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SUMMARY Insulin aspart is a rapid-acting insulin analog and is approved for use in 
Type 1, Type 2 and gestational diabetes. Following the subcutaneous injection, it more closely 
mimics the physiological release of insulin in the human body with a faster onset and shorter 
duration of action. It also offers several advantages like flexibility in mealtime administration, 
better glycemic control in the form of superior control of postprandial glucose excursion 
and less nocturnal hypoglycemia as compared with regular human insulin. It is safe to use 
in patients with renal and hepatic impairment and is approved for use in pregnancy, in 
children above 2 years of age, in continuous subcutaneous infusion pumps and can be used 
intravenously in hospital settings.

Practice points

 ●  Insulin aspart is a biosynthetic analog, homologous with and structurally identical to native human insulin except for 
the substitution of single proline amino acid with an aspartic acid residue.

 ●  Insulin aspart possesses a faster onset of action and shorter duration of action than human insulin, enabling flexibility 
in dosing and results greater convenience for patients with an improved quality of life.

 ●  Better control of postprandial excursions and HbA1c reduction with fewer hypoglycemic episodes and less weight 
gain is possible with insulin aspart.

 ●  It is approved for use in Type 1, Type 2 and gestational diabetes mellitus and even in children above 2 years of age.

 ●  In Type 1, insulin aspart can be used as a mealtime component in multiple-dose insulin regimens and also with 
continuous subcutaneous insulin infusion.

 ●  In Type 2, it can be used flexibly in meal time administration – that is, either as sole insulin in supplementary insulin 
therapy or mealtime component with basal/premixed insulin.

 ●  In pregnancy it provides a better postprandial glycemic control without any increase in maternal and fetal adverse 
outcomes.

 ●  Insulin aspart is ideal for hospital setups to manage various acute complications ofdiabetes as well as comorbidities 
associated with diabetes by intravenous administration.

 ●  It is compatible and well-tolerated for use in insulin pumps for continuous subcutaneous insulin infusion. 

 ●  For use in insulin pumps, insulin aspart is a more suitable insulin than human insulin or insulin lispro.

 ●   It meets diverse needs in diabetes management in various delivery systems like vials, prefilled injectable pen devices 
and as cartridges. 

 ●  Of all available rapid-acting insulins, it is currently the most suitable.

 ●  Insulin aspart is safer to use in renal and hepatic impairment patients. 
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Diabetes mellitus is a heterogeneous group of 
metabolic disorders commonly characterized 
by hyperglycemia with disturbances of carbo-
hydrate, fat and protein metabolism resulting 
from defects in insulin secretion, insulin action, 
or both [1]. The diabetes disease burden in India 
is huge with an estimated 65.1 million people 
having the disease and around the world an 
estimated 382 million are living with diabetes. 
These figures are projected to rise by 55% by 
2035 [2].

There is autoimmune destruction of b-cells in 
Type 1 diabetes and a progressive loss of b-cells 
in Type 2 diabetes, resulting in absolute or rela-
tive insulin deficiency. If untreated, this may 
result in acute and chronic hyperglycemia which 
can lead to various complications a ssociated with 
diabetes.

In the pharmacotherapy of Type 1 diabetes, 
insulin is the only agent capable of controlling 
hyperglycemia and the only other drug approved 
for use along with insulin is pramlintide [3]. 
Glycemic control in Type 2 diabetes can be 
achieved with insulin and/or non-insulin-based 
therapies [4]. Though in T2DM most patients 
are initially managed with diet/exercise and 
oral hypoglycemic agents, many of them will 
eventually end up needing insulin for glycemic 
control due to the progressive nature of b-cell 
destruction. A multitude of studies prove that 
using insulin early in the disease does not only 
give a good and tight glycemic control but 
also significantly reduce the risk of diabetic 
c omplications [5,6].

Importance of glycemic control
Hyperglycemia in diabetes is associated with both 
microvascular and macrovascular complications. 
Landmark trials in diabetes have clearly shown 
that tight glycemic control reduces the risk of 
serious complications [7,8]. Both the DCCT and 
UKPDS showed that for each percentage reduc-
tion in HbA1c, there was a significant reduction 
in both microvascular as well as macrovascular 
complications [9,10].

