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CGM in T2D: Where Are the Gaps? <

Access and Coverage

= Underutilized in real world practice, especially outside endocrinology!-?
= Costand insurance barriers persist?

= Coverage does not fully align with evidence in non-insulin treated T2D?3
Equity

= Lower use in Black, Hispanic, uninsured, and non-English preference populations!#
Implementation

= Primary care barriers, time, workflow, training, infrastructure?
= Prescription does not equal successful use*

Education and Interpretation
= Difficulty translating CGM data into action for both patients and clinicians??3
Persistence and Experience

= Qutcomes depend on sustained wear, often inconsistent?
= Device burden, skin issues, and usability challenges limit continuation?3

Wallia A, et al. JAMA Netw Open. 2024; Barchiesi MA, et al. Int J Qual Health Care. 2025; Hall T, et al. JAm Board Fam Med. 2024; Rodriguez JA, et al. JAMA Netw Open. 2025.




CGM in Older Adults- Benefits Seen in First ¢
Month

Older adults with insulin-treated diabetes and CGM naive (N=59, mean age 71+/-5 years, mean
duration 24+/-12 years, 24% with T1D)

Intervention included remote education pertaining to CGM use, tailored to address age-specific
barriers encountered by older adults. p<0.002°
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ANOVA for repeated measures indicated significant differences for TIR, % time >180 mg/dL, and % time >250 mg/dL between

CO RN E RSTO N E M E D I CAL E D U CATI O N baseline and 1 month (*), baseline and 3 months (**), and baseline and & months (***) (p <0.002).




CGM Improved Glycemic Control without Any <
Significant Change to TBR

Bascline 16 weeks Difference
. . . mean £ 5D mean + 5D in
Multicenter, parallel design, two-phase (32 weeks in total), adjusted P value
) i Parameter FELS SMBG FSL3 SMBG means (vs
RCT conducted in 24 UK sites (FREEDM2) S Comrol M Conwol (% control)
(N ) (N=105) (N=198) (N=105) control)
. mean £ SE
= Sensor-based outcomes assessed at baseline, 16 weeks o % & i &
and 32 weeks. :::Fi'“m‘ 116523 114524 102520 112528 -1.15026 <0.0001*
. . . . TIR (3.9- & " = & i =
= At 16 weeks, significant improvements in mean glucose SimaAan et SO ARReee SRECES A
. . . . TAR (>10.0mmolL), " ) E—— .
(adjusted difference -1.1mmol/L, p<0.0001), time inrange % oO0raEs STOAS Sagml Spmd Aumen 000
. TAR (=13.9mmal/ L), . +19. 9215, 84770 -9, i 3 i
(TIR) 3.9-10.0mmol/L (10.0%, p=0.0001), time above range % SRSl SIS SRS T A S N
TBR (3ImmoVL). 0012 05212 04512 06s14 -02:0.16 02657
(TAR) >10.0mmol/L (-9.8%, p=0.0002) and >13.9mmol/L (- - .
. . Ran.
9.5%, p<0.000]_) and standard deviation (SD) of g[ucose (- ﬂa,ﬂ::moh'l..numh:r 01202 01202 01202 01202 002003 02352
per day®
0.4mmol/L, p<0.0001) were observed in the FSL3 group, JOREQ0mmOULY 01403 00:01 00102 01202 002003 05803
compared with the SMBG group. SDglucose, mmol,  33:0.9  33:09 29208 33:10 042009 <0.0001*
CV glucose, %o 29064 294259 2H 6257 298261 -09=2054 0097

= Time below range (TBR) was low and comparable
Table: Change in CGM-based metrics from baseline to 16-weeks. *: p<0.03,

between groups. (No severe hypoglycemia) : Events 215 minutes duration, TIR: time in range, TAR: time above range, TBR:
Leelarathna L, et al. Diabetes Techno Ther. 2026. time below range, S0 standard deviation, CV: coefficient of variation.
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CGM Use in People with T2D on Basal ¢
Insulin + SGLT2 Inhibitor/GLP-1 Agonist

65|

Multicenter, parallel design, two-phase (32 weeks total), RCT
conducted in 24 UK sites (FREEDM2)

