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Monitoraggio glicemico domiciliare
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D Bt Nuovi indicatori di compenso glicemico
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FRECCE DI SR
TENDENZA TIME IN RANGE Glug.%\%\'@g%\ ‘ %nt Indicator
<\ o\

A (Y
600\6\ (\\’\,6\\6 mmm % e T3IMmalimol
Indication @ & \‘;rurruﬂ&dul gnha\ _——

Constant: Glucose i3 sleady = nol increasing/decraasing ‘ ! ! |
e ‘/—\ﬁ\/\ =

more than 1 md/dL per minute

/ Slowly Rising: Glucose is rising 1-2 mgidL per minute

Dl 10* ol HO° prascantla
I Rising: Glucose is rising 2-3 mg/dL per minute
12mrm B 1ZFpm B 12am
l‘ I Rapidly Rising: Glucose is rising more than 3 mgfdl per
e 2 Stastiche ®
9\33( 6 Modalita Auto (seftimana) 99Y, (6g 22)
\ Slowly Falling: Glucose 'Eﬂ"g@& ';' ("; ‘ Modalith manuale (settimana) 1% (02h}
Q%:&\ 6‘{ (\ Uso sensore (zettimana) 41% (29 20h)
l Fl'“ﬂé{@@ eiling 2:3 mgRAL per minule B 7,9 % Al di sotto del target (< 75 mg/dL) Med] -
=3 77,5 % Entro il target (75 - 180 mg/dL) _— Stima A1C 1% -
Rapidly Falling: Glucose is falling more than 3 mg/dL e
8 14,7 % Al di sopra del target (> 180 ma/d) = /\ Medi giceria 175 4 65 gl
per minute g
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Nuovi obiettivi terapeutici
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26 Feb 2019-10 Mar 2019 13 days

% Time CGM is Active 99.9% ’—‘j Very Highozsmye) 20% dn e \\ \\'0 )

Glucose Ranges Targets [% ol Roadings (TmeDay)] . | \\’a

:.?.: x"ﬁ; :3 180m|}ML - f:?f.:.m,.:‘ .,::’;‘ nuzh 48min) High ss1-250mgia) ... 23% (5h 31min) s ) Older/High-Risk: \6 @ cy: Pregnancy:

m.‘:-immWL Less than 1% (14man) w0 T'?I'-‘ﬂ WF“ w 1& m" 2 ® e 6 Gestational & Tﬂn 2
mgdL Less than 25% (6h) Diabetes \ \\

ADHVE 250 MGHL..vr LESS TN 5% (1 12min) Target Range ro-1womoat) . 47% (11h 17ming Diabetes 6 Diabetest Dlahﬂhl’

Each 5% increase in bme in range (70-180 mayL) is cinically benaficial Target %Q d Target

Average Glucose 173 mg/dL n LW (40 o A% (Bl >250 mg/dL <5%, >250 mgldL % >140 mg/dL

2::::; c::::;:;nt Indicator (GMI) ::?% very I.Dw"::mulz % :‘h i) (13.9 mmoliL) (13.9 mmol a\\6 <10% 6 (7.8 mmoliL)

Defined as percant coafficient of variation (Y%CV); target S36%

AMBULATORY GLUCOSE PROFILE (AGP)

>140 mgldL
[1;1:g1$:{d.'l.l-} <25%’ %\)\‘ \\‘ ‘ (7.8 mmaliL) <25%
' 0@1 mgid O‘
$\ e (100 m$ <50%"

AMBULATORY GLUCOSE PROFILE (AGP)

AGP is 8 summary of ghecose values from the report period, with madian (50%) and other percentiles shown as if ocourring in a single day.

