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e La gestione del diabete mellito sta vivendo una profonda rivoluzione -
grazie alla crescente diffusione di tecnologie che permettono(,;\c\Pg
controllare meglio I'apporto calorico, l'attivita fisica ma g\rﬁﬁ\‘%@:\x{a
gestione della terapia; 6\\@(\6 O

e 'immediatezza della condivisione de&@@iﬁ{@r@nazioni, anche a
distanza, modifica quindi la reIazionegt@C}ngd:Féo e paziente, in quanto

il confronto tra le due figure ng)@@pl\i@ﬁ%\aal momento della visita ma
prosegue anche al di fuorjgel

o “a[@&ﬁatorio. oy o
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e Le app di salute digitale possono essere classificate in 3 categorie

\og\
Monitoraggio del wellness Dispositivi medici sgh% alone
come | dlsp05|t a&Séns’blazmne

\\‘a I’m

0% .2
%@QA? (t%ostrano o utilizzano dati

. e, i dlsrgs@itlw medici (come monitoraggio
g;zeﬁtf: g;ﬁ:jﬁngsi ;F;ghmﬂﬂgyz OP\?‘\ o Ogi@‘gmco continuo e microinfusori)

Recommendations. A Cnnsensu%\@ g ‘5\0 .

Report by the European e\ \a
Association for the\}ﬁguﬁﬁe ef® d
Diabetes (E -
Mnerlc@ inbetes Assnmatmn

(ADA) Diabetes Technology

Working Group




Do Mobile Phone Applications
Improve Glycemic Control (HbA;.)
in the Self-management of
Diabetes? A Systematic Review,
Meta-analysis, and GRADE of

14 Randomized Trials

Diabetes Care 2016;39:2089-2095 | DOI: 10.2337/dc16-0346

Metanalisi del 2016, che include 14 studi pubblicati tra il
1996 ed 2015, volta a valutare l'effetto delle applicazioni
sul controllo metabolico (come riduzione dei livelli di

emoglobina glicata) C)O &
oG

d iaRede
g\“

Nell'analisi sono stati inclusi 509 sogge
mellito tipo 1 e 851 soggetti con DMT%\?\
a2 (\3
@on Dléﬁ & stata osservata
b&ic (circa 0.5%). Lanalisi
iv%ey&ﬁ ato una riduzione maggiore

%?“é

Non ci sono dat| sufficienti per conclusioni robuste per
soggetti con DMT1

1@

In tutti gli studi con sogge
una riduzione dei I

per sottogrup%
tra i sog

5\9

G,\O\OC)\

Intervention Control lef' ans \ Forest Plot
Study or subgroup Mean SD N Mean SD Weight a \
(%) (%) (%) (%)

(\‘a \ "(ﬂ

1. studies with fair or good quality

0‘ )

Orsama et al. 2013 -0.37 0.83 23 Q004 &a @ 37 ( 0.85, 0.10)
Holmen et al. 2014° -031 1. 10 t — 1.08 \ -0.15(-0.63, 0.33) j
Faridi et al. 2008* 0. 30 N\.@ 13.16% -0.40 (-0.93, 0.13) e
Waki et al. 2014° % 0.70 27, % 110 27 15.19% -0.40 (-0.89, 0.09) e
Nagrebetsky et aQX\ 6.90 6 ?a 750 140 6 2.67% -0.60(-1.77,0.57) <
Y \ﬁ' KO 57 760 100 54 32.54% -0.50 (-0.84, -0.16) el
@\ et al. 2008" O(Sﬁls 1.10 13 837 133 13 4.17% -0.89 (-1.83, 0.05) i
O Subtotal d\ 181 180 100% -0.41 (-0.61, -0.22) Y
e@ Mp < 0.001
ogeneity: Tau? =0, Q-value =2.53,df=6,P =0.86, I’ = 0%
2. studies with poor quality

Istepanian et al. 2009* 7.76 32 8.40 55 38.03% -0.64 (-1.30, 0.02) —_—
Takenga et al. 2014° 6.73 159 17 860 135 14 24.16% -1.87 (-2.92,-0.82)
Quinn et al. 2011* 790 170 56 850 180 51 37.17% -0.60 (-1.26, 0.06) %
Subtotal 105 120  100% -0.92 {-1.59, -0.25) -
2=2.70,P = 0.01
Heterogeneity: Tau? = 0.19, Q-value = 4.54, df = 2, P = 0.10, I’ = 55.91%
Test for differences: Q-value = 2.05,df =1, P=0.15
Total 286 300 100% -0.49 (-0.68, -0.30) Y
P WA w18 W
Heterogeneity: Tau? = 0.01, Q-value = 10.04, df =9, P = 0.35, I = 10.39%

Mean values reported as:
a: change in mean HbA, from baseline to follow-up
b: follow-up mean HbA,

Metanalisi degli studi con soggetti con DMT2



Effetto delle applicazioni mobili con SMBG

-
e,\O\OQ\

e Studio randomizzato controllato volto a valutare |'effetto dell’utilizzo |(a]?pllqeaZ|on| per
smartphones sul compenso metabolico, valutato come varlagr@ne \’d&\emoglobma
glicata, glicemia a digiuno e 1,5 anidroglucitolo dopo 24 s tg\ﬁ?ang@%oggettl venivano
randomizzati in 4 gruppi (A=no SMBG no app, B= SMB@Q\S BP-@E app ma non SMBG,

_ \o
D=SMBG e app) @0‘66;\\‘6
707 1) Oe d\‘iﬁ"a percentuale significativamente
60 ,‘OGG 9;\9(6 maggiore di soggetti dei gruppi che
50 - \ .\(\a\@ utilizzavano una applicazione per
40 - ‘\Q’. Group A smartphones (Gruppi C[senza SMBG]
20 4 ~.- Croup 8 e D) raggiungeva un livello di HbAlc
<7%
20 =4= Group C
§\7PQO | | | —-—I Group D
0 12 24 Yu Y et al, J Diabetes Investig. 2019 Sep,;10(5):1365-1371
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Limiti delle app oggi utilizzate 9
6\0\6‘ \\
: . L : : \'\@(.\6 S
e Non ci sono dati di efficacia e sicurezza cmgﬁ'fﬁt&@@% di queste
applicazioni: la velocita di aggiornamento\\geﬂé\ggb\\%upera | tempi di
2 e

. >
un RCT (almeno 2 anni). 60‘6\60“\‘6

6 .
* || basso valore commerciale dellg@apps Pion sosterrebbe gli alti costi di
% Q(GB

un RCT ?\@0\6 o\

.