The DCCT in Type 1 diabetes has suggested 
that postprandial hyperglycemia contributed to 
the onset of diabetes complications [11]. Further 
the study led by Monnier has also shown that 
in patients with HbA1c of <7.3%, the postpran-
dial hyperglycemia had a significantly greater 
contribution to overall hyperglycemia than 
fasting hyperglycemia [12]. Besides available 
evidence specifically point toward postprandial 

hyperglycemia to be an independent risk factor 
for cardiovascular disease associated with dia-
betes [13] and reduction of postprandial glucose 
levels result in favorable cardiovascular outcomes 
[14]. Thus it is imperative to have both fasting 
and postprandial glucose under tight con-
trol to effectively manage diabetes [15]. Major 
landmark trials have also shown that intensive 
insulin therapy which includes a mealtime rapid-
acting insulin provides better control and out-
come when c ompared with conventional insulin 
therapy [7,8].

Need for analog insulin
Human insulin under physiological conditions 
exists in a monomeric form at concentrations 
ranging from 10-8 to 10-11 mol/l, forming dimers at 
higher concentrations and in the presence of zinc 
ions, three dimers assemble to form a hexamer. 
After subcutaneous injection, soluble human 
insulin self-associates into hexamers and then 
slowly dissociates to dimers and then monomers 
and get released into circulation [16]. This charac-
teristic of soluble human insulin delays its onset 
of action and also prolongs the duration of action 
than ideally required and hence human insulin is 
recommended to be injected 30 min before meal; 
however, many patients take it closer to their meal 
[17]. As the soluble human insulin concentration 
rises slowly, it may result in postprandial peaks 
and may also result in hypoglycemia as the insulin 
may get released early or may persist after the post-
meal hyperglycemia has passed. These are major 
limitations in the use of soluble human insulin 
and necessitate the need for better analogs that 
are devoid of the pharmacological limitations but 
retain the biological activity [18].

Insulin aspart pharmacokinetics 
& pharmacodynamics
Insulin aspart is a short acting, biosynthetic 
analog of human insulin. Insulin aspart is 
homologous with and structurally identical to 
native human insulin except for the substitution 
of single amino acid. In aspart, a single proline 
amino acid at position 28 of the B chain has been 
replaced with an aspartic acid residue [16].

Replacement of a proline amino acid residue 
by aspartic acid reduces the ability of insulin 
monomers to form dimers and hexamers. This 
also allows rapid dissociation of hexamers and 
dimers into monomers. But it does not affect 
the 3D structure or the biological activity [19]. 
These pharmacokinetic characteristics give 
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insulin aspart a faster action profile. When 
compared with human insulin, aspart has a 
faster onset of action and a shorter duration of 
action (Table 1) [20,21].

The insulin receptor binding affinity and rate 
of dissociation of insulin aspart are similar to 
that of human insulin [22] and the IGF-1 recep-
tor binding affinity is also similar [23], suggest-
ing that while retaining the efficacy and hav-
ing a better pharmacokinetic profile, the safety 
in terms of mitogenicity of insulin aspart is 
c omparable to that of human insulin.

Insulin aspart efficacy & safety
Insulin aspart gives a better postprandial glucose 
control in both Type 1 and Type 2 diabetic sub-
jects. In Type 1 diabetic subjects insulin aspart 
has consistently shown a significantly better 
postprandial glucose control vis-à-vis soluble 
human insulin when compared alone [20], or in 
combination with neutral protamine Hagedorn 
[24] both in short- and long-term studies. This 
superior glycemic control with insulin aspart is 
also evident in Type 2 diabetes, as proven by 
various trials [25].

In comparison to soluble human insulin, insu-
lin aspart could reduce HbA1c to a significantly 
lower level and could maintain better glycemic 
profile in both Type 1 [26] and Type 2 [27] dia-
betic subjects. Overall, the flexibility in dosing of 
aspart because of its pharmacokinetic properties 
and better glycemic control gives diabetic patient 
an improved quality of life.

On the safety aspect, various trials in both 
Type 1 and Type 2 diabetics, where insulin aspart 
was compared with soluble insulin head-to-head 
or in combination, have shown that insulin 
aspart was associated with far lesser overall and 

nocturnal hypoglycemia [28]. It also appears to 
be safe to use in patients with renal and hepatic 
impairment since the pharmaco kinetics of aspart 
is not affected in these scenarios in a clinically 
significant manner [29].

Insulin aspart in clinical practice
Insulin aspart is used for the management of 
both Type 1 and Type 2 diabetes and could be 
considered over soluble human insulin due to 
its better efficacy and safety. In Type 1 diabe-
tes it can be used as a mealtime component in 
multiple-dose insulin regimens and can also 
be used with continuous subcutaneous insulin 
infusion (CSII).

