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Glveaemic control during pregnancy. Second and
third trimester HbA . and mean HbA,_ during preg-
nancy were higher in the women with a macrosomic
infant. Glycaemic control was excellent (i.e. within
the non-diabetic range) in 40%, good in 44% and not
optimal in 16% of the pregnancies. In 79% of the
pregnancies with a macrosomic infant and in 89% of
the pregnancies with a non-macrosomic infant glyc-
aemic control was excellent or good (p=(.03). Mean

HbA,_ early in pregnancy measured in a central labo-

ratory, was higher in the women with a macrosomic
infant (6.8+0.7% vs 6.520.7%:; p=0.01).
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Table 1—Number of women available in the analysis and number of measurements

in the study
England Denmark Total
Number of women in analysis
Eligible 61 71 132
Excluded 12 3 15
Included 48 [+ 117
Type 1 diabetes ELY B4
Type 2 diabetes 14 14 28
Trimester 1 31 B4 a5
Trimester 2 d4 52 96
Trimester 3 ELl] 50 B0
LGA infant 23,49 (46.9%) 31/68 (45.6%) 4117 (46.1%)
Number of measurements 256,640 1,423,706 1,680,346
Mumber of measurement episodes in 759

Table 2—Comparison of standard summary measures of OGM data among women who delivered LGA infants and those who did not, by trimester

Trimester 1 Trimester 2 Trimester 3
Student Student
LGA Mo LGA t test LGA No LGA t test” LGA Mo LGA t
Mean (5D} Mean (50 £, P fean (SD) fean (SD) P Mean (5D} hean (S50} £, P

Mean glucose (mmal/L) 7.0 [1.8) 7.1 (2.1) 16.21, <0.01 7.0 (1.8) 6.7 (1.8) 27.43, <0.001 6.5 [1.6) 6.4 (1.7) 10.61, <0.01
Proportion of time

] Erge't!' 0.63 (0.1} 0.64 [0.2] 0.75, 0.46 0.63 (0.1) 0.71 (0.2) —3.17, =0.01 063 (0.1) 0.73 (0.1) —1.15,0.25

Below target” 0.04 (0.0} 0.05 (0u0) 0.80, 0.43 0.06 {0.1) 0.05 {0.1) 0.12, 0.91 007 (0.1) 0.06 (0.1) 0.18, 0.86

Above l;atgets 0.33 (0.1) 0.32 (0.2) 0.41, 0.68 033 (0.1) 0.25 (0.2) 313, =0.01 0.25 (0.1) 0.22 (0.1) 0.80, 0.43
Area under the curve {mmol/L per 5 min)

=7.8 mmaol/L 21,298 (14,599) 22,288 (16,761} 1.04, 030 2.34, 0.02 16,765 (11,822) 14,770 (12,174) 126, 0.21

>=6.7 mmaol/L 27,038 (16,348) 27,980 (17,430) 0.90, 0.37 .2 085 (20,748) 2.56, 0.01 23,321 (14,017) 20,613 (18,136) 147, 0.14

=35 mmaol/L 21,513 (81.27) 22,025 (8,728) 052, 0.60 ki TRE o7 0.29, 0.77 21,848 (7,727) 22 535 (8,539) —0.15, 0.88

<.2.B mmaol/L 17,346 (6,553) 17,735 (7,052) 0.50, 0.62 19,174 {6,541} 18,957 (6,270) 0.04, 0.93 17,623 (6,222) 181749 (5,907) —0.15, 0.88
SO (mmalfL) 2.4 (0.7) 2.6 (1.0 2.84, =0.01 < 24 0.71, 048 2.2 |0L6) 2.1 [0.6) 100, 0.32
M-value 2,193.5 {401.4) 2,257.2 (384.8) 1.72,0.09 2,246.7 (348.9) 2,114.7 (352.5) 2.83, =0.01 2,094.1 {276.2) 2,013.2 [375.5) 128 0.23
u 1.4 {0.7) 19 (1.7) 3.16, <0.01 1.5 (1.0) 1.4 (1.0} 1.26, 0.21 1.3 (11) 1.0 (0.6) 1.88, <0.01
J-index 23.2 |8.5) 32.4 (15.3) 1.65, =0.01 55T - -B) 1.88, 006 25.0(7.5) 238 (9.0) 0.94, 0.35
ADRR RLBG 1.6 (0.4) 1.5 (0.3 —0.29, 0.70 1.6 (0.4) 1.6 (0.3) 0.34,0.73 16(0.3) 1.6(0.3) 0.80, 0.43
ADRR RHBG 1.6 (0.4) 1.7 (0.5) 1.95, 0.05 1.6 (0.4) 1.5 (0.5) 0.65, 0.52 1.5 {0.4) 1.4 (0.4) 121, 0.23
MAGE + 31.5(1.4) 4.3 (2.7) 2.47, 0.02 3.6 (1.6) 3.4(1.7) 0.25, 0.81 33 (14) 29(11) 114, 0.26
MAGE — 39(19) 35 (1.7) 0.28,0.78 35(15) 3.9 (2.6) —1.69, 0.09 3.7 (2.0 3.0(1.1) 136, 0.07
GRADE 39 (21) 3.9(2.8) 0.59, 0.56 3.8 (2.3) 3.3 (2.4) 2.78, <0.01 29 (14) 2.8(1.4) 0.58, 0.56
MAG 2.4 (0.7 3.5 (6.0} 2.02,0.05 L5 (0.8) 2.4 (0.9) 3.6, <0.01 2.2 (0.8) 2.1(0.7) 191, 0.06

tEnmparing the difference in means to zero usin

degrees of freedom. 241 degrees of freedom. “3.5=7.8 mimiol/L.

EaStudent ttest reporting the tvalue, and Pvalue (boldface text indicates P < 0.05). Model adjusted for study and type of diabetes. 209 degrees of freedom. 97

588
were clinically well controlled, and there
was no significant difference in mean
HbA;_ levels among mothers with LGA in-
5t fants (46 mmol/mol [95% C| 44—48]) and
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Figure 1=—Difference in glucose levels between non-LGA (represented by the horizontal zero level) and LGA (dark line) with 95% pointwise Cls (gray
diabetes). Dashed wvertical lines represent 0700 h and 2300 h.
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ARTICLE

Continuous glucose monitoring in pregnant women with type 1

diabetes: an observational cohort study of 186 pregnancies

Karl Kristensen ' ( - Linda E. Ogge™” - Verena Sengpiel®” - Karin Kjélhede ™ - Annika Dotevall*® - Anders Elfvin*" -
Filip K. Knop®™® - Nana Wiberg ' - Anastasia Katsarou'®"" - Nael Shaat'®"" - Lars Kristensen® - Kerstin Berntorp '™’