2
e Costante aggiorn%\s@%bé}g\gli specialisti per conoscere le app piu
idonee e per@&tgg@%na maggiore fruibilita delle applicazioni per

tutti | pqg@@ﬁ%&(’aﬁp che possano visualizzare dati di piu dispositivi di
azig Q(Qdﬁéefse)
O’\@QO ?6(



Diabetes Digital App Technology:
Benefits, Challenges, and
Recommendations. A Consensus
Report by the European
Association for the Study of
Diabetes (EASD) and the
American Diabetes Association

(AD A? Diabetes Technology 6@%8@% use diabetes mobile apps
Working Group «(Oé'onﬁd@%etially and securely

P\?\\O O'\@Q’ﬁ\cereased communication and cooperation across

o stakeholder groups

* more systematic and structured guide/ine.so,(g@\'b‘
digital health app development and c@sfst\sment

e improved consistency and accesgib\"ﬁ‘z\%\'caf&&afety

A0S A

reports and app documerag@ﬁal@e\

e greater investment é@,@ﬁ@@% of clinical data to
provide evidenég@on(gigi?al health interventions

. increasegw}%eé@ib‘l%ty for all consumer




Dal SMBG al CGM

e Rispetto alle misurazioni statiche del
SMBG, il monitoraggio glicemico
contlnuo permette di intervenire nel
momento in cui si verificano delle
rapide escursioni delle glicemia.

CGM permette anche unanah Q@g’
profili e dei pattern gllcer§|€| 8@@
possono essere analizza

visita o da remoto, me%la Ioad de|
dati. leentlflcaz%@le’a ttern non
solo permette zzare la terapia
insulinica qf\lﬁ portare eventuali
vanam%ofﬁggﬁo% lle di vita.
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«Utilizing rtCGM data for therapy@q@?“a ent
requires a conceptual shift froggoé‘?@iﬁ‘?-in-time”
testing (SMBG) to ”anticipatg,d’*zglla&?cose levels, using
the glucose goal, curreq}bg@@és?’e value, trend graph,

actionablg?a?&&*%nd ROC arrows»
Op\?\\ O{\Q\(\

Pettus J, 2017



Frecce di tendenza - Trend Arrows i

Increasing

. o
Glucose is rapidly rising A\ R

Increasing >3 mg/dL/min or }&ﬂ@%kt@ﬁ@ minutes

Increasing

Glucose is rising @\3 ) \\3 '
Incraasmg 2= 3 mg mlr@é&l—ﬁn mg/dL in 30 minutes

Increasing

Glu:u &}0@‘"9
Jﬁf 9\15@ L/min or 30-60 mg/dL in 30 minutes

Gl is steady
5‘{'-]9 increasing/decreasing >1 mg/dL/min

S

6“'

69&(\06 asing\ g\(\

Glucose is slowly falling
Decreasing 1-2 mg/dL/min or 30-60 mg/dL in 30 minutes

o\

O
t O
¢ O
- O Increasing or Dac[{ @9
s O
e

ol

\QQ%ecmasmg

Glucose is falling
Decreasing 2-3 mg/dL/min or 60-90 mg/dL in 30 minutes

Decreasing

Glucose is rapidly falling
Decreasing >3 mg/dL/min or >90 mg/dL in 30 minutes

System cannot calculate the velocity and direction of the glucose change

Aleppo G, J Endocr Soc, 2017
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Rate of change JORF/DirecNet  Pettus/Edelman Schemer \\\GP(ettus:‘EdeIman Protocol  Klonoff/Kerr Protocol
(mg/dl/min) 2008 Survey 2015'%*' zrﬁ§ 2017+ 2017
Rising 1-2 mg/dl/min T10% \(OCCurregnf\%Iu value (no 4) Current glu value+ 30  Current dose + | U
Rising 2-3 mg/dl/min T 20% {O% \(\'&wrent gluvalue +25 Current gluvalue+75  Current dose + [.5U
Rising >3 mg/dl/min T 20% 0 0%\@@ Current glu value + 50  Current glu value + 100  Current dose +2 U
Change <I mg/dl/min ?&
Fallng 12 mg/dmin @Q? Wi Current glu value (no 8) Current glu value-50  Current dose - | U

Falling 2-3 mg! \QGI“ % 40% lower  Current gluvalue-25  Current gluvalue-75  Current dose - 1.5 U
Falling 23 :‘mﬁ?@( v 20% 42% lower  Current glu value =50  Current glu value- 100  Current dose -2 U
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. . . . . . Og\
Considerazioni sui precedenti metodjs
. 0\ .
Aed\ ‘\.A\‘_\a‘\\
WA e
DirecNet Boli di correzione molto modesti. : 6’{6 ‘ 6\'\6@
500\ \d\\'
A\ O\ 6
N (e ”

Scheiner Method Approccio piu conserv&@xb\a‘le @mlezioni. Scheiner ha proposto modifica

del protocollo, &Sg@e?enc% Qhe’cn’quantité prefissata dei boli di correzione
f‘C e Q

-

A

O‘\@Q

O AN 0 \ g
In a%i{&@ a&go%bgl correzione, si raccomanda di assumere il pasto
Pettus - Edelman Q%@n g}é\& rva una variazione dell’andamento della glicemia > «waiting
\
(\)@QP‘\ ?{él@ nd»
6\6 \16(‘5\ pproccio con boli fissi sicuro per ipoglicemia se:
Q@‘ \ e FSI<67 mg/dL

