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Glycemic control is critical S
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6\0 \\fo
Glycemic control reduces the risk of mortality and compllcatlong‘ig@é§he total costs of care J
\\' \\U'
uUsS- base(@pt@iﬁ Clinformatics Data Mart covers ~18 million
Swedish National Diabetes Register! lives, @%O@%eople with T2D with 2 years of HbA, . and claims
5 risk factors (T"HbA, ., TLDL-C, 1"BP, smoking, and da@ar@%ontmuous coverage?
microalbuminuria) measured in: \Q} é\
> 271,174 patients with T2D vs 1,355,870 controls $é°@° K Wron.on oA
> Followed for 5.7 yrs with 175,345 deaths QC: Q)’b 16,460
. Q‘Sﬁoo -
Smoking was the strongest predictor of death OQ o $13.704
£ %
Q\ . QQ\
HbA, . outside the target range was the strongesb ®) $10.000
predictor of stroke and acute Ml Q- @01\
Q?*\c(\
b(b Qﬁ‘% $5.000
X0 N
Z
xR &
N\ $0
Q . 0@ Total costs Drug costs Outpatient Acute care
. .\A(b K\ costs costs
s

BP, blood pressure; GFR, glomerular filtration rate; L‘D@w density lipoprotein cholesterol; MI, myocardial infarction
1. Rawshani A et al. N Engl J Med 2018;379: 633—6@ oye KS et al. Diabetes Ther 2022;13:367-377



ORIGINAL ARTICLE

10-Year Follow-up of Intensive Glucose
Control in Type 2 Diabetes

Rury R. Holman, F.R.C.P., Sanjoy K. Paul, Ph.D., M. Angelyn Bethel, M.D.,

A Any Diabetes-Related End Point

‘B Any Diabetes-Related End Point

David R. Matthews, F.R.C.P., and H. Andrew W. Neil, F.R.C.P.
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When Does Metabolic Memory Start? Insights From the &
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Controllo glicemico pregdce e successivo rischio di CVD
on Stringent HbA,. Targets & kS
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Hazard Ratio (95% CI) XY XS
Q& & .
Ho, () 5.7-6.4 1 year exposure . 124(1.13-135) %00\ Q-}% verall, 5.7% of T2D patients had an average
HbA, (%) 6.5-7.0 = | 1.42 (1.30-1.58) \\fo \Q HbA1c values <3.7% during the first }iﬁﬂ,ﬂﬂﬂf
HbA,, (%) 7.1-8.0 ] 1.49 {1_36.—115%@% C}\AQ dlagl'IDSIS
: NI :
HbA,, (%) >8.0 5 n 1_55[1_4&@9:; S « During a mean follow-up of 4.6£2.9 years, 13,822
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n B : u -
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e B Y e increased risk of CVD at follow-up for all the three
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; 2 N
HbaA,, (%) 7.1-8.0 ' X\ - ) )
oA X180 T Lo + Compared with mean HbA1c <5.7% during the
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Diabetes Volume 74, January 2025



Nonostante le raccomandazioni
delle linee guida, la disponibilita
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La terapia insulinica é@oQ
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Fattori che contribuiscono al non raggiungimen;g@'del target
terapeutico nel diabete ditipo 2 e al ritardquﬁll’inizio della
terapiainsulinica  © 5
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L'evoluzione della valutazione del controllge gllcemlco
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Change in HbA1c in individuals with T2DM using rtCGM or @CGM vs SMBG

CGM SMBG Mean Difference {Z}OM Difference

Study or Subgroup Mean SD Total Mean SD Total Weight [V, Random, 95% CI O L{@ﬁandum 95% CI
1.1.1 tCGM vs SMBG 8\\,
Moon (2023) [32] £.56 7.65 15 n 12 15 3.2% -6.56[-13.76,0.64] ,b(\
Bergenstal (2022) [26] 122 12 59 -5.96 9.84 55 9.0% -3.24 [-7.26, 0.78) (&\ - =
Martens (2021) [28] -12 164 116 -B.56 13.1 59  7.5% -5.44 [-9.92, -0, AN\ Q}\(b
Price (2021) [29] 546 984 44 328 765 23 B1%  -218[6.45.% g\ —
Beck (2017) [22] 8574 101 77 -546 125 75 10.7% -3.28 [-6. EQ)CD 34]9 —
Vigersky (2012) [30] B.74 164 50 -2.19 14.2 50 44% -655[-12.68 059 =
Cosson (2009) [27] 6,89 372 11 -3.39 317 14 16.3% . ) ﬁqﬁqs] —
Yoo (2008) [31] -12 171 29 -437 142 28 2.5% =
Subtotal (95% CI) 401 319 61.7% 9
Heterogenaity: Tau® = 0.00; Chi* = 3,45, df =7 (P = 0.84); F = 0%
Test for overall effect: £ = 5.12 (F < 0.00001) @0
1.1.2 isCGM vs SMBG
Ajlan (2023) [21] -5.36 21.3 55 -8.85 265 @ @% 4.59 [-4.40, 13.58] -
Wada (2020) [24] 503 514 48 -1.86 ? ?E P a%  -3.17 [-5.86, -0.48] ——
Yaron (2019) [25] -5.96 918 53 -3.61 4 \ 11.6% -5.35 [-8.80, -1.90] —
Haak (2017) [23] -3.06 142 149 -4.48 Q. & 9%.94. 5.78] B
Subtotal (95% CI) 305 Q)zza 38.3% ﬁ .28, 1.69] .
Heterogeneity: Tau® = 748, Chi* = 8.34, di =3 ( ?O@Q E4%
Tast for overall effect; £ =101 (P =031} (0 AQ,
Total (95% CI) &1 \(b 542 100.0% .?5, -2.11] &
Heterogeneity: Tau® = 0.80; Chi? = 12@5 di@11 (P = 0.30); I = 15% = = = =
Test for overall effect: Z = 5.11 (P, «c@ﬁ \% -20 I-:;Enurs CGMD Favours 5,.1.1?35 20
Test for subgroup differences; & K ,di=1(P=027), P=12.3%

f [0

Forest plot of pooled anal of cﬁange in HbA1c (mmol/mol) in individuals with type 2 diabetes using rtCGM or isCGM compared with SMBG.
Q\

Jancev M et al, Diabetologia, (2024) 67:798-810 https://doi.org/10.1007/s00125-024-06107-6



Change in HbA1c in individuals with T2DM using tCGM orolgCGM vs SMBG
A

A

CGM SMEG Mean Difference Miﬁemuce

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Randem, 95% CI andda, 95% CI

1.2.1 Insulin yes O *\(b‘

Martens (2021) [28] 12 164 116 656 131 53  7.5%  -544[-9.92 -0.96] w

Yaron (2019) [25) -8.96 918 53 -361 852 48 116%  -535[-8.80,-1.90] o -\8-—

Beck (2017) [22] 874 101 77 -546 125 75 10.7% 328 [-6.90, 0.34] ‘\{b @Q) —

Haak (2017) [23] -3.06 142 148 448 164 75 Q. > —

Subtotal (95% CI) 395 257 N e

Heterogeneity: Tau® = 5.01; Chi* = 6.73, df = 3 (F =0.08); I = 55% 6’\\@'