In Type 2 diabetes, management starts from 
diet/exercise and includes oral antidiabetic 
agents; a variety of options are available for 
starting and intensifying insulin therapy to 
achieve glycemic control. Accordingly, insulin 
aspart can be used as sole insulin in supplemen-
tary insulin therapy [30] or as the mealtime com-
ponent in basal-plus, basal-bolus or premixed 
insulin regimens [31].

The safety of insulin aspart has been proven 
in both pregnancy in Type 1 diabetes [32] and 
gestational diabetes mellitus [33]. The use of 
aspart in pregnancy not only provides a better 
postprandial glycemic control, but also provides 
convenience in dosing without any increase in 
maternal and fetal outcomes (Table 2) [34].

Intravenous use of insulin aspart
Regulatory authorities like the US FDA have 
approved the intravenous use of insulin aspart. 
According to the FDA, it should be used at con-
centrations ranging from 0.05 U/ml to 1.0 U/ml 
in infusion systems with polypropylene infusion 

Table 1. Comparison of regular human insulin vs insulin aspart.

 Classification Regular human insulin (conventional insulin) Insulin aspart (insulin analog)

Structure Unmodified human insulin in a buffer solution 
stabilized by a small amount of zinc

Single proline amino acid at B28 has been replaced 
with an aspartic acid residue in human insulin

Mechanism of action In the injectable solution, self-aggregate to form 
hexamers around zinc ions. After sc. injection, 
insulin monomers are released gradually by 
dilution leading to slow absorption

Replacement of proline by aspartic acid removes 
interaction at monomer–monomer surface and 
repulsion between the charged aspartic acid and 
nearby glutamic acid B21 contributes to rapid 
dissociation into monomers

Onset of action (h) 0.5–1.0 <0.25
Peak action (h) 2–3 0.5–1.5
Duration of action (h) 6–8 3–5
Time of administration 30 min before meal Just before the meal to 15 min after starting the meal
Use with 5% dextrose, ringer 
solution and normal saline

Compatible Compatible
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bags. It has been shown to be stable in infusion 
fluids like 0.9% sodium chloride. It can also be 
used along with 5% dextrose [45].

Udwadia et al. (2012) did an observational 
study and evaluated the intravenous use of insu-
lin aspart in the Indian population in both ICU 
and non-ICU setting. It was observed that insu-
lin aspart reduced the mean blood glucose levels 
in both the ICU (20.7–8.4 mmol/l; p = 0.0001) 
and non-ICU (17.7–8.9 mmol/l; p = 0.0001). 
A total of 0.6 and 2.8% patients experienced 
episodes of major and minor hypoglycemia, 
respectively. More than 98% physicians pre-
ferred to use insulin aspart in the future based 
on responses from a questionnaire [46].

A number of studies have shown that insulin 
aspart is compatible [47] and well tolerated for 
use in insulin pumps for CSII. It also has lesser 
tendency to crystallize and thus cause pump 
occlusion when compared with human insulin 
or insulin lispro [48], making it a more suitable 
insulin for use in insulin pumps.

Insulin aspart becomes a natural choice of 
short acting insulin in hospital setup since, 
when compared with human insulin, it has 
quick onset of action, better postprandial glu-
cose reduction, better glycemic control, less 
hypoglycemia, safe for use in patients with 
kidney/liver impairment, safe for use in chil-
dren above 2 years and has mealtime flexibil-
ity [29,49]. Insulin aspart is also approved for 
intravenous route and some of the indications 
for intravenous use are diabetic ketoacidosis, 
non-ketotic hyperosmolar state, critical care 
illness, myocardial infarction or cardiogenic 
shock, post-operative period following heart 
surgery, stroke, organ transplantation, total 
parenteral nutrition, labor and delivery and 
other acute illness requiring prompt glycemic 
control [45,50].

Co-formulations of insulin aspart
Insulin aspart in India is available in three co-
formulations, namely, BiAsp 30, BiAsp 50 and 
the co-formulation of long-acting basal insu-
lin degludec and aspart, IDegAsp, which has 
recently been approved by the Drug Controller 
General of India and will be available for use 
soon. BiAsp is a biphasic preparation of insu-
lin aspart. BIAsp 30 contains 30% of soluble 
insulin aspart and 70% protaminated aspart. 
BiAsp 50 contains 50% of soluble insulin 
aspart and 50% protaminated aspart. Soluble 
insulin aspart is rapid-acting and protaminated 

aspart is intermediate-acting, so each injection 
provides insulin coverage for both prandial and 
basal insulin requirements [51]. BIAsp 30 may 
offer greater treat-to-target potential for preg-
nant women [39] though data are limited.

