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s CGM the new CBT?



AC OKEPTOULE TO TUTILKO ATOUO pE AMT?2

e 2 davoTUTIOL

Maxvoapkia NoppoBapnc
KQlL AVTLOTOON OTNV LVGOUALVN KalL avtiotaon otnv LVGoUAivn

MeyaAo Puyxohoylko Bapoc — MoAANEC TIANpOPOpPLEC KATA TNV OLAYVWON — EVTOVO OOK
Doptio yLa TNV CUULUOPPWON

[Mooyilel xpovia pe «dlatta» Kot To va cUpLopdwBel otic dtatpodLkec odnyiec
Avaykn va XAo€EL KIAQ




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
. * 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)




2uvnonc odnyla

 Metpa amno to daxtuAo Kabe mMpwi vnoTiKog Kat 2 popEC TNV
eBdopada 2 WPEC HETA TO YEL A



2.€ TIold OTLypn Kau yuatl?

[Mpwv tnVv
dlayvwon

2€ KaAn pubuion yua
BeAtioToTIOINON

>Tnv dlayvwon

TNV un puBduon




In the beginning, There was No Data

Then CGM said “Let There Be Data”



National Diabetes Prevention Program

[MTOAAQ OAOKANPWLEVA TIPOYPAUMATA TIAPEUBOONC 0TOV TPOTIO (WG, OTtWC To Mpoypapua MpoAndnc tou
AlaBntn (DPP)3 kal otpatnykeg arlayng cupmepldpopds (LOVES TOUG I o€ CUVOUAGCHO) £XxOoUV XpnoLpomolnBel
yla TNV mpowbnon TS anwAelag fapouc oe atopa nou (ovv Pe naxuvoapkia f etvat vpnAov kivduvou pe
MoLKIAa amoTeAEopaTA.

OL OTpATNYLKEC AUTEC TtepAapBavouy Tn cuvévteuén He kivntpa(motivational interviewing), accountability /
auTtomnapakoAovonaon, nuepoAdyLla Statpodng, BnuatoueTpa Kal EGAPUOYES KLVNTWV TNAEPWVWY yLa TNV
anwAsLa fapouc.

DPP: €detée OtL oL aMayEc otov Tpormo {wnC (Slatpodr| Kol owHATKA S§paoTnpLOTNTA UE OTOXO TNV OTMWAELL
BApoug) NTaV TILO ATOTEAECUATIKES ATIO TIC LETPNOELS oTNV IPOANYN Tou dLafNTn HETAEY TWV ATOUWY UE
npodlaBntn- wotoco, n mapeppaocn otov Tpomo {wng DPP mepleAdpBave OUXVEC ETILOKEPELS Kal
kaBodrynon yLo apkeTA XpovLa, YEYOVOC Tou lval damavnpo Kot XpnleL avBpwTiVwWV TIOPpWV.

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.

The weight loss achieved in these interventions was highly dependent on number of core sessions attended,
highlighting the challenges of engaging patients in ongoing weekly group sessions and the need to evaluate
Nnative, self-directed behavioral change methods to promote weight loss and glycemic management.

S



Glycemic

targets for
DMT2

TABLE 1. RECOMMENDED GLYCEMIC TARGETS FOR TYPE
2 DIABETES PATIENTS ON CONTINUOUS
GLUCOSE MONITORS

12D with advanced
age or significant

Parameter 12D (%) comorbidities
HbAlc <7.0 <8.0%
TIR (70-180 mg/dL) >70 >50%

% Under 70 mg/dL <4 <1%

% Under 54 mg/dL <l To be avoided
Glucose variability (CV) <36 <33%

Adapted from Battelino et al.*

CV, coefficient of variation; T2D, type 2 diabetes; TIR, time in
range.

& THERAPEUTICSVolume 23, Supplement 1, 2021Mary Ann Liebert, Inc.DOI: 10.1089/dia.2021.0007



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

AIM pe0.006° MAIN RESULTS
100
To evaluate the long-term effect of % - - p- 000" (BETWEEN'G{BSKPT\FFERENCE IN
CGM versus BGM in adults with = T e S '
o - . p p=0. ,
inadequately controlled, insulin- B L i ™ 15.2% TIR (3 h 39 min)
i § = J 15.5% TAR
treated type 2 diabetes a
£ ¥ 0.9% (9.4 mmol/mol) in HbA,,
% - < 10.6 units of insulin/day
METHODS e J 3.3 kg in body weight
12-month single-center, open-label, | £ i
parallel, RCT i = M Self-rated treatment and glucose
’ . = ot monitoring satisfaction
76 participants at baseline 12 months M Self-rated general and diabetes-
randomized to BTBR <39 mmol/L WTIR 3.9-10 mmol/L » TAR1 10-13.9 mmol/L = TAR2 > 13.9 mmol/L related health
12 months of | Figure 1: CGM-derived metrics at baseline and 12-month follow-up. 1 Self-rated health behavior
Fal e Y. TR *To4 V. B