Test for overall effect: £ =217 (P = 0.03) A

1.2.2 Insulin no

Moon (2023) [32] 6.56 765 15 0 12 15 -

Price (2021) [29] 546 9.84 44 .328 765 23 — 1

Wada (2020) [24] 503 514 48 -186 776 45 —

Subtotal (95% CI) 107 83 <

Heterogeneity: Tau® = 0.00; Chi# = 1,08, di = 2 (P = 0.58); I = 0% -

Test for overall effect: Z = 2.91 (P = 0.004) S

O @

1.2.3 Insulin or other glucose lowering medication C) ‘\Q

Ajjan (2023) [21] -5.36 213 55 -995 26 EOC)SE Qf@w% 4.59 [-4.40, 13.58] -

Bergenstal (2022) [26] -12.2 12 59 -8.96 ) 9.0%  -3.24 [-7.26, 0.78] —

Vigersky (2012) [30] 874 164 50 -2 15Q4.2 80 44%  655[-12.56, -0.54] e —

Cosson (2008) [27] 689 372 11 -3Q9 3.1 14  16.3%  -3.50 [-6.25, -0.75] ——

Yoo (2008) [31] 12 171 28 é? 1 28 25y 78, 0.52) -

Subtotal (95% CI) 20{> ~O 202 34.3 % 4, -1.15] -

Heterogeneity: Tau® = 1.79; Chi* = 5,09, divd {P\é\QB]; IF=21%

Test for overall effect: 2= 287 (P = D.@ Q)(b

NP~ _
Total (95% Cl) &@ NG 542 100.0° s, -2.11] &>
Heterogeneity: Tau® = G.an&@— 1285, df = 11 (P = 0.30); I = 15% = = = =
-20 -10 0 10 20
Tesl for overall effect: 7 = P Qﬁﬂﬂmj Favours CGM Favours SMEG
Test for subgroup diﬁer@es =007, df=2(P=097),1PF=0%
A

Forest plot of ‘geoled\analysis of change in HbA1c (mmol/mol) in individuals with type 2 diabetes using rtCGM or
isCGM co ede h SMBG, stratified according to type of glucose-lowering therapy (insulin users, no insulin
users or d population of insulin users and no insulin users).

Jancev M et al, Diabetologia, (2024) 67:798-810 https://doi.org/10.1007/s00125-024-06107-6



Change in HbA1c in individuals with T2DM using tCGM oro'b?CGM vs SMBG
AN

a &
CGM SMBG Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI .\(b °’\\'
Ajian (2023) [21] 873 3857 54 7.1 3657 50 6.9% 1.63[-12.81, 16.07] —— "D
Moon (2023) [32] 31 179 15 1 149 15 10.0%  4.10[-7.69, 15.89] —— N N\
Bergenstal (2022) [26] 1821 23.3 59 1155 235 55 17.7%  6.66[-1.94, 15.26] T 6 \(b
Martens (2021) [28] 19 36.07 11 8%  16.00 [4.70, 27.30] — D . b\
Price (2021) [29] 32 3536 4 TI R 7% 10.10 [-9.73, 29.93] I Q 6\
Wada (2020) [24] 182 2380 4 N 13.90 [2.75, 25.05] —_— \\(b‘ @
Beck (2017) [22] 4 2483 74 == 6 36% 69N\, 5.00 [-3.10, 13.10] = \(b 0
Haak (2017) [23] 42 2682 14 H A% N\ 0.10 [-7.90, 8.10] —— -\ (b\'\
Total (95% Cl) 554 383 100.0%  6.36 [2.48, 10.24] & . é\‘:b . S\\
Heterogeneity: Tau? = 2.90; Chi? = 7.70, df = 7 (P = 0.36); I? = 9% s + 5 P = 0\ N
Test for overall effect: Z = 3.21 (P = 0.001) B FE;VDUI'S SMBG Favours CGM %O @%
QD @
A AN .
b CGM SMBG Mean Difference Mean Difference (b ‘% reSt plot Of p00|ed a nalySIS Of
Study or Subgroup __ Mean _ SD Total Mean _ SD Total Weight IV, Random, 95% Cl IV, Random, 95% CI ‘\@P 0&
Ajjan (2023) [21] 391 1192 54 129 1715 50 09% -5.20[-10.92, 0.52] i 6\) .\"O .
Bergenstal (2022) [26] 0.8 44 59 122 28 55 112%  -2.02 [-3.36, -0.68] - h TI R TB R b d TAR
Moon (2023) [32] 04 23 15 0 02 15 134%  -0.40[-1.57,0.77] =« 06 ‘5 C ange 18] a an c
Martens (2021) [28] 01 064 11602 1 59 32.0% -0.30 [-0.58,-0.02] L] %) Q()b
Price {2021) [29] 03 162 4 TB R -0.30 [-0.94, 0.34] s O \Q) . . . . . .
Wada (2020) [24] 12 49 4 2.80 [-2.01, 7.61] — d d I th T2 D g rtCG M
Beck (2017) [22] 09 39 7 -0.60 [-1.81, 0.61] - C) ‘\Q INn INAiVI ua S Wi USIn Or
Haak (2017) [23] 29 817 14 __ 0 66% . -2.50 [-4.83, -0.17] —-—‘,-\C) S
Cosson (2009) [27] 4 1552 ) , .00 [-19.36, 7.36] &u < - CG M d th S M B G
Total (95% CI) 561 395 100.0%  -0.66 [-1.21,-0.12] \0 \(\(0' Is CO m pa re Wi .
Heterogeneity: Tau? = 0.22; ChiZ = 14.47, df = 8 (P = 0.07); I = 45% o ) ' !

10 10 20
Q}:curs C@avoum SMBG
Q?“ QQ

(¢

|
Test for overall effect: Z = 2.39 (P = 0.02) 20

Cc .
CGM SMBG Mean Difference b(b %\ Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% {)& IV, Random, 95% CI
Ajjan (2023) [21] -5 4292 54 -8.63 435 50 7.2% 3.63[-13.00, ] \d
Bergenstal (2022) [26] -17.41 249 59 1277 242 55 16.5%  -4.64 [-13 3

—_—
-

_—

N -
1
]

Wada (2020) [24] -19.1 2453 4 1% Q 0 [-280M-4.59 B
Beck (2017) [22] -4 2546 7 o 00 142, 3.32] —
Haak (2017) [23] 41 2888 14 = 5,86 A) z.Q\ 29, 11.29] ——

g
Moon (2023) [32] 27 185 15 1 149 15 117% -3.70 {32, 8
Price (2021} [29] 3.4 3578 4 feibietendded Gl 3% -9.80 {2§ 52, 1
Martens (2021) [28] 18 3607 11 TAR 2% -1&@- ?_as.@ 0