Cutoome Total cohort (n = 186) nCGM (n = 92) ICGM (n = 94) p value
Pre-cclampsiaPIH 34(18) 15 (16) L9 (20) 0.47
Caesarean section BT (47) 46 (50) 41 (44) 033
Ciestational age (weeks) 38 (2740 IR (2740) 38 (2940 047
Preterm birth (<37 weeks) 52(28) 24 (26) 28 (30 0.57
Female infant BT (47) 48 (52) 30041) 0.14
Birthweight, g 38232711 IR12+ 678 IR34 2747 084
LGA infant 98 (53) 48 (52) 501(53) 089
Macrosomia (4500 g) 30(16) 14 (15) 16 (1T) 074
5 min Apgar score <7 6 (3) (1) 5(5) _
Shoulder dystocia 55 LN 23 a
Meonatal hypoglycaemia® 45 (24) 19 (21) 26 (28) 027
MICL admission =24 h 6l (32) 27(2%) 33(35) 0.40
NCO® 83 (45) 37 (40) 46 (49) 0.23

Results are given as # (%), mean = 5D or median {range)
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hips://ded.org/10.1007/5001 25-019-4850-0 Table 3  Resulls of the binary hygistic regression anshysis of varishles tested for associations with LGA
ARTICLE e Variabie Allin=186) LOA(n=98) NoLOA({n=8%8 Cradedaia Adjusted data
@ DR (95% CT) o vahoe OR (95% Ch  value
. . . . . Check
Continuous glucose monitoring in pregnant women with type 1
diabetes: an observational cohort study of 186 pregnancies SREeRL o ShAses TR LT s L,
HbA ., 69+ 10 71410 6E+09
 Memn ghocose, mmal] TE 4 1.4 78213 TT£15 1.12 (0LES, 141} 035 116091, 149) 024
Karl KﬂSUEHSEI'_l;:J@ + Linda E-gggf-'“ + Verena 5‘-‘"9[3“—'1|1"5 + Karin Kjﬁlf‘eﬂeu + Annika m‘%"’*""” * Anders E'f“'i"f:': SD, mmoll 32409 32 408 32409 1.07(0.74, 1550 .71 109073, L6D 067
Filip K. Knop®® - Nana Wiberg "* - Anastasia Katsarou'™"" - Nael Shaat '®"" - Lars Kristensen? - Kerstin Berntorp '™ v M5 & T aLS 72 WEET 100095, L) 0.90 050095, L& 077
Time in target, &* SO0+ 141 482+ 136  SL9£145 0.98 (0,96, 100} 0.10 0.98 (095, 1L00) 0.7
a Timcabove frget, % = 430+ 155 448+ 146 409+ 163 1.02 (099, 104} 0.1 102 (100, L4y 007
] Time below target, ® 7.0 % 5.0 70+ 5.1 72450 0.99 (0,93, 106) 0.1 0.98 (092, 105) 060
MAGE 77420 7E+ 18 75421 108 (092, 127) 037 109092, 130) .33
- | H HBGI 55437 56434 53441 102 (094, 111} 060 104 (094, 1.13)  0.46
E + { + 16 26+ 16 17416 0.97(0.79, L18)  0.74 0.94 (076, 1.16)  0.54
: i
g - ﬁ LGA 352 +79 864 + 74 437483 1.05 (L00-1.08) 003 1.05(1.01-1.10)  0.02*
= H’.}#t}, H‘éé‘:":’ HbA,_ & 6307 64 207 6.1 + 0.5}
: ] by { ]' b b Mean ghicose. mmal]l T4 4 12 76+ 10 TA+13 148 (110, 198) <001 153112, 208) <0001%
¢|+ SD, mmed 2R 207 29 06 17407 1.5% (098, 256)  0.06 165100, 274y  <0.05%
CVR 37.7 + 63 7B £50 377467 1.00 (0,95, 1.05) 052 100095, L06) 093
. Timse in target, &* 5474137  S51E+123 5794144 0.96 (004, 099) <001 096054 099 <001*
O F & B BIDIZTA S I E0 22 5L 55 I8 50 52 356 8 Timeahove brget, % 3814 149 419+ 128 30£159 104 (102, 106y <0001 104 (LO0Z LOTY  <0.000%
Gestational age (weeks)
Time below target, & 7.2 4 5.1 64+ 45 BD+57 0.54 (0LES, 0.99)  0.04 0.93 (0LET, 0.99)  D.02*
b MAGE 6E% 15 7014 6.6+ 16 1.21 (098, 148} 0.07 1.22(098, 152y 0.6
1 HBGI 4029 4424 36413 111 (098, 1.24)  O.08 1124099, 1.26) 0407
27+ 16 24214 30+ 18 .80 (066, 0.97) 0.2 0.77 (062, 004)  0.01%
104
g {’% NEONATAL 457+ 76 472467 4082 1.06(102, 111} <001  106({102 111} <0DI1®
£ % HbA ., & 63407 6.5 + 06 6.2+05
§ }t b COMPLICATIONS Mean ghacose, mmal] 7.1 £ 1.1 73211 B8+ 1] 157(113,216) <001  15T{LIZ 219}  <0.001*
s * } bosty SD, mmed 2606 2606 15406 1.58 (093, 26%) 008 160092, 27T 00
£ ++ {* @ '}’* é{ﬁi Yo ) CVR 360+ 58 359 +£55 361462 0.99 (094, 1.05) 053 0.99 (094, 105 054
7 LA IR s18 Time in target, &* 598+ 133  STE+ 128 6224134 0.97 (0,95, L00) 002 097095 1.00)  O.04%
ty f Timeabove mrget, % 337+ 148 370+ 135  30.2£153 103 (101, 1.06) <001  103(101, LOG)  <0.01%
51 Time below target, & 6.5 4 5.6 54444 76+ 64 0.93 (0LE7, 098) <001 092086 098 <001*
02 4 B B 101214161820 22 24 25 28 30 52 34 36 38 MAGE 62414 63414 6.0+ 1.5 116 (093, L44) 018 116092, 145) 020
(Gestatonst age fwesks) _ HECGI 33425 36427 19423 LIS (L0, 134) 0.4 LIS(100, L34) 005
Fig. 2 (a) Mean + SEM of interstitial glucose levels during pregnancy in B
LBGI 26417 23414 19419 0.78 (063, 094) <001 076061, 0%4) <001*

women with (white) and without (black) fetal overgrowth (LGA). (b)
Mean + SEM of inserstitial glucose levels during pregnancy in women
with (white) and withowt (black) shon-tenm noonatal complications

Resulis are grven as mean + 50
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Continuous glucose monitoring during diabetic pregnancy

