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ABSTRACT

Introduction: This study investigated gly-
caemic control in individuals with type 1 (T1D)
or type 2 diabetes (T2D) 6 months after initiat-
ing fast-acting insulin aspart (faster aspart) in a
real-world setting.
Methods: This was a single-arm, observational
study using extracted patient data from the
IBM� Explorys� database (USA) for individuals
with T1D or T2D initiating faster aspart (at least
one prescription of faster aspart) in the study
period 1 January 2018 to 27 October 2020.
Clinical characteristics, including age, body
mass index, and baseline HbA1c, were extrac-
ted, as well as recorded events of hypogly-
caemia. The primary endpoint was the change
in HbA1c from baseline to 6 months.

Results: A total of 787 individuals were inclu-
ded; 36.6% of these individuals had T1D and
63.4% had T2D (of whom 46.9% were new users
of rapid-acting insulin when initiating faster
aspart [T2D new users] and 53.1% were switch-
ing from another rapid-acting insulin to faster
aspart [T2D switchers]). For individuals with
T1D, T2D new users, or T2D switchers, esti-
mated mean change in HbA1c from baseline to
6 months was - 0.20% (95% CI - 0.53, 0.14;
p = 0.252), - 1.00% (95% CI - 1.34, - 0.67;
p\0.0001), and - 0.70% (95% CI - 1.06,
- 0.35; p = 0.0001), respectively. In the baseline
HbA1c[ 8.5% subgroup, there was a significant
estimated decrease in HbA1c from baseline to
6 months in individuals with T1D (- 1.2%
[95% CI - 1.80, - 0.60]; p = 0.0001) or T2D
(- 0.6% [95% CI - 0.92, - 0.35]; p\ 0.0001).
Event rates of hypoglycaemia after 12 months
were 0.68, 0.38, and 0.59 events/year for indi-
viduals with T1D, T2D new users, and T2D
switchers, respectively.
Conclusion: US IBM� Explorys� data demon-
strated a clinically relevant reduction in HbA1c
6 months after initiating faster aspart treatment
for individuals with T2D, but not T1D overall,
although patients with baseline HbA1c[8.5%
had significant HbA1c reductions regardless of
diabetes type.
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Key Summary Points

Faster aspart is an ultra-fast-acting insulin
analogue, with an improved
pharmacological profile compared with
conventional rapid-acting insulin
analogues

This study aimed to provide a real-world
overview of the glycaemic control in a
large cohort of people from US electronic
records with type 1 diabetes, or people
with type 2 diabetes who were new users
of rapid-acting insulins, or switching to
faster aspart

The baseline characteristics of this patient
population are reflective of a broad and
clinically relevant study cohort

A reduction in HbA1c was observed in
individuals who were new users of rapid-
acting insulins

More real-world evidence studies are
needed to observe the long-term
outcomes of using faster aspart

INTRODUCTION

Postprandial glucose (PPG) control is an
important target for improving overall gly-
caemic control in people with diabetes [1], with
guidelines stating that PPG control (in addition
to fasting plasma glucose) is key for some
patients to attain their HbA1c targets [2, 3].
However, good PPG control remains a challenge
[4], in part due to the pharmacological limita-
tions of widely used conventional rapid-acting
insulin analogues. There is an unmet need for a
more physiological, faster-acting mealtime
insulin than the conventional alternatives for
people with diabetes, to optimise PPG and
overall glycaemic control.

Ultra-fast-acting insulin analogues, such as
faster-acting insulin aspart (faster aspart), were
developed to overcome these limitations [5].

Faster aspart, approved in 2017, is an improved
formulation of insulin aspart (IAsp) for the
treatment of children and adults with diabetes,
and is available for use in multiple daily injec-
tions and continuous subcutaneous insulin
infusion (insulin pumps) [6, 7]. Ultra-rapid lis-
pro is another ultra-fast-acting insulin and was
recently approved in 2020 [8]. A major advan-
tage of the ultra-fast-acting insulins is the
greater flexibility in the timing of injections
compared with other currently available bolus
insulins. Ultra-fast-acting insulins can be injec-
ted just before eating, or within 20 min after
starting a meal [5], making it easier for patients
to administer their mealtime bolus insulin.