%0,

Gga Target Range:

. oN 63-140 mgldL

Tarﬂel %‘} Q Target Range: (3.5-7.8 mmollL)
63-140 mg/dL >70%

QPQ mul.l‘Lb Trget Range (3.5-7.8 mmollL)

{3.9-10.0 mmeliL)

.'\O

o - — — \"a 0 \‘G( 'Ddu mgidL (3.9 mmaliL) <4%"" <70 madL. (3.9 mmaliL <63 mg/dL (3.5 mmollL) 4% <63 mp/dL (3.5 mmoliL)
12 am 3am 6am 9am 12 3pm 9 12
” D\ <54 mgldL (3.0 mmoliL) <1% Mg/l (3.9 mmoi.) 1% <54 mgidL (3.0 mmolll) <1% <54 mgldL (3.0 mmoll)
Sat Sunday
ET\‘— a For age <25 yr., il the A1C goal is 7.5%, then sel TIR target to approximately B0%. (See Clinfcal Appiications of
)t = Time in Ranges section in the text for addiional information regarding ianget goal setling in pediatric managemant. )
- MW T Percanages of ime in ranges are based on kmited svidence, Mors research is needed,
”'09 ——— = S § Percentages of time In ranges have not been included because there |s very limied evidence in this area. More
: research s needed. Please sae Pregnancy section in text for more consideralions on largels for these groups.
e * Includes percentage of values =250 mgidL (13,9 mmalll),

** Includes percantage of values <54 mgfdl (3.0 mmell),

Each daily profile represents a midnight-to-midnight pericd

Battelino T. et al. Clinical Targets for Continuous Glucose Monitoring Data Interpretation: Recommendations From the International Consensus on Time
in Range, Diabetes Care 2019
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Time In range come misura di outcome nei trial

(DCCT)

0‘\69

Frequency of Retinopathy X»

B
Q% g
(o)
NG (’5‘ \035_3
N\ g
%\\'\ ?e( ‘\ %

Beck RW. et al. Diabetes Care 2019
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N=26 N=124 N= 23 N 319 =300 MN=125 MN=41
Perc n Ré 1E{I mg/dL)
??* S’
s AP \(\6
O
0% 27%
20% 17%
15% 1 2%
10%
3% 2% 3%
0% — i  =ss N
<10% 10-<20% 20-<30% 30-<40% 40-<50% 50-<60% 60-<70% 270%

N=110 N=206 N=242 N=291 N=261 N=114 N=37
Percent Time in Range (70-180 mg/dL)

N=22
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Rappresentazione schematica del Time In range
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Advani A, Diabetologia (2020)



B ] Tor VERGATA The relationship between HbA,. and per cent TIR
derived using paired HbA,. and TIR data from various clinical trials
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Advani A, Diabetologia (2020)
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Variability in the relationship between TIR and HbA,.
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Nel pazienti con diabete di tipo 1
I CGM riduce HbAlc, aumenta time in range e riduce ipoglicemia severa 3" .

Cumulative Distribution

Studio DIAMOND

Studio ggad?

Run-in ut pe
Cumulative distribution of HbA, . at 24 weeks | period } period 1 ‘6(.\%1 {Qagb@ period 2 {
1c \\. \ \U
100 - (1=102) 22 \6 \\6@
CGM (n=102 C e
90+ ﬁ/ 9. Ol - \\660 \6\'6 ‘ ; ESmZHtfonaltherapy first
30- feiving CGM
- Il CGM ha ridotto s:gmflcatné@ﬁ?e@n@‘ﬁ rischio di .
60/ lpoghcemla s ,{@&3"%@ ihavvertita |
207 Q\Q Heinemann L, et al. HypoDE. Lancet. 2018
40- A‘“P\xq_ rB\f{q@ et al. IN-CONTROL Lancit D/ab-etes Endocrinol. 2016 E\T I
= oW @ O 78 1 T 1
20- 3o ‘é\O(\ 7.6 e
\]8 -1.5 0 1 3 6 10 11 13 16
10- 6\6 Month
0 = \Y A \}G( | | | No. of patients
<5 6\\]6\' N <8 <9 <10 CGMfirst 69 69 69 69 69 66 67 68 69
Conventional 73 72 71 73 73 73 70 73 73

The

ND Randomized Clinical Tnai }AMA 2017

therapy first
The GOLD Randomized Clinical Trial JAMA 2017



5] ror vERaaTA Nei pazienti con diabete di tipo 1

I’utilizzo del CGM si associa ad un miglior compenso glicemico

S
A 157 ‘\6\08\0
14~ 66\0‘\6:\\
13- p=0.75 N\ ‘\’\9\
EEEN . ,a A . J
12- S S Z
qostre
a1 " Eta 1-92 anni
< 10- OS] 59% con CSl!
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=
g
2 USAGE CGM
CGM NO USERS
o\ ¢
8
0‘\690 3 N=2613 N-138 ' N-2698 N-89 ' N-1630 N-88 ' N-2135 N-609 . CGM USERS