IQ@n%‘ﬁ‘ é\]@ﬁf * TDD 1500: 22 Ul/day
Og,\’\\ AC « TDD 1960: 29 Ul/day

e




Trend Arrows | Correction | Insulin Dose Pazienti adul O\0(3
Receiver | App | Factor* (CF) | Adjustment (U) azlentl a Uajo'b\
<25 +4.5 e O
O 25-<50 +3.5 Insulin ad]urhmm: using tren @A‘ﬁau
LA 90-<75 2.5 e or etk e B a5
>75 +1.5 : +@Adjdstments using trend
<25 +3.9 Dto-standard care.
1 O 25-<50 +2.5 Const
50-<75 +1.5 \%n ou &éwmg a meal, avoid adjusting insulin dose
P | 275 +1.0 6 tren Refer to REPLACE-BG recommendations,
Fre-mea < +2 |n Flgure 4, for an approach to minimize hypo- and
O 25_2{550 j g d\) ycemia during this timeframe.
or ‘ 50-<75 6\ For frail or older adults, start conservatively to reduce
>75 hypoglycemia risk: ‘
>4-h rs <25 di us » Upward arrows: reduce dose increase by at least 50%
\" J %2 (e.g., +1.0 U may become +0.5 U or no insulin increase)
pOSt meal - O §3_<50 |1 @ : 3": » Downward arrows: increase dose reduction by least 50%
— i ustmen (e.g., -1.0 U may become -1.5 or -2.0 U)
} R '(\g\lﬂ ﬂdJUStmE"t For rapidly rising sensor glucose (2 UP arrows; # % ) at pre-
66\) 25 (\6 'f g meal, consider administering insulin 15-30 minutes before eating.
~ @ Jd 5-:?5 o :{} For rapidly falling sensor glucose (2 DOWN arrows; & )
,@ > >75 -0.5 » Pre-meal: consider administering insulin closer to the meal
(3 X (6 <25 35 » Near or lower than 150 mg/dL: consider holding pre-meal
Q @ 25-<50 '2'5 insulin dose until glucose trends have stabilized
\' . G J e Ly
05\ (\ 50-<75 -1.5 *Correction factor (CF) is in mg/dL and indicates glucose lowering
0\@9 \% S E;g :1 g per unit of rapid-acting insulin.
< N
25-<50 -3.5
| O 55

275 £l Aleppo G, J Endocr Soc 2017



From 2 to 4 hours post prandial

. a‘
H [ ia P ti \O\QQ’\
yperglycemia Prevention
Avoid correcting hyperglycemia for the first 2 hours Hypoglycemia Prevention “O\\QG
following a mealtime bolus to prevent insulin stacking. From2to4 hr | Trend Arrow EWM / Rééommandod
From 2 to 4 hr Trend Arrow Direction / Postprandial 2 MG'@‘\\
Postprandial Recommended Action ﬂ\efc{@,@\
150-250 :::::: Direction: ' o " Ne O\e\ . ’B«@l ?CGM in 30 min.
ma/dL » Consider taking a correction bolus using CF. 1&% dl..a NFow Direction: $ or $ P
g » Monitor for the next 2 hrs. 7%\ & | Action:
» Avoid additional correction doses for 2 hrs. | d\)\’& N > Re-check CGM in 15 min.
m—— (%
Arrow Direction: 4 or 4 O e © 2 A\ Arrow Direction: &% or §
Action: _ ' CJ (eg Action:
> gﬁ"ﬁ{:‘? W::htﬁnge'_'?g%‘-_ 20 p %\ Q » Consider taking 15 g fast-acting
» Check for ketones i is > carbohydrate.
» Take corrective insulin d Oﬂ Q\@\e » Re-check CGM in 20 min. If CGM reads
>250 mgde (MDI-treated and ins I Q\Q <70 mg/dL with arrows still trending
» If 2 UP after addltl down, confirm with fingerstick and take
Conﬁrm Near an additional 15 g fast-acting
Tak aé‘ twe insulin. carbohydrate.
?& site 100 rng,"dL » If CGM reading continues to drop or
li CGM level has not begun to rise as
{?‘(QQ _:_?' N PUTD) expected, confirm with fingerstick and re-
Consideratiwa eN check CGM every 15 min.
» Insuli use &ﬁgdld use established CF with the pump . "
og? lcul?&nch will account for insulin-on-board. Arrow Direction: .".'
-treated individuals that are not using a bolus calculator that Action:
takes insulin-on-board into consideration are generally » Follow instructions above but take
recommended to administer 50% of the calculated insulin dose 30 g of fast-acting carbohydrate.

during this tlmeframe to avoud hypoglycemla

_— Aleppo G, J Endocr Soc 2017



Trend Arrows | Correction Insulin Dose
Factor* (CF) | Adjustment (U)
<25 +4.0
25-<50 +3.0
50-<75 +2.0
75—=<125 +1.0
2125 +0.5
<25 +3.0
25-<50 +2.0
50-<75 +1.0
75—<125 +0.5
2125 No adjustment
<25 +2.0
25-<50 +1.0
Pre-meal 50-<75 +05
75-<125 No adjustment
or 2125 No adjusimt;qt(\
<25 Nl::- adj
>4-hrs 25-<50 lent
50—<75 jL.!Sl
2125 g@iiment
0
-1.0
7 muagg\o‘ 05
- No adjustment
. ewa 21 25 No adjustment
<25 -3.0
It . 25-<50 2.0
\ 50-<75 -1.0
QO% 75-<125 0.5
0\6 2125 No adjustment
<25 4.0
25—<50 -3.0
50-<75 2.0
75-<125 -1.0
2125 0.5

Pazienti pediatric{o\o@‘a

Note on insulin sensitivity with daﬁ{@kﬁq 'I\’%tages in
pediatric patients: We pmvu:le fivity ranges.

Notably, younger pat:ent sulin sensitive

(higher CF) and older @ less insulin sensitive
(lower CF). Typi @ﬁé u in sensitivity is an important
-::unsmeratuung@n . Duthers may exist in any group.

Wlarhm&d (ages 2-6). often use CF 2125

?ﬁb die-Childhood (ages 7-12): greatest variability
d

nung Adulthood (ages 13-22): often use CF
ur{EE

Considerations when adjusting for trend arrows:
If sensor glucose is rapidly rising (2 UP arrows; # 4 ) at pre-meal,
consider administering insulin 15-30 minutes before eating.

If sensor glucose is rapidly falling (2 DOWN arrows; ## ) at pre-
meal, consider administering insulin closer to the meal.

At bedtime, adjustments may be considered; however, use
caution when adding insulin at that time. Suggest a bedtime
target of 130 mg/dL with FLAT (=) or ANGLE UP (#) arrow.

Approach does not require insulin on board to be set to 3 hours.