Faster aspart offers an improved pharmaco-
logical profile compared with conventional IAsp
in people with type 1 (T1D) or type 2 diabetes
(T2D) [9, 10], and the faster and shorter action
profile of faster aspart has been shown to
translate into clinical benefits [11–13]. Thus, in
the onset 1 and 8 clinical trials, which were
treat-to-target, randomised phase 3 trials in
individuals with T1D, change from baseline in
HbA1c and 1-h PPG increment significantly
favoured faster aspart over conventional IAsp
[11–13]. In the onset 5 study, faster aspart was
non-inferior to IAsp for the primary endpoint of
change from baseline HbA1c 16 weeks after
randomisation in individuals with T1D using
continuous subcutaneous insulin infusion [7].

The efficacy and safety of faster aspart have
also been investigated in individuals with T2D.
The results of onset 2, a multicentre phase 3
trial in bolus-naı̈ve individuals with T2D,
demonstrated non-inferiority of faster aspart
versus IAsp in reducing HbA1c [14]. Faster
aspart improved 1-h PPG control versus IAsp
with no differences observed in 2–4-h PPG
levels [14]. Furthermore, the onset 9 trial
investigated the use of faster aspart in individ-
uals with T2D who switched their rapid-acting
insulin to faster aspart following inadequate
glycaemic control on a basal–bolus insulin reg-
imen; faster aspart provided effective overall
glycaemic control and superior PPG control
versus IAsp [15].

While randomised clinical trials remain the
gold standard for assessing efficacy and safety of
new agents, their strict inclusion/exclusion
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criteria do not fully reflect the populations
found in clinical practice [16]. For example,
patients with hypoglycaemic unawareness are
often excluded. Currently, there is limited real-
world evidence on the use of faster aspart
[17, 18], so real-world studies are needed to
further assess and qualify the clinical benefits of
faster aspart in a broad population of individu-
als who require insulin.

The aim of this study was to describe the
clinical characteristics and to assess the change
in glycaemic control of individuals with T1D or
T2D upon initiation of faster aspart, based on
data obtained from the US IBM� Explorys�

database (International Business Machines
Corporation, Armonk, NY, USA).

METHODS

Study Design and Data Source

This was a single-arm, observational study based
on data extracted from the US IBM� Explorys�

database [19] (information available at https://
www.ibm.com/downloads/cas/6VQK0DLL),
which is a real-world collection of US electronic
medical records (EMR) data updated once a
week. Approximately 50 million people are fol-
lowed in the US IBM� Explorys� database (ca.
18% of the US population) over an average of
3–4 years. The database contains outpatient,
inpatient, and post-acute care data, covering
information on patient demographics and dis-
ease characteristics, insurance, admissions and
encounters, diagnoses, procedures and associ-
ated lab values, and surgeries. As this study was
based on a historical observational cohort and
only anonymous data were processed in this
study, no informed consent was needed from
the individuals involved, and approval from an
institutional review board was not required.

Individuals

Included in the study were all individuals with
T1D or T2D initiating faster aspart for the first
time from 1 January 2018 to 27 October 2020.
Individuals needed at least a 12-month database