Total (95% CI) 554 383 @u.n@ 6 [-10.88, -0.84] <
ity = . = = = 2= 0 t t t |
Heterogeneity: Tau® = 18.56; Chi* = 11.06, df=7 (P =0.14); F =3 |—50 -2|5 A 2|5 EGI
Test for overall effect: Z = 2.29 (P = 0.02) . (b Favours CGM Favours SMBG
N

\V
Jancev M et al, Diabetologia, (2024) 67:798-810 https://doi.org/10.1007/s00125-024-06107-6



Effect of FGM Technology on Glycemic Control and Treat@‘éht Satisfaction
in Patients With T2D on MDI ~ ¢°

D
| . R |
Scores on the DTSQc questionnaire at the end of the study (OOt 8\(0
Question Control group (n = 36) ,‘,;\\(bi@?e\rvention group (n = 46) P
Satisfied with current treatment 2.50 (0.85) ‘é®§§&o 2.28 (1.11) 0.458
Convenience of treatment 1.92 (1.18) 00\ @%\ 2.33 (1.14) 0.052
Flexibility of treatment 1.61 (1.59) \gb QQQ 2.28 (1.28) 0.019
Willingness to recommend treatment to someone else 2.19 [1.&@ 0&\4 2.61 (0.86) 0.023
Satisfied to continue present form of treatment 2.1?0@,@\\2}&% 2.50 (1.05) 0.084
Average score for each question (per patient) 61@ [&@?} 2.47 (0.77) 0.053
Perceived frequency of hyperglycemia QCO.%LQLGS} 0.87 (1.73) 0.490
Perceived frequency of hypoglycemia Aéo 0@75 (1.57) 1.41 (1.29) 0.066
Data are means (SD). P values were calculated using the@lﬁlfz(@o‘@?rank sum test. DTSQs: Diabetes Treatment Satisfaction
Q

daire
§ T
0%

)
Mnrg\.}l%n@% (5.5 mmol/mol) More than 1% (10.9 mmol/mol)

FGM tends tgﬁ?@p’%ve treatment satisfaction and may lead to

ameliorat&&ﬁ\c’e‘}g glycemic control in patients with T2DM on MDI
o

witho%&‘Q&%asing the frequency of hypoglycemia.

53 T2D FGM intervention (\&
48 T2D SMBG control 0 weeeks Yaron M et al, Diabetes Care, 2019;42:1178-1184 | https://doi.org/10.2337/dc18-0166
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Evidenze cliniche dell’utilizzo Cllm,&')O del CGM
nel diabete tipo 2 e trattame@fmnsulmlco
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Effects of Patient-Driven
Lifestyle Modification Using
Intermittently Scanned
Continuous Glucose Monitoring

in Patients With Type 2 Diabetes:

Results From the Randomized
Open-label PDF Study

Diabetes Care 2022;45:2224-2230 | https.//doi.org/10.2337/dc22-0764

Choe HJ. et al. Diabetes Care. 2022 O

Hun Jee Choe*? Eun-lung Rhee,’
Jong Chul Won,* Kyong Soe Park,*?
Won-Young Lee,” and Young Min Cho™*

1;45(10):2224-2230.

Total Intervention Cuntrol Pvalue
N=120 N=358 O\VN—EZ

Age (years) 580+119  586= UQ\?.O 575+118  0.608
Sex (Female) 48 (40.0) gé@} X 27(43.5) 0.412
Height (cm) 165.1=85 1642+86  0.193
Weight (kg) 71.7£12. 1 270 @.\11 7 727+£125 0331
BMI (kg/m?) 262 = 3@ @ 5+34 269+35 0028
DM duration (vears) 13. },$\ \\ 133=x82 134+76 0.511
Family history of DM 8@(50@\ 25(43.1) 36 (58.1) 0.101
DM medication %O

Insulin (&\(b R (27.5) 19 (32.8) 14(22.6) 0212
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Riduzione HbA1c nei pazienti T2D ch@}OQ
utilizzano isCGM + algoritmo SE(%ES”I@i)er 12

settimane R @e
RN
* % % — Ba%ﬁhe@%\
10 . W,;)@‘fgﬂ‘s HbAlc era significativamente
° . €>§b‘ o ridotta 12 settimane dopo l'inizio
9 { S di isCGM + alg SEOUL nei
3 C)QQ’ Q@q pazienti T2DM trattati con
s 8 —OC'—\Q)%\ insulina basale o OAD. -0.5 (-0.74
< RN to -0.26)%
I \O OQTB
W @
6 ° Q' o>
0.001 P & o o
0 p<b. {5{0\,0\\ * Riduzione glicemia a -16.5 (-30.0 to -3.0)
isCGM + K@ sMBG digiuno mg/dL
SEOULa|gDrIthm ,OQ (52)A  Riduzione peso corporeo, kg -1.5(-2.7 to -0.3)

&

Q
Choe HJ. et al. Effects of Patient- Drlv?@i?estyle Modification Using Intermittently Scanned Continuous Glucose Monitoring in Patients With Type 2 Diabetes:
Results From the Randomized Open-label PDF Study. Diabetes Care. 2022 Oct 1;45(10):2224-2230.



CGM increases adults with T2D's engagement in their own digi®€tes care and also
Improves glycemic control more than providirlg‘%MBG

K
. ’\
SO
2 O
)
> &
*{0 )
NN
‘Q\'(b A\{b
Change Over Time in Outcomes: Paired Samples t Test and Latent Chgﬁg core Model Results.
S :
O @ Adjusted group
N\ ‘Qw difference in latent
Total sample Libre CGM grog\pb, Q SMBG group change®
(N = 110) (n = 54pd ‘6'90 (n = 56) (N=110)
AR
Mean (5D) Mean (5D) Q g(b Mean (5D)
Mean © Mean Cohen’s
Baseline 3 Months  Change Cohen’sd P Baseline 3 Moeigs) Q} nge  Cohen’s d P Baseline 3 Months Change d p b p P

IGMSS total 3.7(09) 4.0(0.8) 0.30" 3l 002 ] 3.9(0.8) 4@.4 <@ 050" 631 <.001|36(09) 3709 O0lIl 09 485 0.61" 030 <.00l
Capability 3.8(0.9) 4.1(0.8) 0.33" 317 .002 | 3.9 (0.9) @‘S 0.63" 697 <.001|37(09) 37(09) 004 034 812 0.76" 036 <.00I
Opportunity 3.6(09) 39(08) 0.27" 293 004 | 3.8 (0. 4.N0.5) 0.36" 466 .002 | 35(09) 37(0.9) 018 .175 216 046" 023 001
Motivation 3.7(09) 4.1(0.9) 0.30" .268 009 | 3.9 o (0.5) 0.24" .598 037 | 36(09) 37(l1) 008 .061 664 066" 028 <00l
HbAlc (%) 9.0(1.6) 84(1.6) -0.70" -452 <.001| 9 £)8.3 (1.7) -0.95" -651 <.001|89(16) B4(l.5 046 -279 065 -039 -0.13 170

follows: d ~ .2: small effect; d ~ .5:medium effect, d ~ .8 ect. Medium effect sizes are shown in boldface. Large effect sizes are shown in boldface, underlined.
Abbreviations: CGM, continuous glucose monitoring; @1 elf-monitoring blood glucose; IGMSS, impact of glucose monitoring on self-management scale.
aCovariates included race/ethnicity, gender, age, &@J"&@SG. Unstandardized regression coefficient b is adjusted difference in change between groups, while B is the

standardized regression coefficient. QO

B can be interpreted as: .1 to .29 ~ small effeg@.t% té\\.c49 = medium effect; 25 ~ large effect.
*P < 01,"P< .05. Oo_,’\\ Qq}

