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Glycemic patterns are often missed by blood gol@cose meters
but seen with CGM
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6. Glycemic Goals, Hypoglycemia, and Hypergl,yz;sgmic

Crises: Standards of Care in Diabetes—2026 @gx
QD N
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O
Table 6.2—CGM metrics for clinical care in nonpregnant individuals ¥ i

. N 7,
Metric Interpretation ,&’b

‘ .s\(b
e 1 or type 2 diabetes

Goals

Y X U
Metrics for valid CGM wear 600 &'
Wear time Number of days CGM c{qylce,'ga‘?Norn

Active percentage time Percent of time CGM‘%vi(@is active

Glycemic metrics b\,)\(bc}\A

Mean of glucc@% \@@es

Calculate@%u pproximating A1C (not

alw, e§{@r ent)
Glucose coefficient of variation (CV) Spr. ng cose values
TAR >250 mg/dL (>13.9 mmol/L) @e%\leo time in level 2 hyperglycemia
RN
\Q g?@ent of time in level 1 hyperglycemia

Mean glucose
Glucose management indicator (GMI)

TAR >180 mg/dL (>10 mmol/L)
ae®
TIR 70-180 mg/dL (3.9-10.0 @e/%\o Percent of time in range
N

Z)
N\
TBR <70 mg/dL (<3.9 Q%ing

Percent of time in level 1 hypoglycemia

>
TBR <54 mg/dL (<03§9§m£481/u

Percent of time in level 2 hypoglycemia

>14-day wear for pattern management
70% of time active out of 14 days

<36%t

<5% (most adults); <10% (older adults with
complex/intermediate health)

<25% (most adults); <50% (older adults with
complex/intermediate health)#

>70% (most adults); >50% (older adults with
complex/intermediate health)

<4% (most adults); <1% (older adults with
complex/intermediate health)§

<1%

~7 - g

CGM, continuous,&@:cc{sﬁ\monitoring; TAR, time above range; TBR, time below range; TIR, time in range. *Goals for these values are not stan-

dardized. TSO@ S

cemia ined. Adapted from Battelino et al. (33).

tes suggest that lower coefficient of variation targets (<33%) provide additional protection against hypoglycemia for
those rece'!\q')r% insulin or sulfonylureas. ¥Goals are for level 1 and level 2 hyperglycemia combined. §Goals are for level 1 and level 2 hypogly-
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Standards of Care Table 7.3—Continuous glucose monitoring de¥i
in Diabetes—2026 L. S
A Type of device Brand* ;6 (h%\ Availability Alarms
. . <9 .
rtCGM Libre 2 Plus and gr\@\% Plus Prescription Yes
NS L
Dexcom G6 agﬁ’ﬁ? Prescription Yes
@ > .
Eversensg@ 5qq> Prescription Yes
Guardi \4\Q\® Prescription Yes
Sim@%r%@6 Prescription Yes
O
OTC-CGM Hgén Stelo OTC No
@@?@b@bott Lingo OTC No
AN
: <2 . :
Professional CGM 2 < Abbott FreeStyle Libre Pro In office No
> N .
& &2 Dexcom G6 Pro In office No

0&

QN
CGM, contig‘b}ogéoglucose monitoring; isCGM, intermittently scanned CGM; OTC, over the

counter; &\t(ﬂ\?f, real-time CGM. *Generic names not available.
O
S



Ritenete che il monitoraggio continuo Q&‘M’) debba essere considerato uno
standard necessario per tutti i pazm@uﬁv terapia insulinica (basale o MDI), al
fine di ottimizzare la sicurezza e m&‘gfre le ipoglicemie?

L o«\q
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B: NO {5\’0 Q}Q\
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Table 2—Preplanned subgroup analysis

. : " - R 5
(@ Comparisons Patients Control subjects Estimated WMD (3@ Cl) P / P value of Q test
\4
HbA, Q’}O
Effects of Continuous Glucose rtCGM 13 851 769 —0 23 (—0¥p to —0.10) <0.001  92.2% <0.001
. i ] ) ©iCGM 3 350 276 (@ 0 0.02) 0.861 0.0% 0.934
Monitoring on Metrics of Glycemic SAP 2 107 108 —0 o= Q,@j:)\'to 0.35) 0542  85.5% 0.009
Control in Diabetes: A Systematic |Tl :veran 18 1,308 1,153 ,qm bg?‘g}}i’e to —0.06) 0.003 96.2% <0.001
. . . \\
Review With Meta-analysis of rtCGM 13 851 769 @ @19 (52.68-114.30) <0.001  66.5% <0.001
Randomized Controlled Trials iICGM 3 350 276 Q}’b 0 53.91 (28.54-79.27) <0001  0.0% 0.617
Diabetes Care 2020;43:1146-1156 | https://doi.org/10.2337/dc19-1459 SAP B 107 108 o\ . 3‘{0 37.10 (0.74-73.45) 0.045 0.0% 0.799
[ Overall 18 1,308 1,183 \0 70.74 (46.73-94.76) <0.001 66.3% <0.001
Maria Ida Maiorino,* Simona Signoriello,” TBR level 1 \\7(0' (b
Antonietta Maio.2 Paolo Chiodini? rtCGM 13 851 —15.82 (—25.70 to —5.95) 0.002 96.6% <0.001
Giuseppe Bellastella, " iICGM 3 350 b\\’ \ —56.26 (—88.91 to —23.60) 0.001 93.7% <0.001
Lorenzo Scappaticcio. 2 Miriam Lonao. SAP 2 107 0 08 —41.04 (—127.10 to 45.02) 0.350 88.1% 0.004
e e y 0 [ Overall 18 1 30§,U 3\\ 1,153 —27.16 (4208 to —12.25) <0001 _ 98.9% <0.001
ario Giugliana,™* an
. . 24 TBR level 2
Katherine Esposito FtCGM 8 \%24&g 450 ~5.65 (—10.83 to —0.46) 0033  743% <0.001
iICGM 3 OQ‘ 276 —26.23 (—49.07 to —3.40) 0.024 86.8% 0.001
SAP 1D "‘J’ 77 —37.40 (—46.05 to —28.75) __ <0.001 — -
| overall 12 @‘. ,{b 950 803 —13.58 (—20.63 to —6.53) <0.001  91.7% <0.001
TAR level 1 QV“ \\\
rtCGM \12 (@) 788 716 —~54.34 (—75.03 to —33.64) <0.001  21.7% 0.230
iICGM 231 156 35.52 (—3.00 to 74.03) 0.071 0.0% 0.588
SAP \?* ,Joz 107 108 23.98 (—34.95 to 82.90) 0.425 26.3% 0.244
Overaux o 16 1,126 980 —30.26 (—58.15 to —2.38) 0.033 67.9% <0.001
R Jave) 2\rb
8 545 462 —44.79 (—74.97 to —14.61) 0.004 69.6% 0.002
Q’&c 3 350 276 —16.16 (—30.57 to —1.74) 0.028 0.0% 0.562
@ 1 76 77 —1.44 (—28.09 to 25.21) 0.916 — —
’bQ Q’Jverall 12 971 815 —27.68 (—45.31 to —9.97) 0.004 63.9% 0.002
S Qv
06 rtCGM 7 509 449 ~2.56 (—5.28 to 0.17) 0.066 93.1% <0.001
. \,OQ iCGM 3 350 276 ~3.86 (—5.15 to —2.57) <0.001  78.1% 0.010
Q SAP — — ~ ~ — — —

Maiorino Ml et al, Diabetes Care 2020;43(5):1146-1156 | Overall 10 859 725 —3.09 (—4.43 to —1.74) <0.001 90.7% <0.001




Endocrine
https://doi.org/10.1007/512020-025-04405-6

Endocrine. 2025;90(3):1138-1148

* We included RCTs reporting bggf HbA1c and mean CGM

SYSTEMATIC REVIEW

The therapeutic efficacy of continuous glucose monitoring in diabetes:
an updated meta-analysis with meta-regression

Maria Ida Maiorino™2® - Nicole Di Martino? - Silvia Angelino'? - Antonietta Maio' - Paola Caruso®® -
Michela Petrizzo? - Lorenzo Scappaticcio'® - Miriam Longo*® - Daniela Forestiere'? - Chiara Porcellini'= -
Giuseppe Bellastella’*® - Dario Giugliano'® - Katherine Esposito’*3®

glucose together with time\d}\orange (TIR), time above range
(TAR) and time below Ijq\,ggq’e (TBR).
QO

0\ ’.\
* The meta-analysi(gj%\l,g@ed 19 studies involving 2936 patients.

Check for
Updates

NS

S
©
N

Comparisons | Intervention Control Mean change (%%‘CI)_QQ\‘ P ANOVA 12 Heterogeneity
07 N\ test
< > Q-Test
N) ) ) O P P

Diabetes type N Q7 0.608

Type 1 16 1189 1124 (885 35, 7.36) <0.001 63.74 <0.001

Type 2 4 377 246 X~ 7,881.09, 14.11) 0.022 65.59 0.033

Background therapy o] Q7 0.746

csli 2 153 153V |\24.63 (-0.14, 9.40) 0.057 62.15 0.104

MDI 6 490 K o] 5.75(2.83,867) <0.001 49.63 0.077

Both 12 923 ‘&4&3&‘ 6.45 (4.76, 8.15) <0.001 56.84 0.008

. . \) A

Glucose monitoring ) \ @{o 0.025

modality O

ntCGM 13 959 . | \O 839 6.94 (5.23, 8.66) <0.001 52.14 0.014

iSCGM 6 53107 4 454 4.82 (2.98, 6.67) <0.001 20.50 0.279

SAP 1 ¥ N\ 77 2.70 (0.02, 5.38) 0.048 / /

Study design type &7 W07 <0.001

Cross-over 2 o Jo3 102 9.45 (7.95, 10.95) <0.001 0.00 0.508

Parallel 18 N 1463 1268 5.48 (4.16, 6.80) <0.001 40.49 0.039

Consensus 2019 AO'J 0.025

Before Consensus 6{0“ 991 856 4.95 (2.97, 6.92) <0.001 71.66 <0.001

2019

After Consensus 2019 8 575 514 7.90 (6.24, 9.56) <0.001 3.65 0.402
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N
7.15 Use of CGM is recommended at diabetes onset and anyti.mg@'lag@%r for children,
adolescents, and adults with diabetes who are on insulin thir@s\y, Ajg] noninsulin therapies
Standards of Care that can cause hypoglycemia, C and on any diabetes tr.e%{me% ere CGM helps in
in Diabetes—2026 management. C The specific CGM device and metr%@(i\br:\g’ébshculd be made based on the
A'ﬁgﬁ'ﬁ. individual’s circumstances, preferences, and ne;eg@ E (b"o

> @
7.16 In people with diabetes on insulin the@, c(;.@M devices should be used as close to daily
as possible for maximal benefit. A Peo&l@ew@%iabetes should have uninterrupted access to

their supplies to minimize gaps in @VI. 4
pp gap \g &Ab

7.17 During pregnancy for i d%zﬂs} with type 1 diabetes, CGM can help achieve glycemic
goals (e.g., time in rang ﬁi@ above range) A and A1C goal B and may be beneficial for
other types of diabete‘sQn gé%nancy. E See section 15, “Management of Diabetes in

Pregnancy,” for@}g @%il regarding use of technology in pregnancy.
N
N O

7.18 In cirt@istaﬁ%’es when consistent use of CGM is not feasible, consider periodic use of

o
persong (br{m\)fessional CGM to adjust medication and/or lifestyle. C
O AQ
@ﬂ% Q{G-r?reactions, either due to irritation or allergy, should be assessed and addressed to

g\@(baQ@'&] successful use of devices. E

O
O{(& 7.20 People who wear CGM devices should be educated on potential interfering substances

and other factors that may affect accuracy. C



REVIEW N Endocrine

ofé@
An updated algorithm for an effective choice of continuous glg@
monitoring for people with insulin-treated diabetes @\’?’@6\

Maria Ida Maiorino, Raffaella Buzzetti, Concetta Irace, Luigi Laviola, Nlce@ l.ggipoll, Dario Pitocco, Katherine Esposito
on behalf of LIVE CGM workl@grgﬁp

> O
..an update algorithm on wzé@?ost suitable choice of CGM for insulin-treated PwD in six
dlfferent clinical scenarlos&eﬂ@dmg type 1 diabetes, type 2 diabetes, pregnancy on intensive

insulin therapyg\@%gﬂlar physical exercise, new onset of diabetes, and frailty.”