history prior to the index date, and baseline was
defined as the date of first prescription of faster
aspart. Prescriptions of faster aspart were iden-
tified on the basis of searches that included the
brand name Fiasp� to differentiate from other
insulin aspart-containing products (such as
NovoLog�), and any of the following national
drug codes: 01693201, 0169320111,
0169320190, 01693204, 0169320415,
0169320497, 0169320515, 0169320595
(Table S1 in the electronic supplementary
material). T1D was defined as at least one T1D
diagnosis code and no non-injectable glucose-
lowering medication prescriptions, and T2D
was defined as at least one T2D diagnosis code
and at least one non-injectable glucose-lower-
ing medication prescription (Table S1). Indi-
viduals with T2D initiating faster aspart were
categorised as new users of rapid-acting insulin
(no prescriptions of rapid-acting insulin
[anatomical therapeutic chemical, or ATC, code
A10AB] in the 12 months preceding the index
date; T2D new users) or as one who switched
rapid-acting insulin treatment to faster aspart
(at least one prescription of rapid-acting insulin
in the 12 months preceding the index date; T2D
switchers). Low patient numbers were expected
in the T1D new user group, and so all individ-
uals with T1D were grouped together for the
analysis and were not further stratified accord-
ing to whether they were a new user of, or were
switched to, faster aspart. Individuals were fol-
lowed from the index date until the earliest
event of 12 months after the index date, pre-
scription of another rapid-acting insulin, or
latest activity for the individual registered in the
database. As this study was based on a historical
observational cohort and only anonymous data
were processed in this study, no informed con-
sent was needed from the individuals.

Variables

All variables were defined based on data
extracted from the database. Only records with
dates within the range 01 January 1970 to
27 October 2020 were considered valid. Records
of HbA1c, weight, and body mass index (BMI)
were identified using pre-specified codes as
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defined in Table S1 in the electronic supple-
mentary material. Latest values within
12 months prior to the index date were used as
the baseline values. For HbA1c, all values until
the end of follow-up were considered. In case of
several records on the same date, the mean
value was used. Only records with meaningful
units and within biological realistic ranges
(HbA1c, 2.5–20%; BMI, 10–150 kg/m2; weight,
1–600 kg) were considered (Table S1 in the
electronic supplementary material). Glucose-
lowering treatments before and at/after index
date were identified as a record of prescription
using ATC codes as defined in Table S1 in the
electronic supplementary material. History of
diabetes-related microvascular and macrovas-
cular complications was identified by a record of
an ICD9 or ICD10 diagnostic code (Table S1 in
the electronic supplementary material) prior to
index date. Likewise, history and incident event
of hypoglycaemia were identified by a record of
ICD9 or ICD10 (Table S1 in the electronic sup-
plementary material). Age at index date was
calculated on the basis of year of birth. The
Charlson comorbidity index was extracted as
recorded in the database and the latest value
within 12 months prior to index date was used
as the baseline value. Information on sex and
race was also extracted; race was categorised as
Caucasian, African American, other race, or
multiple races.

Statistical Analysis

Baseline characteristics (demographics, BMI,
Charlson comorbidity index, microvascular and
macrovascular complications) of the study
population and glucose-lowering treatment
before and after initiation of faster aspart were
reported by descriptive statistics according to
diabetes type (T1D, T2D new user, T2D
switcher): mean (standard deviation [SD]) for
continuous variables and n (%) for categorical
variables.

Hypoglycaemia events during the 12 months
before and after initiating faster aspart were
examined in individuals treated with insulin
and/or sulfonylureas and reported descriptively
as event rates per 100 person-years according to

diabetes type (T1D, T2D new user, or T2D
switcher).

HbA1c levels at 3, 6, 9, and 12 months after
the index date were reported as descriptive
statistics (number of individuals, % of mean,
SD, median, 25th percentile, 75th percentile)
and the proportions of individuals with differ-
ent HbA1c levels were categorised using pre-
specified ranges (\ 7.0%, C 7.0% to \8.0%,
C 8.0% to\ 9.0%, C 9.0% to\10.0%, C 10%),
both reported according to diabetes type. The
primary outcome was the change in HbA1c
from the index date to 6 months after the index
date. To estimate this, mean HbA1c was further
modelled over time by using a linear mixed
model for repeated measurements (MMRM)
(Proc Mixed in SAS Enterprise Guide 7.1).

Time was included as a categorical variable in
the model (t = 0, 3, 6, 9, 12 months). An
unstructured covariance matrix and Ken-
ward–Roger’s approximation of the degrees of
freedom were used. An interaction term
between time and diabetes type was included in
the model to examine HbA1c over time by
diabetes type. Change in HbA1c from the index
date to 6 months after the index date was esti-
mated from this model using the LS MEANS
statement and OBSMARGIN option. Further
effect modifications were examined by includ-
ing an interaction term between time and
baseline HbA1c (B 8.5%,[ 8.5%) and sodium-
glucose co-transporter 2 inhibitor (SGLT2i)/
glucagon-like peptide 1 receptor agonist (GLP-
1 RA) use for T2D during the 12 months prior to
the index date (yes/no).