IDegAsp is the f irst soluble insulin co-
formulation where a basal insulin analog is 
combined with a rapid-acting insulin analog 
in the same vial/penfill. The IDegAsp co-
formulation contains 70% of basal insulin 
degludec and 30% soluble insulin aspart. 
Pharmacodynamic studies demonstrated its 
glucose-lowering effect which is characterized 
by a distinct peak action (from IAsp) and a 
basal action (from IDeg) which is stable for 
more than 24 h showing a closer approxima-
tion to physiological action than seen with 
c urrent biphasic formulations [52].

Conclusion
Insulin aspart is a rapid-acting, biosynthetic 
insulin analog which has a faster onset of action 
and shorter duration of action when compared 
with human insulin. This enables flexibility in 
dosing aspart and gives greater convenience for 
patients. These properties also confer aspart 
the ability to achieve a better control of pran-
dial excursions and HbA1c reduction while 
having fewer hypoglycemic episodes and less 
weight gain.

Insulin aspart is approved for use in Type 1, 
Type 2 and in the treatment of pregnant women 
with diabetes. It is used either as sole insulin 
at mealtimes or as the mealtime component 
along with basal/premixed insulin in various 
regimens. It can also be used intravenously thus 
making it an ideal insulin to use in hospital 
setups to manage various acute complications 
of diabetes as well as comorbidities associated 
with diabetes. Insulin aspart is pump compat-
ible and can be used as preferred insulin in 
CSII. It is available in a range of delivery sys-
tems including vials, prefilled injectable pen 
devices and as cartridges. Thus it meets diverse 
needs in the management of diabetes and 
remains the ideal of all available r apid-acting 
insulins till date.

Disclaimer
In addition to the peer-review process, with the authors’ 
consent, the manufacturer of the products discussed in this 
article was given the opportunity to review the manuscript 
for factual accuracy. Changes were made at the discretion 
of the authors and based on scientific or editorial merit only. 



133

Insulin aspart for the treatment of Type 2 diabetes REviEW 

future science group www.futuremedicine.com

Financial & competing interests disclosure
The authors have no relevant affiliations or financial 
involvement with any organization or entity with a finan-
cial interest in or financial conflict with the subject matter 
or materials discussed in the manuscript. This includes 

employment, consultancies, honoraria, stock ownership or 
options, expert testimony, grants or patents received or 
p ending, or royalties.

No writing assistance was utilized in the production of 
this manuscript.

References
Papers of special note have been highlighted as:
• of interest 

1 Bennett PH, Knowler WC. Definition, 
diagnosis, and classification of diabetes 
mellitus and glucose homeostasis. In: Joslin’s 
Diabetes Mellitus (14th Edition). Kahn RC, 
Weir G, King G, Jacobson A, Smith R, Moses 
A (Eds). Lippincott Williams & Wilkins, 
Baltimore, MD, USA, 331–338 (2005).

2 International Diabetes Federation. IDF 
Diabetes Atlas (6th Edition). International 
Diabetes Federation, Brussels, Belgium (2013).

3 Ryan GJ, Jobe LJ, Martin R. Pramlintide in 
the treatment of Type 1 and Type 2 diabetes 
mellitus. Clin. Ther. 27(10), 1500–1512 
(2005).

4 Harper W, Clement M, Goldenberg R et al. 
Canadian Diabetes Association 2013 Clinical 
Practice Guidelines for the Prevention and 
Management of Diabetes in Canada: 
pharmacologic management of Type 2 
diabetes. Can. J. Diabetes 37(1), S61–S68 
(2013).

5 Owens DR. Clinical evidence for the earlier 
initiation of insulin therapy in Type 2 diabetes. 
Diabetes Technol. Ther. 15(9), 776–785 (2013).

•	 Emphasizes	the	importance	of	initiating	
insulin	early	and	how	that	helps	preserving	
b-cells.

6 Unnikrishnan IR, Anjana RM, Mohan V. 
Importance of controlling diabetes early – the 
concept of metabolic memory, legacy effect 
and the case for early insulinisation. J. Assoc. 
Phys. India 59, 8–12 (2012).