O\Q’Q
Endocrine. 2023,82(2):215-225
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AN
An updated algorithm for an effective choice of continuous glucose @\O
monitoring for people with insulin-treated diabetes \-'50
Maria Ida Maiorino®'"? - Raffaella Buzzetti(®’ - Concetta Irace ®” - Luigi Lawolab\? @hcola Napoli ®°

Dario Pitocco(®’ - Katherine Esposito(®'"? - on behalf of LIVE CGM working
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Real-time continuous glucose monitoring in adults with Benefit of Continuous Glugose Monitoring in Reducing
type 1 diabetes and impaired hypoglycaemia awareness Hypoglycemia Is Sustaqj% Through 12 Months of Use
or severe hypoglycaemia treated with multiple daily Among Older Adultsb%{h\‘l'ype 1 Diabetes
insulin injections (HypoDE): a multicentre, randomised D aOLOGY & THERAPELTICS
controlled trial Lancet2018;391:1367-77 il @ﬁg%%ﬂ%sos
& >
(OOO %\8\\
@ N
JAMA | Ongma%rﬁbst&qﬁbn
Recovery of Hypoglycemia Effect@?tgftlnuous Glucose Monitoring on Hypoglycemia in Older Adults

Awareness in Long_standing Type 1 V&mqr@‘l DlabEtES JAMA. 2020;323(23):2397-2406. doi:10.1001/jama.2020.6928
: : R@ﬁ%omlzed Clinical Trial

Diabetes: A Multicenter 2 X 2 \o‘ﬁi\

Factorial Randomized Controlle% W &

Trial Comparing Insulin Pum v §° e

With Multiple Daily Injectio qs‘?d SIS DIABETES, OBESITY AND METABOLISM

P y 111] &

Continuous With Conventhmﬂ , S ) ,

Reduction of clinically important low glucose excursions with a

NG
%)
Glucose Self_monltorlngb 2 long-term implantable continuous glucose monitoring system

\
(HypoC OMPaSS) @%@‘K in adults with type 1 diabetes prone to hypoglycaemia: the
Diabetes Care 2014;37:2114-2122 | DOI: 10.@&7@14 -0030 France Adoption Randomized Clinical Trial

Q\‘b




The NEW ENGLAND JOURNAL of MEDICINE RN 1) O
%, NEW ENGLAND
RESEARCH SUMMARY 50y JOURNAL of MEDICINE
) @Q 7
Intermittently Scanned Continuous Glucose Monitoring for Type 1 Diabetes Qv x
Leelarathna Letal. DOI: 10.1056/NEJM0a2205650 @é\ °\\(b"
. ‘b(\ "\\(b
(\} \‘b
Table 3. Glycemic Outcomes Aocogdihi\?ﬁ@‘gata.*
Glycated Hemoglobin Level at 24 Weeks D@
Mean Glyca emoglobin a i\ Adjusted Mean
100.0 Adjusted mean between-group difference at 24 weeks, 00 . 8\\' g Difference
< ) -0.5 percentage points (95% Cl, -0.7 to -0.3) Outeorse %) > Baseline A Nen el
E 9.0- 8.7 (b\'\(b @(b Intervention Usual-Care Intervention Usual-Care
‘o 2.5 > Q} Group Group Group Group
€ 8.5 8.3 0\ K\A (N=78) (N=78) (N=75) (N=62)
& 8.0 7.9 Perce! mneéﬁt in specified
E * o Iucﬁgrange
R 75 QO T ra@ 70-180 mg/dl 4281133 45.5+14.2 52.1£15.9 45.2:16.7 9.0 (4.7t013.3)
= P range, <70 mg/dl 7.0+6.2 6.6+5.4 3.5£3.6 6.5£5.9 -3.0 (-45t0-14)
o 7.0
® L :\QAbove range, >180 mg/d| 50.2+16.8 48.0:16.5 4451173 4831199 6.0 (-11.0t0 -0.9)
g 1 ?
0.0 NS Above range, >250 mg/dl; 23.7:14.9 21.8+14.9 15.8+12.3 21.015.5 -6.5 (-10.5 to -2.6)
Baseline ~ Week 24 Baseline ~ Week 2§~ . (\(b Glucose level — mg/d| 191238 187:36 17832 185:40 -11 (2010 0)
Continuous Monitoring Fingerstick TES*"@ C§\Q) Glucose SD — mg/d| 8118 77116 6514 7414 9 (-14t0-5)
\?‘ (%) Coefficient of variation of the 42.711.5 42.1:6.9 37.0:5.4 40.417.0 -3.5(-5.3t0-1.8)
Q‘ O glucose level — %
¥ S
A\ D Percent of time spent with glucose
CONCLUSIONS level at specified levels:
Among participants with type 1 diabetes ar-« higl« glycated <63 mg/dl S ] i i 4150 A8 0-4)
hemoglobin [e\rels, the use Of'an intermiﬂeﬂtl\)r scanned <54 I'T'Igfdl 3.1+38 2.8+34 0.8£1.8 2.8+3.9 -2.0 (-3.0t0 -1.0)
continuous glucose monitor with optional =larms for high <50 mg/dl 24133 2.2:30 0.5:1.2 22434 -1.8 (-2.6t0 -0.9)
and low blood glucose levels resulted 1 3 ‘ower mean >300 mg/d| 11.6:10.8 108:106 6.2:76 9.6:10.3 -41(-67t0-14)
- ‘ g -
glycated hemoglobin level at 24 werks rhan levels moni AUC for glucose level of <54 mg/dI  23.9:34.6 2144303 4.7+119 2241358  -17.7(-26.6t0-838)

tored with fingerstick testing.

— mg/dl x min per dayf

N Engl J Med 2022;387:1477-1487




REVIEW TYPE 2 WETES Enrfne

An updated algorithm for an effective choice of continuous glucose Q\’b @ &
monitoring for people with insulin-treated diabetes > \fo N\ QTvpe 20

@
(b{b 8\‘% U |
\

* In patients with type 2 diabetes treated
with insulin therapy in whom
hypoglycemia predominates, a rtCGM
with predictive alerts and alarms
should be used.

* Intype 2 PwD with suboptimal glucose
control and low risk for hypoglycemia
who require more data than those Q}V‘
offered by SMBG, both isCGM and @V a
rtCGM can be suggested, dependlqg%qo
the individual’s circumstances, @@‘

Q,Q
preferences, and needs. Q* a\

Suboptimal glucose
control

iIsCGM

Maiorino Ml et al, Endocrine. 2023;82(2):215-225



Type 2 diabetes
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937 full articles
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925 full articles
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811 full articles
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793 full articles

~\

J

74 full articles

-

12 full articles

12ontype 1
diabetes

114 reviews

X

18 not trials

J

/719 HbA1c was not the

endpoint (CGM was a
method to measure the
effects of drugs, diet,

\_exercise, other)

(62 combined different

therapeutic strategies

(_(insulin and non-insulin) ‘b

(5 trials with
kinsulin

@ (S sID fawo

(\ dDb\g
OJ
Effetti su HbAlc del monitoraggio e@ntinuo (CGM) rispetto al
monitoraggio glicemico capillare g\ G) della glicemia in pazienti

trattati con insulina. NN
mb }\@*’
study (g\’b(\ b\
&
Beck 2017 e \\@.@ L
Yaron 2019 F . 1
)
NG v

Kim 2024 >
"b

all basal-bghds & e
Marteq)s%&g? .
| léézlo@%asal-bolus -
@V‘ 2019 B
??}?\:O(\:d A;ll insulin | | ,’
&b@@@\ 1,5 -1 -0,5 0 0,5
N4 Standardized Mean Difference -0.45 [-0.61;-0.29]

Heterogeneity: 12 = 0.0%; Tau2 = 0; X2 = 0.57 (p=0.9669)
Test for overall effect z=-5.42 (p<0.0001)

Linea Guida della Societa Italiana di Diabetologia (SID) e dell’Associazione dei Medici
Diabetologi (AMD) - La terapia del diabete mellito di tipo 2 — rev 2025



Type 2 diabetes &
O
\O
Effetti su TIR del monitoraggio continuo (CGM) rispetto al monitoraggio glicemico capillare (SBMG) della incemW\ pazienti trattati con insulina.
%\
Experimental Control Std. M %ﬁérence Std. Mean Difference
Study Mean SD Total Mean SD Total Weight IV,\ , 95% CI IV, Random, 95% CI
<2 ;
Martens 2021 29.00 250000 93 43.00 26.0000 53 266% fo\O\ 0.28; 0.97] T
Beck 2017 61.00 220000 74 58.00 21.0000 72 286 \@14[0 19; 0.46] — T
Ajjan 2019 o7.00 18.0000 49 52.00 20.0000 52 @3\5";’%\6 0.26[-0.13; 0.635] :
Kim 2024 62.70 184000 52 58.00 19.0000 4?{'&\@2% 0.25[-0.15; 0.65]
& :
Random Effects Model Z=2.80 ; p = 0.005 ) 268 \ﬁ?‘k 0% 032[0.10; 0.55] ~eaiifiin=--
Heterogeneity: Tau” = 0.0184; Chi” = 4.46, df = 3 (P = 0.2163). I' = 32.7% 0@ O | |
S 05 0 05
O ’b
Effetti su TBR del monitoraggio continuo (CGM) rispetto al monitp@gglo @&cemlco capillare (SBMG) della glicemia in pazienti trattati con insulina.
& e
Experimental Q\%ontrol Standardised Mean
Study Total Mean sSD 'a&l r@ n sSD Difference SMD 95%-Cl Weight
Beck 2017 74 0.27 0.89 @ 0.83 1.7500 _ -0.40 [-0.73;-0.08] 38.%%
Kim 2024 52 0.16 0 0‘,2}A 47 0.38 1.0300 — -0.28 [-0.68; 0.11] 26.3%
Martens 2021 93 020,9. UQ;} 53 0.50 0.8000 —'-— -0.52 [-0.86;-0.17] 35.2%
Random effects model 2129 @ \& 172 - -0.41 [-0.61; -0.21] 100.0%
Heterogeneity: F=0 0%, = =0, 7,7 %ﬂ{ﬁ: 0.6779) ! ! ! ! ! !
Test for overall effect: z = -3.96 (,:g\ @Q ) -15 -1 05 0 05 1 15
&
@

Linea Guida della Societa Italiana di Diabetologia (SID) e dell’Associazione dei Medici Diabetologi (AMD) - La terapia del diabete mellito di tipo 2 — rev 2025
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Societa Italiana Q\O

di Diabetologia

Raccomandazione forte a favore del m@&z@aggio continuo della glicemia in pazienti trattati

con insulina, sia solo basale che basa&_&bg\&ﬁs Qualita delle prove moderata.
N
Si raccomanda al monitoraggio gIne@qﬁ%o in continuo rispetto al controllo glicemico capillare per la

misurazione della glicemia nei pa@ér}ﬁ’con diabete mellito di tipo 2 in trattamento insulinico sia solo basale

che basal-bolus. Q@Q&Q’

@
% Q
&



D
Nel paziente con Diabete Tipo 2 trattatQOCQ?) soli farmaci orali e scarso
controllo glicemico, ritenete utile /u@lg@o del CGM in definiti contesti clinici?