Sensitivity analyses, including only individ-
uals with evidence of a second prescription of
faster aspart within 6 months after the index
date, were conducted to test the robustness of
the primary analysis of change in HbA1c.

RESULTS

Patient Disposition and Baseline
Characteristics

Patient disposition is summarised in Fig. 1.
Overall, 904 individuals were identified in the
database who had at least one prescription for
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faster aspart between 1 January 2018 and
27 October 2020, 852 (94.2%) of whom had a
medical history at least 12 months prior to the
index date. Of these, 65 individuals had other/
unknown type of diabetes and were excluded,
leaving 787 to be included in the current study.
Overall, 36.6% (288/787) of individuals had
T1D, while 63.4% (499/787) had T2D.

Of the individuals with T2D, 46.9% (234/
499) started faster aspart treatment as their first
rapid-acting insulin while 53.1% (265/499)
switched to faster aspart from another rapid-
acting insulin. Overall, discontinuation of faster
aspart within the first 12 months occurred in
285 (36.2%) individuals: 97 individuals with
T1D, 58 individuals with T2D who had started
faster aspart, and 130 individuals with T2D who
had switched to faster aspart from another
rapid-acting insulin. The mean follow-up times
for patients with T1D, T2D new users, and T2D
switchers were 251, 278, and 251 days, respec-
tively; the mean follow-up times for individuals
who were exposed to faster aspart during the
12 months of follow-up were 180, 230, and
152 days, respectively.

Baseline characteristics are presented in
Table 1. Individuals with T2D were older on
average and had a higher mean BMI and mean
baseline HbA1c than individuals with T1D.
There was a higher proportion of individuals
who had experienced previous hypoglycaemia
and a history of diabetes-related microvascu-
lar/macrovascular complications in the T2D
switcher subgroup versus the T2D new user
subgroup.

HbA1c During the Follow-Up Period

The estimated mean HbA1c change from base-
line to 6 months in individuals with T1D was
- 0.20% (95% CI - 0.53, 0.14; p = 0.252)
(Fig. 2). For individuals with T2D who were new
users of or switchers to faster aspart, the esti-
mated mean change in HbA1c from baseline to
6 months was - 1.00% (95% CI - 1.34, - 0.67;
p\0.0001) and - 0.70% (95% CI - 1.06,
- 0.35; p = 0.0001), respectively (Fig. 2). Esti-
mated mean change in HbA1c from baseline to
12 months for the T1D, T2D new user, and T2D
switcher subgroups was - 0.15% (95% CI
- 0.55, 0.25; p = 0.463), - 0.84% (95% CI
- 1.24, - 0.43; p\0.0001), and - 0.64%
(95% CI - 1.12, - 0.16; p = 0.0095),
respectively.

The primary outcome was further studied in
subgroups of individuals stratified by baseline
HbA1c B 8.5% or [8.5%, and stratifying by
with/without documented use of SGLT2i/GLP-
1 RA at or prior to baseline. In the baseline
HbA1c[ 8.5% subgroup, there was a significant
estimated decrease in HbA1c 6 months post-in-
dex in individuals with T1D (- 1.2% [95% CI
- 1.80, - 0.60]; p = 0.0001) or T2D (- 0.6%
[95% CI - 0.92, - 0.35]; p\ 0.0001) while no
reduction was observed in the HbA1c B 8.5%
subgroups (Fig. 3). There was a significant esti-
mated decrease in HbA1c 6 months post-index
for both SGLT2i/GLP-1 RA users and non-users
(SGLT2i/GLP-1 RA: - 0.8% [95% CI - 1.21,
- 0.48]; p\0.0001; no SLGT2i/GLP-1 RA:
- 0.5% [95% CI - 0.78, - 0.32]; p\ 0.0001)
(Fig. S1 in the electronic supplementary
material).