7 The Diabetes Control and Complications Trial 
Research Group. The effect of intensive 
treatment of diabetes on the development and 
progression of long-term complications in 
insulin-dependent diabetes mellitus. N. Engl. 
J. Med. 329(14), 977–986 (1993).

8 UK Prospective Diabetes Study (UKPDS) 
Group. Intensive blood-glucose control with 
sulphonylureas or insulin compared with 
conventional treatment and risk of 
complications in patients with Type 2 diabetes 
(UKPDS 33). Lancet 352(9131), 837–853 
(1998).

9 The DCCT Research Group. The absence of 
a glycaemic threshold for development of 
long-term complications: the perspective of 

the DCCT. Diabetes 45(10), 1289–1298 
(1996).

10 Stratton IM, Adler AI, Neil HA et al. 
Association of glycaemia with macrovascular 
and microvascular complications of Type 2 
diabetes (UKPDS 35): prospective 
observational study. Br. Med. J. 321(7258), 
405–412 (2000).

11 The Diabetes Control and Complications 
Trial Research Group. The relationship of 
glycaemic exposure (HbA1C) to the risk of 
development and progression of retinopathy in 
the diabetes control and complications trial. 
Diabetes 44(8), 968–983 (1995).

12 Monnier L, Lapinski H, Colette C. 
Contributions of fasting and postprandial 
plasma glucose increments to the overall 
diurnal hyperglycaemia of Type 2 diabetic 
patients: variations with increasing levels of 
HbA1c. Diabetes Care 26(3), 881–885 (2003).

13 Bonora E, Muggeo M. Postprandial blood 
glucose as a risk factor for cardiovascular 
disease in Type II diabetes: the 
epidemiological evidence. Diabetologia 
44(12), 2107–2114 (2001).

14 O’Keefe JH, Bell DSH. Postprandial 
hyperglycemia/hyperlipidemia (postprandial 
dysmetabolism) is a cardiovascular risk factor. 
Am. J. Cardiol. 100(15), 899–904 (2007).

15 Ceriello A, Colagiuri S. International Diabetes 
Federation guideline for management of 
postmeal glucose: a review of 
recommendations. Diabet. Med. 25, 
1151–1156 (2008).

16 Brange J, Owens DR, Kang, S, Vølund A. 
Monomeric insulins and their experimental 
and clinical implications. Diabetes Care 13(9), 
923–54 (1990).

17 JØrgensen LN, Nielsen FS. Timing of 
premeal insulins in diabetic patients on a 
multiple daily injection regimen. A 
questionnaire study. Diabetologia 33, A116 
(1990).

18 Barnett AH, Owens DR. Insulin analogues. 
Lancet 349, 47–51 (1997).

19 Brange J, Ribel U, Hansen JF et al. 
Monomeric insulins obtained by protein 
engineering and their medical implications. 
Nature 333(6174), 679–682 (1998).

20 Lindholm A, McEwen J, Riis AP. Improved 
postprandial glycaemic control with insulin 

aspart – a randomized double-blind cross-over 
trial in Type 1 diabetes mellitus. Diabetes 
Care 22(5), 801–805 (1999).

21 Kang S, Brange J, Burch A, Volund A, Owens 
DR. Absorption kinetics and action profiles of 
subcutaneously administered insulin 
analogues (AspB9GluB27, AspB10, AspB28) 
in healthy subjects. Diabetes Care 14(11), 
1057–1065 (1991).

22 Kurtzhals P, Schäffer L, SØrensen A et al. 
Correlations of receptor binding and 
metabolic and mitogenic potencies of insulin 
analogs designed for clinical use. 
Diabetes 49(6), 999–1005 (2000).

23 Bornfeldt KE, Gidlöf RA, Wasteson A, Lake 
M, Skottner A, Arngvist HJ. Binding and 
biological effects of insulin, insulin analogues 
and insulin-like growth factors in rat aortic 
smooth muscle cells. Comparison of maximal 
growth promoting activities. 
Diabetologia 34(5), 307–13 (1991).

24 Home PD, Lindholm A, Hylleberg B, Round 
P. Improved glycemic control with insulin 
aspart. A multicenter randomized double-
blind crossover trial in Type 1 diabetic 
patients. Diabetes Care 21(11), 1904–1909 
(1998).