?‘ \QJ
QVQ.@&
. NN
A. Sl QSV (\@0
B: N O QQV;Q}@O
O
C: NON SO 200
> &
R. &
Q ®
s @



E Societd Ifaliana

di Diabetologia

Type 2 diabetes &
O
xO
Effetti su HbAlc del monitoraggio continuo (CGM) rispetto al monitoraggio glicemico capillare (SBMG) della glicemiz;b Qf)amenti NON trattati con insulina.
RS
Experimental Control Std. Mean Diffe ce\\(b Std. Mean Difference
Study Mean SD Total Mean SD Total Weight IV, Random IV, Random, 95% CI
Moon 2023 740 07000 15 81011000 15 53% -O 74 NM8; @ —-*——
Aronson 2023 7.60 0.9000 58 8.10 1.2000 58 21.7% e
Bergenstal incretin 2022 647 04700 14 696 05300 15 49% -0 1?] —
Bergenstal SUs 2022 7.00 0.5900 17 7.11 04600 17 6. 5"/4% 2@ 88 0.47] — T
Price 2021 8.00 11000 44 810 1.0000 23 11@ & [[0.60; 0.41] —
Wada 2020 740 05200 49 754 08500 51 20 [-0.59; 0.20] T
Seemondo 2024 8.90 3.2500 19 9.56 3.6100 -O 19[-0.82; 0.44] — &
Cox 2020 7.39 1.3100 138 7.93 1.3900 @\23 -0.40[-0.76;-0.05] —a—
Random Effects Model Z = -4.09 ; p = 0.000 354 939@00 0% -0.36 [-0.53; -0.19] >

Heterogeneity: Tau® < 0.0001; Chi® = 5 85, df =7 (P = 0.5570); I = 0.0%

\e @Q

-1.5

-1 -05 0 05

1

1.5

Effetti su TIR del monitoraggio continuo (CGM) rispetto al monit

|o é&emlco capillare (SBMG) della glicemia in pazienti NON trattati con insulina.

Experlmenta@ K\Q’

@‘ ol

Control

Std. Mean Difference

Std. Mean Difference

Study Mean @%Dc\@ | Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI

Y .O\ '
Moon 2023 57. O@@?VQQ@? 15 58.10 149000 15 120% -0.06[-0.78;0.69] i :
Aronson 2023 ?Eb% 1&3000 51 6560 226000 48 382% 053[0.13;093] ——
Price 2021 0\‘26 5000 42 5510 303000 19 207% 0.29]-025;0.84]
Wada 2020 {5»7{0 131000 41 6938 181250 35 291% 0.54[0.08;1.00]

Random Effects Model Z=3.26 ; p 1@%
Heterogeneity: Tau® < 0.0001; Chi® —% d{

149

(P 0.4723): IF = 0.0%

117 100.0%

0.41[0.16; 0.66]

Linea Guida della Societa Italiana di Diabetologia (SID) e dell’Associazione dei Medici Diabetologi (AMD) - La terapia del diabete mellito di tipo 2 — rev 2025



The meta-analysis of RCTs in noninsulin users included 8
studies encompassing 541 participants, among whom 297
(55%) were assigned to the CGM group.

HbAlc

Test for overall effect: Z = 5.64 (P < 0.00001)

Continuous glucose monitorin,a(z;n noninsulin-treated type

2 diabetes: A critical review Q:P-reported trials with an updated
systematic review and m%éc-)analysis of randomised
controlled trials Diabetes@z’sdn\\/l'etab. 2025;27:6220-6242.

S @ DIABETES

OBESITY aAnND

CGM Usual care/BGM Mean Difference Mean Difference \\
Study or Subgroup  Mean [%] SD [%] Total Mean [%] SD [%] Total Weight IV, Random, 95% CI [%] IV, Random, 95% ClI [%] 5@ 6 M ETA BO L [ S M
iSCGM -\ @
Aronson, 2023 7.6 0.9 54 8.1 132 5S4 10.1% -0.50 (-0.90, -0.10) e @. . (b
Lau, 2024 7.1 0.7 45 7.8 1.3 41 8.0% -0.70 [-1.15, -0.25] e . é\: \\
Ssemmondo, 2025 89 144 19 96 1.9 20 14%  -0.70 [-1.75, 0.35) — N\ \('b. TBR 1
Wada, 2020 -0.46 0.48 48 -0.17 0.27 45 65.3% -0.29 [-0.45, -0.13] b i c) \
Subtotal (95% CI) 166 160 84.8% -0.41 [-0.61, -0.21] & O ‘\
Heterogeneity: Tau® = 0.01; Chi® = 3.85, df = 3 (P = 0.28); I’ = 22% % @
Test for overall effect: Z = 4.05 (P < 0.0001)

\(b (b CGM Usual care/BGM Mean Difference Mean Difference
ntCGM (C) Study gm@ Mean [%] SD [%] Total Mean [%] SD [%] Total Weight IV, Random, 95% CI [%] 1V, Random, 95% CI [%]
Cox, 2020 -1.3 0.89 20 -0.19 1.81 10 1.1% -1.11 (-2.30, 0.08) ——r isC e Q
Moon, 2023 -0.6 0.86 33 0 131 1s 4.1% -0.60 [-1.23, 0.03) —— n, ZOQ 1.9 3.5 51 3 6.5 48 1.9% -1.10 [-3.17, 0.97) —
Price, 2021 8 1.1 44 8.1 1 23 5.9% -0.10 [-0.62, 0.42) — b a, 20, 1.58 4.58 41 1.71  4.67 35 1.9% -0.13 [-2.22, 1.96) ——
Subtotal (95% CI) 97 48 11.1% -0.44 [-0.94, 0.06) - ubtotaf*(®s% C1) 92 83  3.8% -0.62 [-2.09, 0.85] e
Heterogeneity: Tau® = 0.07; Chi* = 3.02, df = 2 (P = 0.22); I = 34% 00 Hetelbgpheity: Tau® = 0.00; Chi® = 0.42, df = 1 (P = 0.52); I = 0%

Test for overall effect: Z = 1.73 (P = 0.08) @ for overall effect: Z = 0.82 (P = 0.41)
Professional CGM O (‘anGM
Allen, 2008 77 123 21 8.1 0.87 25 4.1% -0.40 (-1.03, 0.23) — Cox, 2020 0 2.89 20 2 3.92 10 1.1% -2.00 (-4.74, 0.74)
Subtotal (95% CI) 21 25 4.1% -0.40 [-1.03, 0.23] i \ @ Moon, 2023 -0.2 2.01 33 0 0.2 15 17.1% -0.20 (-0.89, 0.49) Sl
Heterogeneity: Not applicable Q. & Price, 2021 0.2 0.6 42 0.2 0.6 19 77.9% 0.00 [-0.33, 0.33)
Test for overall effect: Z = 1.25 (P = 0.21) . Q Subtotal (95% CI) 95 44 96.2% -0.08 [-0.43, 0.27]
\O 6\ Heterogeneity: Tau® = 0.02; Chi* = 2.21, df = 2 (P = 0.33); I = 10%
Total (95% CI) 284 233 100.0% -0.37 [-0.49, -0.24] ® Test for overall effect: Z = 0.44 (P = 0.66)
Heterogeneity: Tau® = 0.00; Chi* = 6.90, df = 7 (P = 0.44); I’ = 0% —5—4—1 ) Yorl Ch o — P ——_—
s i otal i -0.08 [-0.37, 0.
Favours CGM  Faygurs ual‘cQ&M

Test for subaroup differences: Chi* = 0.01, df = 2 (P = 0.99), IF = 0%

N\
.\q
N

CGM Usual care/BGM Mean Difference M& ffe
Study or Subgroup  Mean [%] SD [%] Total Mean [%] SD [%] Total Weight IV, Random, 95% CI [%] l\@_ m %)
isCGM T\
Aronson, 2023 763 17.4 51 65.6 22.6 48 28.0% 10.70 (2.72, 18.68) v \{3—'—
Ssemmondo, 2025 50 24 19 39 24 20 7.8% 11.00 [-4.07, 26.07) \%'—
Wada, 2020 77.96 13.13 41 69.38 18.1 35 34.2% 8.58 [1.36, 15.80] e e
Subtotal (95% Cl) 111 103 70.0% 9.70 [4.65, 14.74] 6"0’ ) <
Heterogeneity: Tau® = 0.00; Chi* = 0.18, df = 2 (P = 0.91); I = 0%
Test for overall effect: Z = 3.77 (P = 0.0002) \(b \(b
1CGM .{b \e
Cox, 2020 50 20.01 20 43 23.75 10 6.1% 7.00 [-10@@13] A@ —
Moon, 2023 5.28 20.8 33 -1 149 15 16.6% 6.28 [-4 6.63]® ———
Price, 2021 63.1 25.5 42 55.1 303 19 7.3% 8.00 [-% o 2R ——
Subtotal (95% CI) 95 44  30.0% 6.8 .87, lkg) o
Heterogeneity: Tau® = 0.00; Chi* = 0.03, df = 2 (P = 0.98); I = 0% K
Test for overall effect: Z = 1.74 (P = 0.08) . A’b Q
Total (95% CI) 206 147 100.(@ 8.84 [%.62, 13.06) <
Heterogeneity: Tau® = 0.00; Chi* = 0.58, df = 5 (P = 0.99); I’ = 0% _50 _io ) 110 240

Test for overall effect: Z = 4.11 (P < 0.0001)
Test for subaroup differences: Chi* = 0.37, df = 1 (P = 0.54), I