Laffel LM, J Endocr Soc 2017
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\O
(VO KV
Time in Range — TIR \9\\‘3 é\d\
(70-180 mg/dL) . \:6\ \'\@@
O\© ,d\\a
SO~ o)
\)\! {\\\E
Oed 559
(Gga
O 5\Q
Ipogllcemlad_V\llo (\ \S Iperglicemia | Livello
54.- (\g\ 180-250 mg/dL
Ipogllcemla\?L(‘y@ﬂo 0(\6 Iperglicemia Il Livello
<54b(& c{la\xe >250 mg/dL

S .
0\0\30 ot International Consensus on Use of
Continuous Glucose Monitoring

Diabetes Care 2017;40:1631-1640 | https://doi.org/10.2337/dc17-1600



AR\
Table 2—Standardized CGM metrics for clinical care: 2019 600 c,\d\\'
1. Number of days CGM worn (recommend 14 days) (42,43) \\O =
2. Percentage of time CGM is active (recommend 70% of Type 1% & 6 ‘Type’r E:-;;':; Pr-e}f,::r;cy: Ges;:ff::,':’-’};pe 2
data from 14 days) (41,42) 6“ C) Diabetes DiabetesT Diabetes$
3. Mean glucose >250gi6 %) 5250 mgldL oroet Torget >140 mg/dL
g & (13.9 mmolL) <10% (7.8 mmolL)
4. Glucose management indicator (GMI) (75) ( O >180 m/d g‘a e (;184?n mgﬁL} <25%
5. Glycemic variability (%CV) target <36% (90)*  The sD divided by the mean O 10[’va >180 mgfdl <50%*
6. Time above range (TAR): % of readings and time >250 mg/dL \'S %\ (100 mmolty
(>13.9 mmol/L) O ? evel 2 6\13 ggﬁff;;f;ﬁ

7.Time above range (TAR): % of readings and time 181-250 mg/dL ® % ;;E?DR;SE;L:

Clinical Targets for Continuous
Glucose Monitoring Data
Interpretation: Recommendations
From the International Consensus
on Time in Range

(10.1-13.9 mmol/L)

8.Time in range (TIR): % of readings and time 70-180 mg/60
(3.9-10.0 mmol/L)

9. Time belowrange (TBR): % of readings and ti
(3.0-3.8 mmol/L)

10.Time below range (TBR) %0
(<3.0 mmol/L)

Use of Ambulatory,

;3 1@; and ti

e Proﬁi((»&i&) for CGM report

§ L |
(3.9-10.0 mmoi) Target Range:

70-180 mg/dL
(3.9-10.0 mmollL)

In range

‘ m “e‘ <70 mgldL (3.9 mmollL <a%”
% mgfdL. (3.9 mmolL) 7o 70 mg/dL (3.9 mmollL) <1%

Level 1 <54 mg/dL (3.0 mmol/L) <1%

Target Range:
63-140 mg/dL
(3.5-7.8 mmol/L)

<63 mg/dL (3.5 mmol/L)
<54 mgfdL (3.0 mmol/L)

g/d L u For age <25 yr., if the A1C goal is 7.5%, then set TIR target to approximately 60%. (See Clinical Applications of

Leve' 2 + Percentages of time in ranges are based on limited evidence. More research is needed.

CV, coe
additiona

\Manatlon \(Some studies suggest that lower %CV targets (<33%) provide
rotection against hypoglycemia for those receiving insulin or sulfonylureas (45,90,91).

* Includes percentage of values >250 mg/dL (13.9 mmol/L).
**Includes percentage of values <54 mg/dL (3.0 mmal/L).

Time in Ranges section in the text for additional information regarding target goal setting in pediatric management.)

§ Percentages of time in ranges have not been included because there is very limited evidence in this area. More
research is needed. Please see Pregnancy section in text for more considerations on targets for these groups.

(3.5-7.8 mmoliL)
>70%

<4%"* <63 mg/dL (3.5 mmol/L)
<1% <54 mg/dL (3.0 mmol/L})

Battelino T,

Diabetes Care, 2019
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60% - 58% Validation of Time in R@@g@eaas an

Outcome Measure\\ﬁ»?“@,@%etes
6\'6 \&

Clinical Trlalgoo N\

40% - 37% . \%
° 2 35% d\)\'@@ (\\‘e(

: G
\&\\\?’Q(\o%“@;fﬂ 10-<20% 20-<30% 30-<40% 40-<50% 50-<60% 60-<70%  270%
0\6905 ootV N=26 N=124 N=234 N=271 N=319 N=300 N=125  N=41
Percent Time in Range (70-180 mg/dL)

Beck RW, Diabetes Care 2018



requency of Microalbuminuria

60% -
50% -

40% -

O\OQ\

Validation of Time in Ra&qgﬂg\as an
Outcome Measure fw‘%bﬂ%‘)etes

\%
Clinical Trlals 500\ 6\6\"@
(6

27%

\ceﬂ%e. 10-<20% 20-<30% 30-<40% 40-<50% 50-<60% 60-<70% 270%
N=22 N=110 N=206 N=242 N=291 N=261 N=114 N=37

Percent Time in Range (70-180 mg/dL)
Beck RW, Diabetes Care 2018



Glucose management indicator - GMI

r . . \'O\OQ\
E la «vecchia» HbAlc stimata ‘6\06
SO
A
Quest’ultima nomenclatura poteva generare confusione a causa della dlf &% @\ﬁﬁ}orl tra la
stima del CGM e la determinazione di laboratorio. ,@\ 7\
(‘,\6 \6\\
c0 c)\

GMI esprime approssimativamente il livello di emoglobina g&‘ga@)a\%ulgtaagé di 14 giornio piudi CGM
A differenza dell’HbA1c di laboratorio, GMI~ O © gad

e Non risente della durata della vita dei Wssm\ ©

* Non risente delle emoglobinopa \O S

e GMI e calcolata su glucosio mteg?géle n\@@% ogni 1-5 minuti

Basandosi sui dati ég%\/éga‘gessere utile per individuare il target di HbA1c per quel paziente e
per apportare % u ifiche terapeutiche



HbAlc «stimata» o GMI? (glucose
managementindicator)

An international consensus group
recently included the eA1C inits list of
core CGM metrics recommended for OOG:: Xe2e
. . £\ QL%

inclusion in all standard CGM rep% e B v )

Danne et al; Diabetes Care 20&/4D; - L
9949099 OP\@ e 0(\g Gl e O e 6;6 /I 43
a2~ o

Figure 1—Plot of CGM-measured mean glu-

cose concentration ws. central laboratory— mg/dL
measured A1C used to compute the formula A1C stimato Glicernia media
to estimate GMI, combining data from four (CGEM)
0 ) —_ D nN)o randomized trials using the Dexcom G4 sen-
GMI (A) \S‘BJ' + O.‘JL-\)92 sor with 505 software (N = 528) described in

the Supplementary Data. The shaded area
represents the 95% Cl of the regression line.
The regression equation to compute GMI (3 =
3.31 +0.02392 X [mean glucose in mg/dL] or
GMI [mmolfmol) = 12.71 + 4. 70587 X [mean
gluoose in mmol/L. A calulator to compute
GMI is available at www jaeborfemi and
wiwiw AGPreport. orgfagp/links.

X(mean glucose inmg/dl)




Commentary

Critical Reappraisal of the Time-in-Range:
Alternative or Useful Addition
to Glycated Hemoglobin?