Unadjusted means shown for each time point, with chan é‘%"@‘%‘aseline to three months shown for matched pairs only. Cohen’s d effect size can be interpreted as
"%ﬁgi

54 FGM \‘bQ
56 SMBG 3 months RCT Polonsky WH et al, 2025, J Diabetes Sci Technol, https://doi.org/10.1177/19322968251361031
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Brief Report Open access Original research
The impact of flash glucose monitoring on Eﬂ‘;"’fﬁz‘; BM)Open BYER) COSQ monitoring in type 2
glycated hemoglobin in type 2 diabetes Seraiemt s oot esipanaged with basal insulin in
managed with basal insulin in Canada: A g zeg::;ch ﬁ, t G 1 1d
retrospective real-world chart review study % - 4 TEIrospective real-wor

eview study and meta-analysis

rs L Carlson,’ Timothy Dilon E:}z-miel,2 Andrea DeSantis,” Serge Jabbour,*

Tom Elliott', Sorin Beca?, Rajendra Beharry?, Michael A
Sra Karslioglu French,® Davida Kruger,E Eden Miller,” Kerem Ozer,® Tom Elliott®

Tsoukas?, Alexandro Zarruk® and Alexander Abitbol® ) *\, ‘\
o &
> 0
N
" Q
N2
Geography USA (8 centri diabetologici) e Canada (6 & tlal)x‘u'ffabetologlu)
| USA: n =100 CA: n=91 o @9
Population DMT2, 218, eta media 56.0+ 10,3 5hniy
Terapia insulina basale 21 an@ a$@4 armaci ipoglicemizzanti
Endpoints Variazioni HbA, . dal bas@@e @\\? 6 mesi dopo inizio isCGM
R
Design Analisi retrospet \% gtzﬁartelle cliniche (tra 11/2017 e 07/2020)
Meta-analisi d(&\/\/@(UAS + CA)
& 2
Q& Q)A
2 ®

Carlson AL. et al. Flash glucose monitoring |b‘bpeQ@1abetes managed with basal insulin in the USA: a retrospective real-world chart review study and meta-analysis. BMJ Open
Diabetes Res Care. 2022 Jan;10(1):e002 (@
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Key results Riduzione significativa di HbA,  dal baseline a 3—6 mesi usando isCGM OQ\
* CA: HbA,, %: 8.9% *0.9 to 8.1% + 1.0 (difference, %: -0.8 £1.1, p<0.0001) é\(}
e US: HbA,, %: 9.4 £1.0 to 8.0 +1.2 (difference, %: -1.4 1.3, p<0.0001) \60 X
* US+CA:HbA,, %:9.2+1.0to0 8.1 +1.1 (difference, %: -1.1 +0.14, p<0.0001) 5\\0 0’}\(0’
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‘b{b @\’0 Baseline HbA:. (%)

)
%%@r.apia con insulina basale utilizzando FGM per > 3-6 mesi
cativamente 'HbA1c (differenza, %: -1.1 +0.14, p<0.0001)
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Persone con T2D
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Carlson AL. Et al. Flash glucose mo@‘&ing in type 2 diabetes managed with basal insulin in the USA: a retrospective real-world chart review study and meta-analysis.
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Clinical Use of Once-Weekly Insulin Icodec: Translating Clinical Trial
Data into Practical Guidance for Diabetes Management

\O%rugs

ONWARDS 1 ONWARDS 3 ONWARDS 5 ONWARDS 2 4
insulin-naive insulin=naive insulin=Nnaive insulin-experienced i% r enced
-~ alus

7 B=weaak trial™® . 26-week trial” i SZ-weaeak trial® . 20-week trial”®

;
: ;
Glargine : i loodec Basal

D
@ -

2

6\ Glargine

lcodec U100 1 lcodec Dregludec | with app analog Icodec eqgl -CL,: @}dec LI100
zan age at baseline, years 591 58.9 | 58 540 P50 59.4 | 62.3 %ﬁ (b 507 509
abetes duration,” years 11.6 11.5 ¢ 105 0.7 11.9 12.0 ¢ 16.5 & 16.0 16.3
zan baseline HbA,_, % B.5 8.4 : 8.6 8.5 ! 9.0 8.9 8.2 (0. 8.3 8.3
= o BL o week 52 : BL to week 26 BL to week 52 "@' BL 1o week 26
g285=%
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TE< 2 —1.0
m o 5T _ - : P12 —1.2
EE= —1.6 AER R 14 i
£ . o —2.0 o : - : A : e
ETD {95% CI% ' ETD {(25% CI): : ETD (95% CI: 5 ETD (95% CI):
—0.18 (—0.36, —0.03p" |  —0.2{(-0.3, 0.1p* X N 0,22 (—0.37, 0,08y | 002 (—0.11, .15
ERR (953 CI): : ERR (95% CI): E %&} ERR (95% CI}: ; ERR {25% CI):
1.64 (088, 2.75) | 1.82 (087, —3.80) R ) : 1.83 (093, 4.02) ' 0.99 (0.73, 1.33)
p = 0.08 : p=0.11 : B = : p=0.08 ; P =093
=8.3 & Q. Q)O | 5.4 5.62
Ege E \'y |
288 41 : QL. |
= 2 E, o ' D N\ '
Z288 L : Q% &2 = =
=283 °* i <& i 073 i
ZEZZ 0.30 0.16 | 0.31  yQ0.15\Y o0.19 014 | 0.27 !
wo = BL to week 52 : BLtgWlek{0"® ! BLtoweek57 : BLtoweek26 | BLtoweek26

o @
N
@Q@ |

of time spent in

: ! 355 3g.7 | 30.4 31.3
60 \{0 E 5 i
Q} a : i
20 : g 1.0 0.6 | 1.9 1.6
o4 0. 2 ' : 0.3 0.2 Q.7 0.5

CGM metrics
observed proportion
glycemic range (%)
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Week 48- t k 52

Wieek 22 o week 26 Weaesk 22 to week 26

= 180 mg/dL W TO—180 mgldL | 54—= 70 mgidL B < 54 mgfdL
(= 100 mmol/L) {3.9—-10.0 mmolfL ) (3.0—= 3.9 mmolL) (= 3.0 mmaoliL)
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HbAlc Measuremen\t‘,t;x
= First FSL Rx