The sensitivity analysis of the primary end-
point (individuals with at least two prescrip-
tions of faster aspart within 6 months after the
index date, as opposed to one) included 286
individuals (36.3% of the total population). The
results of this sensitivity analysis showed similar
trends to the base case described above (Fig. S2
in the electronic supplementary material).

The observed data for HbA1c and the pro-
portion of individuals with HbA1c levels
\7.0%, C 7.0% to \ 8.0%, C 8.0% to
\9.0%, C 9.0% to \10.0%, and C 10% at
baseline and during follow-up are presented in

Fig. 1 Patient disposition. Faster aspart, fast-acting insulin
aspart; T1D, type 1 diabetes; T2D, type 2 diabetes
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Table S2 in the electronic supplementary
material.

Use of Insulin and Other Antidiabetic
Medication

The percentage of individuals receiving differ-
ent types of antidiabetic medication pre- and
post-index date are shown in Table 2. The per-
centage of individuals who reported use of non-
insulin antidiabetic medication was generally
lower across all drug classes after the index date
than before the index date.

Hypoglycaemia

In the 12 months prior to the index date, the
event rates of hypoglycaemia for participants
treated with insulin or sulfonylureas were 0.56,

0.16, and 0.58 events per person-year for indi-
viduals with T1D, T2D new users, and T2D
switchers, respectively. In the 12 months after
the index date, the event rates of hypogly-
caemia were 0.68, 0.38, and 0.59 events per
person-year for individuals with T1D, T2D new
users, and T2D switchers, respectively.

DISCUSSION

This observational study aimed to provide a
real-world overview of the clinical characteris-
tics and glycaemic control in individuals with
T1D or T2D initiating faster aspart treatment.
The majority of individuals in this cohort had
T2D and, as might be expected, were on average
older with a higher mean baseline HbA1c and
BMI than individuals with T1D. Individuals
with T2D switching to faster aspart were more

Table 1 Baseline characteristics

T1D
(n = 288)

T2D new users
(n = 234)

T2D switchers
(n = 265)

Age (years), mean (SD) 45.0 (17.7) 58.4 (14.2) 58.6 (14.5)

Caucasian; African American; other/unknown,

n (%)

225 (78.1); 20 (6.9);

8 (2.8)

163 (69.7); 28 (12.0);

7 (3.0)

160 (60.4); 53 (20.0);

4 (1.5)

Female; male, n (%) 170 (59.0); 118

(41.0)

125 (53.4); 109 (46.6) 124 (46.8); 141 (53.2)

HbA1c (%), mean (SD) 7.9 (1.9) 9.0 (2.2) 9.2 (2.4)

Time since first recording of diabetes diagnosis

(years), mean (SD)

8.2 (5.0) 5.6 (4.4) 6.4 (4.6)

Weight (kg), mean (SD) 77.1 (20.0) 94.3 (25.2) 95.6 (27.5)

BMI (kg/m2), mean (SD) 26.9 (5.8) 32.3 (7.4) 33.0 (8.9)

Charlson comorbidity index, mean (SD) 2.4 (2.1) 2.6 (2.4) 3.6 (2.8)

