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Background

This past decade, our collective practices have
seen unprecedented steps forward in diabetes
care. Individuals with T2D, in particular, have had
access to several weekly GLP-1 RA therapies,
SGLT2 inhibitors and particularlyy, CGM devic-
es. CGM wear has greatly impacted our ability to
guide people with diabetes in their insulin doses,
their adjustments of antihyperglycemic medication,
and their food and exercise management. A broad
base of RCT evidence has clearly shown that for
insulin users, people can now lead lives with less
concern about hypoglycemia, less daily glucose variability, and more satisfied in their self-care.
One of the largest and longest of these trials, FREEDM2, was recently published and showed
an hemoglobin Alc (A1c) benefit of 0.5% at 32 weeks of Freestyle Libre 3 wear vs usual care.

The source of that benefit
remains obscure - is it better
dietary self-regulation? Improved
adherence to medications with

the immediate feedback of a

CGM? Or increased consistency
with an activity program?

A somewhat unexpected, and equally impactful, see change has also occurred among non-in-
sulin using individuals with T2D. There has obviously been a grassroots, patient-led movement
to CGM wear that has, to varying degrees, swept us healthcare providers along in its wake. And
now, an accumulated body of evidence similarly confirms the benefit of CGM wear in this popu-
lation as well — people living with T2D, who use oral agents, +/- injectable incretin therapies, but
not using insulin. The source of that benefit remains obscure —is it better dietary self-regulation?
Improved adherence to medications with the immediate feedback of a CGM? Or increased con-
sistency with an activity program? Regardless, the empiric benefit is consistently demonstrated
in clinical trials.

Explaining - early randomized controlled trials (RCTs) of CGM use in T2D were often broad
based so that they did include non-insulin using participants, often as the majority, and these
groups appeared to derive similar glycemic benefits as did the insulin users. Eight RCTs have
now studied this non-insulin using population specifically, and a recent Canadian-led meta-anal-
ysis summarized their findings. That report confirms the significant glycemic benefit of CGM in
this population. Retrospective studies analyzing population claims data have further shown a
meaningful benefit beyond simple glucose control, the largest emerging from Ontario and from
the US.
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Individuals using oral therapies or GLP-1 related ther-
apies form the bulk of each of our practices. If this
group could derive meaningful benefit from CGM
wear, we should review the evidence of benefit to gly-
cemic control, as well as the broader health benefits
that CGM could support.

The Evidence Base

In terms of RCT’s of CGM in this population, four trials
used the Freestyle Libre or Libre 2 systems, three tri-
als used successive generations of Dexcom systems,
and one used a Medtronic system. Reviewing the
highlights briefly, the largest Freestyle Libre trial was
the IMMEDIATE study, run in Canada, at 7 specialist
centres in Ontario. 116 people participated and were
randomly assigned to either a Libre CGM or to contin-
ue their prior self-care. At 16 weeks, the CGM wearers
had improved their A1c by 0.3% and were spending
nearly 10% more time daily (2.4 hours) in the target
range (TIR). Those using CGM also had greater gains
in satisfaction scoring.

Similar trials using Freestyle Libre at special-
ist centres in Japan, Edmonton, and in Hull in the
UK have each found significant glycemic bene-
fits in smaller populations. The Edmonton study
also used remote delivery of adjunct diabetes ed-
ucation for both groups, and similarly found im-

proved diabetes satisfaction among CGM users,
along with unexpected weight management benefit.
Three RCTs using Dexcom systems in this population
of non-inulin users have been published. Each pro-
tocol design favoured an intermittent application of
CGM device, rather than continuous wear, and each
also showed significant CGM-associated glycemic
benefit, or a trend in that direction. The most impactful
RCT design added CGM wear to a base of teaching
interventions developed at the University of Virginia to
prevent post-meal glycemic excursions. The Virgina
group found an A1C benefit of 1.1% after 3 months
of CGM wear, vs “usual care” participants who had
received the identical education. The largest Dexcom
system trial, the COMMITED trial, showed a trend to
glycemic benefit that didn’t reach significance, but
was perhaps limited by only three 10-day periods of
CGM wear over a 12-week trial.

