Continuous Glucose Monitoring kai
AlatpolKn OlaXEipion oTOV
2akxapwon AiaBntn tumou 2




Disclosures

« H optAntpla eivat epyalopevn otn Nestle Research Switzerland



Il Nepiypappa

[latti sival

CGM kau

ONUAVTIKO TO CGM kat odpeAn ,
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Motot xperalovtal to CGM? Kat yati?

T1D: 5-10% of diabetes
population

Diabetes Management 2024 12D Non-insulin (75%)

* ASCVD/CHF/CKD = GLP-1RA or
/ SGLT2i therapy

* Beyond that, therapy based on
weight and glycemic goals
p * GLP-1RA as first injectable
* Insulin = last resort

[

T2D: 90-95% of
diabetes
population

CGM upfront

Automated insulin delivery
as a destination
?Prevention

’beta cell replacement
?SGLT-2i and GLP-1RA
therapy for comorbidities

T2D on insulin * non-insulin

therapies (25%)

* More advanced co-morbidities

* Worse outcomes

* 69% unable to get A1C <7%
(American data)




In the beginning, There was No Data

Then CGM said “Let There Be Data”



H duvatotnta napakohovBnong twv aAlaywyv otn YAUKOLN €xXEL TN SUVATOTNTA VO TIOAPEXEL ALLEOT)
avatpododOTNON OTOUC XPHOTEC OXETLKA UE TLC ETIAOYEC TPOPLUWY KAl TN CWHATLKA OpaoTneELoTNTA.

The National Diabetes Prevention Program is currently the only reimbursable intervention for diabetes prevention
and weight loss

2T Hvwpeveg MoAteleg, meplocotepot amno 30,3 ekatoppuplo avBpwrot maoyouv aro dtapritn kat 84,1
EKATOMHLUPLA EVAALKEC ExouV IpodLafntn.

6OL)\e,rr'10qu LATPLKEC dATIAVEC yla Ta ATopa pe dlayvwopevo SLaBntn avepyovtal Katd Leco opo o€ 13 700
oAdpLaL.

[MoAAQ OAOKANPWUEVA TIPOYPAHUATA TIAPEUBAONG OTOV TPOTIO (WG, OTIwGE TO Mpdypappa MNpoAnpng tou Alapntn
(DPP)3 ko otpatnyikeg alayng ou w;sptd)opaq?uovsc TOUG N 0 0LUVOUAOHO) EXOUV XpnaoLuornolnBel yla tnv
npow@}\r]on TNC amwAeLlac Bapouc oe atopa mou (ouv UE Taxuoapkla N eivat uPnAou KvOUVOU UE TIOKIAQ
QTOTEAEOUATAL.

OL OTPATNYLKEC QUTEC TEPAQBAVOUV TN CUVEVTELEN e KivnTpa(motivational interviewing), accountability /
gpronapaKo?\oUGnon, nuepoAoyLla OLatpodnc, PNUATOUETPA KL EHAPUOYES KLVNTWV TNAEPWVWYV VLA TNV ATTWAELQ
Adpouc.

DPP: €6¢elte OTL oL alay€eG oTov TPOTIo (WNG (SLaTpodr) KoL CWUATLKI) 6pAOTNPLOTNTA E OTOXO TNV ATIWAELLL
deouq& ATAV TILO OTTOTEAECUATLKEC ATIO TLC METPNOELC oTNV IMpoAnyPn tou Stafntn LETAly TWV ATOUWY UE
npodLlafntn- wotooco, n mapepBacn otov tpomo (wnc DPP nepleAappave cuyvec emiokePeLc kat kabBobdriynon yla
QAPKETA XPOVLa, YEYovOocC Tou elval damavnpo kot xphlel avBpwmivwy mopwy.

A meta-analysis conducted in 2012 reviewing 28 National DPP translational interventions showed an average
weight loss of 4%.

However, the attrition rate or drop-out rate was as high as 50% in some programs.

T eight loss achieved in these interventions was highly dependent on number of core sessions attended,
highlighti e challenges of enga%ing patients in ongoing weekly group sessions and the need to evaluate
alternative, sélf-directed behavioral change methods to promote weight loss and glycemic management.



American From: Comparing Continuous Glucose Monitoring and Blood Glucose
Diabetes Monitoring in Adults With Inadequately Controlled, Insulin-Treated Type 2
. Association. Diabetes (Steno2tech Study): A 12-Month, Single-Center, Randomized
Controlled Trial

Diabetes Care. Published online March 15, 2024. doi:10.2337/dc23-2194
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parallel, RCT o - M Self-rated treatment and glucose
’ i — - monitoring satisfaction
76 participants at baseline 12 months M Self-rated general and diabetes-
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Significant Improvement in Glycemic Outcomes in Type 2 Diabetes Patients: The Impact of 14~
Personalized Coaching and Continuous Glucose Monitoring on Glycemic Variations

Dr Manoj Chawla, Annie Mattilda Raymond, Shivtosh Kumar, Dr Chhavi Mehra

Background:

Continuous Glucose Monitoring (CGM)
15 Q revoiution in glabetes moanagement
as it helps provide continuous insights
into glycemic variability (GV) Including
hypo- and hyperglycemic episodes The
aim of this study was 1o observe I COM

directed personolized nutrition
progressive hitness, and mindfuiness
cooching, mproved glycemic

paramaeters in patients with 120

Methodology:

In this retrospective study, we analyzed
dato obtoined from 2860 participants
diognosed with type 2 diabetes (T20)
who enrolled In Sugorfits Diabetes
Reversal ond Monagement Progrom
(SDRMP). These participonts completed
a 14-day continuous glucose
monitoring (CGM) period. The average
CGM readings for the initial 3 doys
(days 234) aond the lost 3 days
(day-12,13,14) gathered with the help of

Ragus Healthcare Pvt Ltd

this
implemented

the Sugarfit app. In duration
coaches
personalized changes such as dietary
moadifications and introduced fitnoss

and mindiuiness activities. iImportantly,

effectively

no medication ()d]uslnwms were made

for the durotion of 14 days

Results:

Of the 2860 participants, 2078 were
males (7263%) ond 782 were lfemales
(27.34%). The mean age of participants
wos 46.5+10.7 years. The CGM captured
one reading every 15 minutes, resulting

day for up to 14 days. A significont
increase in Nime in Range (TIR) of 22.01%
(p<0.001) was observed from days 2, 3,
ond 4 to days 12, 13, and 14. Moreover,
there was a notable reduction in Time
Above Range (TAR) by 28.21% and an
improvemet in Time Below Range
(TBR) by 78 63% (p<0.001 for both)
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Conclusion:

Observation ol glycen
variablity using COG)
personalized estyle in
shown improved Time
Technological advance
COM, provide valuablk
inter and intra-day glyc
for participants n

understanding pron
adherence o lilestyle
vitimately leoding

outcomes and reducec
n diabetes. The SDRM
advancements to deliv
interventions that effe
glycemic control and
outcomes in a short peri



Continuous glucose monitoring in adults with type 2 diabetes:
a systematic review and meta-analysis

Milena Jancev' - Tessa A. C. M. Vissers' - Frank L. J. Visseren' - Arianne C. van Bon? - Erik H. Serné? - J. Hans DeVries> -
Harold W. de Valk' - Thomas T. van Sloten’

