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CGM Devices/Systems

Dexcom G6
and G6 Pro

Eversense
CGM (90 day)
(Eversense E3-
180 day system
FDA approved)

| »

Abbott FreeStyle

Libre, Libre 2
and Libre Pro

Medtronic Guardian
Sensor 3/ Guardian
Connect CGM
(iPro2)



s CGM accurate enough?

Is SMBG much more accurate than CGM?
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Continuous glucose monitoring: transforming diabetes
management step by step

Richard M Bergenstal
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Triple Aim to Improve Healthcare Value (outcomes/cost)

[ Healthcare triple aim* ]

Diabetes triple aim

[ CGM triple aim }

. Reduce Improve Quality CGM/TIR CGM/TIR
Patient Improved the AIC+TIR&TER Clinical Trial Digital
experience quality Burden? CVD & CKD & Regulatciry M%:;l::zss

Weight loss? Measures
Value Value Value
CGM/TIR Guided
Reduced cost REd‘Z'C(_e . Clinical Care
therapeutic inertia Strategies
y A
< <‘l <\; |

1Berwick D et al.
Health Affairs 2008

2 Reduce diabetes distress
Patient feels listened to

3TIR/TBR; GMI; Diabetes distress
4 CGM data in drug package insert




JAMA Health Forum.

2022;3(5):221109
May 20, 2022

JAMA Health Forum.

Viewpoint

An Integrated Framework for Achieving National Health Goals

Wayne B. Jonas, MD; Bryant Adibe, MD ’

Whole-Person Care Model

Whole-person care \ Standard medical care

Reduce
Burden

~_ What matters to
the person?

What is the matter

advocate
with the patient?

Personal

health plan SOAP note =——

Health care
team

| >

Medical services

©

Recovery services

) Value-based payment
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DCCT (1983-1993). Relationship of HbAlc

to Risk of Microvascular Complications

The New Engl:tnd
]uurnal of Medicine

CCopertghn, 1995, by the Massac®unens Medual Socicny

Retinopathy

Vediame 124 SEFTEMBER S0, 1'% Muamber 14

THE EFFECT OF INTENSIVE TREATMENT OF DIABETES ON THE DEVELOPMENT AND
FROGRESSION OF LONG-TERM COMPLICATIONS IN INSULIN-DEFENDENT DIABETES
MELLITUS

TrE Diasrmes Costror ast Comrricamioss Trial Bescarcn Grooe®

Abstract Boackgrownd.  Long-Sarm micnovascular and
neLecloges compd iealions camisr major morbidity and more
tality in patents with irdulin-gepandent Gabebes maliius
D0, We examned whether inlenswe tneatmaent with
tha poal al I'I"Hl‘lﬂll'ﬂ-"lg bload glucoss concanitations
cloes fa the noemal range cowld decrease the inqunn:r
ard severity of hose compications

Mathod's, A total of 1441 patients with IDDM — 736
with mo retincoathy a1 base line (ihe primary-presention
eahorl) and 715 with mild retinopemy [The secondary-
minrepntion cobort) were randomly assgned o intensye
therapy admiriataded gilha with an extamal insulin pump
af by three or more daily insuin mjectians and guided by
Ireques blood ghicoss maniicring or o convenSonal 1her
apy with one or hwo daily insuin injections. Tha patienis
waie kolowed 1or 8 meaan of 5.5 Y. o D o
arce and progressicn of retinopatfy and othes cﬂmpﬂb&
liang were A3sessed roguary ) )