0%

N\

TR

&

Favours Usual care/BGM Favours CGM

Heterogeneity: Tau® = 0.00; Chi* = 3.16, df = 4 (P = 0.53); I = 0% + t ) 2 4
Test for overall effect: Z = 0.54 (P = 0.59)

Favours CGM Favours usual care/BGM
Test for subgroup differences: Chi* = 0.49, df = 1 (P = 0.48), I = 0% /

CGM Usual care/BGM Mean Difference Mean Difference

(D) Study or Subgroup  Mean [%] SD [%] Total Mean [%] SD [%] Total Weight IV, Random, 95% CI [%] 1V, Random, 95% CI [%]

isCGM

Aronson, 2023 0.6 2.3 S1 0.9 3.1 48 3.9% -0.30(-1.38, 0.78) —

Wada, 2020 0.67 2.67 41 0.13  0.46 35 6.3% 0.54 (-0.29, 1.37) -

Subtotal (95% CI) 92 83 10.2% 0.19 [-0.62, 1.00] -

Heterogeneity: Tau® = 0.11; Chi* = 1.46, df = 1 (P = 0.23); I’ = 31%

Test for overall effect: Z = 0.47 (P = 0.64)

ntCGM

Cox, 2020 0 1.69 20 1 122 10 4.1% -1.00 (-2.06, 0.06)

Moon, 2023 -0.16 0.84 33 0 0.001 15 29.4% -0.16 (-0.45, 0.13) -

Price, 2021 0 0.1 42 0 0.1 19 56.3% 0.00 [-0.05, 0.05)

Subtotal (95% CI) 95 44 89.8% -0.11 [-0.36, 0.14]

Heterogeneity: Tau® = 0.03; Chi* = 4.54, df = 2 (P = 0.10); I’ = 56%

Test for overall effect: Z = 0.83 (P = 0.41)

Total (95% CI) 187 127 100.0% -0.07 [-0.29, 0.16]

Heterogeneity: Tau® = 0.02; Chi* = 6.49, df = 4 (P = 0.17); I = 38% t t ) 5 fi

Test for overall effec_t: Z=0.58 (l':= 0.56) " Favours CGM Favours Usual care/BGM
Test for subqroup differences: Chi* = 0.48, df = 1 (P = 0.49), I’ = 0%

TBR 2



TAR 1 (E) Study or Subgroup  Mean [%] SD [%] Total Mean [%] SD [%] Total Welg&(b Random, 95% CI [%] IV, Random, 95% CI [%]
1SCGM
Aronson, 2023 212 181 51 30.7 245 48 6@% -9.50 [-18.03, -0.97) e
ssemmondo, 2025 50 295 19 61 331 2 5.3% -11.00 [-30.66, 8.66)
Wada, 2020 20.58 13.54 41  28.92 19.67 @ 34. 3% -8.34 [-16.06, -0.62) —_
Subtotal (95% CI) 111 -9.03 [-14.53, -3.53] <
PRAGMATIC RECOMMENDATIONS FOR USING CGM IN Heterogenelty: Tau?® = 0.00; Chi® = 0.08, df = 2 (P = 0.96); I =
NONINSULIN-TREATED ADULTS LIVING WITH TYPE 2 DIABETES Test for overall effect: Z = 3.22 (P = 0.001) Q s\\
: " . rCGM S .
Continuous Glucose Monitoring (CGM) should be considered to Cox, 2020 50 21.71 20 @ 26. N\ 10 5.5% -5.00 [-24.23, 14.23]
increase individual time in range and lower HbA1c i . tor i (&); Bt o o e {:;g";g' ;';3} —
CGM should be considered to improve patient glucose monitoring Subtotal (95% CI) = = 9 \> \} 44 323%  -6.28[-14.23, 1.68] -
5 . . . Heterogeneity: Tau® = 0.00; Chi* = 0. ( = 0%
satisfaction and to reduce diabetes-related distress Test for overall effect: Z = 1.55 (P = 0. ,.?b 2
CGM may be considered as a component of structured diabetes Total (95% CI) 200N 147 100.0% -8.14 [-12.66, -3.62] <
and lifestyle counselling to optimize behavioural changes in diet Heterogeneity: Tau® = 0.00; Chi (9 4{\. (P =0.99); I = 0% ek
. o Test for overall effect: Z = 3
F M F | M
management and phy5|cal activity. Test for subaroup differences. .df = 1 (P =0.58). F = 0% LRI TR L /60
CGM can be used a useful tool to support healthcare provider \\(0' (b
s . o - . . . Usual care/BGM Mean Difference Mean Difference
decision-making to guide treatment intensification options = Study or Subgrouh%eam SD [%] Total Mean [%] SD [%) Total Weight IV, Random, 95% CI [%] IV, Random, 95% CI [%)
CGM should be considered to reduce acute diabetes-related TAR 2 ( ) isCGM b‘)s\v
T e - Ssemmond06 &\ 26 19 26 29 20 2.5% -9.00([-26.27, 8.27)
events and hospitalisations Wada, 20 C) 3. 13 3.46 41 7.75 958 35 67.9% -4.62 [-7.97, -1.27) - =
i . A Subtot 60 S5 70.5%  -4.78 [-8.06, -1.49] <
Thg t?‘hOIce of CGM device may.be |5C}GM or tCGM based on He(e@ene.w - 0_00_ Chi* = 0.24, df = 1 (P = 0.63); I = 0%
individual preferences and consideration of cost and coverage | ffect: Z = 2.85 (P = 0.004)
enccm
23 1485 20 26 17.96 10  4.6% -3.00 [-15.89, 9.89) —
2023 -0.49 13.85 33 27 113 15 13.8% -3.19[-10.61, 4.23) _—
\ %(e 2021 9.4 15.1 42 119 153 19 11.2% -2.50(-10.76, 5.76) —_—
v 1) ubtotal (95% CI) 95 44 295%  -2.90(-7.97,2.17) e
@ \ Heterogeneity: Tau® = 0.00; Chi* = 0.02, df = 2 (P = 0.99); I = 0%
. (\@ Test for overall effect: Z = 1.12 (P = 0.26)
QE *\Q)\ Total (95% CI) 155 99 100.0%  -4.22 [-6.98, -1.47) >
\ é Heterogeneity: Tau® = 0.00; Chi* = 0.62, df = 4 (P = 0.96); I’ = 0% _2'0 _io 5 t 2:0
?* Test for overall effect: Z = 3.00 (P = 0.003) 3 M F | BGM
Q} (\@ Test for subaroup differences: Chi* = 0.37. df = 1 (P = 0.54). ' = 0% RASER: HRR s an
@ \6\ CGM Usual care/BGM Mean Difference Mean Difference
&b’ A@ - / (G) Study or Subgroup  Mean [%] SD [%] Total Mean [%] SD [%] Total Weight IV, Random, 95% CI [%] IV, Random, 95% CI [%]
= 1sSCGM
7.3 \(b Aronson, 2023 273 6.9 51 281 7.1 48 32.6%  -0.80[-3.56, 1.96) —_—
X¢ Ssemmondo, 2025 244 47 19 243 7.8 20 15.4% 0.10 [-3.92, 4.12) —_—
\{b \Q Wada, 2020 266 6.8 41 274 5.1 35 34.6%  -0.80 [-3.48, 1.88) s
> QO Subtotal (95% CI) 111 103 82.7%  -0.63 [-2.37, 1.10] i
Q N Heterogeneity: Tau® = 0.00; Chi* = 0.16, df = 2 (P = 0.92); I = 0%
KQ . 0@ Test for overall effect: Z = 0.71 (P = 0.47)
N
Q \K nCGM
. 4(0 Q Moon, 2023 -1.51 813 33 01 5.1 15 17.3%  -1.61(-5.40, 2.18) _—
A Q Subtotal (95% CI) 33 15 173%  -1.61[-5.40, 2.18] e ——
6\ B T S Heterogeneity: Not applicable
(O) D l A E E Test for overall effect: Z = 0.83 (P = 0.40)
\Q& OBESITY aAnD Total (95% CI) 144 118 100.0%  -0.80 [-2.38, 0.78)
Heterogeneity: Tau® = 0.00; Chi* = 0.37, df = 3 (P = 0.95); I = 0% :_10 -:S ) 5 10:

METABOLISM

Diabetes Obes Metab. 2025;27:6220-6242.

CGM Usual care/BGM

Mean Difference

Mean Difference

Test for overall effect: Z = 1.00 (P = 0.32)
Test for subgroup differences: Chi* = 0.21, df = 1 (P = 0.65), I’ = 0%

Favours CGM Favours Usual care/BGM
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La terapia del diabete mellito di tipo 2 - 1@52@@3@

)

Raccomandazione debole a favore del monitoraggio cgn?ga?\lo della glicemia in pazienti trattati
N\

. . o o ep > .Q

con terapia non insulinica. Qualita delle prove fort@e;}‘%c;&
0 o
S

<
Si raccomanda il monitoraggio glicemico in co@wf’ rispetto al controllo glicemico capillare per la
misurazione della glicemia nei pazienti con dia(b%t’eQmellito di tipo 2 in trattamento farmacologico non
insulinico, soprattutto in pazienti con emoglgﬁ(}q@glicata 2 7%.

N

Esistono 7 studi effettuati con CGM in pazienti i@??ete di tipo 2 non trattati con insulina. La meta-analisi di questi studi
dimostra una riduzione significativa deII’endpoi@VCr@Qo emoglobina glicata. In 4 di questi studi e riportato anche il Time in Range
(TIR). La meta-analisi di questi quattro studi c&’m%é&a un aumento significativo del TIR. Sia per HbA1lc che per TIR non & presente
una eterogeneita significativa. Nessun effgk% ®ia nei singoli studi che nella loro meta-analisi, sembra essere presente sul Time
below Range, nonostante alcuni pazierl&?igﬁo trattati con sulfoniluree. La costo-efficacia € favorevole all’intervento. Accettabilita
ed equita potrebbero variare in cp@%sgi‘ﬁiversi (rimborsabilita, eta ed autonomia dei pazienti). In considerazione del minore
rischio di ipoglicemie, consideratig\\vafgri elevati di glicata media degli studi esaminati ed in conformita con la raccomandazione
1.2.1, la raccomandazione p%\qﬁuso di CGM in questi pazienti € da considerarsi soprattutto in pazienti con emoglobina glicata >
7%.