L Hoimerane, Ph0/0, Guide Fredaarn, HOO, O
2 QRS
‘a‘(\?}‘(\ \(\)\t\‘a
HbAlc o WO
Measurement methods Many (also many labs) 600\ s@h’%%ber of CGM systems
Reference method available Yes \> o No
. . 7\ XS

Standardized quality control Yes \)\6 (\\‘G No
Affected by physiological/pathological factors like Yﬁ@d d\ 50 No

anemia, hemoglobinopathies, iron deficiency, O D

age, gender, and ethnic group GCJ (Gg
Measurement method/CGM system has an impact ?\"O \@ 6\ %s Yes
Reflects acute glucose swings \O \(\@ No Yes
Reflects glycemic variability OP\@ 0(\9 No Yes
Reflects long-term glucose control d@ O(\e Yes No (depending on the duration of analysis)
Reflects low/high glucose valu 5\ No No (limited)®
Focuses on rapid chan @a‘ft?atm\& No Yes
Focuses on long- chew@&ontrol Yes No

Qual ity con@ﬁ -B.Q{Q Yes No

ﬁ( me@.@e ent High Moderate
Evi

nce for endpoints Strong Weak
Acceptance by regulatory agencies High Low
Knowledge at health care insurance companies High Low




Ambulatory Glucose Profile (AGP) - 2013 jo9®

Glugcose

. O\

.. . @6\? \\ .
* Un’istantanea \,&w@l\\/@g\@@la giornata
tipo dﬁeéd\e\ﬁ\%@é\ﬁ e, mostra gli

ST T T - andagye ‘iia"‘*‘% ipoglicemici ed
éﬂ‘é\?gg@é‘%\ici facilitando I'educazione
0@ “del®baziente e I'individuazione della
s P ke
W g Y terapia.
0¥ @ . X .
p?*\ L) e || grafico dellAGP e costruito sulla
(yao‘ © . .. )
- P \,e<‘5\0' base delle registrazioni dei dati del
Q@Qae(e\’& glucosio relative a 14 giorni e rivela
Oé\’{\\‘ ((\03\‘ gli andamenti ed i profili del glucosio
S di un paziente.



Ambulatory Glucose Profile (AGP) - 0 QQ@OQ\
0 o

W
6\
* |l grafico AGP contiene 5 curve: prmrSETETEIEIIIND

1 Curva Mediana (50°percentile): mostra il 350
valore mediano per ogni punto temporale.

2. Curve 25°e 75°Percentile: definiscono il
Range Interquartile (IQR). L'IQR indica
I'ampiezza del 50% dei valori di glucosio
giornaliero, notturno e post-prandiale.

mgm

75%

3. Lecurve del 10°e 90°percentile: le due 1§u
curve ai lati dell'lQR, mostrano I’escursm&? @\
glicemica (10% di tutti i valori di gluc O(

bassi del 10°percentile e il 10% p'@@ti el O(\ E
|

50%

90% percentile). Nelle versigii@iu rg& 70 - — . PETA
vengono rappresentatd@"Q 95\@ entile. S4fe e !.5%
4. lavariabilita Q&caén Qéuando i valori | - _ e _ ]|
ente dIfoSI lg?arn ‘ ; 3 -‘;m- 1 1 & ;rn 1 I 9 i;rn 1 r 1.21pm 1 -‘ 3 ;rn -‘ 1 & ;H"‘I 1 -' 9 I;ﬂ'l f 1 12.3”"

deI gluc%(b,
q% ve del 5-10°e 90-
r

centil che coprono un’ampia area.



Ambulatory Glucose Profile (AGP) - 2013 \03®"

\o°
¥ ot
e 'analisi dei dati dellAGP fornisce wuna vision \a’\‘}?I \d\\@ mpleta

dell’'andamento glicemico, valutando la variabilita \g)\mé\@\m@e mostrando
i pattern glicemici 6\\@60 3 5°

e Cio determina un maggior comvolglmgdgﬂb dgd“ﬁamente nel comprendere
I'effetto sulla glicemia del suo sfclJI@Qj Q\(g?e ‘delle sue abitudini.

e Determina una dISCUSS\@ﬁg\@ﬁ@ una maggiore interazione medico-
paziente o ot

2 (\3
@(3&6 o \19(6\0
el e\a
PSR-
Oé\\\\\a( 3
. Q ? S
QW



w

0 0N O

O-steps approach to AGP

\D-
. Controllare che ci siano dati sufficienti per prendere decisioni ,\0\0g
. L . \06
terapeutiche (14 giorni idealmente, almeno 10 giorni); 0\6
Stampare una copia cartacea di AGP ed annotare: ,\
e Qrario del risveg“O e dei pasti EITBETE;S';ECHN&ﬁ'@%W 6\6
e Orario in cui somministra la terapia %{@3%1'“ \'\6\\6
e QOrario dell’eventuale esercizio fisico; \o S0 ‘36\
Chiedere al paZiente come interprEta il grafico; d\)\"a@\ \\‘G EMERGINGDJGJTM HEALTH TECHNOLOGIES IN DIABETES

Valutare pattern ipoglicemici:
e Selalinea del 5-10° percent”e ragg|unge |6®&/&Q@a utare UtlllZIﬂg the Ambulatory Glucose Profile to Standardize

eventuale correzione; Q 6\ and Implement Continuous Glucose Monitoring
e Selalineadel 25° percentlleé@@nge\ g/dL, correzione M Clinical Practice
immediata; 0(\ Mary L. Johnson, BS, RN, CDE, Thomas W. Martens, MD;* Amy B. Criego, MD, MS;
Valutare pattern |pe rg| | O(\e Anders L. Carlson, MD;" Gregg D. Simonson, PhD; and Richard M. Bergenstal, MD'

e Valutare qua ?S fga\g‘mentlcato la terapia

e Valutar e(b@ntt@@‘gétterns differenti nel fine settimana
VaIutaggz‘é iep%a delle aree blu ed azzurre (variabilita glicemica);
C@\ﬂ%nto &on altri parametri del CGM:;
Modificare terapia;
Conservare una copia delll/AGP in cartella;



Alc stimata7,2 % 0 9Dmmol/mol

g Glucosio ‘
\O*
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Confranto percentile

Z

25-T5%

] 0-90%

AGP

| Andamenti ipoglicemici (1)

12,0

18:09- 21:20
(6 valte)

TIR
(>70%)