Recently, a group of Canadian specialists led a sys-
tematic review of all CGM trials. Their recently pub-
lished meta-analysis of RCTs in non-insulin using
populations found that across eight RCTs, which had
included 541 participants, CGM wear was associated
with significantly reduced Alc of 0.37%, increased %
time in range (TIR) of 8.8% and less % time above
range (TAR) of 8.1%. There were no significant sub-
group differences.

Real World Health Outcomes

A large number of “Real World Evidence” (RWE) trials
of CGM use have also been published, most focussing
on the associated glycemic benefits, now validated
with the RCT evidence discussed above. Three fasci-
nating recent RWE projects have instead focussed on
health outcomes following CGM wear, particularly in
the non-insulin using population.

A broadly-based group of leading American diabetes
researchers used Optum’s deidentified Market Clari-
ty database of over 5 million people living with T2D.
Looking retrospectively, they identified. 25,269 indi-
viduals not using insulin, who had initiated CGM wear
between 2019 - 2022. They showed that individuals
who initiated CGM had significantly lower hospital and
emergency room (ER) use, than their pre-CGM experi-
ence. At 12 months of subsequent observation, diabe-
tes-related hospitalizations were reduced by 31% and
diabetes-related ER visits were lower by 30.7%. Re-
searchers at Dexcom Inc recently published a small-
er (4,463 people with T2D) analysis of Dexcom CGM
wearers in the same database and showed significant
reductions in hospitalizations and ER visits, ranging
from 63% to 68% over a similar time frame.

More recently, a similar study with longer outcome
surveillance emerged out of our own Canadian health
outcomes data. Using the Ontario Drug Benefits (ODB)
formulary data, coupled with the IC/ES Ontario out-

meta-analysis have provided a series of “pragmatic
recommendations” based on the accumulated evi-
dence. For non-insulin users with T2D, these stated
that CGM should be considered to improve glyce-
mic control (increase time in range and lower A1C),
to improve glucose monitoring satisfaction and to re-
duce diabetes-related distress and to reduce diabe-
tes-related events and hospitalizations. The consen-
sus group also felt that CGM can be a useful tool to
support healthcare provider decision-making to guide
treatment intensification options.

Conclusion

In an unprecedented era of advance in diabetes care,
the introduction of CGM devices has greatly impact-
ed our patients living with T2D. Among our non-insulin

PRAGMATIC RECOMMENDATIONS FOR USING CGM IN
NONINSULIN-TREATED ADULTS LIVING WITH TYPE 2 DIABETES

Continuous Glucose Monitoring (CGM) should be considered to
increase individual time in range and lower HbA1c

CGM should be considered to improve patient glucose monitoring
satisfaction and to reduce diabetes-related distrass

CGM may be considered as a component of structured diabetes

and lifestyle counselling to optimize behavioural changes in diet
management and physical activity.

CGM can be used a useful tool to support healthcare provider
decision-making 10 guide treatment intensification options

CGM should be considered to reduce acute diabetes-related
aevents and hospitalisations
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LMC Diabetes Remission Program

We are excited to announce the launch of
LMC'’s Diabetes Remission Program across our clinics!
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Do your patients ask you if they can stop
their diabetes medications?

Consider referring your patients specifically for remission
if they meet the following criteria:

1) <6 year since diagnosis of type 2 diabetes

2) Not affected by cardiovascular or renal disease

3) Not currently treated with insulin

4) Willing to consider total meal replacement options

in the hopes of stopping diabetes medications
5) Not currently considering bariatric surgery

Our multidisciplinary care team of endocrinologists, phy-
sician assistants, certified diabetes educators and phar-
macists are ready to help your patients achieve remission
from diabetes.

Where to Refer?

LMC Diabetes Remission Program :J,

Fax: 1.877.562.2778 g )
Email: remission@Imc.ca S
Online: www.LMC.ca/referrals
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