Significant Improvement in Glycemic Outcomes in Type 2 Diabetes Patients: The Impact of 14-I[
Personalized Coaching and Continuous Glucose Monitoring on Glycemic Variations

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

Background:

Continuous Glucose Monitoring (COM)
5 Q revoiution in diabetes 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 mindiuiness
cooching, mproved glycemic

paramaeters in patients with 120

Methodology:

who enrolled
Reversal ond Monagement Progrom
(SDRMP). These participonts completed
a 14-doy continuous glucose
monitoring (CGM) period. The average
CGM readings for the initiol 3 doys
(days 234) aond the laost 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
modadifications and introduced fitnoss

and mindiuiness activities. iImportantly,

effectively

no medication adjustments were made

for the durotion of 14 days

Results:

gwe | OM mwatvr <y ot day ' 1o doy M o 'elown W

Of the 2860 participants, 2078 were
males (7263%) ond 782 were females
(27.34%). The mean oage 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)

=
I.-! KE-- r— ."I

Higure 2 - The averoge HBAK In COM perdod (day | 1o doy 4)

These un

conti

findings
effectiveness of
monitoring combined w
interventions in  optir

control

Conclusion:

Observation ol glycen
variablity using COG)
personalized estyle in
shown improved Time
Technological advance
COM, provide valuablk
inter and iIntra~day glyc
for participants "
understanding pron
adherence o lilestyle
uitimately leoding

outcomes and reducec
in diabetes. The SDRM
odvancements to deliv
interventions thot effe
glycemic control ond
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] 656 765 15 0 12 15 32% -6.56[-13.76, 0.64] i
Bergenstal (2022) [26] -12.2 12 59 -8.96 984 55 9.0%  -3.24[-7.26,0.78] —
Martens (2021) [28] 12 164 116 -656 131 59 7.5%  -5.44[9.92, -0.96] —
Price (2021) [29] 546 9.84 44 -328 765 23 8.1%  -2.18[-6.45, 2.09] —
Beck (2017) [22] 874 101 77 -546 125 75 10.7%  -3.28 [-6.90, 0.34] —
Vigersky (2012)[30] ~ -8.74 164 50 -219 142 50 4.4% -6.55[-12.56, -0.54] — . ,
Cosson (2009) [27] 6.89 372 11 -3.39 317 14 16.3%  -3.50 [-6.25, -0.75] —— 2nuavtikn peiwon otnv HbA1c -0.31%
Yoo (2008) [31] 42 174 29 -437 142 28 25% -7.63[-15.78, 0.52]
Subtotal (95% Cl) 401 319  61.7% -3.95 [-5.46, -2.44] <& ) ) )
Heterogeneity: Tau? = 0.00; Chi = 3.45, df = 7 (P = 0.84); I = 0% Mapopoleg GNUAVILKEG HELWOELG OTNV
Test for overall effect: Z=5.12 (P < 0.00001) HbA1c avsfdptnta ToU 8i6OUC ™ne
1.1.2 isCGM vs SMBG Bepansiac
Ajian (2023) [21] 536 213 55 -995 265 55 21%  4.59[-4.40, 13.58] ) ’ ) )
Wada (2020) [24] 503 514 48 -1.86 7.76 45 16.8%  -3.17 [-5.86, -0.48] — ( woouAlvn / yn tvoouAivn/ WwoouAlvn N
Yaron (2019) [25] -8.96 9.18 53 -361 852 48 11.6%  -5.35[-8.80, -1.90] — , , ,
Haak (2017) [23] -3.06 14.2 149 -4.48 164 75 7.9%  1.42[-2.94,5.78] —— AAAOL UTIOYAUKALHLKOL TIAPAYOVTEG)
Subtotal (95% Cl) 305 223 38.3%  -1.79 [-5.28, 1.69] -

Heterogeneity: Tau® = 7.48; Chi? = 8.34, df = 3 (P = 0.04); 1> = 64%
Test for overall effect: Z=1.01 (P =0.31)

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

Heterogeneity: Tau? = 0.80; Chiz = 12.95, df = 11 (P = 0.30); I> = 15% f = = =
-20 -10 0 10 20