CGM SMBG Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
1.1.1 tCGM vs SMBG
Moon (2023) [32] -6.56 7.65 15 0 12 15 3.2%  -6.56[-13.76, 0.64] L
Bergenstal (2022) [26] 122 12 59 -8.96 9.84 55 9.0% -3.24 [-7.26, 0.78] I
Martens (2021) [28] -12 16.4 116 -6.56 13.1 59 7.5% -5.44 [-9.92, -0.96] [ —
Price (2021) [29] -5.46 9.84 44 -3.28 7.65 23 8.1% -2.18 [-6.45, 2.09] e
Beck (2017) [22] -8.74 101 77 -5.46 125 75 10.7% -3.28 [-6.90, 0.34] -
Vigersky (2012) [30] -8.74 164 50 -2.19 14.2 50 44% -6.55[-12.56, -0.54] -
Cosson (2009) [27] -6.89 3.72 11 -3.39 3.17 14 16.3% -3.50 [-6.25, -0.75] —
Yoo (2008) [31] 12 171 29 -4.37 14.2 28 25% -7.63[-15.78, 0.52]
Subtotal (95% CI) 401 319 61.7%  -3.95[-5.46, -2.44] <&

Heterogeneity: Tau? = 0.00; Chiz = 3.45, df = 7 (P = 0.84); 12 = 0%
Test for overall effect: Z = 5.12 (P <0.00001)

1.1.2 isCGM vs SMBG

Ajjan (2023) [21] -5.36 21.3 55 -9.95 26.5 55  21% 4.59 [-4.40, 13.58]

Wada (2020) [24] -5.03 5.14 48 -1.86 7.76 45 16.8% -3.17 [-5.86, -0.48] -

Yaron (2019) [25] -8.96 9.18 53 -3.61 8.52 48 11.6% -5.35[-8.80, -1.90] -

Haak (2017) [23] -3.06 142 149 -4.48 164 75 7.9% 1.42[-2.94, 5.78] 1
Subtotal (95% CI) 305 223  38.3% -1.79 [-5.28, 1.69] e

Heterogeneity: Tau? = 7.48; Chi* = 8.34, df = 3 (P = 0.04); I = 64%
Test for overall effect: Z=1.01 (P =0.31)

Total (95% CI) 706 542 100.0%  -3.43 [-4.75, -2.11] . 2

i 2= . Chi2 = - = 2= 150 b t t i
Heterogeneity: Tau? = 0.80; Chi? = 12.95, df =11 (P = 0.30); I> = 15% 20 10 0 10 20
Test for overall effect: Z = 5.11 (P < 0.00001) Favours CGM Favours SMBG

Test for subgroup differences: Chiz=1.24,df=1 (P =0.27), F=19.3%



CGM SMBG Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Ajjan (2023) [21] 8.73 3857 54 7.1 36.57 50 6.9% 1.63[-12.81, 16.07]
Moon (2023) [32] 31 179 15 -1 149 15 10.0%  4.10[-7.69, 15.89] 7
Bergenstal (2022) [26] 18.21 23.3 59 1155 235 55 17.7% 6.66 [-1.94, 15.26] T
Martens (2021) [28] 19 36.07 116 3 36.07 59 10.8%  16.00[4.70, 27.30] -
Price (2021) [29] -3.2 35.36 42 -13.3 37.15 19 3.7% 10.10[-9.73, 29.93] -1
Wada (2020) [24] 18.2 23.89 41 43 254 35 111% 13.90 [2.75, 25.05] -
Beck (2017) [22] 4 2483 78 -1 26.25 75 19.6% 5.00[-3.10, 13.10] T
Haak (2017) [23] -1.2 2682 149 1.3 29.77 75 20.1% 0.10 [-7.90, 8.10] I
Total (95% CI) 554 383 100.0% 6.36 [2.48, 10.24] L 2
Heterogeneity: Tau? = 2.90; Chi2=7.70, df = 7 (P = 0.36); 12= 9% =_50 _2=5 0 2=5 50’
Test for overall effect: Z = 3.21 (P = 0.001) Favours SMBG Favours CGM
b CGM SMBG Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Ajjan (2023) [21] -3.91 11.92 54 1.29 17.15 50 0.9%  -5.20[-10.92, 0.52] |
Bergenstal (2022) [26] -0.8 4.4 59 1.22 2.8 55 11.2% -2.02 [-3.36, -0.68] -
Moon (2023) [32] -0.4 2.3 15 0 0.2 15 13.4% -0.40 [-1.57, 0.77] -
Martens (2021) [28] 0.1 064 116 02 1 59 32.0% -0.30 [-0.58, -0.02] L]
Price (2021) [29] -0.3 162 42 0 092 19  23.6% -0.30 [-0.94, 0.34] b
Wada (2020) [24] 1.2 4.9 41  -16 13.78 35 1.2% 2.80[-2.01,7.81] T
Beck (2017) [22] -0.9 3.9 78 03 372 75 12.8% -0.60 [-1.81, 0.81] ™
Haak (2017) [23] 29 817 149 04 8.5 75 47% -2.50 [-4.83, -0.17] I
Cosson (2009) [27] -4 1552 7 2 12.04 12 0.2%  -6.00[-19.36, 7.36]
Total (95% CI) 561 395 100.0%  -0.66 [-1.21, -0.12] '
Heterogeneity: Tau? = 0.22; Chi? = 14.47, df = 8 (P = 0.07); I? = 45% - 1 0 5 1:0 250
Test for overall effect: Z = 2.39 (P = 0.02) Favours CGM Favours SMBG
C
CGM SMBG Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Ajjan (2023) [21] -5 4292 54 -8.63 435 50 7.2% 3.63[-13.00, 20.26]
Bergenstal (2022) [26] -17.41 249 59 1277 242 55 16.5%  -4.84 [-13.66, 4.38] T
Moon (2023) [32] -27 185 15 1 149 15 1.7% -3.70[-15.72, 8.32] S
Price (2021) [29] 34 3578 42 132 37486 19 5.3% -9.80[-29.82,10.22] L B
Martens (2021) [28] -18 36.07 116 -2 3748 59 12.2% -16.00 [-27.60, -4.40] —_—
Wada (2020) [24] -19.1 24.53 41 -2.8 2712 35 12.1% -16.30 [-28.01, -4.59] - -
Beck (2017) [22] -4 2546 78 1 26.97 75 17.9%  -5.00[-13.32, 3.32] -7
Haak (2017) [23] 41 2888 149 1.6 33.02 75 17.0% 2.50 [-6.29, 11.29] e
Total (95% CI) 554 383 100.0% -5.86 [-10.88, -0.84] ’
Heterogeneity: Tau? = 18.56; Chi? = 11.08, df = 7 (P = 0.14); 17 = 37% ’_50 25 ) 2‘5 50’

Test for overall effect: Z =2.29 (P =0.02)

.3 Forest plot of pooled analysis of change in TIR (a) TBR (b) and TAR (c) in individuals with type 2 diabetes using rtCGM or isCGM

npared with SMBG

Favours CGM Favours SMBG

TIR

TBR

TAR



Efficacy and Safety of Continuous Glucose Monitoring and
Intermittently Scanned Continuous Glucose Monitoring in Patients
With Type 2 Diabetes: A Systematic Review and Meta-analysis of
Interventional Evidence ¥

Samuel Seidu &5 (2 ; Setor K. Kunutsor; Ramzi A. Ajjan; Pratik Choudhary

We included 26 RCTs (17 CGM and 9 isCGM) involving 2,783 patients with T2D (CGM 632 vs. usual care/SMBG
514 and isCGM 871 vs. usual care/SMBG 766). CGM reduced HbA,. (mean difference —0.19% [95% CI| -0.34,
—0.04]) and glycemic medication effect score (—0.67 [-1.20 to —0.13]), reduced user satisfaction (—0.54 [-0.98,
—-0.11]), and increased the risk of adverse events (relative risk [RR] 1.22 [95% CI 1.01, 1.47]).