Tempo in target

®

4%

Uscita mod. Automatica

* Impostazion microinfusane pil recend

Massuna calibraziona

Nessun valore sensore

Fine sensore
Modalita Automatica
disattivata dallutente
Allarmi

Microinfusore sospeso
dallutenie

Maodalita Automatica in
atlesa

Causa non identificata

womcaire KO
=507 o

Statistiche

®

Modalita Auto (settimana) 94% (6g 13h) 55% (3g 20h)
Modalith manuale (settimana) 6% (11h) 45% (3g 04h)
Uso sensore (settimana) 94% (6g 14h) 55% (3g 20h)
Media glucosio sensone £ DS 152 £ 49 mg/dl 153 £ 46 mg/dl
Stima A1C 6,9% 7,0%
Media glicemia 159 £ 77 mgidi 159 + 52 mg/dl
Glicemia / Calibrazione (al gioma) 6,1/34 57123
Dose totale giornaliera (al gioma) 33 unita 30 unita
Insulina tramite bolo (al giorno) 14U (42%) 15U (50%)
Insul. Basale Auto/Basale (al giorno) 19U (58%) 15U (50%)
Sostituzione set Ognl 4,0 glorni Ognl 4.3 glomi
Sostituzione serbatoio Ogni 4,0 giorni Ogni 4.3 glormi
Pasto (al giomo) 41 42
Carboidrati immessi (al giomao) 144t 24 g 133t28 g

. Tempo insulina attiva 3:00 ore 3:00 ore

70%




CURING

€ genl2, 2020 -gen 18,2020 = # PR \ea<attings

<64 54-70 TO-18O 180-260 =250 mg/dL
by

Avg. Glucose (CGM) © mg/dL
® 158

Sensor Usaga'@ 95+

)
)

GMI (CGM) @

50

cv (CGM) © 31% ]

{Std Deviation [CGM',II 108-207)@  mgal

Refresh 0100% of Readings B80% of Readings 50% of Readings Median



Basics Daily BGlLog Trends sab, gen 11,2020 =+ »#l & Print 23\ \=aZéttings

[12 pm 3 pm 6 pm | 9 pm
O

Blood Glucose mg/dL

&h 36m 36«

15h 25m 64
250 -
180 :’_,.- \W’P—\ » -
'.' Om 0%
0 O S g@ <64 54-70 70-180 180-250 »250 mg/dL
GO \J (G Y
Bolus U & Carbohydrates g ?\’(O e 6\ Q d Avg. Glucose (CGM) o] mg/dL

A s k ® 162 |
10- 0 P‘®2 O(\g\(\m .

Total Insulin { s61u) @

25
R 2 o1 & —
Basal Rates U/hr o(a \]6 i Jaliveie 67
Basal fﬂulus
[ Total Carbs @ 2529 ]
a Std. Deviation (CGM) (126-197 1T mg/lL

| =1 35

JDRF: o

owaeres. | cv(caM)©




Journal of Diabetes 2010 194202

B
Many patients with Type 1 diabetes estimate their prandiale\o\og\

insulin need inappropriately ‘ O\'a\o &
o\ ‘\6'\
o X
N\ O
.2 S\
331 patients with Type 1 diabetes (mean diabetes dur&tgﬁ 2 é{{\@@(ears)
SO o
(23

e A\
Conclusions: A total of 64% ol pd[l&ﬂ[%&@lﬁl&l@é‘ﬂlelr prandial msulin

need nappropriately, suggestingoklg% %%igﬁ%n of the optimal prandial
insulin dose is not easy, e%e\r(@‘t:e\re &®F duration of diabetes.
. 00

o of W POST-PRANDIALE

20 7 N\
‘\
15 \O
10§—
s
200 o |
1) IPO NORMO IPER



Il paziente torna in visita 7 giorni dopo aver iniziato terapia con microinfusore.

Si valuta, quindi, 'andamento glicemico durante attivita sportiva. O\og\‘a‘
: \oé\
. ()\6 \s\
Ipoglicemia correlata ad un 06\ '\0\\6‘
errore nel calcolo dei CHO e \\,‘3\\6(\ é\d\
conseguentemente del bolo . X \O
Oc,\e\ ‘d‘\\ﬁ\\
S S\
Colarion Pyan \\6 6 Cana
Glicamia |0 asa \aa . e‘e
QW g (N

e?
‘\‘QQ( 6\‘ Sospensione automatica della La sospensione
Qog\\\?e( \C infusione insulinica durante la lezione automatica riduce la
0‘\6 di Karate rapidita di discesa della
(il paziente indossa il microinfusore glicemia.
durante le lezioni con i bambini)




=t

. Non esegue bolo a colazione
. Non interpreta bene le frecce di tendenza (rapida
ascesa sicuramente indicata in RT dalle frecce)

. Non interviene all'allarme ipo

Statistiche sz 25 - 1102
Evento di bolo 1 2 3 \¢
2 3 ~ -\f'\ l g D £ Glicemia media (mgidl) 191 183 274
Orgmy \4)\ 1048 17 22 017 2318 2318 2319 — T 1
Valori glicemia EH 70! 3.8/giomol
Ttnﬂnh Nu:ﬁ MNommiale | Normale = Morrrale = |
Valori superiori al target -4 TE% 51, T3%
Bolo normal AN oY 0\2\ 80 18 23 03 - I |
A _ |
- : ke ( %\ _ B _ B B _ Valori inferion al target 0f% 4: 6%
foﬁm ialiat (‘M‘ N 35 8.0 _ a1 _ 03 Glic. sens. media (mgi'dl) 202 +79 174 64
s ) 07 Z 02 03 == AUCmedia> 140 (mgid) 887!  1d0h| 431) 13den
- : H |
f?) N Cat (g ] _ &3 _ =5 _ N _ AUCmeda<T0(mgidl) 00! 1d0h| D01, 13den
et
e\m calcolo carb (gill) 120 1210 = 120 12,0 120 120
Carboidrati giomnalieri {g) g8 120 £ 89
Bolo prandiale (U} = 52 = 20 _ . .
- Carbfinsulinabolo (gly) 60! 47!
Glicemia (mgidl) - 5% 72 - 180 130 144 160 ! !
Imp. targ glicemico (mgid]) 110 110 - 110 110 110 110 InsLiinag'amdieralee{m P 3250
Impost. sensibilita insulina T 1
(moid o U) 70 70 - ] 70 70 70 Basale giomaliera (1) 24] ore| 2] oy
Bolo comettive U} 35 23 = 1.0 02 D4 07 Bolo giomnaliero (U} 147! ar%| 200 %)
Insulina attiva (U} = 15 = 0@ 04 D4 04 HEammreni _ TH YT
)
. Tract. sens. @ Valore glic. oav Glic. glue. = Basale Bolo I Sospeso ) Modifica ora W Attivita fisica H8 Awiso glicemia
. Interruz. & Fuori graf - Giic. calibraz. o Basale temp 14 Ricarica micro F Sospensions Il Insulina iniettata (U} B airo 4 Alarme

glic. bassa




Venerdi 17/01 Crose fot giorn. 3%,8u Tot basale 37% | 14,6u Tot bolo 63% | 25.2u

gaio U] (T ﬁ @ ﬁ ﬁ 600

] T . |
Carls gl “ ﬂ ﬂ @d\)d\ @(\

Tempo in aegel

Pl
Nt
Domenica 19/01 Q\J . Q(m giom. 38.4u Tot basale 42% | 16,2u Tot bolo 58% | 22.2u
6\ i L]