Test for overall effect: Z = 5.11 (P < 0.00001) Favours CGM Favours SMBG

Test for subgroup differences: Chi2=1.24, df =1 (P =0.27), I’ =19.3%

Diabetologia (2024) 67:798-810https://doi.org/10.1007/s00125-024-06107-6



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] 873 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] ]
Bergenstal (2022) [26] 18.21 23.3 59 11,55 235 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] A
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 1M11% 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 148 13 2977 75 201% 0.10 [-7.80, 8.10] e
Total (95% CI) 554 383 100.0% 6.36 [2.48, 10.24] <
Heterogeneity: Tau? = 2.90; Chi® = 7.70, df = 7 (P = 0.36); 12 = 9% l t f i
Test fo?over:\l effect: Z = 3.21 (P = 0.001) ( ’ -50 25 0 25 S0
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] -391 1192 54 129 1715 50 0.9% -5.20[-10.92,0.52] E—
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 1186 0.2 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 49 41  -16 1378 35 1.2% 2.80[-2.01,7.81] T
Beck (2017) [22] 09 39 78 03 372 75 128% -0.60 [-1.81, 0.61] -
Haak (2017) [23] 29 817 148 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); 12 = 45% ] f t y
Test fo?over:\l effect: Z = 2.39 (P= 0.02') ( ! 20 10 0 10 20
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 1V, 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% -4.64 [-13.66, 4.38] L
Moon (2023) [32] 27 185 15 1 149 15 1.7% -3.70[-15.72, 8.32] S
Price (2021) [29] 34 3578 42 13.2 3746 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* = 11,06, df =7 (P =0.14); 7 =37% '_50 _2'5 0 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

Time in Range

Time Below Range

Time Above Range



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 () ; 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

Mean Difference

Subgroup No. of CGM Usual care/SMBG (95% CI) p-value*
studies N N

Age at baseline, yrs
260 7 228 211 — & -0.13 (-0.36, 0.10) 43
<60 7 299 234 —— -0.26 (-0.49, -0.04)
T2D treatment
No insulin 6 169 138 = -0.28 (-0.57,0.01) .68

Mapott oL Stadpopec Sev With insulin 8 358 307 ——] -0.19 (-0.37,-0.01)

elval oNUAVTIKES
TIOPATNPOULLE OTL UTTOPXEL T2D duration, yrs
gvtovn taon BeAtiwong 213.0 6 309 236 — & -0.12 (-0.36, 0.12) .46
tn¢ HbA1lc avefaptnta amno <13.0 6 158 149 = -0.27 (-0.57,0.02)
TO XOPOAKTNPLOTLKO TWV
OLTC')HU)V Baseline HbA1c, %
28.6 7 253 196 = -0.23 (-0.51, 0.05) .74
<8.6 7 274 249 —a— -0.17 (-0.36, 0.01)
CGM type
Real-time 10 426 338 — & -0.22 (-0.41,-0.03) .61
Retrospective 4 101 107 = -0.12 (-0.42,0.19)
CGM use
Intermittent short-term use 9 259 233 — -0.23 (-0.43,-0.02) .66
Long-term continuous use 5 268 212 = -0.16 (-0.44, 0.12)
| | | |
-1 -5 0 5 1



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) 5% 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) '¢ 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) I 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

Mapatnpoupe OTL Ta AToPd TTOU NTAv otnv opadd Twv aledntnpwy TEPVOUV TTEPLOCOTEPO XPOVO
NG NpEPAg toug ENTOZX otoxou (70-180) o€ oxeon PE TA ATOUA TTOU PHETPOUV ATIO TO OAXTUAO



Randomized comparison of self-monitored blood glucose (BGM) versus e
continuous glucose monitoring (CGM) data to optimize glucose control in
type 2 diabetes™

Richard M. Bergenstal °, Deborah M. Mullen " Ellie Strock?, Mary L. Johnson“, Min X. Xi*

Aims: Evaluate whether structured BGM testing (BGM) or real-time CGM (CGM) lead to improved glucose control
(Alc). Determine which approach optimized glucose control more effectively.

Methods—multi-arm parallel: trial of three type 2 diabetes (T2D) therapies £ metformin: (1) sulfonylurea (SU), (2)
incretin (DPP4 inhibitor or GLP-1 agonist), or (3) insulin. After a baseline CGM, 114 adult subjects were ran-
domized to either BGM (4 times daily) or CGM (24/7) for 16 weeks with therapies adjusted every 4 weeks.
Results: Ale means decreased from 8.19 to 7.07 (1.12% difference) with CGM (n = 59) and 7.85 to 7.03 (0.82%
difference) with BGM (n = 55) (p < 0.001). BGM and CGM groups showed significant improvements in time in
range and glucose variability—with no significant difference between the two groups. Clinically important hy-
poglycemia (<50 mg/dL) was significantly reduced for the CGM group compared with BGM (p < 0.01),
particularly in subjects taking insulin or therapies with higher hypoglycemic risk (SU).

Conclusion: In T2D, structured, consistent use of glucose data regardless of device (structured BGM or CGM) leads
to improvements in Ale control. CGM is more effective than BGM in minimizing hypoglycemia particularly for
those using higher hypoglycemic risk therapies,




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

Ramazi 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,

isCGM was associated with increased TIR by 17 min/day (95% 2105 to +153 min/day).