ISCGM reduced HbA,, by —0.31% (-0.46, —0.17), increased user satisfaction (0.44 [0.29, 0.59]), improved CGM
metrics, and increased the risk of adverse events (RR 1.30 [0.05, 1.62]).

Neither CGM nor isCGM had a significant impact on body composition, blood pressure, or lipid levels.

LIMITATIONS

Limitations include small samples, single-study outcomes, population variations, and uncertainty for younger adults.
Additionally, inclusion of <10 studies for most end points restricted comprehensive analysis, and technological
advancements over time need to be considered.

CONCLUSIONS

Both CGM and isCGM demonstrated a reduction in HbA,. levels in individuals with T2D, and unlike CGM, isCGM use
was associated with improved user satisfaction. The impact of these devices on body composition, blood pressure,
and lipid levels remains unclear, while both CGM and isCGM use were associated with increased risk of adverse
events.



Both continuous glucose
monitoring and intermittently
scanned continuous glucose

monitoring demonstrated a
reduction in HbA, levels.

Neither continuous glucose
monitoring nor intermittently
scanned continuous glucose
monitoring had a significant
impact on body composition,

blood pressure, or lipid levels.

Use of continuous glucose
monitoring and intermittently
scanned continuous glucose

monitoring was associated with
increased risk of adverse events,
with no impact on hypoglycemia.



Subgroup Analyses

[MapotL ot SLadopec
Sev elval ONUOVTIKEC
TAPATNPOULE OTL
UTTQLPXEL EVTOVN TAON
BeAtiwong tng HbAlc
aveEdpTnTa amno T
XOPAKTNPLOTLKA TWV
ATOUWV

Subgroup No. of
studies

Age at baseline, yrs

=260 7
<60 7
T2D treatment

No insulin 6
With insulin 8

T2D duration, yrs
213.0 6
<13.0

Baseline HbA1c, %

28.6 7
<8.6 7
CGM type

Real-time 10
Retrospective 4
CGM use

Intermittent short-term use 9
Long-term continuous use 5

CGM
N

228
299

169
358

309
158

253
274

426
101

259
268

211
234

138
307

236
149

196
249

338
107

233
212

Usual care/SMBG

Mean Difference
(95% Cl)

-0.13 (-0.36, 0.10)
-0.26 (-0.49, -0.04)

-0.28 (-0.57, 0.01)
-0.19 (-0.37,-0.01)

-0.12 (-0.36, 0.12)
-0.27 (-0.57, 0.02)

-0.23 (-0.51, 0.05)
-0.17 (-0.36, 0.01)

-0.22 (-0.41,-0.03)
-0.12 (-0.42, 0.19)

-0.23 (-0.43,-0.02)
-0.16 (-0.44, 0.12)

p-value*

43

.68

46

74

.61

.66



Appendix 12: Changes in TAR measures comparing CGM with usual care/SMBG

endpoint

and author

% Time >140 mg/d|
Cosson, 2009
Sato, 2016
Subgroup, DL

% Time >180 mg/dl
Price, 2021
Martens, 2021
Bergenstal, 2022
Moon, 2023
Subgroup, DL

% Time >250 mg/dI
Moon, 2023
Martens, 2021
Price, 2021
Subgroup, DL

11
17
28

42
93
59
15
209

15
93
42
150

Treatment

Mean (SD)

58.00 (27.00)
61.00 (12.50)

36.70 (25.70
41.00 (25.00
28.47 (21.20

)
)
)
-2.70 (18.50)

1.80 (8.80)
11.00 (11.00)
9.40 (15.10)

N

14
17
31

19
53
55
15
142

15
53
19
87

Control

Mean (SD)

39.00 (24.00)
51.63 (8.38)

44.60 (30.60
57.00 (27.00
31.23 (21.30

)
)
)
1.00 (14.90)

2.70 (11.30)
27.00 (24.00)
11.90 (15.30)

<>£-¢-u

4

Mean difference

(95% Cl)

19.00 (-1.31, 39.31)
9.37 (2.22, 16.52)
10.43 (3.69, 17.18)

-7.90 (-23.70, 7.90)
-16.00 (-24.87, -7.13)
-2.76 (-10.57, 5.05)
-3.70 (-15.72, 8.32)
-7.70 (-14.70, -0.70)

-0.90 (-8.15, 6.35)
-16.00 (-22.84, -9.16)
-2.50 (-10.76, 5.76)
-6.60 (-16.43, 3.23)



Appendix 8: Changes in glucose concentrations comparing isCGM with usual care/SMBG

endpoint Treatment Control Mean difference

and author N Mean (SD) N Mean (SD) (95% CI)

Mean glucose

Haak, 2017 149 174.00 (33.00) 75  174.00 (38.00) : ¥ 0.00 (-10.10, 10.10)
Wada, 2020 41 146.00 (19.00) 35  156.00 (31.00) - -10.00 (-21.80, 1.80)
Ajjan, 2019 50  163.80 (39.60) 52 178.20 (46.80) . : -14.40 (-31.20, 2.40)
Aronson, 2023 51  145.80 (27.00) 48  158.40 (43.20) * : -12.60 (-26.89, 1.69)

Subgroup, DL 291 210 <Q>- -7.52 (-14.29, -0.75)

(12 = 12.3%, p = 0.331)

Fasting glucose

Choe, 2022 58 136.00(3500) 62 154.00 (43.00) - -18.00 (-31.99, -4.01)
Subgroup, DL 58 62 e — -18.00 (-31.99, -4.01)
(12=0.0%, p=.)