Aesults I the prmany-preseslion cohorl, insansna
therany recuced the adjusled mean rish for the develop-
mant ol rafinopalhy by 76 pancant (8% paroant confidenoa

inlerval, B2 o 85 pescent). & comisared wilh corentional

. In Tw secondary-ntarvention cobort, imenshe
heragry Blowad the pragression Jf rebnapathy by 54 per-
cent (95 percent conficence imterval, 39 10 88 pescent)
ard reduced tha developmant of prolilarative of gover
nonprolferatve retincpathy by 47 percant (95 percent
confidance imerval, 14 %0 §7 percent). In The twa cohors
combined, intenshe theragy reduced the ocourence af
macroalbuminuria (urinary albumin sxcrelion ol =40 L]
per 24 hours] by 39 parcant (55 percant conlidendo imar
val, F1 fo 52 parcant), that of albuminuria [urinary albumin
aecralion ol =300 mg per 24 hourg) by 54 percenl (95
percert canfidence inbarsal, 19 89 74 percant], and thad of
chrical newrcoathy by B0 parcant (55 parcand confidence
|ll|.ul-.lul Sﬂ-lu'-‘d- plum:mll- The chief mnmwm'r:m&un
U U O
Eragas in ssvers Fypoglyoe mis.

Canclugions,  Intansive therapy eifectively delays the
onsal and Sows the prograsson of dabetic sebropalty,
maphropaihy, and meuropathy in palienis with IDDM
i) EN;I J Mod 193325 9TT-B6.)

Relative Risk

Nephropathy

Neuropathy

HbA,_ (%)

End
DCCT
1993

“HbAlc Era”

2021



Retinopathy Progression According to
HbAlc and Time in Range

40% o
HbAlc Time in Range
30% P<0.001 P<0.001
(1)
20%
10%
o 1M -
<7.0% 7.0- 8.0- >9.0% >70% 51- 30- <30%
<8.0% <9.0% 70% 50%

Retinopathy progression rate increased by:
32% for each 0.5% higher HbAlc and for 6.2 percentage points lower TIR



S,
A1C or CGM for Management? Al1C % Time Hypo % Time TIR

Average 00,00 02:00 04:00 06.00 08:00 10:00 12:00 14:00 18:00 20:00 2200 00:00

145 146 | 147 | 143 155 ‘ 144 ‘ 158 | 141 ‘ 128 | 136 | 137 ‘ 153 | 167 (< 70 mg/dL) (70-180 mg/dL)

350
300
250
200
( 180 e o o
m—w 6 7 / (0]
Target
Range [ ] o
L 100~
w70
50
10 10.00th Porcentio | | 261 to 761 Percentie
00:00 HI.HH 06:00 08:00 10:00 \,“\m 1400 vm.w: III‘HH 20:00 00:00
Daily
Average 00:00 02:00 04:00 06:00 08:00 10:00 12:00 14:00 16:00 18:00 20:00 22:00 00:00
147 120 137 130 145 205 193 196 182 122 12 106 109
350
gl
300

) 6.7% 6% 69%

- egian
]

150
Target
Range
100
s0-]
10th to 90th Percentie | 25ih to 75t Percentie
00:00  02:00 04:00 06:00 08:00 10:00 12:00 14:00 16:00 18:00 20:00 2200  00:00
Daily
Average 00:00  02:00 04:00 06:00 08:00 10:00 12:00 14:00 16:00 18:00 20:00 2200 00:00
148 108 10 133 147 166 192 186 116 13 154 177 150
350
mgldL
300
79 0 0
200 6 /o o 5 o
e [ ]
150 Meston
Target
Range
L 100
s50-]
10th to 90th Percentie | 25t to 75th Percentie
00:00 0200 04:00 06:00 08:00 10:00 12:00 14:00 16:00 18:00 20:00 2200 00:00

CV= coefficient of variation



"8 CGM FIRST - for ALL PWT1D

COMISAIR?

3 year follow up of 94 adults with
Type 1 diabetes 4 treatment groups: 70 o
1. Real time CGM™ + MDI" T T =S SMBG+MOI
5 SAP” (CGM ) 8.5 e+ SMBG+CSI
: + pump . 1
3. SMBG* + MDI N (I
4. SMBG + pump LN (™ : _
o ek
« Only CGM groups had significant | <75 ’
improvements in TIR and N —s— L. s
significant reductions in TBR 7.0 S e . 5 LT § L FTYTR TIL LL I T - S
* A1C was lower in the rtCGM >
0 3 6 9 12 15 18 21 24 27 30 33 36
groups than SMBG groups Months

“Real time continuous glucose monitoring "Multiple dose
injections ~ Sensor augmented pump * Self monitoring blood
glucose
Note: 3 year non-randomized prospective real world clinical trial.