Users of isCGM showed lower hypoglycemic exposure (<3.9 mmol/L) at days 76-90 (280 min/day; 95% Cl 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

Participants randomly assigned to isCGM showed less hypoglycemia (<3.9 mmol/L) in days 16—-30 (45.5 min/day a
difference that became more pronounced in days 76-90 (80.5 min)

Participants randomly assigned to isCGM spent numerically less time in hyperglycemia (>10.0 mmol/L) in days 16-30
(35.9 min/day) with a numerical increase in days 76-90 (79.5 min/day)

Diabetes Care 2023;46(2):441-449 |https://doi.org/10.2337/dc22-1219
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Impact of continuous glucose monitoring on hospitalizations
and glucose control in people with type 2 diabetes: real-world

analysis

Satish K. Garg MD g%, Irl B. Hirsch MD, Enrico Repetto MD, Janet Snell-Bergeon PhD, Brian Ulmer MD,
Christopher Perkins MS, Richard M. Bergenstal MD

First published: 12 September 2024 | https://doi.org/10.1111/dom.15866
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Improved glucose control associated with continuous glucose monitoring use at 3, 6 and 12 months.
Non-insulin therapy (NIT), basal insulin treatment (BIT) and prandial insulin therapy (PIT) are represented in blue, red and green lines, respectively.
A significant improvement was observed in glycated haemoglobin (HbA1c) as early as 3 months and was sustained throughout the study period. HbA1c values are
represented as mean + SEM. *p <0.0001



SOMETHING
NEEDS TO
CHANGE!

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

©the Awkward Yeti

@theAwkwardYeti

To CGM
BeAtiwvel tov
VAUKQULULKO
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| think this really shows the value of CGM,
regardless what you're using to treat the
glucose. While it might be thought that
people who are not on insulin don't need
CGM, these data clearly show the benefit,
regardless whether you're getting insulin
before meals, basal insulin, or
medications that are not insulin.

The biggest problem with Alc is that it's
not actionable because you don't know
what the Alc is now, just what it used to
be. That's the value of CGM that you have
an immediate understanding of what your
blood sugar's doing



[MoLo elval To TPLK TwV atoONTNPwWV TTOU oL ETIAYYEAUATLEC LYElOC OEV
£XOUV KaTaPEPEL TOOQ XpOVLA?

* CGM can help patients through a “carrot and stick” approach to dieting.

* Lean proteins, nonstarchy vegetables, and monounsaturated fats such as
Inutsland IEz;?/ocado all support weight loss and tend to keep blood glucose
evels stable.

* |n contrast, foods known to cause weight gain.Leg, sugary foods, refined
starches, and processed foods) cause sugar spikes in real time.

* Similarly, large portion sizes are more likely to result in sugar spikes, and
pairing proteins with carbohydrates minimizes blood glucose excursions.

* The constant feedback from a CGM device holds patients accountable for
their food choices and helps with behavioral change.

* And because blood glucose is influenced by myriad factors including stress,
genetics and metabolism, CGM can also potentially help create personal
guidance for food choices.



https://cdn.nutrition.org/article/S2475-2991(23)14861-X/pdf
https://cdn.nutrition.org/article/S2475-2991(23)14861-X/pdf

[MoLo elval To TPLK TwV atoONTNPwWV TTOU oL ETIAYYEAUATLEC LYElOC OEV
£XOUV KaTaPEPEL TOOQ XpOVLA?

* The data collected also may provide information on how different
modalities of physical activity affect blood glucose levels.

* A recent study compared the effect of high-intensity interval training
(HIIT) and continuous moderate-intensity exercise on postmeal blood
glucose in overweight individuals without diabetes. CGM revealed
that HIIT is more advantageous for preventing postmeal spikes.

* Although CGM appears to be a sophisticated form of cognitive-
behavioral therapy, the incessant stream of information can lead to
worsening anxiety, obsessive compulsive behaviors, or restrictive
eating tendencies.



https://cdnsciencepub.com/doi/10.1139/apnm-2013-0512

Ac unv &exvou e

 H Bepartevtikn opada yropei va xpnotpototnoet to CGM wg
EPYAAELO WOTE VA ETILKOWVWVNOEL TNV ETTIIOpACN TWV TIPAEE WV TOU
ATOMOU.



Precision nutrition for prevention and management of type 2 diabetes

15 Wang D.D. et al., Lancet 2018.




REVIEW VPEn ACCEsS
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Leveraging continuous glucose monitoring =

as a catalyst for behaviour change: a scoping
review

Michelle R. Jospe'", Kelli M. Richardson?', Ahlam A. Saleh?, Lauren C. Bohlen®, Jacob Crawshaw?, Yue Liao®,
Kristin Konnyu’ and Susan M. Schembre "

Most studies (n=20/31, 65%) included adults with type 2 diabetes and reported HbA1c as an outcome (n=29/31, 94%).
CGM was most commonly used in interventions to target changes in diet (n=27/31, 87%) and/or physical activity
(n=16/31, 52%). 42% (n=13/31) of studies provided prospective CGM-based guidance on diet or activity, while 61%
(n=19/31) included retrospective CGM-based guidance. CGM data was typically unblinded (n=24/31, 77%) and CGM-
based biological feedback was most often provided through the CGM and two-way communication (n=12/31, 39%).
Communication typically occurred in-person (n=13/31, 42%) once per CGM wear (n=13/31; 42%).