(GlucoMOMS): A multicentre randomized controlled trial P—— ULt Fanerd ARk AL
Macrosomiz, n (%) 44 (31.0) 42 (28.4) RR 1.08 {0.76-1.54)
Daphne N. Voormolen PhD!© | J. Hans DeVries PhD? | Rieneke M. E. Sanson PhD? | Maternal outcomes
Severe glycaemic dysregulation, n (%) &(4.2) 3200 RR 206 {0.52-8.08)
H i LA 410 117 2 T I1E AN
| Preeclampsia, n (%) 5{15] 17 (11.4) RR 0.30 {0.12-0.80) I
TABLE1 Baseline characteristics ’ - i I
Onset of labour, n (%)
Standard Spontaneous 20(14.0) 24 (14.3)
e treatment (n = 153) Induction 90 (62.9) B7 (59.2)
Age hl':l 93 (29-36) 32 (29-36) Primary caesarean section 33(23.1) 36 (24.5)
N Route of delivery, n (%)
Gestational age (d) 173 (109-198) 170 (86-197) Vaginal 71165.7) 77 [67.0)
Type 1 diabetes 50 {34.0) 56 (36.6) Instrumental 14 (12.0) 12(10.4)
Type Z_diahEt_EE' 40(27.2) 41(246.8) Caesarean section 23(21.3) 26 (22.6)
Gestational disbetes 54 [34.7] 54 (35.8) e
Duration of diabetes (y]* & (2-13) 5(3-12) GA at delivery (d), median (IQR) 2646 [259-240) 266 [259-245) HR 1.09 {0.84-1.37)
Preconception HbALc 51 (42-57) 53 (4&-51) Male, (3} 90(53.9) 77(461) RR 119 {0.98-1.46)
{mmed/maoll* Birth weight (gr), mean (SD) 3356 (721) 3429 [610) -72 (-224-82)
Microvascular complication 11 (7.5) 11(7.2) Extremely LGA 32(22.4) 31(211) RR 1.06 {0.69-1.64)
5GA 428 748 RR 059 {0.18-1.96)
Insulin pump 28(19.0) 27 117.6] Neonatal admission (MC ar NICU), n (%) 29 (22.1) 30 (21.9) RR 1.01 {0.65-1.59)
Gestational age of 144 (104-170) 143 (100-174) Meonatal hypoghycaemia, n (%) £0(44.8) 58(41.7) RR 1.07 (0.82-1.41)
diagnosis” (d) Severe neonatal hypoglycaemia, n (%) 25(17.5) 25 (17.0) RR 1.03 {0.62-1.70)
Body mass index (kg/m?) 28 (24-34) 29 {25-34) Prematurity, n {3) 31217) 34(231) RR 054 {0.61-1.44)
Ethnicity White E n 95 (44.8) 97 (42.4) Shoulder dystocia, m (%) 749 427 RR 1.79 {0.54-5.97)
o Meonatal death, n (%) 1(0.7) 1(07) RR 1.02 {D.04-16.17)
PrTEperOLS 61(41.5] 59 (38.6) Major congenital malformation, n (%) 5(3.5) 4(27 RR 128 [0.35-4.44)
Faolic acid use &9 [46.9) 77150.3)

Diata are presented as median (OR) or n {3%6)




Continuous glucose monitoring in pregnant women with
type 1 diabetes (CONCEPTT): a multicentre international

randomised controlled trial

Denice 5 Feig, Lois E Donovan, Rosa Corcoy, Kellie E Murphy, Stephanie A Amiel, Kotharine F Hunt, Elizabeth Asztolos, Jon F R Barett,
Jlohamna Sanchez, Alberto de Leiva, Moshe Hod, Lois jJowanowic, Erin Keely, Ruth McManus, Eileen K Hutton, Claire L Meek, Zoe A Stevart,
Tim Wysocki, Robert O'Brien, Katrina Ruedy, Craig Kollman, George Tomlinson, Hefen B Murphy, on behalf of the CONCEPTT Collaborative Group™

PRIMARY OUTCOME:
- DIFFERENZA DI HbAlc DALLA
RANDOMIZZAZIONE ALLA 34wk NEL GRUPPO
GRAVIDANZA

-  DIFFERENZA DI HbAlc ALLA 24wk O AL
CONCEPIMENTO NEL GRUPPO
PROGRAMMAZIONE

CGMA Contral

Baseline . 83% (0-67) B-95% j0-6a)
24 w::k_'.'gl:ﬁlatlun [ 23% {0-53) B 0% (0 EE]

Change fram baseline ta 24 weeks -0.67 (B58) -0-52 (0-55)
34 weeks’ gestation 6:35% (0-57) B:53% (0-70)
ﬂﬂm{rnmbﬁ:ﬁutuym:h -D-H{ﬂi’ﬂ] -0-35 I:D-ES.}

Data are mean o ge (S, & din 99 particiy nthe CGM group and 96 pasticipants in the control group ak
barseline, and im 95 particpants i the CGM group and 92 particpants in the control group at baseline and 34 weeks'
gestation. Percentage point changes are either cross-sectional on partbcipants with data for EBaseline, week 24, and

week 34 walues, or sismmanes of change on partiopants weth data at the réevant timepaints. p valses are from linear
regression {HbA_ ) or logistic regression (Hb#, <6 5% an aailble data, controling for baselne Hbit, and method of
insulin defesery COM=contnuous ghscose monitonmg. Hbk, =giycated haemogliioben.

Pregnant: Planning pregnancy Became pregnant
794 — LGM e -
= Conbrol

774 1 .

714 - .
6.5 . R

B7 1 .

Menn Hb, %)
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B - =

5.5 - 4

) L L 1 T
34 a 12 4

Wisit [weeks) Wisit [weeks) Wisit {weeks)

T T
24 34

=
b
-
==

Participants

assessed
CGM 45 18 45 Eg Eg Eg 15 3 ]
Control 51 44 51 Bq A3 84 16 15 15

Tahle 2: Gl i trodaf ¥ trial participants based on available HbA_ data

Figure 2: Primary glycaemic outcome showing participants’ HbA_ levels according bo pregnancy status

Mzan HbA, [95% C1) i shown at sach asssssrment time for participants who had data at baseline and the time of the outcome assessment (24 and 34 wesks'
gestation in the pregnancy trial and at 12 and 24 wesks from randomisation or at time of confirmed pregnancy in the pregnancy planning trial). Data are also shown
far participants in the planning pregnancy trial who conceived before 24 weeks and stayed in the trial duing pregrancy. CGM=continuous glucose monitaring.
HbA, =glycated haemoglabin
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Continuous glucose monitoring targets in type 1 diabetes pregnancy:

every 5% time in range matters

Helen R. Murphy’