25 Perriello G, Pampanelli S, Porcellati F et al. 
Insulin aspart improves meal time glycaemic 
control in patients with Type 2 diabetes: a 
randomized, stratified, double-blind and 
cross-over trial. Diabet. Med. 22(5), 606–611 
(2005).

26 Home P, Lindholm A, Riis A. European 
Insulin Aspart Study Group. Insulin aspart 
vs. human insulin in the management of long-
term blood glucose control in Type 1 diabetes 
mellitus: a randomized controlled trial. 
Diabet. Med. 17(11), 762–770 (2000).

27 Bretzel RG, Arnolds S, Medding J, Linn T. A 
direct efficacy and safety comparison of 
insulin aspart, human soluble insulin, and 
human premix insulin (70/30) in patients 
with Type 2 diabetes. Diabetes Care 27(5), 
1023–1027 (2004).

28 Heller S, Bode BW, Kozlovski P et al. 
Meta-analysis of insulin aspart versus regular 
human insulin used in a basal-bolus regimen 
for the treatment of diabetes mellitus. 
J. Diabetes. 5(4), 482–491 (2013).

29 Holmes G, Galitz L, Hu P, Lyness W. 
Pharmacokinetics of insulin aspart in obesity, 



Diabetes Manag. (2015) 5(2)134

renal impairment, or hepatic impairment. 
Br. J. Clin. Pharm. 60(5), 469–476 (2005).

30 Pala L, Mannucci E, Dicembrini I et al. A 
comparison of mealtime aspart and human 
insulin in combination with metformin in 
Type 2 diabetes patients. Diabetes. Res. Clin. 
Pract. 78(1), 132–135 (2007).

31 Rodbard HW, Visco VE, Andersen H et al. 
Treatment intensification with stepwise 
addition of prandial insulin aspart boluses 
compared with full basal-bolus therapy 
(FullSTEP Study): a randomised, treat-to-
target clinical trial. Lancet Diabetes 
Endocrinol. 2(1), 30–37 (2014).

32 Hod M, Damm P, Kaaja R et al. Fetal and 
perinatal outcomes in Type 1 diabetes 
pregnancy: a randomized study comparing 
insulin aspart with human insulin in 322 
subjects. Am. J. Obstet. Gynecol. 192(2), 
186e.1–7 (2008).

33 Jovanovic J, Howard C, Pettitt D et al. Safety 
and efficacy of insulin aspart vs. regular 
human insulin in basal/bolus therapy for 
patients with gestational diabetes. 
Diabetes 54(Suppl. 1), A675 (2005).

•	 This	study	proves	better	efficacy	and	safety	of	
aspart	when	compared	with	regular	human	
insulin	in	gestational	diabetes	mellitus.

34 Mathiesen ER, Kinsley B, Amiel SA et al. 
Maternal glycemic control and hypoglycemia 
in Type 1 diabetic pregnancy: a randomized 
trial of insulin aspart versus human insulin in 
322 pregnant women. Diabetes Care 30(4), 
771–776 (2007).

35 Cemeroglu AP, Kleis L, Wood A et al. 
Comparison of the effect of insulin glulisine 
to insulin aspart on breakfast postprandial 
blood glucose levels inchildren with Type 1 
diabetes mellitus on multiple daily injections. 
Endocr. Pract. 19(4), 614–619 (2013).

36 Dzygalo K, Szypowska A. Impact of insulin 
glulisine and aspart on postprandial glycemia 
after a high glycemic index meal in children 
with Type 1 diabetes. 
Euro. J. Endocrinol. 170(4), 539–545 (2014).

37 Van Bon AC, Bode BW, Sert-Langeron C, 
DeVries JH, Charpentier G. Insulin glulisine 
compared to insulin aspart and to insulin 
lispro administered by continuous 
subcutaneous insulin infusion in patients 
with Type 1 diabetes: a randomized 

controlled trial. Diabetes Technol. 
Ther. 13(6), 607–614 (2011).

38 Rys P, Pankiewicz O, Łach K, Kwaskowski A, 
Skrzekowska-Baran I, Malecki MT. Efficacy 
and safety comparison of rapid-acting insulin 
aspart and regular human insulin in the 
treatment of Type 1 and Type 2 diabetes 
mellitus: a systematic review. Diabetes 
Metabolism. 37(3), 190–200 (2011).

•	 Provides	evidence	for	better	efficacy	and	
safety	of	aspart	compared	with	human	
insulin	in	both	Type	1	and	Type	2	diabetic	
subjects.