Libre: 14
Medtronic: 9
Dexcom:3
Menarini: 1

Not specified: 5

Additional: Medication tracking, physical activity tracking, HCP feedback, meal timing algorithm



Taxonomy of Technology-Enabled Self-Management
Interventions

il

Three active components of
personalised interventions:

(1) sensing, (2) reasoning, and (3) acting .

Reasoning refers to providing feedback
that is based on the input data (ie,
biological feedback), including
personalised behaviour
recommendations or disease
management guidance.

Sensing describes the input parameters
(ie, glucose) needed for the personalised
intervention and how the measurement
is performed (ie, CGM) .

Lastly, acting refers to how the biological
feedback is communicated to the
consumer to promote behaviour change
(e.g., the mode, channel, frequency, and
timing)

MAnwc to CGM givat n pwvn kat n umevBuuion yuag oto atopo ?
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* Rein et al

« Analyzed postprandial glucose responses
» 4 standardized meals: 50 gm carb

« 23 adults with newly diagnosed T2DM

+ Each colored line represents a unique participant

« Results show high interpersonal variability
in postprandial glucose responses among
subjects with T2DM



ADA Nutrition Therapy Consensus Report
« Summarizes latest and greatest nutrition |2#92@

research (600+ publications!) e it Pt Y St
- A Consensus Repont e p ey o
» Part of the ADA Standards of Care in .

o B ey 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 Pradiabetes: A
Cansensas Report. Nabetes Care JO19:42: 713 154

&) HealthPariners



AGP and Nutrition - Analysing postprandial n

Check for

glucose courses with CGM e o

Jens Kréger ', Thorsten Siegmund ”, Oliver Schubert-Olesen ©, Winfried Keuthage?,
Melanie Lettmann ¢, Katja Richert’, Andreas F.H. Pfeiffer?

Table 1 - Recommendations for nutrition therapy and consultation of the practice recommendations of the German Diabetes Society for the treatment of type 2 diabetes

Nutrition therapy and consultation
e Motivation for healthy, balanced diets, under consideration of the previous dietary routine.

e As far as possible, avoid industrially processed food products and limit the intake of sucrose (WHO recommendation < 25 g/day).

» No general prohibition of sugar, but avoidance of large quantities of household sugar, fruit sugar, sugar alcohols, or beverages containing these substances.
» The estimation of type and amount of CH in the respective meals should be used as an essential strategy for metabolic control in people with type 2
diabetes who inject insulin.

 People with type 2 diabetes without insulin therapy should be trained to recognize blood glucose increasing foods.

e For people with type 2 diabetes and renal failure, a daily protein intake of 0.8 g/kg is recommended [35]. In the stage of dialysis therapy, protein intake should
be increased to 1.2-1.3 g/kg.

e People with type 2 diabetes should be advised on a differentiated approach to alcohol as part of the individual consultation.

e Practical suggestions for a healthy and balanced diet, best in the sense of a Mediterranean diet.

e Avoid large portions and frequent consumption of fatty foods.

e Prefer vegetable fats.

e Include in your diet high fibre foods.




Journal of Diabetes Science and Technology
2019, Vol. 13(2) 271-275
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and Diabetes: Potential Use of Real-Time s comioumispormisions
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Continuous Glucose Monitoring SSAGE

Table 1. Changes in HbAlc, Body Mass Index (BMI), and CGM Intervention for Behavioral Change

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 8.7 = 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 =87 * 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® 3months  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=17 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

erican Diabates Associaton. 2019, hitps fdacetes org/blog/what-can-i-eat. Lasl accassed Jan 4, 2024
Diabetes Care 2024 47(Suppl 1):S77-5110



Short-term use of CGM

In youth onset type 2
diabetes Is associated with
behavioral modifications

Results: Participants (n=41) had median age of 16.2 y, were 61% female, 81% NH
Black, median diabetes duration of 0.8 y, and baseline HbAlc of 10.3%. A majority
had household income<$50,000 (81%) and parental education level of HS or less
(73%). Average 5-day TIR 49% was similar to 10-day TIR 51% (p=0.62). There was
no change in HbAlc after 3-6 months (10.2% v 10.3%, p=0.89). Nineteen

participants completed full 10-day CGM use; of thosel 84% wanted a CGM

Manfredo J,Lin T,Gupta R,Abiola K,West M,Busin K, Tracey J,Brown EA,Magge SN andWolf RM (2023) Short-termuse of CGM in youth onset type 2 diabetesis
associated with behavioral modifications.Front. Endocrinol. 14:1182260.doi: 10.3389/fendo.



sty e Modiﬁcaﬁon Using
Intermittently Scanned
Continuous Glucose Monitoring

in Patients With Type 2 Diabetes:

Results From the Randomized
Open-label PDF Study

oo o
W tcn L. st g M

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

J

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



ifestyle Modification Using
Intermittently Scanned
Continuous Glucose Monitoring
in Patients With Type 2 Diabetes:
Results From the Randomized
Open-label PDF Study