Table 1 Pattemns of glycaemia
among pregnant CGM users with
type | diabetes

W

Glucose measures Kristensen et al, 2019 1] Feig et al 2017 [2] CGM tanget
1CGM or rt-CGM rt-CGM
N=186" N=108"
Laboratory HbA,., mmoalimol (5)
Trimester 1 F24 105 (6.9 1.0) S1£73 (68207
Trimester 2 4579063 +£0.T) HE65(6.2205)
Trimester 3 46+ T7.6(6.53£0.7) 46+£6.7 (63 =0-6)
CGM mean glucose, mmol/]
Trimester 1 TE+14 T3ix12
Trimester 2 T4+12 To+12
Trimester 3 T1+1.1 6709
TIR 3.5-78 mmol 1" (%)
Trimester 1 50+14 52+£13 =704
Trimester 2 55+14 5315 =704
ol+ 13 6813 =704
TAF (%)
4315 30 2849) <25%
Trimester 2 ELE B 43 (29-54) <25%
Trimester 3 M15 27(19-37) <25%
TBR <35 mmolT" (%)
Trimester 1 T+5 Bi4-14) <4%
Trimester 2 T+5 Jil-a) <A
Trimester 3 65 Jil-a) =A%
Glycaemic variability (% CWV)°
Trimester 1 0£7 42 (3847) <36%
Trimester 2 EEEL 35(31-39) =36%
Trimester 3 ELET 32(28-37) <36%
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Check for
Continuous glucose monitoring targets in type 1 diabetes pregnancy: | “*%%

every 5% time in range matters

Helen R. Murphy'

This ambitious target of >70% TIR 15 currently only reached
m the final 34 weeks of type | diabetes pregnancy, which 1s
too late for optimal neonatal outcomes. In CONCEPTT, only
10 of women achieved a TIR of >70% dunng the first and
second tnmesters, nsing to 30% at 34 weeks. Almost twice as
many achieved target HbA . levels. For optimal obstetnc and
neonatal outcomes, women and chmicians should aim to reach a
TIR of >70% (16 h, 48 min) and a TAR. of <25% (6 h), from as
early as possible dunng pregnancy. Women who cannot
achieve the TIR target of >70% m the second and early third
tnmester should be encouraged that a 5% increase in TIR =
associated with clinically relevant improvements in neonatal
health.




Technoleg lechyd Cymru
Health Technology Wales

HEALTH TECHNOLOGY WALES (HTW) GUIDANCE 012 (September 2019)

Continuous glucose monitoring in pregnant women with type 1 diabetes

ﬁm Guidance: The case for adopting continuous glucose monitoring in pregnant women vnth\
type 1 diabetes is supported by the evidence.

The use of continuous glucose monitoring during pregnancy improves glycaemic control and
reduces the incidence of pre-eclampsia in the mother as compared to self-monitoring of blood
glucose. Continuous glucose monitoring reduces neonatal hypoglycaemia and the need and
duration of neonatal intensive care stay.

Cost modelling estimates that the use of continuous glucose monitoring in type 1 diabetic
mothers will lead to cost savings of £1,029 per pregnancy as compared to self-monitoring of
blood glucose, with the cost savings largely driven by a reduction in neonatal intensive care

\requirements. /




Impiego di rtCGM in Pazienti con Diabete Tipo 1 Adulti [dispositivi ad ago sottocutaneo e dispositivi
impiantabili sottocute)

* Per ipoglicemia severa o inawertita o problematica per la vita del paziente.

[N.B.: per ipoglicemia problematica si intende: 32 episodi di ipoglicemia severa negli ultimi 12 mesi o 1
episodio diipoglicemia severa negli ultimi 12 mesi assoaato aipoglicemia inavvertita o a estrema labilita
glicemica o a paura delle ipoglicemie ricarrenti tale da impattare negativamente sulla gestione della wita
guotidiana [cfr. Choudhary P 2015]]

Cfr. Bode 2009 Battelino 2011; Battelino 2012; New JP 2015; van Beers CA 2014; Heinemann L 2018

= Per emoglobina glicata persistentemente superiore al target desiderabile per il paziente,
nonostante terapia insulinica intensiva e ottimizzata.

Cfr. Deiss O 2006; Tambarlane WV 2008; 0'Connell MA 2009%; Riveline 2012: Battelino 2012- Beck 200%3;
Beck 2009b; Fickup 2011; Yeh 2012

* In donne con diabete tipo 1 in gravidanza, per migliorare il compenso metabolico e gli outcome

neonatali [solo dispositivi ad ago sottocutaneo).
Cfr. Murphy HR 2008; Secher AL 2013; Yu F 2014; Feig D5 2017

* Puo essere utile in pazienti con condizioni lavorative o stili divita in cui un controllo molto frequente
& consigliabile ma non praticabile [ad es., minatori, subacquei, lavoratori dell'edilizia, ecc.].

SE

i Diabetelegio

DOCUMENTO DEL GRUPPO
DI STUDIO INTERSOCIETARIO
AMD - SID - SIEDP
“TECNOLOGIA E DIABETE”

https://www.siditalia.it/clinica/linee-guida-altri/send/83-linee-guida-e-documenti-di-altri/4727-2019-documento-del-gruppo-intersocietario-amd-sid-siedp
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CGM: efficacia in programmazione di gravidanza

F.1 Preconception period (women who are planning to

become pregnant)

Continuous glucose monitoring vs. Intermittent capillary blood glucose

monitoring

Maternal outcomes at = 6§ months
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CGM: efficacia in corso di gravidanza Excalonce

F.2 During pregnancy

Continuous glucose monitoring vs. intermittent capillary blood glucose

monitoring

Maternal outcomes at = 6 months
HbATe (%)

Ol Inpermmiteni
Study or Subgroup  Mean SO0 Totsl Meam 50 Totd Niesghl

Mean Difference
I, Fixed, 35% O

Bhean Difference
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National Institute for Health and Care

Diabetes in pregnancy:
management from
preconception to the
postnatal period

[A] Continuous glucose monitoring
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Table 2—5tandard summary metrics of CGM data across pregnancy comparing RT-CGM group to SME 5 4.5 —

MDA (B), and LGA to non-LGA (£ "_5 '

Baseline 24 weeks E 1.0 —

A: RT-CGM group to SMBG contral group CiGM SMBG CGM SMEG =

Number 100 100 89 30 o 0.5

Glucose, mrmolfL 73+ 12 765 =11 7hH * 112 7B+ 13 {_;': 0.0 —
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Peroentage of time 3578 ramalfL 517 * 130 515 = 137 530 = 155 498 = 15.0 E
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Figure 1—Differences in mean tempaoral glucose levels scross the 34-h day, assessed by FOG {3t 24
and 34 weeks' pestation cormbined) betweean those women who were randomized 1o RT-CGM
[represented by the dark wavy line) compared with those using SMEBG (represented by the
horizontal zero dotted line) with 95% pointwise Cls (gray section). Where both of the Cls sit 1o the
same side of 0.0, there is a significant difference. Dashed vertical lines represent daytime at 0700 K
and 2300 k. *Significant differances using 95% Ok,
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DEXCOM 2021: RTCGM & COST IMPLICATIONS