Association of Changes in A1C Following Continuous

Glucose Monitoring Acquisition in People Beselid Sariod A
. . . . ase eri W up peri
with Sub-Optimally Treated Type 2 Diabetes Taking é’\ ]
GLP-1 RA Therapy oays e ( A
index SO
Eden Miller - Joyce 5. Chuang - Gregory . Roberts - Yelena Mabutowsky - \\)-lS \ 0 +60 +180 +300
MNaunihal Virdi® - Eugene E. Wright Jr Qo) &l&%e HbAlc: Follow up HbA1lc:
: (b(\ @ﬁo within baseline value within follow
(&\ @ivnod closest to and up period closest to
. NS ,&Q including day 0 +180 days
NN
Geography us c.)\@ O

N\
: & o
Population 1781 Pazienti T2DM adulti con HbAlc 28% con evidﬁaﬁgfbacquisto di farmaci GLP-1 RA nei 180
giorni precedenti il primo utilizzo di FGM tra il 20%8\-2@5’2
Eta 5510 years, 38% in terapia MDI, 32% in tggﬁ\%gé’on sola insulina Basale e il 30% in sola terapia

orale (SR,
. @ O
HbA1c al baseline 9.8+1.5% O
C)C) ‘\Q
S° 2
: K %
Endpoints Questo studio ha valutato le vari ﬂb‘ i HbAlc in seguito all’utilizzo di sensore FGM in pazienti
adulti in terapia con GLP-1 RA Q> @o*\
(00 é\oo
Design Studio Real World retro,gg%t db con Optum’s Market Clarity Data, un database assicurativo collegato

agli Electronic Health@f@c@%s (EHR) Linizio della terapia con GLP-1 RA venne definita come la prima
prescrizione dal 2 if%poi. | confronti tra HbAlc precedenti e successive all’intervento furono

&
valutatia 6 m‘e\\s{daﬁkt\%iziale acquisizione di FGM

OG.)\ QQ
S
CGM = continuous glucose monitor; GLP-1 = glucagon-like p(@e 1 agonists; HbAlc = glycated haemoglobin; T2DM = Type 2 Diabetes Mellitus
Miller et al. Diabetes Ther (2024) 15:2027-2038
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ey results * In seguito all’utilizzo di FGM, si nota una riduzione dell emogloblnqa@hcata di 1.5£2.0%
(P<0.001). oQ’.

* Miglioramenti significativi nei vari sottogruppi terapeutici ‘Q‘\ \Qp

* Anche i pazienti con inizio di terapia da piu di 1 anno hanvb&]@ﬂeﬂqato del sensore, con

una riduzione di 1.2+1.8%, P<0.001. \\‘z> @

Conclusion  L'utilizzo di FGM migliora i valori di HbA1lc nei pazl%@t g@terapla con farmaci GLP-1 RA +/-
insulina indipendentemente dalla tipologia e dalfa dy‘?ata della terapia .
* Le ragioni del miglioramento sono da approf@@d&zﬁe si ipotizza un miglioramento dello
stile di vita e un’ottimizzazione della tera&&

0 0‘
A) Change in Alc for Study Cohort OQ»' Q)
12 - C) Q A) Changes in Alc by GLP-1 RA Duration
A15£19 1 - A-1.3+£2.0 9éld,t A-1.7+19
1541, . _ BA-23%22 A-1.2+20 A-13%18 A-13%17
11 - . 35% Cl:-1.5,-1.2 & &QE 1.2 3% c: -1.9, 1.5 g5t g -2.6,-2.1  95%Cl:-1.4,-1.0 95%Cl:-1.4,-1.1 95%Cl:-14,-1.1
95%Cl: -1.6, -1.4 11 - Q \ "
3 10 - Q} 10 |
S 9 £ QQ ) 6 2, 9.7 9.7 9.7
.. c 9 o) 3
8 8.3 <] ” 8 - - 8.6 8.4 84
. : 7 - '
7 7 &(o |7
& 6 .
6 - &QGQ AQ) <3 months 3-12 months 12-24 months >24 months
N=1454 Q OQ) Intensive (N=550)  Non-intensive (N=472) Non-insulin (N=432) (N=293) (N=276) (N=407) (N=478)
BAlcatBaseline  WALcat Follow-up A(b. K\ B Alc at Baseline [ Alc at Follow-up et Bascline Ricatalowp
GLP-1 = glucagon-like peptide 1 agonists; HbAlbéycaQ?haemoglobm
22

Miller et al. Diabetes Ther (2024) 15:2027- 2038



Initiating GLP-1 Therapy in Combination with FreeStyle Libre (}0‘3
. . L\
Provides Greater Benefit Compared with GLP-1 Therapy Alone S
RO
Eugene E. Wright, Jr. MD, Gregory J. Roberts, BS? Joyce S. Chuang, PhD;? o .s\(&\
Yelena Nabutowvsky, MS,"' MNaunihal Virdi, l"-.ﬂ'ID,4 and Eden Miller, DO° ) (b(\(b a_,\b
*{g\ . (b@
NN
‘ é}'{b. é)&b
Geography o 2
UN) %o >
Population 24.724 pazienti adulti con DMT2 , 24,246 in GI&‘Z’;Q(@% 58+12 anni) e 478 nel gruppo GLP-1 e FGM
(etd 54+11 anni). N4 %c}\
HbA1c (28%), dati estratti tra il 2018 e il g&%&
Endpoints Lo studio mira a confrontare le vari n dﬁllelc tra pazienti che iniziano contemporaneamente
GLP-1 RA e FGM rispetto a coIor(t§he®ieﬁ2|ano solamente GLP-1 RA
: . . S\ : . :
Design Studio osservazionale real woxdd S{g@atl Optum Market Clarity Data anonimizzati, con Propensity
Score Matching (5:1), bas@Quééor’apia insulinica, eta, sesso, HbA1c al baseline e tipologia di farmaco
GLP-1 RA. Il confronto t@m%ﬁc viene fatto a 6 mesi.
SAO &%\‘ Index = First GLP-1 RA Prescription
>
(8\' \% Baseline period ‘ Follow up period
S
(o
@Q Q}Q) /—Aﬁ [ / 3
& A Days from
Q . < Index -180 0o +60 +180 +300
4’0 O \ J
. ‘\ K Y
&5 |
O% Q FanLP—'lfF'SLg%rou.p,‘
Q Baseline HbAlc: FS!' acqwsmm & vmhe) Follow up vaAlc:
.(b’ value within baseline +/- 30 days of index value within follow-up
» eriod closest to and period closest to +180
GLP-1 = glucagon-like peptide 1 agonists; HbAlc = glycategaemoglobin; T2DM = Type 2 Diabetes Mellitus ﬁwluding day 0 days D3

Diabetes Technology and Therapeutics © Mary Ann Liebert, Inc. DOI: 10.1089/dia.2024.0015




Keyresults | 3 riduzione di HbAlc é stata maggiore nel gruppo GLP-1 eo&%l\/l (-2.4%) rispetto al
gruppo solo GLP-1 (-1.7%, p<0.001). Q@
In aggiunta, una maggiore proporzione dei pazienti r}}él’%m po GLP-1 e FGM
hanno raggiunto 'obiettivo di HbAlc <8% (62.1% \gs’b 6%, p=0.01).