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

Ll J Ll
<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) P
N 58 62 58 62
Primary outcome
HbA,. (%) ] 7.9 + 0.6 79+ 0.7 0.808 7.3 +0.6 78 £ 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+10.2 0018 874+88 921+106 0.010 -0.6 (1.7 to 0.5) 0.262
SBP (rlymHg) 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+92 39.2+10.1 0.005 4.8 (1.7 to 8.0) 0.003

Diabetes Care 2022;45:2224-2230




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

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 digatal therapeutscs program. Al artificial mtelligence, CGM: contmuous glucose momtonng
ML machine lenmung

Reguiar syncing @ . I. "
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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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IMIR DIABETES Jonlit et al
Qnginal 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 in parameters, mean (SD),  p value®
(IQR) (IQR) median (IQR)
Hemoglobmn A, 84(1.7).81(70109.1) 72(14).71(641078) ~-1.2(1.6),-09 (<19 10 -0.3) <.001
(%)
Weight (kg) 74.45(1496), 73.0(64 5010 82.50) 7240 (1392), 71.0 (64.0 10 80.0) ~205(284).-140(4 010 0) <.001
BMI (kg/m°) 27.44(4.69),26.50(23.851030.35) 26.70(4.41),2598(2343102953) -0.74(1.02).,-055(-141100) <.001
ABG"® (mg/dL) 152.90 (51.63), 139.00 (1200 to 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 (48.0 10 83.5) 71(16.7).60(-021016.1) <.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(001t056) 75(133),09(00108.7) 15(11.2),0(-13101.0) 86
*"Wilcoxon signed-rank test

JMIR Diabetes 2023;8:¢43292



IMIE DIABETES Ciser 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) 1s an alternative lifestyle treatment option focused on reducing

postnutrient glucose excursions rather than reducing weight.

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



32 Nutrition Matters for More than just Glucose

R The Best Diet: Quality Counts
| | Lowers HbA1c
[)m ngllry an(t ‘(:y;cv)mu“('?ntl'ol in
P.lltg‘f\lsfvx(tx'ryv;..-[l..xln'us lmproves Heart Health
' Weight Loss
Diet quality indi nd their iations with all-cause 1
m::tgli:y,tzVD ;:\?taypetz dial:;ts::sc :\2:&12 ;n :mi:arelsla Red uces Cancer R|s k
review R Increases Life Expectancy

Life expectancy can increase by up to 10 years e : ’ .
following sustained shifts towards heakthier dietsin the For Weight Loss With a Low-Carb Diet,

United Kingdom Quality Matters
" she™ (T . . Voear L Tue - . l‘n‘:‘:‘a;‘:'w ;\.;::.'o' '—D'Q;

Diet Quality and Cancer Outcomes in Adults:
A Systematic Review of Epidemiological Studies

Casas R, at al. Nulritien ard Cardovascular Health. Int J Mol Sdi. 2018 Dec 11,1512).3988 Ioaeiibes Phtter . Lowares Besrwn M), Reberss 1. Williasss . falie Ryles 4*
The Nuinton Source. “The Best Diet: Quality Counts ™ Harvard T.H. Chan Schoal of Publc Health and Clase L Colline '




H yvwon tou divetal ota Atopa Heow TNEG XPNoNg TwWV CUCTNHATWY AUTWYV
BonBa otnv aAAayn Ttng cupttepipopag!

e o Jew

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

HbA1lc ) 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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+150
+8.3

=== pure rye bread (1 slice, 50g) with topping, 8.00 am
=== pure rye bread (1 slice, 50g) with topping, 1:30 pm

+100
+5.6

+50
+2.8

R
= \/

A glucose (mg/dl, mmol/l)

0 30 60 90 120 150 180
time (min)

BG: baseline glucose (90-150 mg/dl, 5.0-8.3 mmol/l)

Fig. 3 - Postprandial glucose courses of a person with type 2 diabetes after consumption of rye bread at different times of the day
[62]. The figure shows the different glucose courses of a person with type 2 diabetes treated with metformin and a DPP-4
inhibitor. Consumption of 50 g rye bread with toppings in the morning and at noon (8:00 and 13:30) results in different
postprandial glucose courses. In the morning, the increase is much more pronounced than at noon.



Juvepyooia

Pattern: Sharp rise in O pOAog TOU JLaLTtoAGYoU Kal TG SLEMOTNHOVIKNG

glucose with meals — opadag sivat
Explore if this is due to

consumption of simple

sugars (sugar-sweetened 1) Na ekmaideUooupe To atopo va "draBalel’” ta
beverages, sweets, etc). dedopéva
/\J\‘m [ 2) Na eénynooupe tnv emidpacn tTwv Tpopipwyv
s "’“"’ 3) Na tpoteivoupe eVAAAAKTIKEG TIPAKTLIKEG Kal

YAOMOIHZIMEZ AuoeLg yia tTo atopo

Xwpigtnv avatpodpodotnon Kat Tnv eEmKowvwyvia Je tnv
Oepamevutikn opada to atopo pe dwaBntn dev pnopei va
peylotomowoetl ta opEAN amo TV XpHon Tou atcdntnpa.