= Phase 1 focused on self-management, including basal
insulin self-titration
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Results: [r—
»= Mean HbAlc changed from 73mmol/mol at baseline to e
64mmol/mol at 16 weeks in the FSL3 group and from =
73mmol/mol to 71mmol/mol in the SMBG group (adjusted e
difference, -Tmmol/mol (-0.6%) [95% CI, -9mmol/mol to - oo Bl
4m mOl/mOl], p<00001) HbA1c <64 mmolimol ] 35%]p=<.mm
= There was a greater proportion of participants in the FSL3 cedwion sl
group achieving HbAlc targets of 53, 59, and 64mmol/mol I _ﬂ |
as well as achieving HbAlc reductions of 25.5mmol/mol, T
>11mmol/mol and =10% from baseline. Reducton 210% vs baseline -m]m
Wilmot E, et al. Diabetes Techno Ther. 2026. zﬁ:l;emﬂl:; :tt;rz::: ::; H:Pfot?fiﬂ; eégniﬁ;liai Z;Z?;sfsm o
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CGM Use in People with T2D on Basal

Insulin

Change from

Parameter Baseline 3 months . P value
Baseline
Average glucose, mmol/L 9.4 £ 2.1 87t 1.6 -0.7 £ 2.0 0.0031*
Adults aged 18-75 years from 8 Italian TIR 3.9-100mmol/L), % 2.1 + 228 72.6 + 205 105+ 205  <0.0001*
Cente rs (N_88) TAR (>10.0mmol/L), % 36.6 = 23.8 27.0 £ 205 -9.7 £ 221 0.0004*

TAR (>13.9mmol/L), % 99 £ 148 50 %98 48 + 139 0.0040*

TBR (<3.9mmol/L), % 13 £ 4.1 04 =10 -09 £ 42 0.3604
TBR (<3.0mmol/L), % 0.04 = 0.14 0.03 = 0.13 -0.00 £ 0.2 0.4240
SD glucose, mmol/L 25 £08 22 £07 -03 £0.8 0.0008*
CV glucose, % 271 £ 62 25358 -18 £57 0.0078*
IGMSS, mean score 3.5+ 1.0 46 £ 05 1.1 £ 1.1 <0.0001*
Total daily insulin dose,
units

All participants 228 £ 13.1 23.8 =133 1075 0.2504

Excluding 8

participants who 229 £ 136 226 % 13.1 04 £59 0.6003

started bolus insulin

Table: Changes to CGM-based metrics, IGMSS and insulin dose. Data expressed as
mean £ SD. *:p<0.05, TIR: time in range, TAR: time above range, TBR, time below range,
SD standard deviation, CV: coefficient of variation.

Giorgino F, et al. Diabetes Techno Ther. 2026.
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CGM Increases Physical Activity in People ¢

with T2D

Multicenter, parallel design, two-phase (32 weeks in
total), RCT conducted in 24 UK sites (FREEDM2)

* Phase 1: participants used CGM to aid self-
management (compared to standard care glucose
monitoring)

Results:

= During phase 1 (first 16 weeks), CGM use was
associated with a mean +SE 1.2+0.53
mg (p=0.027) increase in total activity due to a
12.7+6.1 min/day (p=0.039) increase in light-
intensity physical activity compared to control.

= There were no other changes to physical activity
or sleep at 16 weeks.

Rowlands A, et al. Diabetes Techno Ther. 2026.
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Low-Threshold CGM Intervention can Promote ¢
Meaningful and Lasting Behavior Change

Results: Of 942 participants, 657 completed the 2-week follow-up.

= Sensor adherence was high (81.4% wore for 14 days), and 80% used the app
>6 times/day.
= On average, participants engaged with 5.5 of 8 app features.

= At 2 weeks, >90% reported gaining at least one new insight, and ~75% made
at least one behavior change, such as adjusting their diet, portion sizes,
drinking quantity, or physical activity.

= At 3 months, 67% sustained at least one change.

= Greater sensor/app engagement was linked to more insights and sustained
change.

Mateu NCI, et al. Diabetes Techno Ther. 2026.
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Low-Threshold CGM Intervention can Promote
Meaningful and Lasting Behavior Change (cont)

Results:

= Participants whose GPs
recommended glucose
monitoring reported
significantly more learnings
and lifestyle changes, short-
and long-term.

= Prior finger-prick monitoring
did not predict outcomes.