Heterogeneity between groups: p = 0.186

I I I |
-45 -30 -15 0 15

Mean difference in Glucose levels, mg/dl (95% CI) isCGM vs Usual care/SMBG



Appendix 9: Change in TIR metrics comparing CGM and isSCGM with usual care/SMBG

A. B
CGM Usual care/SMBG Mean difference
:L‘:;’I‘i:;tma' of N MeanisD) N Mean(SD) 95% C1) Author, year of iSCGM Usual care/SMBG Mean difference
publication N  Mean (SD) N  Mean (SD) (95% CI)
% Time in range of 70-180 mg/dI )
Moon, 2023 15 3.10(17.90) 15 -1.00 (14.90) — T 4.10 (-7.69, 15.89) % Time in range of 70-180 mg/dI .
Sato, 2016 17 39.13(12.38) 17 46.50 (8.00) —— -7.37 (-14.38, -0.36) Aronson, 2023 51 76.30 (17.40) 48 65.60 (22.60) : . 10.70 (2.72, 18.68)
Cosson, 2009 11 39.00(25.00) 14 53.00 (21.00) —'—f -14.00 (-32.42, 4.42) Furler, 2020 149 54.80 (27.09) 150 46.90 (27.18) '4 7.90 (1.75, 14.05)
Bergenstal, 2022 59 70.65(21.00) 55 66.51(20.40) T 4.14 (-3.46, 11.74) Subgroup, DL 200 198 —_ 8.94 (4.07, 13.82)
Martens, 2021 93 59.00(25.00) 53 43.00 (26.00) P 16.00 (7.35, 24.85) (2= 0.0%, p = 0.586)
Price, 2021 42 63.10(25.50) 19 55.10 (30.30) 1 8.00 (-7.66, 23.66)
Subgroup, DL~ 237 173 = L:'f-:" 2.51 (-6.08, 11.09) Time with glucose range 70-180 mg/dl
(8= 75.9%, p = 0.001) Wada, 2020 41 18.71(3.15) 35 16.65 (4.35) e 2.06 (0.33, 3.79)
Haak, 2017 149 13.60 (4.60) 75  13.20 (4.90) —'T 0.40 (-0.93, 1.73)
Time/day in glucose range of 70-180 mg/dl Ajjan, 2019 50 13.70 (4.50) 52 12.40 (4.80) T 1.30 (-0.50, 3.10)
Beck, 2017 74 882.00(71.67) 72 836.00 (69.00) —*— 46.00 (23.18, 68.82) Subgroup, DL 240 162 <,'L,> 1.11 {0.13, 2.09)
Subgroup, DL 74 72 | " 46.00(23.18, 68.82) (R= 12.4%, p = 0.319)
I I | I I |
T T T T T T T T 5 0 5 10 15 20 25

45 30 15 0 15 30 45 60 75
Mean difference in TIR, unit (95% CI) CGM vs Usual care/SMBG

Mean difference in TIR, unit (95% CI) isCGM vs Usual care/SMBG

[apatnpoupe OTL TA ATOMA TTOU NTav oTnv opadd Twv atetnTnpwy MEPVOUV TTEPIGCOTEPO XPOVO
NG npEpag toug ENTOX otoxou (70-180) o€ oxeon HE TA ATopd TTOU PETpoucay HE To OAaxXTUAo



Time with glucose >180 mg/dI
Wada, 2020

Haak, 2017

Ajjan, 2019

Subgroup, DL

Time with glucose >240 mg/dI
Wada, 2020

Haak, 2017

Ajjan, 2019

Subgroup, DL

Time with glucose >300 mg/dI
Wada, 2020
Subgroup, DL

41
149
50
240

41
149
50
240

41
41

4.94 (3.25)
9.80 (4.80)
8.55 (5.32)

0.75 (0.83)
3.50 (3.70)
3.39 (3.69)

0.04 (0.11)

6.94 (4.72)
9.80 (5.40)
10.29 (5.41)

1.86 (2.30)
3.90 (4.20)
4.60 (4.85)

0.39 (0.88)

= 9-

-2.00 (-3.85, -0.15)
0.00 (-1.44, 1.44)

-1.74 (-3.82, 0.34)
-1.10 (-2.45, 0.24)

-1.11 (-1.91, -0.31)
-0.40 (-1.52, 0.72)
-1.21 (-2.88, 0.46)
-0.91 (-1.52, -0.31)

-0.35 (-0.64, -0.06)
-0.35 (-0.64, -0.06)

-20
Mean difference TAR, unit (95% CI) isCGM vs Usual care/SMBG



Anticipated absolute effects

Ne of
Certainty of Relative
participants . Risk difference
Outcomes (studies) the evidence effect Risk with Usual o
(GRADE) (95% CI) care/SMBG =
Follow-up intervention
The mean change o
. in HbAlc for MD (.19 %
Change in HbAlc for CGM vs usual 972 1011 @) ) CGM vs usual lower
care/SMBG (19 RCTs) Moderate? /SMBG (0.34 lower to
care/is MBS Was 0,04 lower)
0%
The mean timein  MD 2.51 %
Time in range for CGM vs usual 410 000 ) range for CGM vs higher
care/SMBG (6 RCTs) Very low*>¢ usual care/SMBG  (6.08 lower to
was 0 % 11.09 higher)
The mean 04y D 0.3 kg/m2
Body mass index for CGM vs usual 362 L 1]@) ) CGM vs usual higher
care/SMBG (5 RCTs) Moderate® (1.18 lower to
care/SMBG was 1.79 higher)
0 kg/m2 7 g
RR 1.22 85 more per
Any adverse event for CGM vs 429 :ll@) (1 0l to 384 ver 1.000 1,000
usual care/SMBG (5 RCTs) Moderate® 1' 4 per %, (4 more to 181
47) more)
SMD 0.54 SD
Satisfaction score for CGM vs usual 96 o000 lower
care/SMBG (3 RCTs) Very low*4 ) (0.98 lower to
0.11 lower)
The mean change o
. . in HbAlc for MD 031 %
Change in HbAlc for isCGM vs 1269 101l @) ) FGM vs usual lower
usual care/SMBG (8 RCTs) Moderate? /SMBG (0.46 lower to
care o was 0.17 lower)
0%
SMD 0.44 SD
Satisfaction score for isCGM vs 723 o000 higher
usual care/SMBG (5 RCTs) Very low™® ) ) (0.29 higher to
0.59 higher)

*The risk in the intervention eroun (and ite 95% confidence interval) ic based on the assumed rick in the combnaricson eroun



Opwc TToLo €lval To KOoTtog?

* Intermittent RT-CGM use would make the cost more affordable.

* |tis difficult to assess/compare costs but translational DPP group classes median cost was $424 per person for a year-long
intervention and as high as $5881 per person for individual programs.

* Intensive lifestyle intervention (ILI) with a target of 7% weight loss in patients with diabetes did decrease medical costs and
hospitalizations in the LOOK AHEAD study but the cost per person was $2864 per ILI participant compared with $202 per
control/traditional diabetes support and education (DSE) in the first year.

* Alarge part of the cost was the ILI meal replacement which were $798 per participant in the first year. Estimated costs of
individual sessions, group intervention, meal replacement for lifestyle changes, and weight loss are not directly
comparable to medical device cost but rather used as a broad comparison since Medicare is currently reimbursing for DPP
group intervention.

* For gross comparison, cash cost of the personal CGM sensors range from approximately $35.99-43.00 for one FreeStyle
Libre sensor and $87.25 for Dexcom G5-G6 for 7-10 days of use

* Medicare reimbursement per CGM session with insertion currently averages $157.77 for health care providers.