<13 years old 13-<18 years old 18-<26 years old =26 years old
Age

Wong J.C. et al. Diabetes Care 2014



E] rox vercams Nei pazienti con diabete di tipo 1

CGM: maggiore e I'utilizzo, migliore e il compenso glicemico o
N
\0©

B i —of
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\'Ezl%a{&\ anni

13- N\
" poss 606\6,‘\3\\ \'\5@% con CSli
114 p=0.88 '&\6 ,a%\
g p=0.20 P%%@ \!e(e
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<13 years old 13-<18 years old 18-<26 years old 226 years old

Age

Wong J.C. et al. Diabetes Care 2014



o vereans Nel pazienti con diabete di tipo 1
Il CGM ha un impatto maggiore sul controllo glicemico, rispetto al microinfusorg‘

COMISAIR study (n: 94)
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Soupal J. et al. Diabetes Care publ online sept 17, 2019



W) ror vErears Nel pazienti con diabete di tipo 2
Il time in range si associa allo spessore medio-intimale carotideo
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Lu J et al. Diabetes Technol and Therap 2019



Comprehensive Glucose Pentagon (CGP)
PGR (prognostic glycemic risk)

nei diversi tipi di diabete, a parita di glicata

— Ferson without diabetes
HbAlc <=7.5% Median for group HbAlc > 7.5%-9%
Intergquartile range
o Ton:
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PGR=2.1* (1.5, 4.6) O ¥
AW e

PGR = 1.4 (1.2, 1.8) PGR = 1.9 (1.5, 2.7) PGR =2.6 (1.7, 4.3)

*p <0105 (T10 vs T20)

Chandran SR et al. Diabetes Technol and Therap 2019



Continuous glucose monitoring
In_ pregnant women with T1DM (CONCEPTT)
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N o vergaTA Continuous glucose monitoring
In_ pregnant women with T1DM (CONCEPTT)

ORI
CGM Control N4 ‘
7 \‘é: gé
Maternal outcomes 6\6\6‘ y 6\\6@
Mumber assessed 100 \6692 é\d\
Hypertensive disorders 18 [13?& \)\0 '3 e(@?[z?%} 013
Worcan | N
orsening chronic é[ﬂ% \ 2\ 4 (4%) 0-68
_ N\ PR _
Gestational $»(O %M g (9%) 1.0
Pre-eclampsia ??\O \@ 5\ Qg (93%) 18 (18%) 0-10
Caesarean section OﬁP\ <\g\(\6 63 (63%) 74 (73%) 018
Maternal weight gai&ék@\N\\o(\e ©
Entryto 34( g 6\16‘6 13-1{9-9-16-6) 13-7 (10.9-176) 022
Fro e&%a\‘@(&bs 8-9 (6-6-11-3) 9-7 (8.3-11.-8) 009
;\’{'\ﬂﬁerr@@\@gﬁh of stay (days) 35 (2.6-5.3) 4.2 (2.9-6.8) 010
% e

0‘\696

Feig DS et al. Lancet 2017



) ron e Continuous glucose monitoring
In_pregnant women with T1DM (CONCEPTT)