Table 2 | Proposed use of CGM throughout the natural history of T2DM

A
Group At diagnosis and early disease Management of stable disease Qé\'v Long duration of disease?®
0

All people with T2DM Utilize CGM for 14 days after T2DM Predict risk of microvascular com plicationQ\ X Facilitate T2DM therapy

diagnosis Adjust therapy ’b\ de-escalation in older and/or frail

; ; ; I eople with T2DM
Establish a baseline glucometric Manage glycaemic goals for time in pghg *Pne below PeOP _
profile range, time above range, glyca ility and Prevent hypoglycaemia

Provide education on the

igvarg
glucose management indicatoingél\@eﬂned HbA,.

glycaemic response to diet and correlate) %) (g\
exercise in T2DM 00\‘ 8\\
Decide on the initial treatment plan ,0(9 2
and therapy ,g\ @"b
Evaluate the patient’s early (14-day) X0 .AQK
response to T2DM treatment ob\) ,C}\
b . o

People with T2DM on: Continuous access to CGM for daily use @0 O

Multiple daily injections O &

Basalpinsuliny J Prevent hypoglycaemia Prevent@%fﬁ(@%oglycaemia

. . . Manage hyperglycaemia Man#’h rglycaemia
Premixed insulin _ ] .
! o d b Support self-management @x‘[@perlods of therapy escalation or
Insulinotropic drugs _e%@ ation

\Q?él{@ort self-management

People with T2DM on

\J
Intermittent use of CGM at le@%vg@/ 3 months, with HCP review

non-insulin therapy®
- Reinforce education on gl

profiles, diet, physical ac&f&ity@@d
the effects of medica‘g@n 2

O
eﬁé\ Can be combined with a coincident HbA,, test

HCP can make decisions on whether to change
therapy or not

,OK(OA@\@ Predict changes in risk of microvascular complications
K®Q° O® People with T2DM can re-establish the behaviours of
i~ (K\ good self-management with support from CGM

Reduce risk of cardiorenal
complications (for example,
chronic kidney disease)

Reduce incidence and progression
of microvascular disease

Allow care workers to more
effectively manage the care of
people with T2DM

CGM, continuous glucose monitoring; HCP, healthi&a\re ngessional; T2DM, type 2 diabetes mellitus. *People with long-standing T2DM, with risk of consequent comorbid microvascular and
macrovascular disease. PPeople with T2DM at ing%ased risk of frequent hypoglycaemia confirmed during a CGM-led medical review. “Can include people on insulinotropic oral drugs with low

risk of hypoglycaemia confirmed duringa C ed medical review.

Nat Rev Endocrinol. 2024 Jul;20(7):426-440
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"< Table 1. Variables, pretreatment, and 3 months post-glycemic excursion mlmmlzatlog@erx ention.

Original Paper

_ _ . _ _ Variable Pretreatment 3 months \O\ Pvalue  Baseline correlation  Change i correlation
An Innovative, Paradigm-Shifting Lifestyle Intervention to Reduce post-glycengieur- with change in with change in
G|UC.OSG. Excursions With the Use of Con.tlnuous Glucoge sion rgmtization hemoglobin A, levels hemoglobin A levels
Monitoring to Educate, Motivate, and Activate Adults With Newly <\ ’b\
Diagnosed Type 2 Diabetes: Pilot Feasibility Study Primary outcome variables, mean (SD) (\rz, \,(}\
Hemoglobin A, levels (%) 8.0(1.6) *\(&\(b 1) <001 0,758
Metformin (mg/day) 0@@ 033 516) 3 0219
° - ini \
GEM was self-administered by 17 adults recently Mechanism variables %O O

diagnosed with T2D (mean age 52 years, SD 11.6
years; mean T2D duration 3.9 months, SD 2.5
months; mean HbA1c levels 8.0%, SD 1.6%; 40% Percentageoftlmewhe@%ntl%\p‘us 239(28.9) 145 (22) 03 —0.012 —0.086
female; 33.3% non-White), with the aid of a 4- ilfjgz;;flwrm&h@%e

chapter pocket guide and diary, automated

motivational text messaging, and feedback from
an activity monitor, along with CGM and ngéwh;@te foods 396(219)  103(638) <ot 0243 0.238
supplies for the 6-week intervention and the 3-
month follow-up.

’b
Continuous glucose monltorln‘%@a, U{ﬁhnded weeks 1 and 18, mean (SD)

GlucosQﬁ 24(10.1)  202(83) 08 0.132 ~0.208

QYCV c&@ﬁ:ydrate foods 502(208)  48.6(200) 69 0413 0,635

‘ ec@%rv benefits, mean (SD)

* Posttreatment mean ratings (0-4) for how @

helpful each of the different el t 4 4@{0 Disbetes knowedge 13330 1969 3 0.061 0.555¢
elpful each of the different elements were:

N4 - , _
Libre 2 CGM=3.9, Fitbit=3.4, GEM Pocket {0 \Q Diabetes empowerment 31.0(5.9) 34.6(3.8) .06 0.253 0.251
Guide=2.9, diaries=2.6, GEM Suppleme@} 2@ Diabetes distress, emotional 2.2(0.8) 1.8(1.0) 10 _0.580° 0015
and text messages=2.4. \\"OQ Diabetes distress, regimen 2.8(14) 1.8(0.9) 03 0.363 —0.052
2
06\ Depressive symptoms 6.1 (4.5) 23(39) 001° 0.400 0.132
o
BMI 36.5(8.1) 344(82) 002° 0.013 0.333

JMIR Diabetes. 2022 Feb 23;7(1):e3446
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The use of continuous glucose monitoring in people living with obesity, intermediate \c}o CUNICAL

) . )
hyperglycemia or type 2 diabetes S

\\
Tadej Battelino A ¢ & - Nebojsa Lalic ® - Sufyan Hussain %€ - Antenio Ceriello ' - Sanja Klobucar 9 - Sarah J. Davies " - Pinar Topsever ' - 6\0 s\\'
Julie Heverly! - Francesca Ulivi * - Kevin Brady ' - Tsvetalana Tankova ™ - Jilia Galhardo " - Kostas Tagkalos © - Erik Werson P - Q> (b\\(b
Chantal Mathieu 9 - Peter Schwarz ** Show less \(b(\ . b’\\'
] ] Consensus statements. People living wi 52 diabetes mellitus.

Diabetes Res Clin Pract. 2025;223:112111 DA

e The goal of reversing dysglyc'@ﬁ’ﬁa\(&\vpeople newly diagnosed with type 2 diabetes
mellitus is achievable in rrﬁn?y cAses.

e Benefits at a global pop§}(g ol level will only be realised if access to CGM
technology is impr%g{@ o%nable widespread adoption, especially in developing
countries where b’@rrd{aﬁ:’and impact from diabetes remains highest.

e For people w@ﬂ‘ne@%’ diagnosed type 2 diabetes mellitus, CGM should be applied
to establis ei(@%seline glycemic profile and deciding and monitoring their initial
treatme@apé}soach. Where restoration of normoglycemia is assessed as achievable,
use G@%hould be used as part of this approach.

o F@%e ble with type 2 diabetes mellitus on non-insulin therapy, CGM use should be

\?or@'gered as an educational and motivational tool during diabetes self-

?9‘ %@%agement education and support (DSMES) interventions targeted at diet, phys-
@ Aéical activity and exercise.

0 @\’b. CGM should be applied as standard of care in people living with type 2 diabetes

fo{b AQ} mellitus on non-insulin therapies, at any point where treatment intensification or
Q@Q {\OQ deintensification is required.
RN e For people with type 2 diabetes mellitus on insulin therapy, we endorse existing
‘:o& < international recommendations on the access and use of CGM technology[144]

O
Q\foQ e Further developments and integration of CGM data is required to simplify
interpretation for those with lower digital and health literacy.
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Inclusion criteria

- Diabetes mellitus type 2
- Preserved insulin secretion
- Basal-bolus insulin therapy (BBIT)

- TDDI > 20U < 70 U/d
- HbAlc >7.0<10%

Switching from Multiple Insulin Injections to a Fixed
Combination of Degludec and Liraglutide in Patients
with Type 2 Diabetes Mellitus: Results

Month: -3
Pre-screening screening

& .

Week: -2

.
.
Day: 1 Q\® Week: 12

Switching from BBIT to IDegl

e mornin,

Basal-boluses insulin therapy (Bm

from the Simplify Study After 6 Months

Titration advices
avoilable

-

* Pre-screening of suitable pati e
was based on a routine visit

n‘2®

conducted at least 3 mont

¢ There was an empha

compliance with
recomment dat
and recor

mmo

@

o confj
symptom ypog[y <39

rap€utic

8@

* Termination of BBIT
* Stop of CGM on BBIT*
* Collection of clinical
and laboratory
parameters

@d consent
cation of inclusion

‘exclusion criteria
o “”b @
betorsithe actua s"“% Start of CGM on BBIT*

CGM 1 on IDeglira
*

Fixed combination degludec + liraglutide (IDeglira)

* Start of CGM1
on IDeglira*

* Stop of CGM 10on
IDeglira* CGM2 on IDeglira**

* Collection of clinical and  IDegLira*
laboratory parameters

* Clinical evaluation of

parameters

Week: 14 Week: 26 Week: 28
Statistical analysis of

results

CGM 2 on IDeglira
n=55*

* Start of * Stop of CGM 2 on

* Collection of clinical and
laboratory parameters

* Statistical analysis of
changes of evaluated
parameters from baseline
to week 28

* End of study

\%_ @“
O

Table 3 Continuous glucose monitoring derived pag\met\@rs Change from baseline to week 28

Parameter

&a&@nts (72 = SS)

@?O(Qasellne

Week 14

Week 28

Baseline to week 28

P

57.9 &£ 25.3
T- b le) \(b \(b

ime above range (%) @D @ 40.1 £ 26.9
.0?» 1.84 & 4.00
2.55 £+ 4.85
52.7
28.6 = 6.0%

Time in range (%)
Time below range (%)

Hypoglycemia—proportion, \éﬁa patients (%)
Glucose variability (%)

68.9 £ 23.7
30.1 £+ 24.8
1.00 &= 1.80
1.40 &= 2.51
38.2

25.9 £ 6.6%

69.0 = 17.5
28.8 &= 18.8
1.53 &+ 2.94
1.33 &+ 2.61
38.2

27.8 &+ 6.4%

0.01
0.01
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guidare eventuali modifiche de/la@i’q\wp/a non insulinica?
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Complications of Diabetes and Metrics of Glycemic
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- EMBASE (n = 1168)
- PubMed (n = 461) (&\(b
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h 4 eb 6(}
Records after duplicates removed @0 6\
(n=1338) O %
Q\$ Q&
A ‘\v C.}\
Records screened at the
d ded
title and abstract level > &:f @11) €
(n=1338) ? ] (‘\b
v &
‘L QB (%I-text articles excluded (n = 100)
\?‘ '\<> - not representing outcome of
Full-text articles assesse(&t 0\6 interest (n =31)
for eligibility bfb AV‘ - wrong publication type (not
(n= 127) o3 primary research article) (n = 24)
. (b\" 73] - did not use CGM (n = 22)
Addl.tlona.l .records (bg é - full text not found (n = 16)
identified: N\ - did not measure intraday GV (n = 5)
- fr|<.)m Eeferse)nce KQV ’\CJQ - non-diabetic population (n = 1)
ists (n = o . )
- critically ill population (n=1)
- post-hoc (n=1) Q ,K

O\Q’Q

&\' Studgmcluded in final
O report
(n=34)

~}O§§1:ﬁe 20 852 total participants, 663 had
ratype 1 diabetes (T1D) and 19 909 had type
9 2 diabetes (T2D).

Glycemic variability and low time in range
(TIR) showed associations with all studied
microvascular and macrovascular
complications of diabetes.