 So if two to four sessions were performed assuming average sensor cost of $63.13, the potential cost would be $442.79 for
2 educational sessions and 2 sensors and $883.60 for four sessions with 4 CGM sensors.

e Although it is unknown if long-term behavior change will occur with intermittent short-term CGM coupled to nutrition and
physical activity counseling, the cost would be comparable to other lifestyle interventions for diabetes and prediabetes
and less time intensive for the patients



Multicenter Randomized Trial of Intermittently Scanned Continuous
Glucose Monitoring Versus Self-Monitoring of Blood Glucose in
Individuals With Type 2 Diabetes and Recent-Onset Acute
Myocardial Infarction: Results of the LIBERATES Trial

Ramzi A. Ajjan, Simon R. Heller, Colin C. Everett, Armando Vargas-Palacios, Ruchi Higham, Linda Sharples,
Diana A. Gorog, Alice Rogers, Catherine Reynolds, Catherine Femandez, Pedro Rodrigues, Thozhukat Sathyapalan,
Robert F. Storey, and Deborah D. Stocken

Of 141 participants randomly assigned (median age 63 years; interquartile range 53, 70), 73% of whom
were men, isSCGM was associated with increased TIR by 17 min/day (95% credible interval 2105 to +153
min/day), with 59% probability of benefit.

Users of isCGM showed lower hypoglycemic exposure (<3.9 mmol/L) at days 76-90 (280 min/day; 95% ClI
2118, 243), also evident at days 16—30 (228 min/day; 95% Cl 292, 2).

Compared with baseline, HbAlc showed similar reductions of 7 mmol/mol at 3 months in both study
arms. Combined glycemic emergencies and mortality occurred in four isCGM and seven SMBG study
participants.

QOL measures marginally favored isCGM, and the intervention proved to be cost effective



Multicenter Randomized Trial of Intermittently Scanned Continuous
Glucose Monitoring Versus Self-Monitoring of Blood Glucose in
Individuals With Type 2 Diabetes and Recent-Onset Acute
Myocardial Infarction: Results of the LIBERATES Trial

Ramzi A. Ajjan, Simon R. Heller, Colin C. Everett, Armando Vargas-Palacios, Ruchi Higham, Linda Sharples,
Diana A. Gorog, Alice Rogers, Catherine Reynolds, Catherine Fernandez, Pedro Rodrigues, Thozhukat Sathyapalan,
Robert F. Storey, and Deborah D. Stocken

* By combining the UKPDS and hypoglycemia models, estimated costs for isCGM were £10,993 and QALYs
were 8.497, whereas estimated SMBG costs were £11,258 and QALYs were 8.494.

* This indicates that isCGM is a cost-effective strategy, because it dominates SMBG, given the former is less
costly and more effective.

* Further analysis using cost-effectiveness acceptability curves demonstrated that isCGM has 100% probability
of being cost effective at a threshold of 20,000/QALY, with an incremental NMB of £318



FDA Clears New OTC Stelo
Continuous Glucose Monitor for
Type 2 Diabetes

Updated: 3/6/24 10:55 amPublished: 6/27/23 11:16 am

* Stelo: Created with a broader customer base
in mind

* The launch of Stelo reflects a growing trend
toward expanding access to diabetes
technologies such as CGMs and automated
insulin delivery systems, both to more people
with diabetes and pre-diabetes as well as to a
broader customer base.

» Stelo by Dexcom glucose monitor

* |n 2023, Medicare expanded CGM coverage
for people with type 2 diabetes the biggest
private insurer in the U.S., followed suit several
months later.

* Lastyear, the FDA also cleared Omnipod GO, a
wearable basal insulin delivery device designed
specifically for adults with type 2 diabetes.




SOMETHING
NEEDS TO
CHANGE!

It feels great
to ADMIT THAT!

So, you’re ready to
listen to reason and
make responsible
choices?

othe Aukuard Yet: | @theAwkwardYeti




Precision Nutrition: Future of Plate

NUTRIGENOMICS

DIETARY HABITS

|

MICROBIOTA
FOOD BEHAVIOR

METABOLOMICS

PRECISION
NUTRITION
PLATE

DEEP PHENOTYPING

de Toro-Martin J. et al,, Nutrients 2018,




Future of Food: The Fascinating World of Food Scanners

- European
Commission

Horizon prize for a food scanner

Food-related health problems such as food allergies, obesity,
diabetes and cardiovascular disease have grown to epidemic
proportions and are taking a heavy toll on our society and our
health systems.

https://ec.europa.eu/info/research-and-innovation/funding/funding-opportunities/prizes/horizon-prizes/food-scanner_en




Precision nutrition for prevention and management of type 2 diabetes

15 Wang D.D. et al., Lancet 2018.
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ADA Nutrition Therapy Consensus Report
« Summarizes latest and greatest nutrition |2#©@

: - Nutrition Therapy for Adults W S A
research (600+ publications!) e e P b o et
- A Consensus Repont et v { p Ay o
« Part of the ADA Standards of Care in .

o P rag' N

Diabetes

GOAL.: provide nutrition recommendations that promote ideal health outcomes,
reduce complications, and improve QOL for all PWD

Many eating patterns can work! No one-size-fits-all eating pattern. Individualize!

Evart A, o1 al. Natrition Tharagy for Adults with Dabetos or Pradiabetos: A
Cansensas Report. Nabetes Care JO19:42: 713 1%
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Table |I. Changes in HbAIc, Body Mass Index (BMI), and CGM Intervention for Behavioral Changes

BMI change (Kg/m?)

Study Duration Control (n) Intervention (n) CGM intervention Initial HbAlc (%) HbA I c change (%)

Yoo et al” 3 months n = 28 (SMBG) n=29 3 days RT-CGM, 9.1 £1.0% -1.0 = 1.2%, P = .004
monthly for 3 months

Allen et al** 2 months n = 25 (education) n = 2| 3 days retrospective 87 * 1.15% —1.16 = 1.4%,P < .05
CGM, | session

Allen et al*® 3 months  N/A n =29 3 day retrospective Group | =84 * 1.3%] Group | = 0.7 * 2.2%
Group | = 14 CGM, | session Group2 = 8.7 * 1.4%)] Group2 = 0.5* 0.9%
Group2 = |5
Mohan et al* 3 months NJ/A n = 148 3 days retrospective 8.6 = 1.14% -0.6 * I.11%
CGM, 2 sessions
Cox et al® 3 months  N/A n=4 RT-CGM 3 months 7.8 + 0.5% -1.1 = 0.5%
Bailey etal”” 3 months n = 6 (8-week n=7 RT-CGM Prediabetes/T2D Not reported

exercise program)

0.7 = 0.35, P = .008

-0.53 * 0.75, P < .05

Weight (kg)°
Group | = -62 * 7.2

Group2 =24 * 40
Not reported

Weight (kg)® —7.2 kg
Not reported

*Group |: CGM + DM education, Group 2: CGM + problem-solving skills and DM education.
"BMI change not reported.
‘Only published study prediabetes/T2DM: outcome was exercise adherence and participation during intervention and | month after completion.



CGM driven changes

* Yoo et al did show that intermittent use (3 days of RT- CGM every month for 12 weeks) produced a significant
decrease in calorie consumption, increase in physical activity, improvement of weight, and a 1% decrease in
HbAlc in poorly controlled patients with T2D.

e Allen et al found that the data from a single three-day session of blinded CGM when combined with
subsequent counseling and review of the CGM glucose data with the patient resulted in an increase in physical
activity and a decrease in HbAlc by 1.2% and BMI by 0.5 kg/m2.