Benefits of Real-Time Continuous Glucose Monitoring
in Pregnancy

Jennifer M. Yamamoto, MD' and Helen R. Murphy, MD*~*

A systematic review combining data from CONCEPTT with that of the type
1 diabetes arm of the GlucoMOMS trial also showed evidence for a
reduction in preeclampsia. This is important because preeclampsia and its
consequences of growth restriction and preterm births are associated with
substantial mother and infant morbidity and mortality globally

(...) a higher CGM TIR in the second and third trimesters was associated
with a decreased risk of large-for gestational-age and a decreased risk of
their composite neonatal outcome (shoulder dystocia, macrosomia,
neonatal hypoglycemia, and neonatal intensive care admission)

(..) increasing TIR by 5% is associated with clinically meaningful
improvements in outcomes

Type I diabetes pregnancy

Category

Odds ratio (95% CI)

Maternal age category”
Apge 15-24 years

Age 35-44 years

Age >45 years

Maternal deprivation quintile”
Deprivation N/A
Cuintile 5
Quintile 4
CQuintile 3
CQuintile 2

Diabetes duration
Diabetes duration N/A®
Duration <1 year
Duration 5-9 years
Duration 10-14 years
Duration =15 years

BMI (kg/m’)

BMI <18.5
BMI 25-29.9
BMI 30-34.9
BMI 35-309
BMI =40

0.32 (0.25
1.30 (1.11
2.14 (0.65

0.70 (0.51
0.44 (0.35
0.48 (0.39
0.65 (0.53
0.67 (0.54

0.76 (0.38
1.69 (1.11
0.54 (0.43
0.40 (0.32
0.43 (0.36

.27 (0.71
0.75 (.64
0.63 (0.51
0.55 (0.39
0.53 (0.31

0.40)
1.52)
7.13)

0.96)
0.55)
0.60)
0_80)
0.82)

1.51)
2.57)
0.67)
0.50)
0.52)

2.29)
0.87)
0.77)
0.78)
0.940)
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we show a sustained difference of 0.5 mmol/L
(9 mg/dL) in mean CGM glucose concentration C Percentage time above range (TAR)
across the 24-h day, every week, from 10 >7.8 mmol/L [>140mg/dL]

weeks of gestation onward in women who had
an LGA infant

Our data show that achieving tight CGM glucose targets
from early pregnancy (10-12 weeks of gestation) is
associated with normal birth weight outcomes. 3

RESEARCH DESIGN AND METHODS

An analysis of >10.5 million CGM glucose measures from 386 pregnant women A
with type 1 diabetes from two international multicenter studies was performed. 0 10 a0 a0 AD
CGM glucose metrics and 24-h glucose profiles were calculated for each gesta- Gestation in weeks

tional week, and the relationship to normal [(10-90th percentile] and large
|>90th percentile) for gestational age (LGA) birth weight infants was determined.
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> Our current analysis suggests that aiming for a CGM TIR of 55 to 60% by 10 weeks of
gestation may be sufficient for normal fetal growth, aiming to achieve 70% thereafter

> Achieving a mean glucose of 7.0 mmol/L (126 mg/dL) and spending no more than 35%
TAR by 10 weeks were associated with normal fetal growth

> Additional dietary attention, psychoeducational support, and technologic interventions,
such as closed-loop insulin delivery, may be required for women who do not achieve
their pregnancy CGM glucose targets by 10 weeks
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v Sarebbe opportuno che tutti i sistemi di scarico dati permettessero di
modificare i target di AGP con quelli specifici per la gravidanza
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Tarre 2. Grycemic CowTROL (Table view)

CGM (n=108)8 SMBG mn=351)" F

Average HbAlc across pregnancy (%a) 6.35+0.38 71+£10 <10.001
HbAlcin T1 (%) 6609 7412 <0.001
HbAlcin T2 (%) 6007 6508 <0.001
HbAle in T3 (%) 6207 6.7x09 0.001
HbAlc postpartum (%) 70=12 T8x17 0.003
Met HbAlc goal T1 (56.5%)° 53 (48.6) 11 (22.0) <0.0014
Met HbAlc goal T2 (26%)° 61 (56.0) 10 (20.0)

Met HbAlc goal T3 (56%)° 49 (46.7) 9(18.4)

Never met HbAlc goal in any trimester 37(33.9) 36 (70.6)

studio retrospettivo su 160 donne
DM1 che abbiano usato CGM
almeno > 60 % del Il e lll trimestre



ORIGINAL ARTICLE

Clinical Effectiveness of Continuous Glucose Monitoring
in Pregnancies Affected by Type 1 Diabetes

Valerie Gao, MD,' Janet K. Snell-Bergeon, F”h[::!,2 Emily Malecha, Efu"ih,1
Carly A. Johnson, BS” and Sarit Polsky, MD, MPH*

TapLE 3. MATERNAL AwD NEONATAL OUTCOMES {Table view)

DIABETES TECHMOLOGY & THERAPEUTICS
Volume 26, Number 8, 2024
@ Mary Ann Liebert, Inc.

DOl 101088/ dia. 2023.0548

Ouicomes CGMn=109)" SMBG (n=51)b F
Maternal outcomes
Gestational weight gain kg, mean = 5D 156=74 150+6.0 0.64
Gestational hypertension, # (%) 24 (22.00 T(13.7) 021
Preeclampsia, n (%0) 35(32.1) 9177y 0.0400
Cesarean zection, n (%) 75 (68.8) 35(64.7) 0.61
Duration of hospital stay, days, mean = 5D 4021 5548 0.45
Neonatal cutcomes
Female sex, n (%) 48440 21{41.2) 0.73
Gestational age at delivery, weeks, mean= 3D 36821 309=14 0.89
Preterm delivery, n (%) 35(32.1) 19 (37.3) 0.52
Birth weight, g mean = SD 3382 =663 3598+ 760 0.07
Birth weight centile (%) 742204 806283 019
Macrozomia >4000 2 {%a) 14 (1281 13 (29.4) 0.01
Macrosomia >4300 = # (%) 3(2.%) 8 (15.7) 0.004
Gestational size for age® 0.14
Small-for-gestational age 4(3.7) 3(59)
Appropriate-for-gestational age 54 (49.5) 17(33.3)
Larseforoestational aoe 1 EEL A 310808y
Duration of hospital stay, days, mean = 5D 02£140 735+82 0.46
NICU admission, » (%) 45 (52.9) 28 (68.3) 0.10
0.64