Notably, higher TIR was associated with
reduced risk of albuminuria, retinopathy,
cardiovascular disease mortality, all-
cause mortality, and abnormal carotid
intima-media thickness.

Figure 2. PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) flowchart.




Initiation of CGM Is Linked to Improved Glycemic Control@and Fewer

Clinical Events in Type 1 and Type 2 Diabetes in the Vetg\?ans Health
Administration (VA) o
S @

PP

CGM Initiation vs Seli-kaonitoring Glucose

Type 1 Diabetes Type 2 Diabetes

12-Month Change in HbA1c n=4930 vs n = %263 n=15292vs n= 28467

CGM use leads to more reduction in 12-month HbA%é@\AQ’

B (95% CI): -0.26 a,.‘:g,’?o.w) ! | -0.35(-0.42, -0.36) §
Clinical Events Over 12 n=5015vs n = 3815
Months
|. Hypoglycemia admissions Cg‘§eads to reduced hypoglycemia admissions in T1D
HR (95% CI): ?g}to(@ 0.69(0.48,0.98) § 0.93 (0.74, 1.16)
ll. Hyperglycemia admissions &b@@!}?M use leads to reduced hyperglycemia admissions in T2D
HR (950/9&%@\(0 0.83 (0.65, 1.06) 0.87(0.77,099) §
lll. All hospitalizations Q@Q.K\&A CGM use leads to reduced hospitalizations
g@@“@@@& Cl): 0.75(0.63,093) § 0.89 (0.82,0.87) ¥

HbA1c, glycated hemoglobin; T1D, type 1 diab&t&le’ED type 2 diabetes.
Reaven PD, et al. Diabetes Care. 2023;46:85 3
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| Articles | November 12, 2021
The American Journal of Managed Care
November 2021 | Volume 27 | Issue 11

Flash CGM Associated With Event Reduction in
Nonintensive Diabetes Therapy

The analysis included patients
with a diagnosis of T2D, aged
18 years or older, naive to
CGM, and who acquired their
flash CGM system during the
period between October 2017
and March 2019.

Acute events included
hypoglycemia, hypoglycemic
coma, hyperglycemia, diabetic
ketoacidosis (DKA), and
hyperosmolarity.

FIGURE 1. Changes in [A] ADE and (B) ACH*
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A cohort of 10,282 adult
patients with T2D was
identified for assessment.
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’@H, agcause inpatient hospitalization; ADE, acute diabetes-related event; CGM, continuous glucose monitoring.
)~ *Figure shows reduction in ADEs and ACHs from the &-month period pre-flash CGM acquisition [solid line, light blue] to the 4-month period post flash CGM acquisi-
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tion [dashed line, dark blue|. Cumulative event rate is based on a Nelson-Aalen estimator. Results of weighted Cox regression with Andersen-Gill extension are
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presanted as HRs with 95% Cls and P values,



JAMA | Original Investigation B
. \(b,

Effect of Continuous Glucose Monitoring on Hypoglycemia in Older Adults O
O
With Type 1Diabetes xO
A Randomized Clinlcal Trlal QQ The Journal of the American Medical Association
a0
. . : R
Question Is continuous glucose Table 2. Glycemic Outcomes AG \\rb
monitoring effective in reducing Baseline (b?ol,l@up (8, 16, and 26 wk pooled)® 4 crod difference
hypoglycemia compared with CGM Standard BGI@ @m Standard BGM  CGM - standard BGM
standard blood glucose monitoring Outcomes (n=103) (n=100),7 2 102) (n = 94) (95% CI)° P value”
in older adults with type 1 diabetes? Primary outcome 00\@ s\(b
Time with glucose <70 mg/dL, % 5.1(3.0-9.7) 4, 7(94 2.7 (1.6-4.6) 4.9 (2.5-8.5) -1.9(-2.8t0-1.1) <.001
Fl.ndlngs I.n this randomized clinical Secondary continuous glucose monitoring outcomes r}\u 4
trial that included 203 adults aged 60~ ¢ ¢ G data, median (1R) 324 (308-38R) &2 300-307) 473 (449-489) 465 (423-483)
years or older with type 1 diabetes, Rypoglycemia, median (1GR) S
treatment for 6 months with APREITEENE S) b%
continuous glucose monitoring Time with glucose <60 mg/dL, % 3. 0(]6@5) 2.4(1.1-5.9) 0.9(0.5-1.9) 2.4(0.8-5.1) -1.4(-2.0t0-0.8) <.001
compared with standard blood Time with glucose <54 mg/dL, % b‘ 9- {@ 1.5(0.5-4.1) 0.5(0.2-1.0) 1.6 (0.4-3.4) -1.0(-1.4t0-0.5)  <.001
glucose monitoring resulted in a Rate of hypoglycemia events per wk® \() 6 (&35% 9) 2.1(0.9-4.1) 0.8(0.3-2.2) 1.8(0.7-4.0) -0.9(-1.3t0-0.5) <.001
significantly lower percentage of Time with glucose in range of 70-180 mg@&“ @%3) 56 (14) 63 (13) 54(14) 8.8(6.0t0 11.5) <.001
glucose values less than 70mg/dL mean (SD), % Q Q)
(adjusted difference, 1.9%). Glucose level, mean (SD), mg/dL_ "\ Oﬁ\ 167 (29) 168(31) 162 (23) 171 (30) -7.7(-13.1t0-2.4) .005
Coefficient of variation, mean@ /(@ 41 (6) 42 (7) 37 (5) 42(7) -4.7(-6.1t0-3.3) <.001
Meaning Among older adults with Hyperglycemia @ fo\
type 1 diabetes, continuous Time with glucose <380 p& L, 37 (16) 38(17) 34.(14) 39(16) -5.8(-8.8t0-2.8)  <.001
glucose monitoring resulted in a small mean (SD), % Qﬁ}{b
but statistically significant Time Wltwosié% mg/dL, 10 (6-21) 13 (5-20) 9(3-15) 13(8-23) -3.6(-5.2t0-2.2)  <.001
improvement in hypoglycemia over 6 mean (SS] (2
months Tlmev@ lﬁ‘ose >300 mg/dL, 3.8(1.5-8.5) 4.2(1.3-9.4) 2.4(0.6-5.2) 5.2(2.2-9.4) -1.7(-2.5t0-0.9) <.001
' megn 4&R), %
&@\ﬁdaryﬁ-l bA, . outcome
.\rb.Q-IbAlc, mean (SD), %° 7.6(0.9)[n=100] 7.5(0.8)[n=97] 7.2(0.9)[n=100] 7.4(0.9)[n=95] -0.3(-0.4t0-0.1) <.001

JAMA. 2020,;323(23):2397-2406. doi:10.1001/jama.2020.6928
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Original Article N=511 ‘ 0\ X
Impact of Age >75 Years on Glycemic Outcomes After Intermittently No available information b\ ] 4%.\
Scanned Continuous Glucose Monitoring (isSCGM) Initiation in Type 2 \» * Age (years) > (SQ‘
Diabetes: Evidence Against Ageism in a Universal-Coverage System v Date of isCGM initation (b(\ . &'- T
Eligible 12D * HbAlc prior isCGM initiation (b\\ 6\
Endocr Pract. 2026 Jan 7:51530-891X(25)01352-7 individuals * Annual income (€) Q\, @
N=402 PR s
Objective: To assess whether adults aged >75 years with type 2 diabetes (}Y) ,\v\‘ %
(T2D) treated with multiple daily insulin injections achieve glycemic Missing follo%{bmc@e\r Z 97
improvements comparable to younger adults after initiation of s £
intermittently scanned continuous glucose monitoring (isCGM) within a ,k\ =g,
universal-coverage health system. x> - AQ\ a5l
b\) C}\ '
Post hoc subanalysis of a retrospective multicenter cohort from 3 Final cohort for o@ %)
hospitals. Adults with T2D on multiple daily insulin injections who initiated analysis < O
isCGM had glycated hemoglobin Alc (HbAlc) measured <1 month N=384 O q’b’ g-
preinitiation and 23 months post-initiation. ) < o 1 Time point T
Fig. 1. Flowchart di b/{lc%ycated hemoglobin; isCGM = intermittently Pre-isCGM Post-isCCM
scanned continuo 0se n@(orl g; 72D = type 2 diabetes. i <75  —— 275
Table 2 @V“ \&

Mixed-Effects Linear Regression Model Assessing HbA1c¢ Variation Q%‘ (@‘le According to Age > 75 Years

Variable C«Qégﬁq@m (B) 95% Cl Pvalue

Time (post vs pre) @1%@3 ~1.016 to —0.669 <.001
Age > 75y 60\,5‘6.388 ~0.988 to 0.213 206
Interaction: Time x Age > 75y K«'Z’)\'{b @ 0.164 —0.199 to 0.527 376
Sex (female) @Q S 0213 ~0.017 to 0.443 070
Smoking (current) Q‘ 0.503 0.201 to 0.805 001
BMI (kg/m?) Qe 0.018 —0.007 to 0.043 149
Other antidiabetic agents 0.033 —0.077 to 0.143 .556
Nephropathy foQ 0.035 —0.187 to 0.256 760

W
Net income (per unit) Q —0.000017 —0.000039 to 0.000005 129
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An updated algorithm for an effective choice of continuous glucose @
e el . X
monitoring for people with insulin-treated diabetes Q &
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iy Ecinence

* In frail people with insulin-treated diabetes
able to use the devices (either by
themselves or with a caregiver) and
recurrent hypoglycemic episodes without
hypoglycemia awareness, a rtCGM should be
suggested in order to reduce the risk of

hypoglycemic events. v
NS

Suboptimal glucose
control

Wearability

4 No Yes J, No

preserved, an isCGM may be cons@rg&ﬁln
the case of suboptimal glycemlciop:ﬁ’ol the
choice of a rtCGM or isCGM sﬁo&g be based
on the wearability and p%Q%blhty of the
devices and individual Qeferences

ISCGM iIsCGM

Maiorino Ml et al, Endocrine. 2023;82(2):215-225
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Continuous Glucose Monitoring in Insulin-Treated Older AduI’@W@ﬁ’Dlabetes
and Alzheimer Disease and Related Dementias \,0\’0 6\
Pareeta Kotecha, PharmD, MS; Steven M. Smith, PharmD, MPH; William T. Donahoo, MD, FTOS; Steven T. DeI(oskys@\ 1an, PhD; Jingchuan Guo, MD, PhD
Abstract \\‘b > Key Points
4 \Q Question s the use of continuous

IMPORTANCE Cognitive impairment and glycemic control have a bidirectional asso\cﬁgon \QQ
Understanding the impact of continuous glucose monitoring (CGM) vs self-moni g @}ood
glucose (SMBG) is important for treating older adults with Alzheimer dmase@%’rel@d dementias
(ADRD) and diabetes that is treated with insulin.

. \é @Q

OBJECTIVE To compare the risks of glycemic outcomes and rela\@advq}e%vents between CGM
users and prevalent SMBG users in insulin-treated older adul and diabetes.