* Arecent small pilot study by Cox et al25 that focused on glycemic index reduction using RT-CGM and newly
diagnosed T2D not on insulin showed decrease in HbAlc by 1% over 3 months.

* They reported average weight loss of 7.2 kilograms, decreased intake in high glycemic index food, total
carbohydrate intake, and increase in fiber.

e There has been only one community-based study looking at CGM. This study using retrospective CGM with
two sessions over 3 months in 181 T2D at 11 health clinics in India showed improvement of HbAlc by 0.6%
and noted that in their participants 67.6% made dietary and 48.6% made exercise changes although specifics
of these changes were not qualified



CGM driven changes

* The one pilot RT-CGM study on exercise which included both participants with
prediabetes and diabetes did not report HbAlc but not only showed positive
changes in body composition and increased fitness but also assessed and showed
improved ability for goal setting, self-efficacy to self-monitor, higher attendance,
and more registration for additional exercise sessions than those in the standard
exercise group.

* Interestingly, in the second pilot in T2D which attempted to assess CGM as a tool
for theory-based behavioral counseling, both groups received CGM and counseling
on CGM.

* However, one group received only diabetes education and the other received
additional problem-solving skills. Both groups had improvement in physical activity,
HbAlc, and weight but the CGM/problem solving skills group’s results were slightly
although not statistically better.



H dtatpodikn Bepartelo UMOPEL VO LELWOEL
tnv HbA1lc kata 2%

[latLva xpnowgottotjoovpe CGM ota atopa pe 2A?

[latL emtiBupouy va ywwpidouv Tt Tpwve!
2UVNOWCE AUTO TTOU KAVOUV TA TIEPLOCOTEPA ATOUA OTNV dlayvwaon

No carbohydrates
No sugar

No white foods
No sweets
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eswle Modiﬁcation Using
Intermittently Scanned
Continuous Glucose Monitoring

in Patients With Type 2 Diabetes:

Results From the Randomized
Open-label PDF Study

P

OBJECTIVE

To investigate the effects of patient-driven lifestyle modification using intermittently
scanned continuous glucose monitoring (isSCGM) in patients with type 2 diabetes
(T2D).

RESEARCH DESIGN AND METHODS

We conducted a 12-week, open-label, randomized controlled trial. A total of 126
participants were 1:1 randomized to either the intervention group (structured edu-
cation + isCGM) or the control group (standard care with blood glucose monitor-
ing). The Self-Evaluation Of Unhealthy foods by Looking at postprandial glucose
(SEOUL) algorithm was developed and applied to aid structured education in guid-
ing patients to follow healthy eating behavior depending on the postprandial glyce-
mic response. The primary end point was the change in HbA, level from baseline.
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Stay On

Current Eating Pattern

~+

Cut Down
the Amount

Cut Down
the Amount

~

Figure 1—The SEOUL algorithm. Participants are encouraged to continue eating a healthy meal
with tolerable glycemic response after consuming the food and should avoid an unhealthy
meal that provokes postprandial hyperglycemia. If hyperglycemia is detected after consuming
a meal that is generally considered to be healthy, reducing the amount of food is recom-
mended; the amount of unhealthy food should also be reduced even if it does not generate

hyperglycemia on ingestion. Decisions on lifestyle modification will be made on an individual
basis according to the SEOUL algorithm.

Diabetes Care 2022;45:2224-2230
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ifestyle Modification Using =~ =ei mnmmar
Intermittently Scanned
Continuous Glucose Monitoring
in Patients With Type 2 Diabetes:

Results From the Randomized
Open-label PDF Study
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Study demonstrated that the patient-centered
approach of isCGM with the SEOUL algorithm, focused
mainly on eating behavior, was highly effective in
reducing HbA1lc and facilitating behavior

change to improve general diabetes care in patients
with T2D who are not on prandial insulin.

-+ Intervention
-=- Control

L)

J L)
<7.0 <8.0 <9.0 <10.0
HbA1c (%) level at V1

-~ Control

T T T T
<7.0 <8.0 <9.0 <10.0
HbA1c (%) level at V2




V1 V2 Risk-adjusted difference
Intervention Control P Intervention Control P (95% ClI) pP*
N 58 62 58 62
Primary outcome
HbA,. (%) ] 7.9 £ 0.6 79+0.7 0.808 7.3+ 0.6 7.8 +0.9 <0.001 -0.50(-0.74 to -0.26) <0.001
Secondary outcome
Fasting glucose (mg/dL) 142 + 27 147 £+ 36  0.420 136 £ 35 154 + 43 0.013 ~16.5 (—-30.0 to —3.0) 0.017
[Body weight (kg) J 705 +11.7 72.7+125 0331 691+113 728+128 0.105 -1.5 (-2.7 to —-0.3) 0.013
Waist circumference (cm) 87.7+8.1 918+ 102 0018 874+88 921+106 0.010 -0.6 (—-1.7 to 0.5) 0.262
SBP (rimHg) 133 £ 16 126 £+ 16  0.022 134 + 14 124 + 21 0.003 7.7 (1.3-14.1) 0.019
DBP (mmHg) 79 £ 10 77 £ 10 0.153 78+ 9 79+9 0.530 —~2.3 (—-5.0 to 0.4) 0.100
Total cholesterol (mg/dL) 138 + 29 140 £ 25 0.707 136 £ 34 140 £ 28 0.565 -1.5 (-9.1 to 6.0) 0.690
Triglyceride (mg/dL) 131 + 68 153+ 73 0.094 149 + 197 141 £ 72 0.761 33.9 (13.6 to 79.4) 0.164
HDL-C (mg/dL) 48 + 13 48 + 17 0.965 47 + 12 48 + 15 0.627 ~1.3 (4.5 to 1.9) 0.415
LDL-C (mg/dL) 74 + 22 75 £ 20 0.852 70 £ 25 74 £ 25 0.487 ~2.4 (-8.3 to 3.6) 0.432
SDSCA-K total score 266 +136 251+128 0533 444+9.2 39.2+10.1 0.005 4.8 (1.7 to 8.0) 0.003

Diabetes Care 2022;45:2224-2230




IMIR DIABETES Jostu et al
Qriginal Paper

Fitterfly Diabetes CGM Digital Therapeutics Program for Glycemic
Control and Weight Management in People With Type 2 Diabetes
Mellitus: Real-world Effectiveness Evaluation

Background: Digital therapeutic platforms facilitate health care through patient-centered strategies based
on multidisciplinary teams and shared decision-making. Such platforms can be used for developing a
dynamic model of diabetes care delivery, which can help in improving glycemic control by promoting
long-term behavior changes in people with diabetes.

Objective: This study aims to evaluate the real-world effectiveness of the Fitterfly Diabetes CGM digital
therapeutics program for improving glycemic control in people with type 2 diabetes (T2D) after the
completion of 90 days in the program.