1Soupal J et al. Diabetes Care. 2020;43(1):37-43.



Minimizing diabetes distress: a key strategy to reduce the burden of diabetes

l DIABETES DISTRESS

l DIABETES BURDEN

Improve HbA1c /TIR:TBR

(’ Park Nicollet

. ) ) ) ) ) " International Diabetes Center
Nagel KE et al. Diabetes distress and glycaemic control in young adults with type 1 diabetes: HealthPartners-

Associations by use of insulin pumps and continuous glucose monitors. Diabet Med 2021,38:e14660.



Automated Insulin Delivery

Computerized control of insulin delivery based on data from a = 3O
continuous glucose sensor ~
;.‘ 2 m— - -
i 180 P e, e = _\'_,‘_/*\~\‘ _.’““\\\ —n g ‘\\\¢_‘-'
Continuous R Bouee ————"
a0
Glucose o B
. g 2 0
Monitor 511 6y 500 l 00 B
i 6 1 .25 ¢ =
[ 1 . i | }
Algorithm Events @y 179 0?5 0 2% 459 o
[ o— I T | T | 4 .
Lo} 4
AM 3 1 2P .
Insulin
Pump

Insulin reduced to

Insulin increased to _ :
avoid hypoglycemia

reduce hyperglycemia

MINIMED" 670G / 7706 MINIMED" 780G* t:SLIM X2 WITH CONTROL-1Q OMNIPOD 5*
iLet dual hormone

X

121@

S - -~
* FDA APPROVED DOWN TO AGE 6, DETAILS SUBJECT TO
CHANGE WHEN DEVICE BECOMES AVAILABLE.

MiniMed® 7706 *AVAILABLE OUTSIDE US, NOT FDA APPROVED.




T1D Exchange participants (N=926) on various approaches
to insulin delivery willing to share their CGM data

Figure 6. Proportion of Patients Meeting Various Glucose Targets

100 @ MDI + CGM M Pump + CGM (not HCLS)* B Pump + CGM (HCLS)?

o
o
1

% patients meeting glucose targets®
)]
o
1

40
20

549 48.5 674 46.9 474 649 500 495 721 67.3 66.6 85.7 82.7 79.5 92.8 259 27.0 591
0 -

<5% of time <25% of time =>70% of time <4% of time < 1% of time =T70% of time

=250 mg/dL =180 mg/dL 70-180 mg/dL =70 mg/dL <54 mg/dL 70-180 mg/dL

and <4% of time
[ | 1 | 1 | <70 mg/dL
TAR targets TIR targets TBR targets
o J

Laffel L. etal. Gaps Remain in Achieving Target Type 1 Diabetes Glycemic Goals Despite Advanced Technologies
Poster #652 ADA Sci Sessions June 2022



Time In Range as a Clinical Outcome: Results of a Longitudinal
Analysis of the Literature and Clinical Trials

Figure 1: Number of Publications Reporting Time-in-Range as a Clinical Outcome
657

Number of Publications

469
Search Terms Include:
"time in range" OR "time-in-range" OR "time
below range" OR "time above range" OR "time-
below-range" OR "time-above-range" OR "TIR" OR
"TBR" OR "TAR"
208
97
- 55
19
L -
s BN

2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021
Publication Year

Patel P, et al. ADA 2022



DIGITAL

NCQA o . i c
w2 Rethinking diabetes care in the digital age :@Smw‘w

S Building a Bridge Toward Optimal Diabetes Management

Behav'lofa\ Eye, foot, kidney,
W Health smoking/tobacco Cvp, He
CN\\"\ ) Screening assessment Ckp s
G ,‘%?s eVa/uation

Cloud based CGM & Behavioral Health Screening
data can be integrated into the EHR