DESIGN, SETTING, AND PARTICIPANTS This retros Qve E lent-new user cohort study
utilized a nationwide, 15% random sample of Med }ézl i@s data (Parts A, B, and D) from January
2016 to December 2020 to ensure balanced I|n treated older adults (=66 years) with
ADRD and diabetes were included. Indivi %1 hq}plce care or with a professional CGM use were
excluded. Analysis was carried out fron;ﬁ r3023 to December 2024.

- ’0 \Q

EXPOSURE Therapeutic CGM u@ %Agélent SMBG use.

S Q@ K\c,

MAIN OUTCOMES ANM ES Primary outcomes included hypoglycemia hospitalizations,
hyperglycemia cnss@}d all-cause mortality; falls and all-cause hospitalizations were secondary
outcomes. Uppe piratory tract infections served as a negative control outcome. A 1:1 propensity
score matchimgvith a 0.25 caliper was carried out for confounding control. Cox proportional hazards
models were used for outcome analysis.

glucose monitoring (CGM) associated
with improved glycemic outcomes and
related adverse events in insulin-treated
older adults with Alzheimer disease and
related dementias (ADRD) and
diabetes?

Findings This cohort study of 1011 CGM
users and 1011 prevalent SMBG users
who were propensity score-matched
found that CGM use was associated with
a significantly lower risk of all-cause
hospitalization and all-cause mortality,
while associations with glycemic
outcomes varied.

Meaning This study highlights the
potential long-term benefits of CGM in
insulin-treated older adults with
diabetes and ADRD and the need for
clinical trials in this population.
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Figure 2. Cumulative Incidence of Primary Outcomes in a 1:1 Matched Cohort of Continuous Glucose Monitoring (CGM) Users g\
vs Prevalent Self-Monitoring of Blood Glucose (SMBG) Users (}O
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Figure 3. Cumulative Incidence of Secondary and Negative Control Outcomes in a 1:1 Matched Cohort of Continuous Glucose Monitorin%b@M) Users

vs Prevalent Self-Monitoring of Blood Glucose (SMBG) Users \O
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2.4 In conditions associated with an altered relationship between A1C and glycemia, such as D:abez@%are 2026;49(Supplement_1):327-549
some hemoglobin variants, pregnancy, glucose-6-phosphate dehydrogenase deficiency, HIV, 8@ doi.org/10.2337/dc26-5002
and conditions that may alter red blood cell tumover, plasma glucose criteria should be used 6\ \\’b
to diagnose diabetes. B (\
g \\’0 6\
*{b
“A1C may not be a suitable diagnostic test in people, @@th\’b
anemia, people treated with erythropoietin, or pqg[ﬂeé\

undergoing hemodialysis or HIV treatment” Q}\’O >
K
X0 . @
b\) c}\A
c?’ &
6\
O
. e &q
Glycemic Assessment Diabetes Care 2026:49(Sup |®g:| %\5%2_5149
hitps:/idoi.orgi10.2337/d %nue\e
Recommendations (\

O

6.1 Assess glycemic status by A1C A an@ mrﬁluous glucose monitoring (CGM) metrics

such as time in range, time above r a@me below range. B Fructosamine or CGM can
be used for glycemic momtunng vﬂt}.n %%Iternatwe to A1C is required. B

8.2 Assess glycemic statug&&ea@\%o times a year, and more frequently (e.g., every 3
maonths) for individuals mQ@lng glycemic goals or with recent treatment changes, frequent
or severe hypogly Qlf’s\ Q{Hyperglycemla or changes in health status, or during periods of

rapid growth q\@?&&ﬁ&'ment in children and adolescents. E
6

&



° ° 0
Time in Range 8
. &
Key metric of Glucose control &y
>1\ \
TIR may be useful when HbA1c is not reliable for glycemic statusbézf'gﬁ’goals
= Hemoglobinopathy 70&@ @
* lron-deficient anemia é}é\.\é\\(b
AN
= CKD cP %\b
NP
20 &
@ F
Estimates of Percentage of Time in Range relative to A1C and Average Glucose r\@ mé\
Beck 2019 (N = 455 participants with T1D) Vigersky 2019 (N =1 135‘@‘:{'@%“5 with T1D or T2D) Average - Beck and Vigersky
%TIR AIC, %TIR \QAgfv %TIR AIC,
70-180 mg/dL % 70-180 mg/dL @?" 70-180 mg/dL %
20% 9.4 20% QO 106 20% 10.0
o S
30% 8.9 30% 9.8 30% 9.4
40% 8.4 ?? O(\ 9.0 40% 8.7
50% 79 0% N "o\ 83 50% 8.1
60% 7.4 sogb @ 7.5 60% 7.5
70% 7.0 B o 6.7 70% 69
80% 6.5 B 5.9 80% 6.2
90% 6.0 L op% 5.1 90% 5.6
™ Q“@ {\{;‘ w W
R
<
O
S O
CKD, chronic kidney disease. Q

Beck RW, et al. J Diabetes Sci Technol. 2019;13:614-626; Vigersky RA, et al. Diabetes Technol Ther. 2019;2181-2185.
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Table 2 {})\(b’
Comparison of glycated hemoglobin (ﬁ%Alc) and continuous glucose moni-
toring (CGM) glucose metrics betwg@ patients and controls *p value < 0.05.

Contents lists available at ScienceDirect

Diabetes Research and Clinical Practice

journal homepage: www.journals.elsevier.com/diabetes-research-and-clinical-practice Pa®>)t\$.$\th Healthy P
® & la\@miu (cases) volunteers
Characterisation of transfusion-dependent prediabetes using continuous | \\(&\ p_hé 9 (controls) n = 20
glucose monitoring: The Haemoglycare study 70‘ \/
o e | ) GML,% (mean + SD) 3P @534 + 0.4 5.29 + 0.1 ns
Silerto pertota”, Devio Tafusco . Emanele niragh del Giudice. Maddatens Casale" HbAlc mmol/m()éé@aagx@ 49 + 9.81 33 +£2.18 <0.001
+ SD) % (meap zﬁﬁ) 6.7 + 0.9 5.2 4 0.2
Mean glucose;}mg\ 104 £11.5 101 £ 6 ns
) ) . (mean \AQ
Patients rfesulted negative to the screening tests for SD,mgédﬁg Sin + SD) 1703 4 4.9 1455 + 29 0.003*
glucose disorders were compared to healthy controls CV 9% (med) + SD) 17.92 + 3.6 14.42 + 1.94 0.004*
using CGM system for 7 days. b@%f participants 1/19 (5 %) 0/20 (0 %) ns
Q‘ \( Glucose values >
HbAlc was falsely elevated in patients, despite normal \y\ \@500 mg/dl
coefficients of variation were higher in patients tha%}Q Oéo" with Glucose values >
N 140 mg/dl
controls. S :
& é\O TAR > 200,% (median; 0 (0-0) 0 (0-0) ns
» IQR)
CGM identified 37 % of patients with predl%tfﬁqu% ese TAR > 140,% (median; 3 (1-9) 1.5 (1-2) ns
cases had not been detected using tradit@‘nal@creening IQR)
tests, highlighting the high sensitivity %Q'EIO Se sensors TBR < 70,% (median; 1 (0-3) 1 (0-1) ns
to dysglycaemia when appropriate cQ&o@%\ and IQR)
parameters are apphed Our da6‘ em% the profile of Number of participants 10/19 (52 %) 4/20 (20 %) 0.034
transfusion-dependent predigfetes using a TAR140 >6 % with. TAR > 140 2 %
0 Number of participants 7/19 (37 %) 0/20 (0 %) 0.003
cutoff. Q )
with. TAR > 140 > 6 %




Table 2 Outcomes of interests and findings of the selected studies (n=12)

References No. of pts Design Arms Type of CGM Follow- Outcome of interest Findings
up
(Days)
Gai et al. [24] 36 Perspective observa- 1 -CGM 6 Glycemic monitoring  Glycemic fluctuations
tional in HD and hypoglycemia
during HD (b’(\
Jin et al. [31] 46 Perspective observa- 2 r-CGM 3 Glycemic monitoring  Glycemic ﬂuct@
tional in HD during HD% 2
Jung et al. [33] 9 Perspective observa- 1 r-CGM 6 Glycemic monitoring ~ No glycen\é\‘]}&@}-
tional in HD tio ed
rlik fggﬁlycemla
Chantrel et al. [29] 33 Perspective observa- 1 rt-CGM 90 Glycemic monltorlng &énc fluctuations
tional in HD hypoglycemia
0@ "O urmg HD
Mirani et al. [36] 12 Perspective observa- | r-CGM 2 Glycemic mo@ormgb Large glycemic fluc-
tional in HD g(b' tuations during HD
Riveline et al. [38] 58 Perspective observa- 2 r-CGM 4 Glyc m(é[ ring  No glycemic fluctua-
tional i tions during HD
Kazempour-Ardebili 17 Perspective observa- 1 r-CGM 2 @ cem@) monitoring  Glycemic fluctuations
et al. [34] tional ?‘ {*@ and hypoglycemia
\Q \Q) during HD
Divani et al. [30] 37 Perspective observa- 1 r-CGM \?‘ 0Vahdlty/accuracy of CGM is accurate in
tional Q~ O(\ CGM in HD glycemic monitoring
Képénékian et al. [29] 27 Perspective observa- 1 rt-CGM & 98"9\ Improving DM therapy Improved glycemic
tional Q> 46 in HD control with CGM
Joubert et al. [32] 15 Perspective observa- 1 r-C,Qb(lb \’b 90 Improving DM therapy Large glycemic
tional > @ in HD fluctuations during
K é HD i
Q and improved
@ glycemic control
g\ with CGM
Mori et al. [37] 1 Case report (9 QQ rt-CGM 2 Glycemic monitoring  Glycemic fluctuations
O% in HD and hypoglycemia
during HD
Yajima T et al. [39] 13 Perspectlv erva— 1 r-CGM/FGM 2 Glycemic monitoring  Accuracy of FGM
tional in HD in HD

Acta Diabetologica (2021) 58:975-981
https://doi.org/10.1007/500592-0&
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Cor\®\uom\glucose monitoring in patients with type 2 diabetes
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* Allstudies reported a higher mean
amplitude of glucose variations on the
hemodialysis day. Three studies agreed
that continue glucose monitoring is better
than HbA1c in detecting these
abnormalities. Moreover, continue glucose
monitoring was more accurate and
perceived as easier to use by patients and
their caregivers.

* |n patients with type 2 diabetes on
hemodialysis, glucose levels show
different variation patterns than the
patients on hemodialysis without
diabetes.