- - - ‘\I\ -
Neonatal birthweight percentiles Neonatal outcomes \oQ»
Mumber assessed 105 K@ -
“Eﬂ‘f Pregrancy loss <20 weeks 5 (5%]) ‘\@\0 4 (4%) 1.0
Stilllsirth 0 6\0 X! .
# | ermination . (\'a ) 6\\ 1
& Congenital anomalyt \\a 2 d\\. 3
. - \\,@ 5\
& Preterm births \,a @
s Number assessed C’)\G . a\\@ 00 102 -
Preterm <37 we \6\\» 38 (38%) 43 (42%) 057
Earlyp 4 weeksa S 5 (5% 11 [113%) 019
a s;caenm age @r;q 37-4(36:7-38.1) 373(36-0-380) 050
oedﬁurthwci@(N
d\u%ﬁr assessed 100 100 -
Birthweight (g) 3545-4 (649-0) 3582:(777:0) 037
Median customised centile§ 92 (6B-99) o6 (B4-100) 00480
Small for gestational age (<tenth centile) 2(2%) 2 (2%) 140
Large for gestatienal age [~90th centile) 53 (53%) Bo (659%) 00210
Extrernely large for gestational age 36 (36%) 44 (44%) 031
{=97-7th centile)
Macrosomia (=4000g) 23 (23%) 27 (27%) 0:62
Meonatal complications
Mumber assessed 100 100
Birth injury 1(1%) 0 14
Shoulder dystocia 1(1%) 0 140
Meonatal hypoalyeaemia reguiring 15 [15%) 28 [28%) 00250
intravenous dextrose
Hypesbilirubinaemia 25 (25%) 31 (31%) 043
Respiratory distress 9 [9%) 9 (9%) 140
High-level neonatal care (MICU) =24 h 27 (27%) 43 (43%) 00157
i i Infant length of hospital stay 31(2:1-57) 4.0 (2-4-7.0) 0.0091
F@Ig DS et al. Lancet 2017 Composite necnatal outcome] 45 (42.9%) 56 (52-8%) 017
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] ronveroam Diabetes Technology: Review of the 2019 American Diabetes
Association Standards of Medical Care Iin Diabetes

: ‘08"0\09\
59«
W Ve
When CGM is prescribed, intensive diabetes educ%gig)‘?%,& T?ning, and

support are required for optimal implementatjacsasﬁ%g{@‘i&%\ngoing use of a

continuous glucose monitor. (Grade E rg\g@?}\lg@%daﬁon)
Qe . 60(\
eV &

Persons who have been succesw l@l’hg continuous glucose monitors

should have continued acc&g@%g@%‘sQ

‘ third-party payers. (Grade E
recommendation) \@O“GOQQ\“

Chamberlain JJ et al. Ann Intern Med. 2019



5Jsem Diabetes Technology: Review of the 2019 American Diabetes
Assoclation Standards of Medical Care in Diabetes i

Real-Time Continuous Glucose Monitor Use in Adults 2%

Recommendations ) \\ro\\'\@(\z\c\\@
When used properly, real-time CGM in conjunction Witlaci\q Insulin regimens
IS a useful tool to lower HbAlc levels in adults withy eéﬂa\‘alabetes who are not
meeting glycemic targets. (Grade A recom()8 gog\u'aéﬁw)
\ © A\

Real-time CGM may be a useful t%@Qﬁ%@Q%vith hypoglycemia unawareness or
frequent hypoglycemic episod&g{» g\((é\dé\ recommendation)

OV
Real-time CGM should&&\t%e:d‘%s close to daily as possible for maximal benefit.
(Grade A recomm@ndatfon)
Sensor—augr%@ﬁ?gog\@&emp therapy with automatic low-glucose suspend can be
considergc,éi\\?%reaﬁults with type 1 diabetes at high risk for hypoglycemia to prevent
epis@'ifé% of hypoglycemia and reduce their severity. (Grade B recommendation)

Chamberlain JJ et al. Ann Intern Med. 2019



] o vexeama 2019 ESC Guidelines on diabetes, pre-diabetes,

Recommendations Class® Level’

It is recommended to apply tight glucose con-
trol, targeting a near-normal HbA1c (<7.0%

or <53 mmol/mol), to decrease microvascular
M 145149

complications in individuals with D >
It is recommended that HbAc targets are ) 6\\
individualized according to the durat'e@ép 0(\\‘

DM, comorbidities, and ageé?@’ﬁﬁe A\ S

>
Avoidance of hypwgia is'\ Q(eg
RArioxe c
recommendeg, N (\'3

The\u\ﬁ\@ tréc@&g\seﬂ'-rmnitoring of blood
dgu%nse%@%r continuous glucose monitoring

a(‘a\'a \Srgdlhﬁ(be considered to facilitate optimal gly-

(GQ \‘e(e caemic control. ™ —1%
é\’{\\lo o (C® An HbAIc target of <7.0% (or <53 mmol/
\ 690 ¢ mol) should be considered for the prevention

o lla C

of macrovascular complications in individuals
with DM.
Cosentino F et al. European Heart Journal 2019
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“ Documento del gruppo di studio intersocietario “Tecnologia e diabete”

Impiego di rtCGM in Pazienti con Diabete Tipo 1 Adulti (dispositivi ad ago sottog@\t% eo e
dispositivi impiantabili sottocute) 06