History of diabetes-related microvascular

complications,* %

61.5 37.1 65.0

History of macrovascular complications,� % 14.9 32.5 54.7

Data are mean (SD) or proportion of individuals
BMI, body mass index; OAD, oral antidiabetic medication; SD, standard deviation; T1D, type 1 diabetes; T2D, type 2
diabetes
*Defined as diabetic retinopathy, diabetic nephropathy, or diabetic neuropathy
� Defined as acute myocardial infarction, stroke, or heart failure
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likely to have a history of hypoglycaemia or
microvascular/macrovascular complications
than individuals who were new users of rapid-
acting insulin treatment. Overall, HbA1c was
statistically significantly reduced with faster
aspart in individuals with T2D on the basis of
differences between 6-month and baseline data,
but this was not the case in individuals with
T1D. However, HbA1c was significantly reduced
in individuals with T1D or T2D with a baseline
HbA1c level[ 8.5%; this was not observed for
those who already had better glycaemic control
before switching to faster aspart (baseline
HbA1c B 8.5%). This is in agreement with pre-
vious studies, which found that patients with a
baseline HbA1c of B 8.5% had a lesser reduc-
tion in HbA1c in response to insulin treatment,
compared with those with baseline HbA1c
[8.5% [20, 21]. Additional analyses showed
that an improvement in HbA1c can be achieved
with faster aspart, regardless of prior exposure to
SGLT2i or GLP-1 RA. Sensitivity analyses in
individuals who received at least two prescrip-
tions of faster aspart (as opposed to at least one
prescription) showed similar trends to the
overall cohort. The sensitivity analyses

intended to exclude individuals who might
have discontinued treatment early or never
picked up their prescription at the pharmacy.
Therefore, the result may be a more accurate
representation of people adhering to faster
aspart treatment. Event rates of hypoglycaemia
were similar before and after follow-up, except
for individuals in the T2D new users subgroup,
who experienced an increase in hypoglycaemic
events as expected for individuals initiating
insulin treatment.

The efficacy and safety of faster aspart have
been investigated in randomised controlled tri-
als both in people with T1D (onset 1 [11, 12]
and onset 8 [13]) and in people with T2D (on-
set 2 [14] and onset 9 [15]). In onset 1, faster
aspart was observed to be non-inferior com-
pared with IAsp in HbA1c reduction when used
as part of a basal–bolus insulin regimen in
individuals with T1D [11, 13]. Faster aspart also
demonstrated improved control of PPG excur-
sions, without increased risk of overall severe or
blood glucose-confirmed hypoglycaemia

Fig. 2 Estimated HbA1c over time during follow-up in
the population stratified by diabetes type and T2D
subgroup (new users versus switchers). Mean HbA1c was
modelled over time by using a linear MMRM with time as
a categorical variable. An unstructured covariance matrix
and Kenward–Roger’s approximation of the degrees of
freedom were used. Faster aspart, fast-acting insulin aspart;
MMRM, mixed model for repeated measures; T1D, type 1
diabetes; T2D, type 2 diabetes

Fig. 3 Estimated HbA1c during the 12-month follow-up
period stratified by diabetes type and baseline HbA1c
(B 8.5%,[ 8.5%) at the index date. Mean HbA1c was
modelled over time by using a linear MMRM with time as
a categorical variable. An unstructured covariance matrix
and Kenward–Roger’s approximation of the degrees of
freedom were used. Further effect modifications were
examined by including an interaction term between time
and baseline HbA1c (B 8.5%,[ 8.5%). MMRM, mixed
model for repeated measures; T1D, type 1 diabetes; T2D,
type 2 diabetes
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[11, 13]. In bolus insulin-naı̈ve adults with T2D
treated with basal insulin for at least 6 months,
faster aspart improved 1-h PPG control versus
IAsp with no differences observed in 2–4-h PPG
levels [14]. In a different population of adults
with T2D (onset 9; T2D duration at least
10 years), faster aspart provided effective overall
glycaemic control with improved 1-h PPG con-
trol versus IAsp, both in combination with
insulin degludec 100 units/mL [15]. Overall, the
real-world findings in terms of glycaemic con-
trol reported in the current study, particularly
for those individuals with elevated HbA1c at
baseline, align with the results from randomised
controlled trials [12–15].

This study features limitations inherent to
using databases of medical records. As this was a
one-arm study without a comparison group, the
observed reduction in HbA1c may be
attributable to factors other than initiation of
faster aspart, such as increases in insulin dose,
changes in other glucose-lowering medications
during the study period, or the introduction of
continuous glucose monitoring devices.
Another limitation is the assumption that all
individuals who were prescribed faster aspart
both collected their medication at the phar-
macy and took their medication; the database
does not provide this level of information.