Conclusion  |"utilizzo di FGM in aggiunta alla prescr|2|or%e%)§®‘novo di GLP-1 RA +/-insulina
aiuta a ridurre maggiormente | emoglob@%gﬁ’cata rispetto all’utilizzo del solo

@ &
farmaco N
AR
>
%]
0% @
A) All Matched Patient C)O \Qﬁ
aLene auenss M Baseline HbA1c O
14 0O 6 Month HbAlc é \Q) Intensive Insulin Non-intensive Insulin Nominsulin
14 14
13 DID =-0.37 [-0.56, -0.19], p < 0.001* Q },Q) DID: -0.83 pe.001 biD: - m; 10,001 DID: -0.68 p<0.001
12 r r
12 [ f] | J”P ol LA | -1.M <0001 246 pen001 =178 pe0.001
N 11
""J -2.43+2.19% gt | i il
— 10 g ?5 ﬁ
<L ﬁ b L 8
L 9 < 1040 4 g
T " X T4 157 780
8
" 2
7.82
Z e 0 0
O S r= 51? GLP-1 (0 .NI] GLRL4FEL [m=115) GLP] (s 951) l:ls’-'.-'-:‘.[l"zli:l hLF"-.{"'lS,V-‘:'.
BEasekne OFollow-up BBaseline O Follow-up WBaseling [ Follow-up
GLP-1&FSL
N =478 *Error bars are mean standard deviation (Std). DID = Difference in Difference
* Difference in Difference (DID)

FIG.4. Change in HbAlc by insulin therapy group: unmatched cohort.
FGM ; GLP-1 = glucagon-like peptide 1 agonists; HbA1lc = glycated haemoglobin;
Diabetes Technology and Therapeutics © Mary Ann Liebert, Inc. DOI: 10.1089/dia.2024.0015 24 of 31
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Le evidenze &
L L ° . \O . o o
La riduzione delle ospedalizZazioni
NS

R
Gli studi RELIEF comprendono 3 studi basati sull’aqa‘ﬁs\az\ﬁel dati del Systeme National

des Donnees de Sante (SNDS) e hanno Valutatq)c’fa taSsi di ospedalizzazione per
eventi acuti correlati al diabete in Franc'@;ﬁl{iﬁla e dopo l'inizio del sistema
FGM sia per pazienti MDI che in sola terapia Basale.

Studio di tipo retrospettivo, dc@% & @ 2 anni dall'inizio di FGM
0? &

¥ o

Roussel et al, Diabetes Care 2021 Jun Riveline JP et al. Diéhetes@gfhnol Ther. 2022 Sep Guerci B. Diabetes Technol Ther. 2023 Jan;
’ S




Studio RELIEF (T2Basale): anche nei pazienti in terapia q@ﬁ sola insulina
Basale si nota un’importante diminuzione dei ncovegﬁb\er eventi acuti
correlati al diabete dopo 1 anno di uﬂhzzgﬁﬁsCGM

(\
4
& .\\,b©
(a) ADEs correlati al diabete (Pz=5,933) (b) 0\g&®ﬁzzazmm per tutte le cause (Pz=5,933)
O
S o
-67% Q}\fo & -7%
R
N
g 2.5 2,40% bo\(b 6(} 60%
i O S 51.3%
< g 2 50%
S 20 < k)
_7E0, ©
S — 2 40%
3 =
15 1,37% N oy
g Q* S 30%
2 -44% O & &
f 1.0 Q~ @O 3 o
; 0,73% -71% Qv OQ % 20%
: Son” :
E 0.5 0,41% 0.34% \(b 0\@ S 10%
= >0
< 0@ 0,07%
0.0 — ©-00% 0%
DKA Hypolycemia Q C Hyperglycemia Total All causes
RN
EQ®¥SI precedenti ad utilizzo isCGM - 12 mesi successivi all’utilizzo isCGM
Abbreviazioni: ADE: eventi acuti correlate al di ; DKA: Ketoacidosi diabetica; T2B: Pazienti di tipo 2 in terapia con Insulina Basale

Guerci B. Diabetes Technol Ther. 2023 Jan; 11-Dec-25 |
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Studio RELIEF (TZBasaIe) la diminuzione dei ricoveri per evceﬁtl acuti correlati
al diabete e mantenuta dopo 2 anni di uthg@ﬁusCGM
R

b\
’b
&@\ @
OUTCOMES IN SEGUITO ALL’INIZIO DI isCGM NELLA COORTE D@agﬁ\m T2B (+/- ORALS) (N=1,994)
%O
W 12 months prior to FSL H 12 months following Ft%\(o K B 2nd year following FSL
2,0% 60’\@' %C}\

% elfan &2 months following vs

% change: 12 months prior vs 12 %
@ 28year following isCGM
&

months following isCGM

1,5%

1,103%

1,0%

0,602%

0,5%

-100% +100%

0,050% 0,000% 0,050%
0,0% | e
DKA Hy @écemia Hyperglycemia Total
Q0
NP
2) QQ)
O

Abbreviazioni: ADE: eventi acuti correlate a@oete, DKA: Ketoacidosi diabetica; T2B: Pazienti di tipo 2 in terapia con Insulina Basale
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Studio RELIEF (T2B): la diminuzione dei ricoveri per eventi a\@ﬁ‘tl correlati al
diabete si e rivelata indipendente dal numero di strisce g gedentemente

utilizzato

3.0
0@5
<
8 O strips C)O QKZQ())
3 tri O o
B >0-3 strips &O \®
P >3-5 strips OQ\& 1.5
. O (%)
I >5 strips ?g~ Q,O 10
Q \oQ
o
’bb \\é 05
> @
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Q(b' Q 0.0
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Q. @
AR
RORS
S AQ
§ %
N4
Guerci B. Diabetes Technol Ther. 2823 Jan;

- 12 months prior to isCGM initiation -

b\(b
>
@\ @
\§33)
(OO -66% -83%
\(b \Q 3,04%
\ . \QQ 71% 2,99%
fo &

669
2,67% 66%
2,40%
-60%
2,01%
1,01%
0,79% 0,77% 0,79%
0,50%

>5 strips Total

0 strips >0-3 strips >3-5 strips

12 months after isCGM
initiation

Abbreviazioni: ADE: eventi acuti correlate al diabete; DKA: Ketoacidosi diabetica; T2B: Pazienti di tipo 2 in terapia con Insulina Basale



Questa sotto analisi condotta sulla popolazione dello studhgﬁ{E‘EIEF mostra che l'uso di isCGM ¢
associato a riduzioni degli eventi acuti correlati al dlabe,g‘@ z\@g’he nei pazienti con diabete tipo 2 in
terapia con insulina basale €>° b\ &

Riduzioni dei ricoveri per ADE sono persmtent&) @‘ﬂqé?anm

Effetto non sembra dipendere dai precedel{tpc%ﬁqportamentl (numero test SMBG, frequenti o

meno) <2>Q x\@
Questi dati suggeriscono che isCGM @o@bbe essere prescritto in modo piu ampio come parte della

cura individualizzata anche nei paZ@th@)n T2D trattati con un regime di sola insulina basale
> @
o
R &
N
Q. @
Q0
Ses
¥

