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We thank Dr. Nwosu for his thoughtful
comments (1). We agree that insulin re-
sistance influences insulin dose–adjusted
hemoglobin A1c (IDAA1c). Nagl et al. (2)
observed that the partial remission period
was less frequent and shorter in girls than
boys, but, without C-peptide measure-
ments, the authors could only speculate
that higher insulin resistance or lower
insulin secretion might explain their
findings. However, we found that, ad-
justing for BMI, age, and sex, insulin
doses were still different between Af-
rican Americans (AAs) and non-Hispanic
whites (NHWs) (P, 0.001) (3), suggesting
that after controlling for factors that in-
crease insulin resistance there was still
a difference in insulin dose, and thus in
IDAA1c. Other measures of partial re-
missionperiod, e.g., insulindose,arealso
affected by insulin resistance. Further-
more, although defining partial remis-
sion period based on absolute threshold
of insulin secretion, as measured by
C-peptide, may work well in lean, white
children, the same level of insulin secre-
tion may be insufficient in the setting of
insulin resistance induced by older age,
puberty, female sex, or race. Therefore,
measures of partial remission period that
are influenced by insulin resistance, such
as IDAA1c, may better reflect sufficiency of
residual insulin secretion than an absolute

C-peptide value. We agree that IDAA1c
also is influenced by vagaries in de-
termination of insulin dose (e.g., self-
reported insulin dose may be uncertain),
which could result in misestimating in-
sulin secretion. Overall, we agree with
Nwosu (1) on the advantages of devel-
oping and validating IDAA1c thresholds
for different races and ethnicities, sex,
age, pubertal stage, weight, and other
influential characteristics, although the
use of multiple cut points may prove
difficult to integrate in analyses.

We acknowledged that AAs have higher
HbA1c than whites for the same mean
glucose concentrations (4). Of note,
the observed differences in IDAA1c be-
tween NHWs and AAs were larger, par-
ticularly at 6 and 12 months (1.8% and
1.7%, adjusted for age and sex) (3) than
expected based on the race-related dif-
ference in HbA1c of 0.4% (4). If this 0.4%
“correction” is applied toourdata,differ-
ences between NHW and AA children at
6 and 12 months are reduced (1.4% and
1.3%) but still significantly different (P,
0.001) at both time points. Furthermore,
although HbA1c difference increased be-
tween 6 and 36 months, the difference
in IDAA1c was largest at 6 months and
progressively decreased at 12, 24, and
36 months. This observation supports
that the presence or absence of partial

remission period during the first year
afteronsetexplainsaconsiderablepartof
IDAA1c differences, and as partial re-
missionperiod rarelypersists inall groups
beyond the first year, IDAA1c values be-
come more similar.

As AAs have better lipid profiles at
similar degrees of adiposity than NHWs
(5), their similar dyslipidemia frequencies
could in fact reflect worse glycemia in AAs.

Finally, we agree with Nwosu’s con-
clusion that more funding is needed to
developandvalidateadefinitionofpartial
remission period in nonwhite races and
ethnicities. We hope that our article has
highlighted additional racial/ethnic dif-
ferences that warrant further research.
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