Modified from R Bergenstal presentation at NCQA Digital Quality Summit July, 2021
Rethinking Diabetes Care In The Digital Age. Findings from the 2021 Digital Quality Summit.
Available at: https://www.ncqa.org/wp-content/uploads/2022/02/NCQA-DQS-WhitepaperRethinkDiabetes.pdf Accessed 9 March 2022 (* Park Nicollet

International Diabetes Center
BP, blood pressure; CVD, cardiovascular disease; CKD, chronic kidney disease; GMI, glucose management indication (formerly estimated HbA, ); HealthBarcrors=

HF, heart failure; TIR, Time in range (70-180mg/dL); TBR, Time below range (<70 mg/dL)



https://www.ncqa.org/wp-content/uploads/2022/02/NCQA-DQS-WhitepaperRethinkDiabetes.pdf

Time in Range in Relation to
All-Cause and Cardiovascular

Jingyi Lu,® Chunfang Wang,? Yun Shen,
Lei Chen,” Lei Zhang,” Jinghao Cai,* Wei Lu,*
Wei Zhu,* Gang Hu,? Tian Xia,? and

Jian Zhou

Mortality in Patients With Type 2
Diabetes: A Prospective Cohort
Study Diabetes Care 2021 Feb; 44(2): 549-555

A All-cause mortality B Cardiovascular mortality 3.0
1004 == TIR > 85% 100+ = TIR > 85%
= TIR 71-85% = TIR 71-85%
TIR 51-70% TIR 51-70%
= TIR s 50% = TIR < 50%
95+
96

90

Cumulative survival (%)

. \

9441

9271

Hazard ratio for all-cause mortality

0.0

T T T T
0 2 R 6 8 10 12 14

Years of follow-up

T T T T T
4 6 8 10 12

Years of follow-up

* 6,225T2D-CGM
* Followed 10 years

(72 hrs)

(2005-2015)

* Association baseline TIR & Mortality

o All cause & CV mortality

Time in range (%)

Figure 1—Multivariate-adjusted cumulative survival curves of all-cause (4) and cardiovascular (B) mortality by different levels of TIR. Adjusted for

age, sex, BMI, diabetes duration, systolic blood pressure, triglyceride, HDL cholesterol, LDL cholesterol, smoking status, history of cancer and CVDs, and

using antihypertensive drugs, aspirin, and statins.

International Diabetes Center

HealiliPariners

(. Park Nicollet
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AGP Report AGP Report: Continuous Glucose Monitoring
Recommended Time in Ranges G tor pe 1ans Type? Dabdes Test Patient DOB:jan1.1570

Goak <5% .
" Mery High 20% 14 Days: August 8-August 21, 2021
Time CGM Active: 100%

A% sow crew
E
High 24% Glucose Metrics
™ BverageGlucose 1TSS mguL
Gasl: <154 mghlL
[y Target 46% cow s ose = o 7.5%
Each 5% incresse (s cinically beneficia o
THE JOURNAL OF CLINICAL AND APPLIED RESEARCH AND EDUCATION VoL 48 1 surmmNT 3 ™ o Low ol
S 10% cea csm Gluc ose Vadability e A5.5%
L very tow 5% Defined as percent coeficient of vananon
Goat <1% Each 1% Eime in mnge = ~15 mindes Goal: Z36%

Diabetes Care

Ambulatory Glucose Profile (AGP)

AGP s 3 summary of glucase values fram Bie mport pesiod, with medisn [50%] 2nd other perenties shown as i they occurned ina single day.

350
gL

STANDARDS OF >N N -

MEDICAL CARE oo \/\—/
IN DIABETES—2022

Daily Glucosa Profiles

Each dally profile represents & midnight-to-midnight periad

Sunday Manday Tesclay W e sdday Thursday Friday Saturday
B k-1 o 11 12 »13 14
¥ 77 154 N B e S SN S = W VA
12pm 12pm 1zpm 1zpm 1zpm 1zpm 12pm
15 % b e ) 18 19 20 21
| —va O A A W, BB s
- - -

Nicollet
G |ycem iC Targets . I Figure 6.1 —Key points included in standard ambulatory glucose profile (AGP) report. Reprinted from Holt ot all. (33). zﬁoml Diabetes Center

meannrariers.