Guerci B. Diabetes Technol Ther. %{ﬁan

Abbreviazioni: ADE: eventi acuti correlate al diabete; DKA: Ketoacidosi diabetica; T2B: Pazienti di tipo 2 in terapia con Insulina Basale; isCGM: intermittently scanned Continuous Glucose Monitoring
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ARTICLE l‘) \'
N
Intermittently scanned continuous glucose monitoring compared \(b (b\
with blood glucose monitoring is associated with lower HbA, 6\ (b\'\
and a reduced risk of hospitalisation for diabetes-related ’\\.
complications in adults with type 2 diabetes on insulin therapies (\(b %\b
David Nathanson'? - Katarina Eeg-Olofsson®* - Tim Spelman® - Erik Biilow" - Mattias Kyhlstedt® - ‘\\ﬁ @ 6 T‘me{::mhﬂ 18 2
Fleur Levrat-Guillen® - Jan Bolinder’ @ {{2’ - J 00
-~ —— T2D-Bandany HbA,
Received:; I April 2024 7 Accepted: 21 August 2024 \@' X 00’.10 1 —A— T2D-MDI and any HbA,, 1
© The Authorts) 2024 MK I S
Oo %\é E 0.20 20
%) Q)’O
@ %_z 0.30 3 S
’& ) ) i A e -4
Geography  Svezia (b Q g= o B — A o e [0
. NS
Population  Aqulti con DMT2 (National Diabetes Register) in terapia MDI (T2D-MDI), basa@. 6\ e .
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mmol/mol (-0.34%) a 6 mesi. Nella coorte T2D- .5 ol/mol (-0.32%) a 6 mesi.
Key results o 0,
Riduzione mantenuta a 24 mesi in entrambi i pi.e O I ¢
Riduzione significativa rischio di ospedahzza@mi %&ause correlate al diabete v Y@ ) -37%
v i 2
T ~460
Conclusion Questo studio real world ha mostrato Q zzo di isCGM nel T2DM \ -49% 46%
in terapia insulinica rispetto a % rmina una riduzione significativa di HbAlc -57%
mantenuta a 2 anni e una r|d ospedalizzazioni per complicanze correlate al W20 T2D-MD8 0.8
diabete 0, . U {n=6800) (n=2876) (n=2292)
. 4(0 Q
.\\ K
N\
oS 9
o° R
S

Diabetologia https://doi.org/10.1007/s00125-024-06289-

(10W/j0ww) 51350 WO SA NDIS! 104 TYaH
ur afueyd u s3uasayIp paysnipe-auljeseg

30



CASO CLINICO 1

Patient lllustration Only. Not actual patient.
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« CASO CLINICO 1 o
xO
\‘OQ’.
Prima visita Q Q}\””
b\
\

Paziente di 56 anni, dimesso la settimana prima dalla cardlochlrurglm‘%ﬁﬁeg/o sindrome coronarica cronica
in malattia coronarica trivasale, trattata mediante confezior éﬁ)\ o di triplice bypass aortocoronarico a
(CABG x 3: LIMA-LAD, RIMA retroaortica-RI, SVG-PDA). Aﬂétto inoltre, due pregressi minor stroke
recidivanti nel 2020 con residua lieve ipotonia artg} g& eriore sinistro, ateromasia carotidea,
ipertensione arteriosa, diabete mellito tipo 2, retn&@'i)a_ﬁa diabetica.

Reca in visione: QQ q
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« CASO CLINICO 1 O\oQ
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TERAPIA N
N\
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o o [ \\® ég
Terapia diabetologica: v ? Q

> &
Analogo rapido 7 Ul prima di colazione, Analogo rapg}% 6(?%1 prima di pranzo, Analogo rapido 9 UI prima
C

di cena; 2 Q)Q,"”
Analogo basale 14 Ul ore 22 © >

o
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STATISTICHE E TARGET GLUCOSIO TEMPO NEGLIINTERVALLI %

18 marzo 2024 - 31 marzo 2024 14 Giorni
Tempo in cui il sensore & attivo: 100%

Intervalli @ target per Diabeta tipa 1 o tpo 2

Intervalli di glucosio Target % di ketiure (DreiGiomo)

Intervalo stabilito 70-180 mgidL Superiore a 70% (16h 48min.)

Inferiore a 70 i Inferiore a 4% (S8min.)

Inferiore a 54 i Inferiore a 1% (14min.)

Superiore a 180 mgidL Inferiore a 25% (6h)

Superiore a 250 mgidL Inferiore a 5% (1h 12min.)

Ogni aumento del 5% del tempo nellintervallo (70-180 mgldL) & clinicamenta vantaggioso.
Valore medio del glucosio 124 mya.
Indicatore di gestione del glucosio (GMI) 6,3% o 45 mmolimol
Variabilita del glucosio 36,4%

Definito come percentuale del coefficiente di variaziona (%CV); obiettive £36%

2o

- T S i o
Si riduce terapia msulmuggE@OQ

%)

Analogo rapido 4 Ul @,\qul‘ézione, 7 pranzo, 6 ce
Analogo basale 10&?? l&sera

Introduce SG L'[@’i*ii\"g

.

N\
Da rivedere g;ﬁep(?% settimane

Q\
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180 — QQ
RN
— Wolto alto 2% N R
7250 mglL (29in.) 101106 103 P8, JONE Te 81 197 129 12814 B2 B2 91 89 T8 E 8 85 83 85 89
91 100 5 T 73 70 73 94 109 14273 7T T4 B0 A T T4 79 B T4 T2 B2
Alto 8% \ Qw'\
181 - 250 mg/dL (1h 55min.) *\0 ‘\\ ¥ Colazone con cometto ntegrale  © Fatto 2 unita manglato pzza 4
\(b "\\'(b' ¥ Mariglato banana
é)\@ é\é ¥ Non fatto insulina
SO
Intervallo stabilito 85% Q,% ]
70 - 180 mgidL 420h24mi9§ ‘QQ
\(b‘ K\ 180 =
0@ ?\ ] _‘5(0\,
N Basso o ~% 0
- 54 - 69 myg/dL O K&ﬂ"lil“l.:l 109 122 101 97 ' 92 97 105 106 107 126 134 102 89 86 ' 93 111 122 117 113 103 111 110 124
" . 99 99 90 86 83 99 101 96 108 100 B85 T4 Te 76 94 99 113 102 93 97 98 90
Molto basso QC) %\Q 0%
<54 mgldL &O \® {Omiin.) ¥ Non fatto nsuling manglato pesta
o
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STATISTICHE E TARGET GLUCOSIO TEMPO NEGLIINTERVALLI 350 (bf\ - -
N\
29 aprile 2024 - 12 maggio 2024 14 Giorni (& . @
N @
Tempo in cui il sensore & attivo: 100% 0 > 6(0
Molto alto 0% . X
- [ >250 mg/dL (0min.) 4 OC)\ %\
Intarvalll o targat par Diabeta tipo 1 o tipo 2 “ ,Q, @
80 0 T197, @3 151 150 132 123 118 131 137 170 192 211 174 186 178 140 109 100 110 105 92 83 82 73
Intervalli di glucosio Target % di letture (OraiGioma) Aalfozso L 433.IE' \\(b' K®
intenvallo stabilfo 70-180 mg/dL Superiore 3 70% (16h 48min.) 181-220mg (43min) R 152 148 135 124 119 116 119 127 135 135 191 163 174 129 108 ﬂ 9 95 88 76 75 E
Inferiore a 70 mo/dL Inferiore a 4% (58min.) \(b 90
Inferiore a 54 mg/dL Inferiore a 1% (14min.) % \ 350
0,
Superiore a 180 mg/dL Inferiore a 25% (6h) %!ﬁg%‘ﬁ stabilito 0,%“ 3%30
Superiore a 250 mg/dL Inferiore a 5% (1h 12min.) O .&Q) 180
Ogni aumento del 5% del tempo nell'intervallo (70-180 mafdL) & clinicamente vantaggioso. C)C) %\Q w
70 =
Valore medio del glucosio 123 i Basso &O N 1% .
Indicatore di gestione del glucosio (GMI) 6,3% 0 45 mmolimol 5+ _T:f’“'“mﬂm Q\ .\(b (t4min. 70 [0 72 83 91 102 117 140 157 149 136 127 102 92 115 104 99 88 113 128 153 134 112 109
Variabilita del glucosio 235% Ms?ltoh@ O\Q) QO% 70 72 88 93 99 118 141 133 130 104 $2 74 102 7 &4 B2 93 102 122 117 92 92
y <54 mg {Omin.)
Definito come percentuale dal coafficianta di variazione (%CV); oblattivo 236% & QQ ¥ Mon ho fatto finstling & pranzo volutamente
\mQ XS