(3\
a
e Per ipoglicemia severa o inavvertita o problematica per la vita del pa2|e§ 3\\
[N.B.: per ipoglicemia problematica si intende: =2 episodi di |pogI|ce é 91'1egI| ultimi 12 mesi o

1 episodio di ipoglicemia severa negli ultimi 12 mesi assomato a |c Inavvertita o a estrema
labilita glicemica o a paura delle ipoglicemie ricorrenti tal taﬁé negativamente sulla gestione
della vita quotidiana (cfr. Choudhary P 2015)] Cfr. Bod (\a@ftelmo 2011; Battelino 2012; New JP

2015; van Beers CA 2016; Heinemann L 2018 \ ©
& eg‘b
e Per emoglobina glicata persistenteme%@%en@r@ al target desiderabile per il paziente,
nonostante terapia insulinica |nten5| \z%ata Cfr. Deiss D 2006; Tamborlane WV 2008;
O’Connell MA 2009; Riveline 2 a tej‘i 2012 Beck 2009a; Beck 2009b; Pickup 2011; Yeh 2012
O\
\O
e In donne con diabete g’i& {dn%‘rawdanza per migliorare il compenso metabolico e gli outcome
neonatali (solo dl%@g@l |vbe@I ago sottocutaneo). Cfr. Murphy HR 2008; Secher AL 2013; Yu F 2014;
Feig DS 2017\\\;6
Qe
- Pqu\:%ere utile in pazienti con condizioni lavorative o stili di vita in cui un controllo molto frequente
. consigliabile ma non praticabile (ad es., minatori, subacquei, lavoratori dell’edilizia, ecc.).

e L)



U= pocumento del gruppo di studio intersocietario “Tecnologia e diabete”
@ .
Impiego di rtCGM in Pazienti con Diabete Tipo 2 Adulti \Oe\o\og
6

Puo’ essere utile I'uso intermittente o continuativo come strumento di ottimizz |6h ‘ﬂa gestione

In pazienti con compenso non ottimale. Cfr. Yoo HJ 2008; Ehrhardt NM 2 Y&?g LA 2012;

Poolsup N 2013; Beck 2017

’ G
600\ \6\\
Impiego di CGM retrospettivo — diagnostico puro (us’e‘a&@a%@n%le)
066\) (\\le

Utile nelle seguenti condizioni: \e 6\%

e Sospette alterazioni glucidiche non diabetic @QQ§ |(gg@fcem|che Glicogenosi, Fibrosi cistica)

e Sospetta gastroparesi diabetica. ??\O

Impiego di CGM retrospettléq@%e%t(ﬁ}% terapeutica (uso occasionale/Zintermittente)

9\0
Utile per la valutazione @E@p\ gllcemlco e il conseguente adeguamento degli schemi terapeutici:

e Nei pazienti dla%iqg {éiﬁo 1 in compenso non ottimale, sia in et. pediatrica, sia adulti
*in presenza\ {&hte iperglicemia al risveglio

e nel sq dQ‘ ypoglycemla Unawareness”

- in gfaVidanza

e nei pazienti di tipo 2 fragili/instabili (es. anziani con ipoglicemie non evidenti al SMBG).

wo @



Mutrition, Metabolism & Cardiovascular Diseases (2019) 29, 421-431

Awvailable onling at www _sciencedirect.com

Nutrition, Metabolism & Cardiovascular Diseases

. | ) journal homepage: www.elsevier.com/locate/nmed
T —— ‘Oe
)

VIEWPOINT 6\0\

The use of real time continuous glucose monitoring or flash glucose . G . 6\
monitoring in the management of diabetes: A consensus view of \9\\6 \d\\
Italian diabetes experts using the Delphi method G\j \ S
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E stato raggiunto un consenso unanime sul ruolooe‘é\g\esm e dell'educazione nell'avio e
nell'ottimizzazione dell'uso di rtCGM / FG&@?\\eflg@Qeqpretazione delle tendenze del glucosio

¢ e ,
VANTAGGI QO i ® CRITICITA
6\ . (\G
®) . ..
= riduzione dell'ipog{ig@“‘?%\,eﬁ\ = eccessive correzioni
@02 @ e .
u miglior&m@n‘?c‘)geﬁfme in range = allarmi silenziati dal paziente
000 ©°©
. Qb%ldisfazione del trattamento = reazione allergica all'adesivo