Standards of Medical Care in Diabetes - 2022. Diabetes Care 2022;45(Suppl. 1)




AGP Report: Continuous Glucose Monitoring

Time in Ranges  Goals for Type 1 and Type 2 Diabetes Sam Test Patient DOB:Jan 1, 1970

Goal: <5%

[ VeryHigh  20% 14 Days: August 8-August 21, 2021

Time CGM Active: 100%

Ad% ot <15%

258
High 24% Glucose Metrics

Average GIUCOSE...........ooocsoroerrssrenn 1 1D mghdL
Goal: <154 mg/dL

ol =70% Glucose Management Indicator (GMI)......... 7.5%

Each 5% increase is clinically beneficial Goal: <T%

10% fosi <on Glucose Vardability ... 45.5%

[y Defined as percent coefficient of variation

Goal: £36%

Each 1% time in range = ~15 minutes
Ambulatory Glucose Profile (AGP)

AGP is a summary of ghicose values from the repart period, with median {30%) and other percentiles shown as i they cccurred in a single day.

1804
Target 95
Bange \.——W 3%

ot

12am ‘ . 12pm o 12am

Daily Glucose Profiles

Each daly profile represents a midnight:to-midnight period.

Sunday Monday Toesday Wednesday Thursday Friday Saturday
8 -] 10 11 12 13 14
E I~ v N J ~J I NI
12pm 12pm 12pm 12pm 22pm 12pm 12pm
15 16 17 18 19 20 21
o, -

Bergenstal RM, Simonson GD, Heinemann L, More Green, Less Red:
How Color Standardization May Facilitate Effective Use of CGM J Diabetes Sci Technol 2022;16:3-6

CGM Clinician Guided Management

1. Is there a glucose control problem?

More Green, Less Red

2. Where is the problem?

Flat Narrow

In Range

3. Continue to titrate on a timely basis

Titrate, Titrate, Titrate

(’ Park Nicollet

" International Diabetes Center

HealthPartners-



SURPASS-3: Tirzepatide vs insulin degludec
SURPASS-3 CGM substudy: TIR at 52 weeks

TZP Insulin
15 mg Degludec

180 8.45% 22.47%
o 180
= —
-]
Q
= 191.16%

_ 75.04%
O 23%
70 0.81%

TITR (70-140 mg/dL) 72.6%

48%

Do we need to add Time in Tight Range (TITR) 70-140 mg/dL
to the current Time in Range (TIR) 70-180 mg/dL

(.’ Park Nicollet

" International Diabetes Cernter
Battelino T, Bergenstal R. Rodriguez A. et al. Lancet DE Apr 2022 online first -



Glucose-lowering medication in type 2 diabetes: ADA Standards of Care in Diabetes - 2021

LINE Therapy is Metformin and Comprehensive

g weight management and physical activity)

INDICATORS OF HIGH-RISK OR ESTABLISHED ASCVD, CKD, OR HFt

CONSIDER INDEPENDENTLY OF BASELINE A1C,
INDIVIDUALIZED A1C TARGET, OR METFORMIN USE*

+ASCVD/Indicators

of High Risk +HF

= Established ASCVD

® |ndicators of high
ASCVD risk {age 255

years with coronary,

carotid, or lower-extremity

artery stenosis =50%,

or LVH)

Particularly HFrEF
(LVEF <45%)

SGLT2i with proven

benafitin this
population®®

GLP-1 SGLT2I

R with with
proven proven
cvD cvD
benefit! benefit!