39 Balaji V, Madhuri SB, Alexander C et al. 
Premixed insulin aspart 30 (BIAsp 30) versus 
premixed human insulin 30 (BHI 30) in 
gestational diabetes mellitus: a randomized 
open-label controlled study. Gynecol. 
Endocrinol. 28(7), 529–532 (2012).

40 Cucinotta D, Caputo S, Mannucci E et al. 
Safety and efficacy of insulin aspart and 
soluble human insulin in Type 2 diabetes 
mellitus. Minerva Endocrinol. 37(4), 
357–66 2012).

41 Herrmann BL, Kasser C, Keuthage W, 
Huptas M, Dette H, Klute A. Comparison of 
insulin aspart vs. regular human insulin with 
or without insulin detemir concerning 
adipozytokines and metabolic effects in 
patients with Type 2 diabetes mellitus. Exp. 
Clin. Endocrinol. Diabetes 121(4), 210–213 
(2013).

42 Rathmann W, Kostev K. Lower incidence of 
recorded cardiovascular outcomes in patients 
with Type 2 diabetes using insulin aspart vs. 
those on human regular insulin: 
observational evidence from general practices. 
Diabetes Obes. Metab. 15(4), 358–63 (2013).

•	 Evidence	for	better	cardiovascular	outcome	
with	aspart	vis-à-vis	regular	human	insulin.

43 Nosek L, Rogen K, Heinemann L et al. 
Insulin aspart has a shorter duration of action 
than human insulin over a wide dose-range. 
Diabetes Obes. Metab. 15(1), 77–83 (2013).

44 Ando H, Kurita S, Shimizu A et al. 
Pharmacokinetics and pharmacodynamics of 
insulin aspart in patients with Type 2 
diabetes: assessment using a meal tolerance 
test under clinical conditions. Clin. Exp. 
Pharmacol. Physiol. 39(6), 528–34 (2012).

45 US FDA. Highlights of prescribing 
information.  
www.fda.gov/downloads

46 Udwadia F, Bhattacharyy A, Seshiah V et al. 
Intravenous insulin aspart in a hospital 
setting: results from an observational study 
examining patient outcomes and physician 
preferences. Diabetes Manage. 2(2), 103–110 
(2012).

•	 Delineates	intravenous	use	of	aspart	and	
advantages	of	aspart	in	managing	inpatient	
hyperglycemia.

47 Bode B, Strange P. Efficacy, safety and pump 
compatibility of insulin aspart used in 
continuous subcutaneous insulin infusion 
therapy in patients with Type 1 diabetes. 
Diabetes Care 24(1), 69–72 (2001).

•	 Evidence	for	superiority	of	aspart	for	use	in	
continuous	subcutaneous	insulin	infusion	in	
comparison	to	other	rapid-acting	analogs.

48 Poulsen C, Langkjaer L, Worsoe C. 
Precipitation of insulin products used for 
continuous subcutaneous insulin infusion. 
Isoelectric precipitation risk of IAsp vs. 
insulin lispro and buffered human insulin. 
Diabetes Technol. Ther. 7(1), 142–150 (2005).

49 Mortensen Hb, Lindholm A, Olsen Bs, 
Hylleberg B. Rapid appearance and onset of 
action of insulin aspart in paediatric subjects 
with Type 1 diabetes. Eur. J. Pediatr. 159(7), 
483–488 (2000).

50 Umipierrez GE, Latif KA, Cuervo R, Karabell 
A, Freire AX, Kitabchi AE. Treatment of 
diabetic ketoacidosis with subcutaneous 
insulin Aspart. Diabetes Care 27(8), 
1873–1878 (2004).

51 Liebl A, Prusty V, Valensi P et al. Ten years of 
experience with biphasic insulin aspart 30: 
from drug development to the latest clinical 
findings. Drugs 72(11), 1495–1520 (2012).

52 Heise T, Nosek L, Hastrup H, Chenji S, 
Klein O, Haahr H. IDegAsp shows distinct 
prandial and basal glucose lowering effects at 
steady state in subjects with Type 1 diabetes 
(Abstract). Diabetes 62(Suppl. 1), 
Abstract 235 (2013).

•	 Article	highlighting	the	first	combination	of	
a	basal	and	a	rapid-acting	analog.

REVIEW Seshiah, Kalra, Balaji & Balaji

future science group