Bruttomesso D, et al. Nutr Metab Cardiovasc Dis. 2019
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\O\OQ\O
CARATTERISTICHE DEL PAZIENTE IDEALE 0%
Il paziente da avviare a RT-CGM continuativo deve essere gia in terapia intensi
ottimizzata e gia educato alla corretta gestione della terapia insulinica. Li\ga%gc\%gi@i‘che del
paziente associate a migliori outcome sono: ;a\’@ @5\
- disponibilita all'impiego continuativo (eventuale mese di prova&d\e\ ‘,@\\'\3
e disponibilita a effettuare SMBG come suggerito N2 A\ \
= capacita di gestire correttamente lo strumento e di Ic%@&e\lté@ ?dati derivanti dal
monitoraggio e utilizzarli per opportune decisioni _ c&“ | %g(\
 buona compliance alla terapia e al program&v\a\(ﬁ f&gﬁ/—up (visite periodiche)

AV o

= aspettative realistiche. N0 ©
Cfr. AACE-ACE 2016; Endocrine Sgi@ﬁ%\%@ Ttandard Italiani per la cura del Diabete
oY O

Il rtCGM non dovrebbe esse@\‘&n {@gto se si verificano le seguenti condizioni:

e Mancanza di motivaz.{grﬁ)?e @K‘@\)mpliance alla terapia e all’utilizzo adeguato del sensore
e Paura/mancanz @&@ci@‘@s\{emi tecnologici

- Patologiep%cﬁéi?r;@t@ gravi, non compensate, in atto

. Inabiligaj(iﬁcsgaé a ad usare lo strumento.

O‘\@Q
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-
CARATTERISTICHE DEL TEAM CURANTE ‘03& \Og\

\O
Non ci sono linee guida internazionali che definiscano le caratteristiche del Ce 135290 e{lteam che
si deve prendere cura dei pazienti che usano il CGM. Alcune caratterlstlchﬁ\@l%? dlabetologlco
sono pero fondamentali: \a
e Team multidisciplinare esperto nel campo della tecnologia perq;lo%\)néq@\égglo in continuo della
glicemia A\

e competenza ed esperienza adeguate per poter effettl@%@&%rretta selezione del paziente

e conoscenze, esperienza e risorse adeguate pe {)@t@ Iniziate la terapia e assicurare un corretto
follow up ,‘O eg‘a

e formazione specifica documentata $ Q(

e risorse necessarie per I’ educazmspe q ekpframento dei pazienti, anche riguardo al tempo
dedicato necessario a questa Q\Q 0(\

e ambulatorio dedicato. .a

La formazione tecnic fg@nlt Mcr'e ditte produttrici di microinfusore non puo essere considerata
sufficiente per Ia %ar BB e del paziente all’'uso della CSII/CGM/SAP.

E’ con5|gllal% Z|one da parte del team della avvenuta formazione strutturata del paziente
median Il eib di un documento in cui siano specificamente indicate le competenze apprese e
le vapi perlodlche effettuate.
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B Tor vERGATA Professional society guidelines for the use
of insulin pump therapy and CGM in T1DM