Duration of NICU stay, days, median [IQR]d

5.5 [3.3-14.0]

5.0 [3.0-15.0]

o — - ——
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Qutcomes CGM n=109)a SMBG (n= 351}k F
Maternal outcomes
Gestational weight gain, kg, mean = 5D 156=74 150=6.0 0.64
Gestational hypertension, x (%a) 24 (22.0) T(13.7) 021
Preeclampzia, »# (%) 35(32.1) o177 0.0400
Ceszarean zection, # (%) 75 (68.8) 353(64.7) 0.61
Duration of hospital stay, days, mean = 5D 4021 55x48 045
Neonatal cutcomes
Female sex, n (%) 48 (44 21412 0.73
Gestational age at delivery, weeks, mean= 5D 368=211 369=14 0.89
Preterm delivery, n (%0) 35(32.1) 19 (37.3) 0.52
Birth weight. g mean= 3D 3382 =663 3598 = 760 0.07
Birth weight centile (%) 742294 806283 0.19
Macrosomia 4000 =_n (%5) 14 (12.8) 13 (20.4) 0.01
Macrosomia =4300 =, n (%) 3(2.8) 8(15.7) 0.004
Gestational size for age® 0.14
Small-for-gestational age 4(3.7) 3(5.9)
Appropriate-for-gestational age 54 (49.5) 17(33.3)
Large.foroestational ags 346 8 21808
Duration of hospital stay, days, mean = 5D 02=140 75=82 046
WICT admission, » (%) 45(529) 28 (68.3) 0.10
Duration of NICU stay, days, median [IQR]d 3.3 [3.3-14.0] 5.0 [3.0-15.0] 0.64
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DEXCOM 2021: RTCGM & COST IMPLICATIONS

Benefits of Real-Time Continuous Glucose Monitoring
in Pregnancy

Jennifer M. Yamamoto, MD' and Helen R. Murphy, MD*~*
| dati riguardanti l'uso del CGM nel DM2 sono ancora limitati

Spesso derivano da studi che includono donne DM1 e DM2 , ma
con una percentuale di DM2 generalmente intorno al 25-30%

Gli studi utilizzavano CGM di vecchia generazione (retrospettivi),
in alcuni CGM ma non in continuo...

Alcuni studi hanno evidenziato una maggior richiesta di insulina
nel gruppo CGM rispetto a quelle con monitoraggio tradizionale

TaeLE 1. FacTorS AssOCIATED WITH TARGET GLYCEMIA (HEMOGLOBIN AIC LESs

THAN 6.5% [48 mmoL/MoL]) 1N EARLY PREGNANCY

Tvpe 2 diabetes pregnancy

Caregory

Odds ratio {95% CI)

Ethnicity"
Ethnicity N/A
Unknown
Mixed

Asian

Black

Dither

Deprivation N/A
Quintile 5
Quintile 4
Quintile 3
Quintile 2

Diabetes duration N/A
Duration <1 year
Duration 5-9 years
Duration 10-14 years
Duration =15 years

BMI <18.5
BMI 25-29.9
BMI 30-349
BMI 35-39.9
BMI =40

0.99 (0.79-1.24)
1.79 (1.16-2.76)
1.10 (0.76-1.58)
0.72 (0.64-0.82)
0.72 (0.59-0.88)
0.86 (0.61-1.20)

0.99 (0.73-1.34)
0.73 (0.57-0.93)
0.84 (0.65-1.07)
1.01 (0.78-1.30)
1.09 (0.82-1.45)

0.79 (0.59-1.06)
0.86 (0.72-1.02)
0.60 (0.52-0.68)
0.48 (0.39-0.60)
0.41 (0.27-0.61)

0.86 (0.36-2.10)
0.80 (0.66-0.97)
0.65 (0.54-0.79)
0.55 (0.45-0.68)
0.52 (0.42-0.64)

Voormolen DN, DeVries JH, Sanson RME, et al.: Continuous glucose monitoring during diabetic pregnancy (GlucoMOMS): a multicentre randomized controlled trial. Diabetes Obes Metab 2018

Murphy HR, Rayman G, Lewis K, et al.: Effectiveness of continuous glucose monitoring in pregnant women with diabetes: randomised clinical trial. BMJ 2008;337:a1680

Secher AL, Ringholm L, Andersen HU, et al.: The effect of real-time continuous glucose monitoring in pregnant women with diabetes: a randomized controlled trial. Diabetes Care 2013;36:1877-1883
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Continuous Glucose Monitoring Metrics in High-Risk

Pregnant Women with Type 2 Diabetes

Anna Mclean ' 2, Elizabeth Barr 1, Georgina Tabuai 2, Helen R Murphy 3, Louise Maple-Brown 1 4

Objective: To describe glucose metrics in a high-risk population of women with type 2 diabetes
(T2DM) in pregnancy and to explore the associations with neonatal outcomes. Research Design and
Methods: Prospective observational study of 57 women. Continuous glucose monitoring (CGM)
trajectories were determined from metrics collected in early and late gestation using the first and last
two (mean 16 and 35) weeks of Freestyle Libre data. Logistic regression was used to examine
associations of CGM metrics with neonatal hypoglycemia (glucose <2.6 mmol/L requiring intravenous
dextrose) and large for gestational age (LGA) (>90th percentile for gestational age and sex).
Pregnancy-specific target glucose range was 3.5-7.8 mmol/L (63-140 mg/dL). Results: Forty-one
women used CGM for 15 weeks (mean age 33 years, 73% Aboriginal or Torres Strait Islander, 32%
living remotely). There was limited change in average metrics from early to late pregnancy. For the
subgroup with sensor use >50% (n = 29), mean time in range (TIR) increased by 9%, time above range

reduced by 12%, average glucose reduced by 1 mmol/L, and time below range increased by 3%.

MNeonatal hypoglycemia was associated with most CGM metrics, HbA1c and CGM targets, particularly
those from late pregnancy. LGA was associated with hyperglycemic metrics from early pregnancy.
Each 1% increase TIR was associated with a 4%-5% reduction in risk of neonatal complications.