1C above target

If further intensification
s required or patisnt is
unable te tolerate GLP-1
RA and/or SGLT2, choose
agents demonstrating
GV benefit and/or safety:
» For patients on a
GLP-1 RA, consider
adding SGLT2i with
proven CVD benefit
and vice versa
LR FdS
= DRP-di if not on
GLP-1 RA
¥ Basal insulin®

L=V

1. Proven CVID benefit means it has labal indication of reducing GV everts
2. Low dose may be better tolerated though less well studied for CVD effects
3. Degludec o Us100 glargine have demonstrated CVD safity
4. Choose later generation SU to lower risk of hypoglycemia;

glimepiride has shown similar GV safety to DPP-4i
5. Be aware that SGLT2i labelling varies by region and indvidual agent

with regard to indicated level of eGFR for initiation and continued use

[ and reduction
in HF and to reduce CKD progression in GVOTs. Canagifiozin and
dapaglifiozin have primary renal outcome data. Dapaglifiozin and
empagifiozin have primary heart falure outcome data.

KD and

Alburminuria®

PREFERABLY

SGLT2 with
orimary evidence
of reducing CKD
ression

SGLT2i with

evidence af
reducing CKD
pragrassion in

CVOTe™e

OR
GLP-1 RA with
proven CVD
benefit' if SGLT2i
nat tolerated or

contraindicated

For patients with T2D
and GKD® (e.g., eGFR
<B0 mL/min/1.73 m?) and
thus at increased risk of

cardicvascular events

GLP-1 SGLT2I
R with with
proven provan
cvVD cvD
bansfit! benefit'?
(S

NO

TOAVOID
THERAPEUTIC
INERT|A REASSESS.
AND MODIFY
TREATMENT
REGULARLY
{3-6 MONTHS)

IF A1C ABOVE INDIVIDUALIZED TARGET PROCEED AS BELOW

COMPELLING NEED TO MINIMIZE
HYPOGLYCEMIA

‘ DPP-4i ] GLP-1 RA | SGLTE | TZD
IFAiC If A1C i A1C IFAIC
above above above above
target target target target
GLP-1 RA SGLT2

SGLT2I SGLT2 OR OR
OR OR DPP-4i DPP-di

TZD frast OoR OR

TZD GLP-1 RA
i If A1C above target

Continue with addition of other agents as outiined above |

If A1C above target

Consider the addilion of SU* OR basal insulin:

= Choose later generation SU with
lower risk of hypoglycemia
= Consider basal insulin with lower risk of hypogiycemia®

-

. Proven benelit means it has label indication of

reducing heart faiuse in this population
B, Rafor to Section 11: Microvascular Complications and Foat Gare

. Degludec / glargine Us30D < glarging U=10D / detemir < NEH insulin

> liraglutide

= exenatide =

o 1o weight-retated comerbidities)

. e specific comorbidities (Le., v established CVD, low risk of
hypaglysemia, and lawer prierly ta avoid weight gain

. Consider country- and region-specific cast of Enags. In some

countriss TZDs are relatively more sxpensive and DPP-2i ame

refatively cheaper

or SGLT2i and/or GLP-1 RA not
tolerated or contraindicated, use
regiman with lowest risk of
weight gain

PREFERABLY

DPP-4i {if not on GLP-1 R&)
based on weight neutrality

If DPP-4i not tolerated or
contraindicated or patient already
on GLP-1 RA, cautious addition of

« SUF = TZD? « Basal insulin

ghicose-lowering medications.

glucozeowering therapy,

COMPELLING NEED TO COST IS A MAJOR
MINIMIZE WEIGHT GAIN OR ISSUE"*?
PROMOTE WEIGHT LOSS
s TZD™
GLP-1 RA with
good efficacy )
for weight el
loss'® If A1C above target ]
If A1C above target
TZD"? st
GLP-1 AA with
o good efficacy
for weight
logs®
If A1C above target ]
If A1C above target
Insulin therapy basal insulin
with lowes? acquisition cost
If quadruple therapy required,

OR

Consider other theraples
based on cost

1 Actioned whenever these become new clinical considerations regardiess of background

*Mast patients enrclied in the relevant trials were on metformin at baseline as

2021
Non-Glycemic (CVD/HF/CKD)
& Glycemic

2022

Non-Glycemic (CVD/HF/CKD)
& Glycemic & Weight Loss

More:
e GLP-1RAT sGLT2i

Role of CGM
guided management?