------ - 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

A e ooy Thesap ults with Drabetes ar Predabetoes: IS
Fvert “,l ol Nutrition Thesay .»l_m Adults with Diabetes ar Predabetes: A Consensa o, Nabats A @ HealthPartoers
Mepart, Diskwetes Cace 201940751754



Eilval dkr pag evBuvn va e€NYNOCOVHE TNV EPUNVELA TWYV ETIIAOYWYV TOL ATOHUOU

KOl VA TO 00NYyNOOUVUE o€ KAAUTEPEG eTIIAOYEC!

Meal composition (high fat/high protein vs low fat/low protein) T71D
* 2 meals matched for carbohydrate
« Same insulin dose

o HFHP
| == HFHP == HFHPpg
“ LFLP

200+

1004

GLUCOSE (mg/dL)

60 120 180 240 300 360
TIME (min) @ He

=

Diabeles Care 2016;39(9):1631-16834
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Fig. 4 - Casuistry of a nutritional evaluation using continuously measured glucose values [62]. (A) The AGP (29 days) shows an
estimated HbA1c of 6.5 % [48 mmol/mol]. Glucose values are median in the target range (70-180 mg/dl [3.9-10 mmol/l]).

Increased glucose levels can be observed in particular at breakfast and in the evening with an increased variability in the IDR
and in the moming also in the IQR. (B) The daily profiles show incomplete documentation of medication and food intake. (C)
Consumption of 60 g ready-to-eat cereals (36 g CH) compared to 40 g oatmeal with 10 g fruit and 1 tablespoon of nuts (24 g CH)
led to a reduction in insulin dose from 6 IU to 4 IU. Despite the reduction in the insulin dose, PPG progression remained less
pronounced after consumpnon of the oatmeal (D) The consumptlon of 150 g fruit yoghurt (24 CH) compared to 150 g natural




D The Need for Personalized Nutrition

Saturday Sunday Monday Tuesday Wednesday Thursday
wommon 123 24 \ [25 26 27 28 9
180
70 -
F9mmeit L
12am 12pm 12am 12pm  12am 12pm 12am 12pm 12am 12pm 12am 12pm 12am

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

Y — - e p— - Y — g v " v —

(12 13 14 15 16 | 17 | 18

A : . : A 3 Jk ! A 3 A

Tip: Pick one meal at a time to focus on. Ask what changes they are willing to make.
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QQ Impact of Applymg the Core Concepts

T B anpis st e — Gunmes Moti s
L - — - -
".*".'.".:.. — tae :’-:’.’ 10w
e al
1% I A 1 - o
e Blinded CGM -
” - 3
o= = Data v o
e [y ye— e
Avdagatony b oss Pratte M
S e gy @ e wn b By e et @t e L g iy o —— 41 Sy -t g - -
b A0 SA - - ..:»..—-.. - —— b w—
_ | J
- P e N
r — ‘ -
[ - ———r 4‘,
- J TRE47% =
" : . 0 : .
[o— — e — SRS g - | Sy — g O e 5 — Ten - ma

Anpntplaka
yua mTpwivo

1. Emphasize non-starchy vegetables
2. Minimize added sugars and refined grains

3. More whole foods

HealthPartne




‘| Applying CGM Guided Nutrition in the Clinic

Time in Range

SENSSS 8% Very High

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

0% Low
0% Very Low

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

6 7 8 9 10 11 | \ & 124 w
190 A g & ‘
. o

12pm 12pm 12pm 12pm 12pm 12pm 12pm

13 14 18/, ) 16 1 18 19
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“Can you tell me more

about what you eat and
drink for your meals?

»

L

L8

o =
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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

13 ]14 15 1€
Ty A b LA™ ‘ - N T \‘i N
I g ’

Monday Tuesday Wednesday Thursday Friday Saturday
6 7 8 9 10 1 “sz
12pm 12pm 12pm 12pm 12pm 12pm 12pm
19

Tip: Suggest keeping a food log or tracking meals in the app O ki




3 weeks later

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

Time in Range Time in Range

— S—g%, Very High — <1% Very High
' ' 45% High 6% High
f o= | . 47% In Range l 93% In Range
Q ' . 0% Low 0% Low
: ' 0% Very Low 0% Very Low
Thursday Friday Saturday Sunday Monday Tuesday Wednesday
24 25 26 27 28 29 130
o '.v","\‘d“""‘ WY ' S MniNaaS WY e\ N K e N NGA ] o0 L W T
7 =
12pm 12pm 12pm 12pm 12pm 12pm 12pm
31 ‘ 1 2 3 4 5 6
180 " o o e " . S |
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Tip: Encourage checking glucose before and 1-2 hours after meals

