s a clinical reason for them, Dr.
Price suggested. If a thyroid problem is
suspected, order a TSH test and com-
plete blood count. If you do suspect an
androgen problem, order tests for total
testosterone, dehydroepiandrosterone
sulfate, and prolactin, although usually
these aren’t needed.

For menstruating girls, you might
want to check ferritin and total iron-bind-

ing capacity to make sure iron levels are
sufficient.

Among the differential diagnoses,
alopecia areata would have a positive
hair-pull test and patches of missing hair,
neither of which are suggestive of an-
drogenetic alopecia. Trichotillomania
also presents with patches of missing
hair, and a hair card will show broken
ends on the follicles.

If there’s some reason for hair shed-

When prescribing
minoxidil, ‘I tell
them it’s not
forever … it’s
until the next
good product’
comes along.

DR. PRICE
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To fi nd out more, visit www.humalog.com.

But it fi rst needs to fi t your patient’s life.

The maker of Humalog® understands that helping your patient 
achieve mealtime control takes more than insulin alone. That’s 
why they provide a portfolio of pens and a variety of tools and 
programs that can help the most-challenged patient succeed.

ding (such as fever) in the patient’s
history, the problem may be telogen
effluvium. The history would point
to anagen arrest as a cause of hair
loss if the patient had been on
chemotherapy.

Dr. Price treats adolescent andro-
genetic alopecia with daily applica-
tions of minoxidil (Rogaine) if the
teenager is willing to make a long-
term commitment that is needed
since the effects are evaluated after 1
year and will disappear if the drug is
stopped. 

“I tell them it’s not forever that

they’ll be using this; it’s until the
next good product” comes along, she
said.

She does not use finasteride (Pro-
pecia) in adolescents because there
have been no studies of its use in
boys who were younger than age 18
years, and it is contraindicated for
girls of childbearing age. Spirono-
lactone does not enlarge hair follicles,
so she doesn’t use that agent in these
patients, either.

Dr. Price has been a consultant for
Pfizer Inc., which markets minoxidil
and spironolactone, and she has re-

ceived research funds from Pfizer
and from Merck & Co., which mar-
kets finasteride.

Minoxidil may cause unwanted fa-
cial hair in 5% of patients within 4
weeks of starting therapy, but such
hair goes away quickly if treatment
is stopped.

Cosmetic options—such as using
creative hair styling or hair exten-
sions—also can help the patient and
family members cope with adolescent
alopecia. “There’s a lot of counseling
of the patient and family” with this
condition, she said. ■

Part the hair, place the card next to the scalp,
and look at the follicles next to the card.
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