OB, ¥ 1A\ a8 A
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La percezione del paziente

100% - 929
> 0
2 80% - ' 74%
=
=
% 60% -
4 7
£ o - @ .
o ad\ QUALCHEVOLTA
= 20% A UTILE
) 6%
@) 2% \
Arrows Showing the w‘ Ié’ﬁ(\ Falling or Rising Using Sensor
Direction of Chax;\gg d@ Glucose Alarms  Values for Insulin UTILE

\\ Dosage

oS0
| pazienti glu% i€ " dati osservabili in real time:
L andame Il@d?l%ce di tendenza e gli allarmi. Montoring Among Participants in Seis ot

@6@/0 utff ?za | dati real time per il dosaggio the T1D Exchange Clinic Registry o vs soegema’
Digbetes Care 2014;37:2702-2709 | DOI: 10.2337/dc14-0303 Stephanie N. DuBose,” Kellee M. Miller,

d e I I | n S U I | n a Roy W. Beck,” and Saleh Adi,” for the TID

Exchange Clinic Network®

Real-Time Continuous Glucose =~ frieg Wer ek C foter”

David M. Maahs,” Dan .fh:aghn‘]c:|rl.r.J



. . NG
La percezione del paziente @9
6\0\6 X
\0\
e Studio qualitativo in cui 10 soggetti adulti con DMT1 é\‘l@\(\ %\otto osti
ad interviste semistrutturate dopo un periodo g@ﬁz @\’@l settlmane di

un app per il monitoraggio della glicemia 6\\0 (32\

e La app veniva percepita come un «emd;n@)b gﬁé‘\{ool» per la gestione del
diabete mellito, per mettere m&é@ ?tré(g le di miglioramento del
compenso e per discutere

e La app veniva perc ﬁf@@)m@\ﬁn »supporto psicologico» contro la
incertezza dell argba gllcemlco e la paura per le oscillazioni delle

licemia \%
g B0

. 60% IQ§0 etti si dimostravano ancora riluttanti nel valutare i dati
o8
?J t¥i e preferivano valutare le frecce di tendenza e il valore attuale
0\ 3

cosio per prendere decisioni terapeutiche



Patients’ and caregivers’ experiences of using continuous glucose ‘
monitoring to support diabetes self-management: qualitative study S O
Lawton et al. BMC Endocrine Disorders (2018) 18:12

d\)\,@ G{\\\G(e
However, while participant%eéﬁ &ssed confidence making

immediate adjustment‘%@&\zi@@ﬁlm and lifestyle to address
impending hypog@@%@i@\‘?ﬂd hypoglycaemia, most described
needing ar%gg\oé%gée?ing health professionals to interpret
historjcg«lﬁe@@ltﬂ\adata and determine changes to background
. W€ W@ . .

@g@ﬁ\pd&es and mealtime ratios




Educazione del paziente

‘6\06&0\
e La gestione dello strumento (inserzione, calibrazione ecc) 6\0\ o\
. e o PR S aA\Ce
* Osservazione frequente dei dati disponibili &‘a\\a(\ é\d\\
e Elementi da considerare: carboidrati, insulina, esercizio fisico, str%s\é(a\‘\a\\a@
* Interpretazione delle frecce di tendenza \‘360 65‘,\6\
e Impostazione degli allarmi d\)&@@\{\\‘eﬂe
* Significato dei dati statistici e c© &\ 0
 Significato dell’insulina attiva GQO (@Qa

 Quando e necessario confermare @{5 o8 @I\c%mia capillare
 Come e perché attuare anc@\@ﬁchg(cg\(&aati

* Educare il paziente a ipserire '@)ﬁ%ggior numero possibile di informazioni nel corso del «real
time» (6’\6 \\6‘6\

e |nvitare il @g@ S(gééricare e osservare i dati a casa

. Ana%'\g;zé@e &Nnsieme in occasione dell'incontro ambulatoriale

d\aﬂgora@%‘re il contatto «in remoto»: la telemedicina



La Telemedicina nella gestione della -
persona con diabete )

O ottimizzazione delle risorse

O miglioramento dei processi di cura e de%q)q‘@%?i@{a\\a

dell’assistenza sanitaria N 665
ARG

Cy 3 e N . .

d riduzione del numero delle 8559 thf‘azmnl e degli accessi

al pronto soccorso cO e
P »(OO oo

a riduzione dg&g@igiit\a\ep}eecialistiche ambulatoriali
o)
d riduijgb’éggj\@@rni di lavoro persi (dal familiare, etc)
el

CAlPR
Rl difBete, feed-back in tempo reale sull’autocontrollo

2
] (\gﬁ%emico

Galetta M per il gruppo di studio AMD-SID Tecnologia e diabete. Il giornale di AMD 2010; 13: 153-158



Analigi 2u 24 ore — Sensore, insulina e impostazioni \Og\

& cme Celagane Pmanze Cena ) O\‘O
¥ \'\@c‘ ia | 105 £ 36mg'dl
. ‘a(\'a AN OMMC stimata | 543
. \\:a\\ 6 il'aluriglineniagluc 4,2 al giomao
: P, V- AN
................... s mma PR T ““‘“-~-~~ﬂm:ﬁ_;,j_,:;_;L._h_.;-,-..__.;:--_-"--'-i-f--,%gg\.;e; é\c)\’\a\
F 0 2 4 & 8 - 10 . 1; 14 18 - 1; — 06\\6 (éan
15 6\)\»‘8 {\qe 22,5
% 12 Oe . 60 18
s e ~ACET @R 4
B o = < =AW 0
B Veiocts basae Baio di insulina O ?\\ ‘ 6\6
Q¥ ob
o o 0
AT\