Hypoglycaemia events were recorded in the
database by a medical professional, so mild
events not requiring a consultation with a
medical professional may have gone unre-
ported. It is also possible that some individuals
were misclassified as T1D or T2D. The study
benefits, however, from the requirement for a
baseline history of 12 months before the index
date, as this provides a good overview of medi-
cation use at baseline and increases the likeli-
hood that the index date was indeed the first
prescription of faster aspart.

This was a real-world study reflective of
clinical practice and serves to generate further
research hypotheses. The strengths of the cur-
rent study include the large dataset from a
database widely used for diabetes analyses [16].
The study population included both individuals
with T1D and those with T2D who were new
users or switching to faster aspart, and included
individuals with diabetic complications and
comorbidities. Thus, the findings are reflective
of a broad and clinically relevant study cohort.

There are limited real-world studies with
faster aspart [17, 18, 22]. One of these studies
explored patient and physician perspectives
regarding the use of faster aspart and high-
lighted the benefit of increased dosing flexibil-
ity with faster aspart compared with other

Table 2 Proportion of people using antidiabetic medication across groups prior to and after the index date

T1D T2D new users T2D switchers

Before index
date

After index
date

Before index
date

After index
date

Before index
date

After index
date

GLP-1 RA 13 (4.5) 12 (4.2) 64 (27.4) 51 (21.8) 60 (22.6) 42 (15.8)

Metformin 0 0 110 (47.0) 84 (35.9) 147 (55.5) 72 (27.2)

SU 0 0 46 (19.7) 24 (10.3) 53 (20.0) 24 (9.1)

DPP4i 0 0 40 (17.1) 33 (14.1) 37 (14.0) 18 (6.8)

SGLT2i 0 0 65 (27.8) 46 (19.7) 42 (15.8) 22 (8.3)

TZD 0 0 36 (15.4) 29 (12.4) 20 (7.6) 12 (4.5)

AGI 0 0 2 (0.9) 2 (0.9) 0 0

Data are n (%)
AGI, alpha-glucosidase inhibitor; GLP-1 RA, glucagon-like peptide 1 receptor agonist; SGLT2i, sodium-glucose co-trans-
porter 2 inhibitor; SU, sulfonylurea; DPP4i, dipeptidyl peptidase 4 inhibitor; T1D, type 1 diabetes; T2D, type 2 diabetes;
TZD, thiazolidinedione
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rapid-acting mealtime insulins [17]. Danne
et al. [18] reported a reduction in HbA1c
(- 0.19%, p\0.0001) for people with T1D who
were using continuous glucose monitoring in a
real-world setting; these results are comparable
to the findings of the current study. One study
in a Belgian real-world setting found that, when
patients with T1D switched to faster aspart from
traditional mealtime insulins, their time spent
in range (blood glucose levels within
70–180 mg/dL; as assessed by continuous glu-
cose monitoring) improved from 50.3% at
baseline to 55.5% at 12 months (p\0.001) [22].
Altogether, the results of the current study are
aligned with previous real-world evidence
studies and randomised controlled trials,
showing that faster aspart is an effective treat-
ment option for people with T2D or uncon-
trolled T1D (with a baseline HbA1c of[ 8.5%),
regardless of baseline characteristics, history of
hypoglycaemic events, or previous medication
use.

CONCLUSION

Using data from the US IBM� Explorys� data-
base in individuals with a range of treatment
backgrounds, we observed a clinically relevant
reduction in HbA1c in individuals with T2D,
but not T1D, 6 months after initiating faster
aspart treatment. These results were also reflec-
ted after 12 months of faster aspart treatment.
Although a statistically significant reduction in
HbA1c was not demonstrated in individuals
with T1D, this was likely to be due to the indi-
viduals who had an HbA1c level B 8.5% at
baseline. This is supported by the significant
estimated decrease in HbA1c observed in indi-
viduals with T1D or T2D who were in the
baseline HbA1c[8.5% subgroup. These find-
ings reflect a representative US study cohort and
suggest that faster aspart is an effective treat-
ment option for people with T2D or uncon-
trolled T1D.
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