JMIR Diabetes 2023;8:¢43292




Figure 1. Process flow of the Fitterfly diabetes CGM dagatal therapeutscs program. Al artuficial mtelligence, CGM: contmnuous glucose momtonng
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Continuous Glucose
Monitoring System (CGMS)

The Fitterfly Diabetes CGM program uses machine learning and artificial intelligence models to integrate and

correlate the data collected from the CGM device and the mobile app to create a personalized lifestyle plan
based on an individual’s glycemic response

JMIR Diabetes 2023;8:¢43292




IMIR DIABETES
Qriginal Paper
Fitterfly Diabetes CGM Digital Therapeutics Program for Glycemic

Control and Weight Management in People With Type 2 Diabetes
Mellitus: Real-world Effectiveness Evaluation

Figure 2. Changes m (A) hemoglobm Alc level and (B) weight before and after the program.
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JMIR Diabetes 2023;8:¢43292




IMIR DIABETES Joslit et al
Qrniginal Paper
Fitterfly Diabetes CGM Digital Therapeutics Program for Glycemic

Control and Weight Management in People With Type 2 Diabetes
Mellitus: Real-world Effectiveness Evaluation

Table 2. Summary of the parameters in the participants before and after the Fitterfly Diabetes continuous glucose montoring intervention program.

Parameters Premtervention, mean (SD), median  Postintervention, mean (SD), median  Change wn parameters, mean (SD),  p value®
(IQR) (IQR) median (IQR)
Hemoglobin A, 84(1.7).81(70109.1) 72(14).71(641078) -1.2(1.6),-09(-1910-03) <.001
(%)
Weight (kg) 74.45(1496), 73.0(64 5010 82.50) 7240 (13.92), 71.0 (64.0 10 80.0) -205(284).-140 (4010 0) <.001
BMI (kg/m°) 27.44(4.69),26.50(23.851030.35) 26.70(4.41), 2598 (23.43102953) -0.74(1.02),-055(-141100) <.001
ABG"® (mg/dL) 15290(51.63), 13900 (120010 136.50 (44.26), 125.00 (108.0 10 -16.44 (32.05), -10.00 (-22.50 10  <.001
L 171.50) 155.50) -1.50)
TIR® (%) 57.5(25.0).61.0(45.1 10 75.0) 64.6 (26.0). 72.0 (48.010 83 .5) 71(16.7).6.0(-0.210 16.1) <.001
TAR? (%) 36.7(284),327(1381051.7) 28.1(28.1),169(631041.2) -87(17.1),-52(-1681000)  <.001
TBR® (%) 60(118),11(001t05.6) 75(133),09(00108.7) 15(11.2),0(-13101.0) 86
"Wilcoxon signed-rank test

JMIR Diabetes 2023;8:¢43292



IMIE DIABETES Oser et al

Original Paper

An Innovative, Paradigm-Shifting Lifestyle Intervention to Reduce
Glucose Excursions With the Use of Continuous Glucose
Monitoring to Educate, Motivate, and Activate Adults With Newly
Diagnosed Type 2 Diabetes: Pilot Feasibility Study

Glycemic excursion minimization (GEM) is an alternative lifestyle treatment option focused on reducing

postnutrient glucose excursions rather than reducing weight.

JMIR Diabetes 2022 | vol. 7 | 1ss. 1 | €34465 | p. |



"Gluoose Exounlons WRh tho Useof Conﬁ‘éhoou |
Monitoring to Educate, Motivate, and Activate Adults With Newly
Diagnosed Type 2 Diabetes: Pilot Feasibility Study

Objective: This pilot study evaluated the feasibility of a self-administered version of GEM. augmented with continuous glucose
monitoring (CGM), to improve metabolic control (hemoglobin A, [HbA,.]) while diminishing or delaying the need for diabetes
medications in adults recently diagnosed with T2D. These primary objectives were hypothesized to be achieved by reducing
carbohydrate intake and increasing physical activity to diminish CGM glucose excursions, leading to the secondary benefits of
an increase in diabetes empowerment and reduced diabetes distress, depressive symptoms, and BMI.

GEM was self-administered by 17 adults recently diagnosed with T2D (mean age 52 years, SD 11.6 years; mean

T2D duration 3.9 months, SD 2.5 months; mean HbA l¢ levels 8.0%, SD 1.6%:; 40% female; 33.3% non-White), with the aid o
a 4-chapter pocket guide and diary, automated motivational text messaging, and feedback from an activity monitor, along with
CGM and supplies for the 6-wecek intervention and the 3-month follow-up.




Table 1. Vanables, pretreatment, and 3 months post—glycemic excursion muunuzation intervention.

Vanable Pretreatment

3 months
post-glycenuc excur-

S100 mumnuzation

P value Baseline correlation Change n correlation
with change n with change n
hemoglobin A, levels hemoglobmn A levels

Primary outcome variables, mean (SD)

Hemoglobin Ay, levels (%e) 80(1.6)
Metfornun (mg/day) 0(0)

Mechanism variables

6.2(1.1)
133 (516)

Continuous glucose monitoring data, unblinded weeks 1 and 18, mean (SD)

Percentage of ume when contmnuous 23 9 (28.9)
glucose momtonng values were
140 mg/dL

Glucose vanability 22410
High-carbohydrate foods 3196219

Low-carbohydrate foods 502 (20.8)

14.5 (22)

le

20.2(8.3)
103 (68)

48.6 (20.0)

-0.755°

JMIR Diabetes 2022 | vol. 7 | iss. 1 | €34465 | p. |




2 Nutrition Matters for More than just Glucose

| | Lowers HbA1c
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Diet Quality and Cancer Outcomes in Adults:
A Systematic Review of Epidemiological Studies
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H yvwon tou divetal ota Atopa Heow TNEG XPNoNg TwWV CUCTNHATWY AUTWYV
BonBa otnv aAAayn Ttng cupttepipopag!
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Cox et al (2020) Noninsulin

Insulin and
noninsulin

Majitha et al
(2019)

Insulin and
noninsulin

Bergenstal et al
(2021)

Insulin and
noninsulin

Porter et al
(2022)

Jackson M. Diabates Tachnol Thar 2021.2351).527-5M
Aloppo G. Diabeles Tachnol Thar 2023, Oct. 2810):741.751

Routine care vs CGM and
lifestyle intervention

CGM with telemedicine
(single arm) and remote
lifestyle coaching

Retrospective analysis
evaluated patient satisfaction
with CGM use in Onduo
participants

Lifestyle counseling; blinded
CGM at weeks 0 and 14;
randomized to rtCGM (x20d),

FFQ to measure diet

CGM arm:

HbAlc | 1.3%;l DM distress; ) PPG;
Improved QOL and DM knowledge
HbAlc 4 1.6%:  weight; TIRT 10.2%;
BP and Lipid improvement

HbAlc ) 2% (noninsulin with starting HbA1c
>8%); Improved understanding of

impact of food (97%); Improved DM
management when NOT wearing a sensor
(79%)

84% excluded certain foods as a result
of CGM & fPA (at week 24):1 Weight: 92%
would like to wear CGM regularly




Carbohydrates are Not All Equal

— Refined carbohydrates (wheat, rice, potato, maize)
~ Sugars (sucrose, fructose, glucose)
""" Resistant starch (whole grains, fruits, legumes)
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Juvepyooia

180
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Pattern: Sharp rise in
glucose with meals -
Explore if this is due to
consumption of simple
sugars (sugar-sweetened
beverages, sweets, etc).

