CGM-based metrics and CGM-derived hypoglycemia duration with once-weekly insulin icodec

versus once-daily insulin glargine U100 in insulin-naive T2D: ONWARDS 1 post hoc analyses

. - TIR, TAR (> 180 mg/dL) and TBR (< 54 mg/dL) at weeks 48-52 were prespecified trial endpoints. Furthermore, TIR was a CGM-derived hypoglycemic episodes
Aim - | confirmatory secondary endpoint, with the analysis adjusted for multiplicity. +  The median duration of CGM-derived hypoglycemic episodes (< 70 mg/dL) was comparable for icodec and glargine U100 during
* Toinvestigate the effect of treatment with once-weekly (OW) «  CGM-derived hypoglycemic epidsodes were defined as below.? all time periods (Table).
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diabetes (T2D) using continuous glucosemonitoring (CGM)- | lue bel 4 dL f | : : minutes (Table). . . . . . . . o
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post hoc analyses of CGM data recorded during ONWARDS 1, - Median duration of CGM-derived overall hypoglycemic episodes below 70 mg/dL and the percentage of such episodes with time spent below 54 mg/dL for at least 15 minutes, irrespective of time period (Table).
a phase 3a clinical trial (NCT04460885). spent below 54 mg/dL were assessed.
Figure 2: Achievement of combined triple CGM target: TIR (70-180 mg/dL), TAR (above 180 mg/dL) and TBR (below 70 mg/dL)
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icodec using CGM-based metrics from this trial.
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