“ HealthPariners




4. Replace sugar-sweetened beverages with

3 weeks later water as often as possible

‘ Time in Range Time in Range
' 45% High

lomi ' . 47% In Range '
Q I . 0% Low
- 0% Very Low

<1% Very High
6% High
93% In Range

0% Low
0% Very Low
Thursday Friday Saturday Sunday Monday Tuesday Wednesday
24 25 26 27 28 29 30
“0 - R L ( . ”~ 'y - 1 — J | 4
T B i T, o (i 4 Ao\ N W | S M N AL L M A i Ao pow L W
o [T il &
12pm 12pm 12pm 12pm 12pm 12pm 12pm
31 1 2 3 4 5 6 e
180 - T TX Very 4830
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Tip: AND TIR each week to see BIG-picture changes




Mévoupe ota BETIKA pnvupaTa

Aev SalpovomoloU e TPOdLUO KOl
podruata

Tt poBaivelc oto Mwe ta TPodLua Kot
o podnpata EMNPEALOUV TO CAKXOPO
oou?

EAEyXoULUE TTOLOTNTA SLatpodic oxL
LOVO YAUKOLULKOUC oToxouc!

EvBappUVoUE TNV MEPLEPYELL

Mpoteivoupe nepapotal

(aAAayn HePLOdWV, XPOVIOMNO, GELPA
TPodipwv)

Very Migh

Mgh

Target Range




EpwtnNoEIC TOU OEXOUAOTE CUXVA ATO
Ta atopda pe 2A2

* MeAL

e Taxlvt

e Mmapec

* JOKOAOTa oTER L
e [\uka otefLa

e QUTIKA TPOPLU
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Time in RaNQes  Gouk o Tyse | o Tyoe 2 D atetm Gluocose Metrics

::: e c:‘: :':.t:;‘.n.v:.*‘ :?-‘*\lqd ’a?ﬂ'ﬂ
T '
T 55%
1% | ,?:_,\ 7.8%
_ 45% In Range

e " Soslieion of Veration N.0%
Iyt [ “Would you be open to an

Thow CGM Active 98.5%

e A A unsweetened drink in the morning?
Ambulatory Glucose Profile (AGP)

I‘J‘n » sornenary of ghos s vaksm Pom e g et Jenod Atk rmadien ORI st 080w 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 ypw & Conbaten Glucose Metrics

o ST S e drregs Grcne 153 0
B oo | 2%
3 o jon e 705 “It was very eye opening
nt'fm” oot art o vkt 25.4% to see how high my blood
izl 0% sugar was really getting,
e i i e S et N especially after eating
*N*W“':““M“‘*”) — certain foods. It [CGM]

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

how much and when.”

Quote from real patient

» » ] . ’ - - . - - ' ! ' ’ l » & A »
Liam ry fam g 13pen aan ym an Liam



571-P: Theory-Based Design of a Nutrition-Focused

IDC Nutrition Resources
Approach at CGM Initiation for People with T2D
and Research -
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CGM is available and recommended for T2D on insulin:
how do we leverage CGM for precision management?

DETERMINE yovese 1o ac: We've worked hard

T L on rapid
Q- interpretation for

| e e Primary Care . ..

R R R bl -~ -

petes Center

'Clinicinn CGM
. Guided Management
But rapid b (CCGM) of Patients

2 % | interpretation really St 120 of Instliy

Bt
. o |
!

SR T isn’t enough . ..

A T et e Y -

e CCGM: Moving
: from

e = e Interpretation
to Action ") .lilc.llllll|".|.:u'u'r\'-Inq.i('l'nc |

(.) HealthPartners

“ Hoad i Partress lramnas




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



§\ 51

Be careful with the Disordered eating Maladaptive eating
mental state of the behavior
person
o
Eq'-I
Chronic dieters-Binge Overwhelming

eating information



 MATwc elval Eva PLECO yLa Vo TpowBnooupe dlattec xaunAwv
voatavBpaKkwy???

e Elval TeEAka eva epyaAelo va fonBnooue ta atopa mou (OuV e
olaBNtn va aA\acouyv Kal va dLatnpnoouyV TIC AAAOQYEC OTOV TPOTIO
(wnc Touc?

e Ta Bepata mpoPAnpoto mou BeTouV OL LLEAETEC €lval TO KOOTOC KAl Ol
QVETILOUUNTEC EVEPYELEC OO0V AdOopa TNV XpNon Tou alcontnpa

e Elval onUAVTLKN N ETUKOWVWVLOL LE TOL ATOUA , VAL OLEPEUVOULLE TLC
QVAYKEC TOUC, TIC ouvnBeLec Touc kat va eotialouvpe oe MIKPEZ ko

[TPATMATOINOIHZIMEZ AANATEZ 111



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
n aAAayn cuumnepldpopag oTnVv Yvwon Tnv omola

Aappavetl to atopo!

An excellent tool for helping motivated patients improve
health and achieve T2DM remission. Relatively simple

b

intervention, although food reintroduction presents

Qv _ .
N 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.

Hirciapuliciicdailinl

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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