PG oS
Diabete tipo 1 gravidan(ze@éﬂnelme\‘ﬂ settimana di gravidanza , esempio di controllo a distanza in underserved area
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180 6\0\6‘ a:\\'
N ‘ \,a(@ ‘\d\\a\\
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Numero di giorni analizzati (almeno 10-14 giorni)
Tempo di utilizzo del sensore (almeno > 70 %)

% Tempo in range (70-180 mg/dl) (idealmente >70 %)
% Tempo trascorso > 180, > 250, > 300 mg/d|
Variabilita glicemica (SD o CV) (idealmente < 36 %)

Rapgrgsentazione grafica del glucosic per giori sovrapposti,
con

% Tempo in ipoglicemia < 70, <54 img/dl (idealmente <4 %)
Valore medio digiucosio

Emoglotina glicata calcolata (GMI)

LBGE, HBCI

AACE consensus statement 2016




Sospensione della terapia insulinica \@\'\

-

Inappropriato dosaggio di insulina sommi %gd@a

ni
Disturbi alimentari S 2\\\? \\e‘e °

: L ) A\ -
Tentativo di evitare 'aumento pofh e@;afé’ legato al miglioramento

. g@
del compenso metabo[{@()o 9;\9‘6

Paura dell’i li iai i
pog |&3@ﬁy\$§éﬁ’cemla inavvertita
Malfunzio%ag@ebﬁag@l@‘ microinfusore

. o) .. : . .
Pro gﬁ?t\lgh@‘ legate alla somministrazione di insulina
ﬂlﬁ i ione dell’ago, non rotazione dei siti, lipodistrofia)



Percentile comparison
4041,

Il paziente...... I

25-T5%

~C

. \ E
L] J’J -

Non sono abbastanza

| Hypoglycemic patterns (5)**

R

18:36- 18:21
{2 oocumencas)

®

soddisfatto, vorrei un TIR di @‘
almeno il 90%...

21:41- 2348
{2 occasTences)

o
a5

16% OO ‘m'“ﬁmm
oW o Bt
% \O . '\(\6 ﬁmmmhdelm
oM P
Rl
(GQ e\ s Ee
. Qe( : Auto Mode disabled by user
we® e -
05 e( ( 2 Pump Suspend by user
()'\09 % R et tEme

SoB
o\ %@

L] L]
[ ) [=] (=] (=] (=] (=] (=] == (=] (=] (=] (=] (=] (=]

N

G‘O

\© gt OV
6 + :%'}c pattems {0)

Hione
Statistics (=)
6 Auto Mogs (per week) 46% (3d 04h)
Manual Mode (per week) 4% (3d 20h)

Semnsor Wear (per week)
Average 5G £ 50
Estimated A1C

B9% (&d 05h)
138 + 40 mgidL
6.4%

O Average BG
BG / Calibration (per day)

0

w

133 £+ 48 mgidL

73132
Total dady dose (per day) 49 units
Bolus amount (per day) 320 [65%)
Autc Basal ! Basal amount (per day) 17U (35%) -
Set Change Every 3.0 days -
Reservor Change Every 3.0 days -
Meal (per day) 3.8 -
Carbs entered (per day) 14313 g -
Active Insulin time 4:00 hrs -



NIGHTSCOUT
7 #WeAreNotWaiifing

. 0\6 X
R
Progetto open-source «fai-da-te», sviluppato a partire dal 2013 d%\&gﬂ?t%@t@ ambini con
DMT1 ed implementato successivamente da volontari. ‘é{a\’? NG

\6500\95\6\\
Fornisce la visualizzazione dei dati per OpenAPSd\)&@?/‘ {\\‘eﬂe
. eC
e @ &
«Costituisce una rivoluzione perché %@Sﬁ%@@% top-bottom tradizionale si passa ad un
modello assistenziale bottom-t@?&\(\eg{%sproccio e guidato dal paziente e non dal medico.

La rivoluzione tecnologicag@@pg@%@autonomia del paziente, che a volte non richiede piu

I"assistenza del perg&@a‘l%\%qg‘i@g\rio».
(o)
‘\\@Q“zﬁwﬁent-Designed Do-It-Yourself Mobile Technol-

0% oet for Diab
oot °¢ ogy System for Diabetes

Promise and Challenges for a New Era in Medicine

JAMA  April12, 2016 Volume 315, Number 14

The Nightscout Project




Investigational Device Exemptions . 6\0\"’\\
(IDEs) for Early Feasibility b\,\a\\a;‘@é\@\\'b
Medical Device Clinical Stu?gg@egg‘é\d«o\\\
Including Certain First &ggaﬁ}mﬁm
(FIH) %téﬁiifgg’bd\s

o e
Guidance §ot i@tﬁlstr}’ and Food
S * * . * 4
an%\m&g\qﬁ&mmlstl ation Staftt

\



parch ~ h International

Guardlan

0 ’c)
3(\ 6\6\
EXpEl‘ienCe: I built my own pancreas Medlcm Ig}?}j]{&’(b\ % 1S Insuhn
Having a computer make ftdmstmentwhllel%leeplsfarsafer PI‘O@@%D &Cﬁer S Solved It
than trying groggily to make decisions in the early hours us@ %ng with type 1 diabetes who got tired of waiting”
OCJO (Gg
(O 5\Q
oSO
\O \(\6
?\ o O
BAMJ 202036B:m102 DI 136/ I'@E blished 14 Januarny 2020) Fage 1 of 3
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MEDICAL DEVICES

Could implanted medical devices be hacked?
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Insulina Basale Totale: 28.7 '\0\

Totale giornaliere d'insuli ¥

Tatal prgreln\\'

.

Insulina Bolo 258U
Insulina Basale: 287U
Insuling basale temp posithva: 163U
Insulina basale Temp negativa: -8.00

Insulina Basale Totale: 37.0U
Tatale giornaliers d'insulina; 2.8
Total carbs: 0g
Total protein: 0g
Total fat: 0g

0

\
Total carbs: 6\‘\6 @?%\d\\@



A Patient-Designed Do-It-Yourself Mobile Technol-

ogy System for Diabetes O (5B R
Promise and Challenges for a New Era in Medicine (\ad‘?,:;‘\\)’b:“
e Should patients even be doing this type of actlvltya“‘ga@@%\d\
e |s distributing the code dangerous? e\\\ 520 =S
* Should the code be regulated by th@@b@%c“\‘e
e Should the FDA shut dochgh;@(B@@@@ook group?
e How might the cur care delivery system integrate patients
and caregivers r@@? mto the design of health systems, tools, and
tech nzlsg{)\‘e(e\@
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