I TN

O POAOG TOU SLALTOAOYOU Kal TNG SLETMGTNHOVIKAG
opadag sivat

1) Na eknmawdevooupe to atopo va "drapalel” ta
dcdopEva

2) Na e€nynooupe tnv emidpacn tTwv TPodpilpwv

3) Na mpoteivoupe eVAAAAKTIKEG TIPAKTLKEG KO
YAOMOIHZIMEZ AuoeLg yia tTo atopo



- 1. Emphasize non-starchy vegetables

'13 2. Minimize added sugars and refined grains
“ 3. More whole foods

4. Replace sugar-sweetened beverages with
water as often as possible

h Foundation to ANY eating pattern

ALL health care professionals play an important role in guiding
nutrition changes that are better for glucose and overall health

Fvert A .v'l ol Nutrition Thesapy l.m Adults with Diabetes ar Predabetes: A Consensas barmark Biabats s @ HealthPartoers
Mepart, Diskwetes Cace 201940751754
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KOl VA TO 00NYyNOOUVUE o€ KAAUTEPEG eTIIAOYEC!

Meal composition (high fat/high protein vs low fat/low protein) T7D
* 2 meals matched for carbohydrate
« Same insulin dose
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D The Need for Personalized Nutrition
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Notable eating habits: rice or noodles at dinner with family each night
Agreed upon trying LESS rice and noodles and MORE vegetables at dinner

2 weeks later
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Tip: Pick one meal at a time to focus on. Ask what changes they are willing to make.



QQ Impact of Applymg the Core Concepts
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QQ Impact of Applymg the Core Concepts
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1. Emphasize non-starchy vegetables
2. Minimize added sugars and refined grains

3. More whole foods
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‘| Applying CGM Guided Nutrition in the Clinic

Time in Range

SESSSS 8% Very High

Notable pattern: sharp rise e
In postprandial glucose 47% In Range

0% Low
0% Very Low
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“Can you tell me more

about what you eat and
drink for your meals?
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Applying CGM Guided Nutrition in the Clinic

Time in Range
SRS 8% Very High
45% High
47% In Range
0% Low

0% Very Low
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Tip: Suggest keeping a food log or tracking meals in the app O kP




3 weeks later

4. Replace sugar-sweetened beverages with
water as often as possible

Time in Range Time in Range
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Tip: Encourage checking glucose before and 1-2 hours after meals
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4. Replace sugar-sweetened beverages with

3 weeks later water as often as possible

‘ Time in Range Time in Range
' 45% High
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Tip: AND TIR each week to see BIG-picture changes




Méevoupe ota BeTIKA pnvupoTa

Aev SOULLOVOTIOLOUE TPOPLUOL KOLL
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Time in RanQes  Gouk to Tyse | o Tye 2 Dbt Gluoose Metrics
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T . unsweetened drink in the morning?
Ambulatory Glucose Profile (AGP)

L-Jln » srnenary of ghos s vaksem Pom e g et Jenod Atk readien O st 088w peroer b sACen e

What about exploring a different
snack option to see what happens?”
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Time in RaNQes oo v Type 1 and 'y & Conbaten Glucose Metrics

T o e 15300

R 2% = 2 )
g o 155 It was very eye opening
76% In Ra :
——— P —— 25.4% to see how high my blood
ON Low H
iy o sugar was really getting,
Cnd 1% Tivw COM Actis 93.0%

especially after eating
Ambulatory Ghucose Profile (AGP) certain foods. It [CGM]

AGE s wmrvriay of o wbees Loy e bt peta d ath mabe (% g T A 08 1 Dy ocnasned s gy day

Togethange 15 M o n Ny g Ao T was Neplew e T

made me much more
conscious about what |
was eating as well as

how much and when.”

Quote from real patient
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l DC N Utrition Reso u rces 571-P: Theory-Based Design of a Nutrition-Focused

Approach at CGM Initiation for People with T2D

and Research R e
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CGM is available and recommended for T2D on insulin:
how do we leverage CGM for precision management?

DETERMINE wiene 1o ace We've worked hard

O ) SV SN SR SR e on rapid
O SRt interpretation for
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'Clinicinn CGM
. Guided Management
But rapid b (CCGM) of Patients

2 s == | interpretation really QL 12D o insutiy
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EET T isn’t enough . . .
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e - CCGM: Moving
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12D on Basal Insulin: CCGM TIR/TBR categories

TIR >70% TIR >70% TIR <70% TIR <70%
TBR <3% TBR 2 3% TBR <3% TBR 2 3%

Category 1 Category 2 Category 3 Category 4

Doing well- keep Too much Too much Too much
going! hypoglycemia- hyperglycemia- hypoglycemia AND
decrease therapy  increase therapy too much
hyperglycemia- fix
(CCGM) CGM Clinician Guided Management or advance therapy



e Elval TeAka eva epyaAelo va fonBnooupe ta atopa mou (OuV e
dlaBntn va aAlaéouv Kal va OLaTnenNoouV TIC aAAQyYEC OTOV TPOTIO
(wnc Touc?

e Ta BOepata mpoPAnpoto mou BeTouV OL LLEAETEC €lvall TO KOOTOC KalL Ol
QVETILOUNTEC EVEPYELEC OO0V a.POPa TNV XPNOoN TOU aoBbntnpa

e Elvall onpavTLkn N €Mkovwvia e Ta atopa , Vo SLEPEVVOULLE TLC

QVAYKEC TOUC, TLC ouvnBeLec Touc Kal va eotialovpe o MIKPEZ kau
MPATMATOIMMNOIHZIMEZ AAAATEZ ]



Take home
messages

OLouotaoceslg yla tnv dlatpodlkn Bepartela pemeL va
pocappolovTtal TaKTIKAa avaAloyad T aAAAYEC OTLG
ouvBnkeg dwNg TOU ATOMOU, TIC TIPOTIHNOELG KAl TNV
TIOPELA TNC VOOOU

H taktikn tapakoAouBnon Tou atopou armo va Atopo
NG OLETILOTNHOVIKNG opadag elval CnPAvTikn yua tnv
TIPOCAPHOYN OAWYV TWV TTAEUPWYV TOU BEPATIEVTIKOU
TtAQvou

[MoAAa atopa dev AapBavouv dlatpodikn Beparela n
ETILONMN EKTIALdELON YA ToV dlaBntn

Ta CGM egival eva onuavtiko EPYAAELO yila va
BonBnooupe TNV cuuTiEPLOPLIKN AAAQyn OTA ATOoHA PE

dlapntn oocov adopa TNV YAUKALPLA KAL TOV EAEYXO TOU
Bapoug




Acv sival n texvoAoyia kal n kataypadpn yAukolng auto
TTou BonBa

ANNA
i N aAAayn cuptteptdopAg GTNV YVWGON THV oToia

Aappavel to atopo!

An excellent tool for helping motivated patients improve

b

OQY intervention, although food reintroduction presents

health and achieve T2DM remission. Relatively simple

I numerous challenges which a structured and supportive

saragottfriedmd Continuous glucose monitoring has approach can help overcome. Participant 4
reversed my pre-diabetes. It's a big deal.

Hirclapuliciicailll

EYXAPIZTQ TNA THN MPO20OXH 2AZ !l




You know, Heart, V| o1 me stop you
there’s new research 4y... |f you're

into heart disease \,xing me choose

that says-  potween you and pizza
it's going to be pizza.

theAwkwardYeticom
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