Conclusion: In this high-risk group of women with T2DM, CGM metrics only improved during
pregnancy in those with greater sensor use and were associated with LGA in early pregnancy and
necnatal hypoglycemia throughout. Culturally appropriate health care strategies are critical for
successful use of CGM technology.
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Systematic Review qguesta review

Efficacy of Continuous Glucose Monitoring on Glycaemic

Control in Pregnant Women with Gestational Diabetes L’'uso del CGM & stato utilizzato da un
Mellitus—A Systematic Review minimo di 48-72h ad un massimo di 14 gg

Agata Majewska *, Pawel Jan Stanirowski **, Miroslaw Wielgo$ ' and Dorota Bomba-Opon

J. Clin. Med. 2022, 11, 2932

This systematic review supports the thesis that CGM s suEEl'iv::rr to SMB(G in the
management of dysglycaemia in GDM. QOur findings suggest that CGM better detects
T ] e e
insulin therapy. Therefore, these results provide justification for the idea that CGM plays an
1mpﬁﬂan! m& in glycaemia management in GDM. CGM improves the detection of fasting
and postprandial hyperglvcaemia. Additionally, it better assesses nocturnal hypogl
EEismdes-:- Improved identification of dysglvcaemia allows tor better patient compliance as
well as decreases the rate of unnecessary interventions, including qualification for insulin
therapy and further improper dose adjustment.

On the other hand, the results for neonatal outcomes, including LGA incidence in both
methods of measurement, were inconclusive. There is limited evidence that CGM improves
any of the analysed neonatal outcomes. Furthermore, it will be essential to elucidate the
role of CGM in changing patient health behaviour patterns.

To conclude, more prospective studies focusing on maternal and neonatal outcomes

in GDM-complicated pregnancies monitored by CGM need to be conducted to support the
existing evidence and to solve the inconclusive findings.

emia
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Without Gestational Diabetes Mellitus ¥
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OBJECTIVE

To determine whether continuous glucose monitoring (CGM)-derived glycemic patterns can
characterize pregnancies with gestational diabetes mellitus (GDM) as diagnosed by standard oral
glucose tolerance test at 24—28 weeks' gestation compared with those without GDM.

RESEARCH DESIGN AND METHODS

The analysis includes 768 individuals enrolled from two sites prior to 17 weeks’ gestation between
June 2020 and December 2021 in a prospective observational study. Participants wore blinded
Dexcom G6 CGMs throughout gestation. Main outcome of interest was a diagnosis of GDM by oral
glucose tolerance test (OGTT). Glycemic levels in participants with GDM versus without GDM were

characterized using CGM-measured glycemic metrics.

RESULTS
Participants with GDM (n = 58 [8%]) had higher mean glucose (109 £+ 13 vs. 100+ & mg/dL [6.0+0.7

vs. 56 £ 0.4 mmol/L], P < 0.001), greater glucose SD (23 +4vs. 19+3mg/dL[13+£02vs 1.1+
0.2 mmol/L], P = 0.001), less time in range 63—120 mg/dL (3.5-6.7 mmol/L) (70% + 17% vs. 84% =
8%, P = 0.001), greater percent time =120 mg/dL (=6.7 mmol/L) (median 23% vs. 12%, P < 0.001),
and greater percent time =140 mg/dL (>7.8 mmol/L) (median 7. 4% vs. 2. 7%, P < 0.001) than those
without GDM throughout gestation prior to OGTT. Median percent time =120 mg/dL (=6.7 mmol/L)
and time =140 mg/dL (=7.8 mmol/L) were higher as early as 13—14 weeks of gestation (32% vs.
14%, P=0.001, and 5.2% vs. 2.0%, P < 0.001, respectively) and persisted during the entire study
period prior to OGTT.
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OBJECTIVE
To determine whether continuous glucose monitaring (CGM)-derived glycemic patterns can ( GG ‘\’
characterize pregnancies with gestational diabetes mellitus (GDM) as diagnosed by standard oral e \*\\g e
glucose tolerance test at 24—28 weeks' gestation compared with those without GDM. (‘DV\S\ \"\‘2\ - \E\—} E\C}“\
2 e )
RESEARCH DESIGN AND METHODS \'\(} GENE\G‘) d\'} 0 C\E»‘
The analysis includes 768 individuals enrolled from two sites prior tg . 3\5 W ‘\N\"\ﬂ
: . . = ; \‘{\tj\,\ Q&E‘
June 2020 and December 2021 in a prospective observglie ,\‘ \‘—-\d\ \“,‘ \_\"\ pe
Dexcom G6 CGMs throughout gestation. Maia : VE‘{‘;\’\“\‘E\\ﬂ\ ‘F“ é‘ ‘\N
glucose tolerance test (OGT Tt ‘_'\Q\'\.‘ ‘;‘ . C_(}\'“\:‘ B
 qesild mia

characterized usipg-S" \Qﬂs ~ ee‘\rﬁ, ‘Q _\e\—g\‘\fﬂe
) 4 W e
e = 58 [8%)]) had higher mean glucose (109 £+ 13 vs. 100+ 8 mg/dL [6.0+0.7

T mmol/L], P < 0.001), greater glucose SD (23 +4vs. 19+3mg/dL[1.3+02vs 1.1+
0.2 mmol/L], P < 0.001), less time in range 63—120 ma/dL (3.5-6.7 mmol/L) (70% + 17% vs. 84% =
j‘\_“e - 8%, P = 0.001), greater percent time =120 mg/dL (=6.7 mmol/L) (median 23% vs. 12%, P < 0.001),
and greater percent time =140 mg/dL (>7.8 mmol/L) (median 7. 4% vs. 2. 7%, P < 0.001) than those
without GDM throughout gestation prior to OGTT. Median percent time =120 mg/dL (=6.7 mmol/L)
and time =140 mg/dL (=7.8 mmol/L) were higher as early as 13—14 weeks of gestation (32% vs.
14%, P=0.001, and 5.2% vs. 2.0%, P < 0.001, respectively) and persisted during the entire study
period prior to OGTT.
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For this I:;apg:r, I‘.hE’ cohort was limited to participants
with an uncomplicated pregnancy, which was defined as a
pregnancy without large for gestational age, hypertensive
disorders, or GDM based on OGTT. Participants included
in the analysis were required to have an HbAlc <5.7%
(<39 mmol/mol) at screening, a completed OGTT, an
APO assessment at delivery, and at least 14 days of CGM
data during their gestational period with at least 10 days
of CGM data in the second trimester,

Table 2 Glycemic profiles of uncomplicated pregnancies, overall and by trimester

Entire gestational
period 1st trimester 2nd trimester Jrd trimester
Number of participants 413 118 413 355
Days of CGM readin 18 (14-25) 69 (50-80) 53 (36-64)
median (IQR)
Mean glucose—mg/dL = 98=7 1037 987 988
(mmol/L), mean+SD (5.4+0.4) (5.7+0.4) (5.4+0.4) (5.4+0.4)
<90 mg/dL 42 (10) 22 53(13) 57 (16)
(<5.0mmol/L), n (%)
90—<95mg/dL (5.0- 89 (22) 10 (8) 83 (20) 74 (21)
<H.3mmol/L), n (%)
95—<100mg/dL (5.3—- 121 (29) 31 (286) 114 (28) 85 (24)
<5.6 mmol/L), n (%)
100—<105mg/dL (5.6- 93 (23) 33 (28) a2 (22) 82 (23)
<5.8mmol/l), n (%)
105-<110mg/dL (5.8- 44 (11) 26 (22) 45 (11) 31 (9
<6.1 mmol/L), n (%)
110—<120mg/dL (6.1- 24 (6) 16 (14) 26 (6) 22 (6)