AR

Si riduce terapia i Mica:
pia msg,g‘h@a

sospende Analogg@?ﬁg}@@o

riduce Analogo ¥ sale a 6 Ui la sera

mantiene Sgb?oz-i e introduce GLP1 RA

o Q}’




3 visita

Report AGP

13 maggio 2024 - 26 maggio 2024

STATISTICHE E TARGET GLUCOSIO

13 maggio 2024 - 26 maggio 2024 14 Giomni
Tempo in cui il sensore & attivo: 100%

Intervalll & target per Diabets tipo 1 otipo 2

Intervalll di glucosio Targat % di lestume {Oaitomo)

Intervalio stabitn 70-180 mg/dL Superiore & T0% (160 48min_)

Inferiore & 70 mgidL Inferiore a 4% (58min.)

Inferiore & 54 migidL Infarkore a 1% (14min.)

Supenore 8 160 mgidL Infariore a 25% (Gh)

Superiore a 250 mgidL Inferiore a 5% (1h 12min_}

Ogni aumento del 5% del tempo nell'intervallo (70-180 mgidL) & clinicamenie vantaggloso
Valore medio del glucosio 113 mgiee
Indicatore di gestione del glucosio (GMI) 6,0% o 42 mmol/maol
Variabilita del glucosio 20,4%

Definito come percentuale del coafflcente di variazions (%CV); oblettivo £36%
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Alto b\’\’@ gc%%
181 - 250 mgidL & b\ {Omin. )
¢ @
%] Q)Q,
Intervallo s to Q& 99%
70 - 180 mgid \ {23h 4Emin.}
O Q)%
%é ’\QQ\
@69 O 114r1nE.a|
Hc@p%assn 0%
Q 6ngn'dL {Omin_)

.

B2 81 B7 82 86 99 100 100
BO 78 71 B0 T8 B5 BE B85

105 148 136 112 B9 93 108 127 143 138 98 111 126 164 168 160

82 115 117 87 (B2 79 82 120 128 85 BT 85 101 139 159 135

360

180 =

WWM

136 134 130 135 135 131 128 116
120 417 122 126 127 122 114 104

116 158 157 137 108 105 132 128 1427 131|125 110 87 88 &7 ®
88 111 137 112 86 91 108 121 122 408 97 99 B4 89 B1 83
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Advancing the Role of CGM in T2DM Mana gément
A Proposal ,g\’b

o

_ ALLA DIAGNOSI DIABETE STAEILE DIABETE DI LUNGA DURATA

Tutte le persone Stabilire il profilo glicemico di Svelare aIterazmm&@:en@\e non Svelare anomalie glicemiche

artenza per guidare apparenti Intensificare la terapia
con T2DM Sy~ g i > nstticars i
I’educazione (dieta/esercizio) e Adeguare la plq® De-intensificare la terapia
informare la scelta del Gestire gll,g@fewl glicemici (TIR,TAR, Supportare il personale
trattamento TBR, CVb@M sanitaria nella gestione del
Valutare la risposta al diabete
trattamento o @Q
T AGCESSO CONTINUATIVO AL CGM
Q&
Persone con Favorlre'l auto-gestione \O K\Q
trattamento Evitare I'ipoglicemia & O
) o Contenere I'|pergllce@v %(\
insulinico Limitare la variabififa l{ mica
T YT —————
Persone non- Rafforzagfq’ d;%azmne dieta e attivita fisica)
Moni Qf 0®

insulino trattate Ad@h&@la terapia come appropriato

Ajjan RA, Battelino T, Cos X, Del Pratc@f?él. Nature Rev Endocrinol 2024, 20:426-440




Percentuale di pazienti che usa,gé%ho la
tecnologia per categoria di@l‘ij@bete
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Grafico1

		Diabete tipo 1		Diabete tipo 1

		Diabete tipo 2		Diabete tipo 2

		Diabete gestazionale		Diabete gestazionale

		Forme specifiche		Forme specifiche



Microinfusore d'insulinna

Sensore glicemico

(%)

23.8

40.8

1

1.3
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Foglio1

		Colonna1		Microinfusore d'insulinna		Sensore glicemico

		Diabete tipo 1		23.8		40.8

		Diabete tipo 2		1		1.3

		Diabete gestazionale		1.5		3.7

		Forme specifiche		3.2		29.1






Conclusioni

N
e L'utilizzo del CGM e considerato lo standard di(\q,é\,t\g@\ nelle persone con
diabete di tipo 1 @\\’0@@9

-

R
* Lintroduzione e l'utilizzo nella gestione del dig %@\ di tipo 2 e stato piu lento

e inizialmente indirizzato alle persone in trat;égg‘énto insulinico intensivo

* Attualmente sono presenti evidenze chg%%&‘olineano Uefficacia dell’'uso del
CGM nel diabete di tipo 2 trattato CO@\P%sﬁlina basale e/o altri farmaci per il
diabete al fine di ridurre il rischwegpoglicemico, la corretta titolazione
dell’insulina basale e permetterg;,‘?i\@‘tensificazione o deintensificazione del

trattamento 60 Q}@

* E’ auspicabile lutilizzo d OO%@‘?\\/I nel continuum della storia clinica del
diabete di tipo 2 (diagnogs.vg@ecoce, modifiche adeguate dello stile di vita,
raggiungimento  immedigto  dell’'ottimo compenso metabolico e
mantenimento di quegfuftimo)
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