Figure 9.1—: 2021 ADA Professional Practice Committee (PPC) adaptation of Davies et al. and Buse et al.



Does remote monitoring of digital CGM data improve outcomes?

Patients with T2D followed in a CGM-based virtual diabetes clinic (Onduo)

12.0 Alc [ Baseline
8.9%*>7.3% 4 months
10.0
. 24%*
-1.6%
8.0 ’ -1.2% *
S l |
2 6.0
<
=
T 40
2.0
0.0 L
Overall =>9.0% 8.0-90%
n=55 n=19 n=36

Baseline HbAlc Range

CGM, continuous glucose monitoring; SD, standard deviation Park Ni‘:()“et‘l
Majithia AR et al. J Med Internet Res 2020;22:e€21778. doi: 12.2196/21778 ‘ . . .
S ! / Y International Diabetes Center

HealthPartnerse



Does remote monitoring of digital CGM data improve outcomes?

Timely access to guideline-based diabetes medications and technologies

Legend On medication M  Discontinued ®  Added 4  Dose decreased A Dose increased ¥V

Generic
GlpIZIAE: |ssemesttmememsradosaredl
INSulinGlAIEINg: |ssesscaiadsssnsssasoabusssstnssepsssossnapoqonssnosysisposassooasopasoian Wsiuiasevanssh oiasenanaposbrasasas]saaraasy SN DRI e Rt et| ety
Liraglutide Jsshssasisissitoaeias i ifisssssnsiaiassiisaseihisacanisiissiisssicsdasiniassiossisasosibisasisansafaisvasssainsssscirsiepssossivneks
Sitagliptintl |sssiisassslomssasissaqoscesc
Baseline 4 months on CGM
A 350 B 350
= Eo z
? 250 S0% E" 250
25%
5%
;n 180 % 180 :;{;
H g 50%
% % 25%
& 70 ] 7 5%
BT e .
o 0
12 3 6 9 12 3 6 9 12

2 12 3 6 9 12 3 6 9 12
AM AM AM AM PM PM M PM AM PM PM PM PM AM

CGM, continuous glucose monitoring ‘0 Park NiCO“Et

Majithia AR et al. JMIR Form Res 2022 doi: 10.2196/31629 [Epub ahead of print] " International Diabetes Center

HealthPartnerse



The EKG Informing the Future of CGM

Eric J. Topol, MD, Scripps Research Translational Institute
The Lancet Vol 397: February 27, 2021

Digital medicine
What's lurking in your electrocardiogram?

For decades one of my favourite tasks in medicine has been
reading 12-lead electrocardiograms (ECGs). I've always
thought the wealth of information provided was impressive—

Discussed that papers that showed how ECG could tell you

- Gender
- Anemia
- CV outcome prediction



AGP — EKG of glucose management

Digital medicine
What's [urking in your continuous glucose monitor? *

For a decade one of my favorite tasks in medicine has been
looking for patterns in the CGM/AGP report. | think CGM/AGP
will transform diabetes management-

* CGM has been used to show:
Different people have very different glycemic responses to the same foods

Hall H, et. al. Glucotypes reveal new patterns of glucose dysregulation. PLoS Biol. 2018;16(7):e2005143
Berry SE et al. Human postprandial responses to food and potential for precision nutrition. Nat Med. 2020 Jun;26(6):964-973.



In Summary

&

Som Tost Putiont 008 .13
- 14 Dy Asgust 8- Augent 31, 2023
Teme €M Active: 1008

- v e S
-I-— - e e st T S%
H T as

G Wide

&
. Narrow

CGM/TIR
Clinical Trial
& Regulatory
Measures

[ CGM triple aim ]

CGM/TIR
Digital
Quality
Measures
Value
CGM/TIR Guided

Clinical Care Strategies

Thank you!

. CGM using AGP and taking a wide and narrow perspective
Is achieving both the CGM & Diabetes Triple Aim

Diabetes triple aim

Reduce Improve Quality
the A1C+TIR&TBR
Burden CVD & CKD
Value

Reduce
therapeutic inertia