Indication or Children and adolescents Adults \Og\
criterion Insulin pump therapy CCGM Insulin pump therapy ‘ \OG\O
HbA,, = Recommended if Hbé, * In children and adolescents = Patients with TIDM e Fatrent A levels
is persistently above the who have HbA levels <7.0%  who do notreach et (ES)
individual goal (I5PAD) (53 mmol/maol), as it will glycaemic goals despite A level
= Recommended if HbA, assist in maintaining target adherence to maxlml.\‘a\ of 7 rrh:rl{EI%j or hu;herj
levels are elevated on HbA,, levels while limiting MDI{AACEIACE)\ rsists despite testing at
injectiontherapy (AACE/ the risk of hypoglycaemia *HbA,, levels \ tten times a day (NICE)
ACE) * In children and adolescents remai (=8 ‘){\6 = Continue real-time CGM
with HbA,, =27.0% ( mao only if HbA,, can be
(53 man.l"rrmljaru:Iwhna ‘é [H{I%:é‘ sustained at orbelow 7%
able to use the device 6{;\, \‘ (53 mmol/mol) and/for there
nearly daily basis {IEJ% (\ has been adecreasein HbA_
S of 2.5% (2 7Tmmol/maol) or more
&\ ‘3 (NICE)
Hypoglycaemia = If hypoglycaemia is a major &&n&m @9 = Attempts to achieve = Hypoglycaemia unawareness
problem (ISPAD) Q target HbA_levels with (ADA and NICE)
= Frequent and severe awar?enﬁs of MDI result inthe person = Frequent hypoglycaemic
hypog l}rcaemw&ﬁ ycaemia (AACE,ADA,  experiencing disabling episodes (ADA)
O(\ ES ISPAD and NICE) hypoglycaemia (NICE) = Frequent (more than
(\e = History of severe * Frequent severe two episodes aweek)
6@ 6\0 hypoglycaemia (AACE) hypoglycaemia and/ asymptomatic hypoglycaemia
\'6 \‘e( * Frequent severe or hypoglycaemia that is causing problems with
6‘6 \6 hypoglycaemia (NICE) unawareness (AACE/ACE)  daily activities (NICE)
GQ < * Frequent hypoglycaemia = More than one episode ayear
\! \‘6 (ADA) and nocturnal of severe hypoglycaemiawith
. ,\"\\]6 ('\OG hypoglycaemia (ES) no obviously preventable
\ e( * Inability to recognize precipitating cause (NICE)
. QQO ? of communicate about = Extreme fear of hypoglycaemia
O\ symptoms of hypoglycaemia (MICE)
(for example, because of
nitive or neurological
disabilities) (NICE)

Tauschmann M et al. Nature 2018
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of insulin pump therapy and CGM in T1DM o iﬁi
(o |
)
xO
. 2 0C
O
Education, ldeal paediatric candidates * In patients who are able to = Currently performing 24 aié}he gécrihing CGM,
training, are those with motivated use the devices on a nearly insulin injections an \\ diabetes education,
adherence and families who are committed daily basis (ES) self-monitore ining and support are

S
W@ required for optimal CCGM

follow-up to monitoring blood * Robust diabetes education,
glucose =4 times perdayand training and support are #5}—. imple mentation and ongoing
have aworking understanding  required for optimal CGM . use (ADA)
of basic diabetes implementation and d \, i -nn-cl lucose = In patients who are willing and
management (AACE/ACE) ongoing use -[,ADH S ?ﬁml{hﬂj EfAEEj able to use these
= CGMusers rrus$\ t ular follow-up devices on a nearly daily
basics of r{rne wuth specialist team basis (ES)
mlu%ﬁy %@Q (AACE/ACE) = CGM to be considered
$ﬁ gg in adults who are willing
to commit to using it at
6\N\O o éi@ least 70% of the time
d@ 6'\0(\ and to calibrate it as
) \‘e( needed (NICE)
@(a 2
Q(GQ \‘@(
N (‘\03
05" pef

Tauschmann M et al. Nature 2018



Ambulatory glucose profile showing time in ranges as a stacked bar in the top

right corner

Name

AGP Report

MRN

GLUCOSE STATISTICS AND TARGETS TIME IN RANGES

18 Jun 2018-30 Jun 2018
% Time CGM is Active

13 days
100%

Glucose Ranges Targets [% of Readings (TimaDay)]

. Greater than 70% (165 4Bemin)

Each 5% incraasa in tima in ranga (3.8-10.0 mmalL) i chnically baneficial.

I

Defined a5 percent coafficiant of vanation {%CV); tanget S36%

AMBULATORY GLUCOSE PROFILE (AGP)
RGP is & su

4 Oed

rmmary of glucose valuss from thes repart period, with median (50%) and ather peroantiles she

Very High (=138 mmalil) ..o,

High (10,4138 mmoliL) .o

Target Range (3.9-10.0 m

Average Glucose 8.7 mmoliL
(GMI) 71% (IR ——
Glucose Variability 50.9% Very Low (<30 mmall )

14% (3h 21min)

. 21% (5h 2min}

WAL .......... 54% (120 S1min)

Each daily profile rapresants a midnight-to-midnight period.

[Patent pending = HealthPariners institute dba intematonal Diabetes Canter = ANl Rights Rossrved. 2015
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