Mateu NCI, et al. Diabetes Techno Ther. 2026.
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CGM Led to Improved Satisfaction, Quality of Life, C
Dietary Habits, Ability to Adjust Medications, and
Hypoglycemia Confidence ey o

F51.3 SMBL F51.3 SMBL H]:l“l-‘t!ﬂ P value
Parameler {w=198) Control (N-198) Constrol means {vs
Multicenter, parallel design, two-phase (32 weeks in total), RCT (ing) ks i, s
. o meanzSE

conducted in 24 UK sites (FREEDM2) T
* Phase 2: CGM was used to enable clinician-driven medical s T —
management Optimization (ipenness 29408 30209 3EH)E 31208 07010 <D.0001*
= Participants in the FSL3 group showed improvements in GMSS Emofionsl 2809 28:09° 22008 28:08 -06:0.11 <00001"

. . burden
(|nclud|ng all su bsca[es) (p<OOOO]_), UKDDQ (p:OOO5]_) and :eh:vhur:l 26611 2541014 L6407 25:11% -1.010.10 <0.0001%
HCS (p=0.0007) scores at 16 weeks compared to the SMBG Worthwhikeness 3.3:0.8  34:09° 42108 34:08° 0.8:010 <0.0001°
group :::nm.ml.l 66294 3721001 343290 370£104 232081 0.0051*
= Changes to the HFS-Il and sleep satisfaction questions did not "™ (00 7007 ooy 7 Maoar b
reach statistical significance at 16 weeks T s e R
= Qualitative interviews (N=41) across both phases revealed e

. lf d d d- f Mean score 3024 5522 39411 55X3 02021 02970
improved self-reported Qol, greater understanding o = T W T
d' b d b'l' d' d’ M d h Oruality Skl 4 a.AE2 Y AT 50423 042023 0117
1a etes’ an abl Ity to d _IUSt me Icatlons Compare to t S Table: F‘H.‘llll reported oulcome measures. 'Fih'l'ﬁ'ﬁi Gilueose MMLIIJI.'IHE Satisfaction
SMBG group. 7S pogheass P Srey Hllghr e bl e i Wower e
indicatcs healthicr behaviours; © Higher score imdicales greater comfidence; ‘Lower score

indicates less fear; "Seored from 1 (least) 1o 10 (maost) sacisfied. ~:m=92, *: paluls.

Leelarathna L, et al. Diabetes Techno Ther. 2026; Barnard-Kelly K, et al. Diabetes Techno Ther. 2026.
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Consistent CGM Use Improved TIR and ¢
Empowers Patients

S u rveyed U S- based DeXCO m Table. CGM metTrics l;y;gl;—n:ported gap pTreser;c; a;d diabetes status (N= 532).
. ype 2 Diabetes, ype 2 Diabetes, .
G7 users with T1D and T2D No insuli insuiin iad i
on CGM use, wear gaps, and ek | peiied | nsirit | ngoned || prtaiil| sesciied
o . g g ¢ gaps gaps gaps gaps gaps gaps
perceived impacts. Sensor N 101 24 130 a3 74|60
Time in
glUCOSG data were analyzed I:ggge'm- 76+21 | 79+18 | 62¢20 | 67+18 | 65%16 | 73215
over 12 months, and a subset |mgoL«
o o Mean
Of partICIpantS COmp[eted glucose, | 154+31 | 148+26 | 173+33 | 163+27 | 163+28 | 152:25
. . . . mg/dL
q L| a l |tatlve | nte rV| eWS, Mean = SD shown. CGM metrics are aggregates over 12 months of users’ CGM wear
. tenure. Bold represents p< 0.05 between self-reported gap status within a diabetes
th e m at| Ca l ly a n a lyzed . status group (Wilcoxon rank test for time in range. T-test for mean glucose).

Crawford M, et al. Diabetes Techno Ther. 2026.
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Interprofessional Team Overview in -
DKA Care

* Nurse coordinators

» Social workers

* Psychologists

» Advanced practice providers (NPs and PAs)

* Pharmacists

* Diabetes care and education specialists
* School nurses

* Dieticians

—
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CGMin T1D and Impaired Awareness of ¢
Hypoglycemia (IAH)

Assessed by Clarke, Gold and Pedersen-Bjergaard methods, IAH = =2 positive measures.

Participants reported hypoglycemic episodes over 14 days, including detection method
(asymptomatic with alarm, symptomatic with alarm, symptomatic without alarm,
coincidence, or unknown), independent of glucose level.

Results (N=205, median age 59 years, 67% men, with 85% using low glucose alarms
= Of these, 72% had normal (NAH), 18% intermediate and 10% impaired awareness.

= Median self-reported hypoglycemic episodes did not differ between the awareness
groups.

= The proportion of asymptomatic episodes detected by alarm was higher in IAH (74%)
than in NAH (23%, p<0.0001) whereas symptomatic episodes without alarm were
lower (3% vs. 32%, p=0.0002)

Demir C, et al. Diabetes Techno Ther. 2026.
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Reflect on What You Have Learned

How will you apply what you have learned to
your practice and with your interprofessional
and interdisciplinary diabetes care team?

AATYCME
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