* Considering manageability, accuracy, and
costeffectiveness, continue glucose
monitoring could be the ideal diagnostic
tool for the patient with diabetes on
hemodialysis




Oweidat et al. BMC Nephrology (2026) 27:63
https://doi.org/10.1186/512882-025-04691-2
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Continuous glucose monitoring |Q@R|
transplant recipients: a narrative\gf’% ew
O RN
SN

C Nephrology

2

Studies demonstrate higher glucose variability in kidney only\;gé%\ilg?e‘r,\ts compared to other organ recipients, and
in type 2 diabetes patients compared to those with PTDM.®b° é}\

Poor perioperative glycemic control and glycemic variability fetected by CGM have been linked to acute rejection
and reduced graft survival. CGM-derived metrics outggr{@%n conventional glucose measures in predicting PTDM.
CGM metric thresholds within the first month post\mﬁn‘a{&ant achieved sensitivities above 85% and specificities
up to 83% for PTDM risk. N\

CGM-guided adjustment of immunosuppre@h{@gnd steroid dosing have been shown to reduce hyperglycemia
and variability. PN

Comparative studies indicate that glyc@gi/l@}%d hemoglobin A1c correlates poorly with CGM in the early post-
transplant period, often misclassifyiﬁb@%a\%’ents as normoglycemic.

CGM appears to offer clinically r%‘&gﬁt insights for the early detection, prediction, and management of

dysglycemia in kidney transplg\a?ir\gﬁlplents.

O
c>é\\\A &
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LINEE DI INDIRIZZO PER LA PRESCRIZIONE
DELLE TECNOLOGIE APPLICATE AL TRATTAMENTO E
ALUAUTOCONTROLLO DEL DIABETE MELLITO

AGGIORNAMENTO 2025

CGM BASE
Sistemi CGM

a minor impatto economico

ETA ADULTA

Adulti con diabete in terapia insulinica (basale o multi-iniettiva), con
una durata del piano di 12 mesi.

Adulti con diabete tipo 2 (o altro tipo di diabete non autoimmune) in
terapia insulinica basale (durata piano 12 mesi)*.

Adulti con diabete tipo 2 (o altro tipo di diabete non autoimmune) in
terapia ipoglicemizzante non insulinica, solo per un periodo limitato di
3 mesi (consecutivi o non consecutivi a giudizio del curante)** in
condizioni particolari:

-diabete secondario. A(Q .‘(')Q

Adulti con patologie endo ine a{s‘&:‘late ad alterazioni del
metabolismo glucidico \Aiép i Dpituitarismo, insufficienza
corticosurrenalica, iperin JNrsmo ngenito, altro) per un periodo
limitato di 3-6 mesi. O

&

. (b’
O

& g ¢
. Q REGIONE CAMPANIA
Q\’b —
PR
CGM con allarmi soglia ETA AD%@A‘\(O\\V
N\

(is-CGM e rt-CGM)

.
La\@ta dispositivo deve essere effettuata in base alle circostanze,
.Anb pr‘g@énze e alle esigenze dell'individuo.

.\Q,\Hia afé tipo 1 (DT1) in terapia insulinica multi-iniettiva o con
~O'| msroinfusore di insulina;
o c@fabete tipo 2 (DT2) o diabete secondario in terapia insulinica multi-

\\(b' 2| iniettiva (insulina basale + almeno due somministrazioni al giorno di
h(;,(o 0$® analogo ad azione rapida o ultrarapida dell’insulina);
6\)\"' .K\ - Donne con diabete pre-gestazionale e gestazionale (GDM) in terapia
Q. (00 insulinica basale;*
Q)V Diabete tipo 2 (DT2) o altri tipi di diabete in terapia insulinica che

praticano meno di tre somministrazioni/die ad alto rischio di ipoglicemia,
in cui, per condizioni lavorative o stili di vita, un controllo frequente &
consigliabile ma non praticabile;

-modifica terapia 5?5 \@ z Persone con sindromi ipoglicemiche in controllo terapeutico inadeguato
\ \(0' (Es. glicogenosi, mutazioni ABCCS, insulinoma, altro).
-scompenso glicemico Q?* . Q\
e WA
-variabilita glicemica X~ @0 CGM con allarmi predittivi | ETA ADULTA
-necessita di educazione alla gestione della malattia. \52 . (\Q . . . .
Adulti con diabete per un periodo limitato di 3-6 Y in @\aene (rt-CGM) La scelta del dispositivo deve essere effettuata in base alle circostanze,
seguenti condizioni**: Q %) alle preferenze e alle esigenze dell'individuo.
) ) b @A adulti con diabete mellito in MDI/CSII con ipoglicemia problematica per
-ricovero ospedaliero D\ . . . C
X\ Q la vita del paziente: asintomatica, ricorrente, severa;
-condizioni cliniche richiedenti terapia cort‘&nici lungata donne in gravidanza in terapia multi-iniettiva per migliorare il compenso

metabolico e gli outcomes neonatali (solo dispositivi con sensore
transcutaneo);

pazienti con diabete in terapia MDI/CSIl e comorbidita rilevanti e/o
complicanze microvascolari e macrovascolari (cardiopatia ischemica, IRC
di stadio avanzato, neuropatia autonomica vegetativa, gastroparesi,

retinopatia diabetica) che presentano ipoglicemie ripetute.
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Article . (bp
The Glycemia Risk Index (GRI) as a Biomarker . @R{‘_ CD34+ KDR+
for Subclinical Endothelial Dysfunction in Type 1 ’06\ R "
Diabetes: A Cross-Sectional Study o o *
500 - W ¢ |— 60 |
Nicole Di Martino 1@, Silvia Angelino 123, Antonietta Maio !, Paolo Cirillo 2, Alessandro Pontillo , \('b 6
Mariangela Caputo !, Lorenzo Scappaticcio 2(, Paola Caruso 1, Miriam Longo >4, Giuseppe Bellastella -2, 400 - N . (b'@
Maria Ida Maiorino »"%*{® and Katherine Esposito 123 N
30 40
300
This cross-sectional study included 132 adults 200 -
. . . . . 204
with T1D, on intensive insulin 100 - ? * !
therapy. We calculated GRI from 14 days
continuous glucose monitoring-derived metrics 0 v' Q; 0' 0' é 0 vl o 0 Q <
and quantified EPCs count by flow cytometry, a$ 25 ,\,o° '1,°° ,‘,o° 4t 2 ,1,&‘ ,\,o° 19*‘ 2" <

stratifying results by GRI zones, ranging from A &
(lowest risk) to E (highest risk).

%mear regression analysis between different EPC phenotypes levels (dependent variable)
4 Z}l @RI (independent variable).

Adults with T1D and a high GRI level had a @?
lower EPCs count. GRI was & 4?} § p R®
significantly associated with certain EPC ,5@ N Cpast —1.079 0.006 0.06
phenotypes, suggesting its potential roééba%é” Eggy _82%? 8623 8.8;
biomarker for cardiovascular risk as‘gb Asqr’né’nt CD34+CD133* 0581 0.008 0.06
N X CD34*KDR* —0.147 0.010 0.05
) ’OQ CD133*KDR™ 0.020 0.209 0.01

\\

Int J Mol Sci 2025, 26, 9196 Q CD34"CD133*KDR™ 0.007 0.437 0.01




The therapeutic efficacy of CGM in diabetes: a meta-analysis with me@gr’egression

N
P: subjects with both type 1 and type 2 diabetes and pregnant women with diabetes. QQ
I: CGM as either rtCGM, iCGM or SAP, compared with usual care (mainly self blood glucose monitoring). A

: age-matched subjects with type 1 or type 2 diabetes. \\i \. . .
: change in HbA1lc, mean glucose and CGM-derived metrics (including TIR, TAR, TBR) 139 RC;I;Q ;@\Comparlsons and 2949 patlents

N . \U’
RN '\0 o\b\

40.00 20.00
: D Svari -~ 2
3000 Y =7.696-1.986° TIR 15.00 Y = 1.062 + 1.695 * TAR R *\, @ Variable B Coefficient P value R
p<0.001  R*=0.78 10.00 | @' (bv ((y)
20.00 500 ) é\' ‘\\ °
. . X9 TIR -1.98 0.000 78
g g oo TBR -0.90 0.095 21
2 . (,% -10.00 TAR 1.69 0.000 100
% -10.00 o .%) -15.00
Qo %0 -20.00
§ -20.00 = .25.00
-50.00 ~45.00
TIR
0.60 0.40
040 | ¥-0084-0.047 TIR Variable B Coefficient P value R?
020 p<0.001 R*=0.57 (%)
000 | TIR -0.046 0.000 57
CR TBR -0.014 0.371 0
g TAR 0.047 0.000 100
g 0.60 —
s o
-1.20 H

75

T Maiorino Ml et al., Endocrine. 2025;90(3):1138-1148



Take home messages &

Q

Il monitoraggio continuo (CGM/isCGM) rappresenta ogsi lo strumento fondamentale
per la personalizzazione della terapia insulinica, ridut snde significativamente le
ipoglicemie e migliorando il tempo in range (TIR) sia n&! Diabete di Tipo 1 che di Tipo
2

L'uso strategico del CGM e efficace anche riei pazienti con Diabete di Tipo 2 in
terapia non insulinica, permettendo di igentificare pattern glicemici invisibili al
monitoraggio capillare e guidando l'interisificazione o la de-intensificazione
terapeutica.

In presenza di comorbiditd guali anemia grave, insufficienza renale avanzata o nei
pazienti fragili, 'HbA1c cuo «:sultare fuorviante; in questi scenari, i parametri CGM
(TIR, GMI, variabilita) uffroino una valutazione molto piu accurata del compenso
metabolico.

ANCO .\~

L'applicazicne *emporanea del sensore (3-6 mesi) € un potente strumento educativo
di empawvernient per il paziente e un supporto decisionale critico in fasi di
scomy2ns) o modifiche della terapia orale.

&




Napoli, Policlinico del centro storico, 3.02.2026



	Diapositiva numero 1
	Glycemic Patterns Are Often Missed by Blood Glucose Meters (BGM) But Seen With CGM
	Diapositiva numero 3
	Diapositiva numero 4
	Diapositiva numero 5
	Diapositiva numero 6
	Diapositiva numero 7
	Diapositiva numero 8
	Diapositiva numero 9
	Diapositiva numero 10
	Diapositiva numero 11
	Diapositiva numero 12
	Diapositiva numero 13
	Diapositiva numero 14
	Diapositiva numero 15
	Diapositiva numero 16
	Diapositiva numero 17
	Diapositiva numero 18
	Diapositiva numero 19
	Diapositiva numero 20
	Diapositiva numero 21
	Diapositiva numero 22
	Diapositiva numero 23
	Diapositiva numero 24
	Diapositiva numero 25
	Diapositiva numero 26
	Diapositiva numero 27
	Diapositiva numero 28
	Diapositiva numero 29
	Diapositiva numero 30
	Diapositiva numero 31
	Diapositiva numero 32
	Initiation of CGM Is Linked to Improved Glycemic Control and Fewer Clinical Events in Type 1 and Type 2 Diabetes in the Veterans Health Administration (VA)
	Diapositiva numero 34
	Diapositiva numero 35
	Diapositiva numero 36
	Diapositiva numero 37
	Diapositiva numero 38
	Diapositiva numero 39
	Diapositiva numero 40
	Diapositiva numero 41
	Time in Range�Key Metric of Glucose Control (cont)
	Diapositiva numero 43
	Diapositiva numero 44
	Diapositiva numero 45
	Diapositiva numero 46
	Diapositiva numero 47
	Diapositiva numero 48
	Diapositiva numero 49
	Diapositiva numero 50