<6.7 mmol/L), n (%)
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SRS Glucose levels measured with
<ot continuous glucose monitoring in  Table 2 Glycemic profiles of uncomplicated pregnancies, overall and by trimester
S0 uncomplicated pregnancies Entire gestational
period 1st trimester 2nd trimester Jrd trimester
Anders L Carlson,’ Ro){ W Beck,? Zoey1Li z EIizalbe‘thlNc-r‘cran.3 ~ Glucose SD—mg/dL 193 18+3 18+3 19+3
icars Bert, M hvcn Son Duion, MBSt (mmoll), meansSD  (1.1202) (10202 (1.0:02 (11202
Glucose coefficient of 19%=3% 18%=2% 19%=3% 20%x3%
variation (%), mean+SD
% time 63-120mg/ B5%=7% B3%=8% B5%=T7% B4% 8%
dL (3.5-6.7 mmol/L).
Median (quartiles) 86% (82-89%) 84% (79-89%) 87% (83-90%) 85% (80-90%)
95—<99%,n (%) 2 (<1) 2(2) 5(1) 6(2)
O90—<95%, n (%) 78 (19) 25 (21) 101 (24) 73 (21)
B85—<90%,n (%a) 159 (38) 23(19) 148 (36) 109 (31)
B0—<85%,n (%) 94 (23) 35 (30) 92 (22) 76 (21)
70-<80%, n (%) 62 (15) 24 (20) 53 (13) 71 (20)
50-<70%, N (%) 18 4) 9 (8) 14 (3) 19 (5)
<50%,n (%) 0 (o) 00 0 (o) 1(<1)}
% time 63-140mg/ 94%=3% 95%=3% 95%=3% 04% 4%
dL (3.5-7.8 mmol/L).
mean+SD
Median (quartiles) 95% (93-96%) 95% (93-97%) 95% (94-97%) 95% (92-96%)
% time <70mg/dL 4.2% (2.1-6.9%) 1.8% (1.0-3.6%) 3.5% (1.8-6.6%) 4.7% (2.1-8.7%)
(«3.9mmol/L), median
(quartiles)
Area over the curve 0.4 (0.2-0.7) 0.2 (0.1-0.3) 0.3 (0.2-0.86) 0.4 (0.2-0.8)
70mg/dL (3.9mmeol/L),
median (guartiles)
% time <63 mg/dL 1.8% (0.9-3.2%) 0.8% (0.4-1.6%) 1.5% (0.8-3.0%) 2.0% (0.8-3.9%)

[<3.5 mmaol/L), median
(quartiles)
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Entire gestational period 2nd trimester 3rd trimester
Mumber of participants 157 150 TG
Mumber of meals 3747 2543 1183
Fasting glucose* —mg/dL (mmol/L), 88+14 88+14 87+14
mean+SD (4.9:0.8) (4.9:0.8) (4.8+0.8)
aseline glucose prior to mealf—  91=18 RS E:) G018
mg/dL (mmol/L), mean+3D (5.1£1.0) (5.1£1.0) (5.0+1.0)
Post-prandial glucose level—mg/dL
{mmaol/L), mean+SD
30 min after meal time 105122 10421 10122
(5 7+1.21 (5. 8+1.2 (5. 6+1.21
1 hour after meal time 108123 107+23 10923
(6.0£1.3) (5.921.3) (6.1+1.3)
2 hours after meal time 102+21 102+21 10221
(5.7+1.2) (5.721.2) (5.7+1.2)
3hours after meal time 9720 g7+19 87+20
(5.4+1.1) (5.4+1.1) [2.4+1.1)
Post-prandial peak glucose—mg/dL 126+22 126+22 12522
(mmol/L), mean+SD (7.0£1.2) (7.0:1.2) (6.9+1.2)
ucose meal excursionf—mg/dL  36+22 36=21 35422
(mmol/L), mean+SD (2.0£1.2) (2.0:1.2) (1.9+1.2)
Time to peak glucose—min, median 62 [40-124) 60 (39-123) 67 (42-125)
(IQR)
Rate of glucose rise§—mg/dL/min 0.5 (0.2-0.9) 0.5 (0.2-1.0) 0.5 (0.2,-0.9)
{(mmol/L/min), median (IQR) (D.03 (0.01-0.05)) {0.03 (0.01-0.06) (0.03 (0.01-0.05))
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A systematic review: Cost-effectiveness of continuous glucose Abstract
munituring cumpared to self—munituring of blood glUCDSE in Continuous glucose monitoring (CGM) is rapidly becoming a vital tool in the man-

tY[JE 1 diabetes agement of type 1 diabetes. Its use has been shown to improve glycaemic manage-

ment and reduce the risk of hypoglycaemic events. The cost of CGM remains a barrier
Yuxin Jiaol | Rose Linl | Xinyang Hua? | Leonid Churilov® | Michele J. Gaca® | to its widespread application. We aimed to identify and synthesize evidence about
Steven James®® | Philip M. Clarke® | David O'Neal” | Elif I. Ekinci®’ the cost-effectiveness of utilizing CGM in patients with type 1 diabetes. Studies

were identified from MEDLIME, Embase and Cochrane Library from January 2010
to February 2022, Those that assessed the cost-effectiveness of CGM compared to
self-monitored blood glucose (SMBG) in patients with type 1 diabetes and reported
lifetime incremental cost-effectiveness ratio (ICER) were included. Studies on criti-
re excluded. Nineteen studies were identified. Most

This systematic review suggests that CGM appears to be a cost-

. - ) . . ) . bcutaneous insulin infusion and SMBG to a sensor-
effective tool for individuals with type 1 diabetes. Cost-effectiveness is driven by L oied ICER range was [$18,734-$99.941] and the

reducing short- and long-term complications. Use in patients with suboptimal man- [ gain range was [0.76-2.99]. Use in patients with
ater hypoglycaemic risk revealed more homogenous

d studies assessed CGM in the context of multiple
daily injections (MDI) (n = 4), MDI and SMBG versus SAP (n = 2) and three studies
included hybrid closed-loop systems. Most studies (n = 17) concluded that CGM is a

agement or at risk of severe hypoglycaemia is most cost-effective.

cost-effective tool. This systematic review suggests that CGM appears to be a cost-
effective tool for individuals with type 1 diabetes. Cost-effectiveness is driven by
reducing short- and long-term complications. Use in patients with suboptimal man-

agement or at risk of severe hypoglycaemia is most cost-effective.
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