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1  Continuous glucose monitoring (CGM) in diabetes 
improves outcomes and enhances patient self-
management
Compared with traditional fingerstick testing, CGM improves gly-
cemic control and quality of life, and is now recommended for 
people with type 1 and type 2 diabetes using basal–bolus insu-
lin.1 Use of CGM improves glycemic outcomes among people with 
type 2 diabetes treated with basal insulin alone in the primary 
care setting.2 It alerts users to hypo- or hyperglycemia, and pro-
motes healthy behaviours by providing immediate data on life-
style choices like diet and exercise.3

2 Continuous glucose monitoring overcomes the 
limitations of glycated hemoglobin (HbA1c)
Unlike HbA1c, CGM can guide immediate decisions on blood glu-
cose management and provides important metrics, including 
time in range (Appendix 1, available at www.cmaj.ca/lookup/
doi/10.1503/cmaj.230572/tab-related-content).1 A low proportion 
of time spent in the patient’s target range for blood glucose is 
associated with an increased risk of microvascular and macro-
vascular diabetic complications.4

3 There are 2 types of CGM systems — real-time and 
intermittently scanned
Real-time CGM automatically collects and displays glucose data, 
while intermittently scanned CGM requires manual scanning at least 
every 8 hours. Real-time CGM has a predictive alert that warns of 
impending hypoglycemia, an important feature for patients with fre-
quent hypoglycemia or hypoglycemia unawareness.1 Choosing 
between systems should be based on patient needs and preferences.

4 Interpretation of CGM results is straightforward
Reports can be easily accessed by smartphone, receiver or CGM-
specific software (Appendix 1). These provide easy-to-read gly-
cemic data to identify patterns that can enable effective thera-
peutic adjustments and reduce clinical inertia.5 Continuous 
glucose monitoring can be successfully implemented in primary 
care, and numerous resources are available to support this.2

5 Potential challenges should be considered
Challenges may include body image concerns, sensor adhesion 
issues, skin irritation and alert fatigue. Cost may be a barrier 
($200–$300/mo), but public and private CGM coverage is expand-
ing, and many patients with type 1 and type 2 diabetes using 
basal–bolus insulin are now covered.

Practice  |  Five things to know about ...    CPD

Continuous glucose monitoring
Stewart B. Harris CM MD MPH, Basel Bari MD, Jeremy Gilbert MD

n Cite as: CMAJ 2023 November 14;195:E1509. doi: 10.1503/cmaj.230572

References
1. Diabetes Canada Clinical Practice Guidelines Expert Working Group; 

Cheng AYY, Feig DS, Ho J, et al.; Diabetes Canada Clinical Practice Guide-
lines Steering Committee. Blood glucose monitoring in adults and chil-
dren with diabetes: update 2021. Can J Diabetes 2021;45:580-7.

2. Martens T, Beck RW, Bailey R, et al.; MOBILE Study Group. Effect of 
continuous glucose monitoring on glycemic control in patients with 
type 2 diabetes treated with basal insulin: a randomized clinical trial. 
JAMA 2021;325:2262-72.

3. Edelman SV, Cavaiola TS, Boeder S, et al. Utilizing continuous glucose 
monitoring in primary care practice: what the numbers mean. Prim 
Care Diabetes 2021;15:199-207.

4. Yapanis M, James S, Craig ME, et al. Complications of diabetes and 
metrics of glycemic management derived from continuous glucose 
monitoring. J Clin Endocrinol Metab 2022;107:e2221-36.

5. Czupryniak L, Dzida G, Fichna P, et al. Ambulatory glucose profile 
(AGP) report in daily care of patients with diabetes: practical tips and 
recommendations. Diabetes Ther 2022;13:811-21.

Competing interests: Stewart B. Harris reports research sup-
port from AstraZeneca, Eli Lilly, Novo Nordisk and Sanofi. He 
has also received honoraria or consulting fees from and has 
participated on advisory boards for Abbott, AstraZeneca, 
Bayer, Dexcom, Eli Lilly, HLS Therapeutics, Janssen, Novo Nor-
disk and Sanofi. He has participated in clinical trials for Abbott, 
Applied Therapeutics, Boehringer Ingelheim, Novartis, Novo 
Nordisk and Sanofi. Basel Bari has been a member of advisory 
boards for Novo Nordisk, Sanofi, Boehringer Ingelheim, Astra-
Zeneca and Eli Lilly. He has also received grants and honoraria 
from Master Clinician Alliance, CCRN, Dexcom, Merck, Novo 
Nordisk, Sanofi, Boehringer Ingelheim, AstraZeneca, Eli Lilly, 
CPD Network and BD. Jeremy Gilbert reports consulting fees 
and honoraria from Abbott, Astra Zeneca, Amgen, Boehringer 
Ingelheim, Dexcom, Eli Lilly, Janssen, Sanofi, Novo Nordisk and 
HLS Therapeutics, and honoraria from Roche and Master Clin-
ician Alliance. No other competing interests were declared.

This article has been peer reviewed.

Affiliations: Schulich School of Medicine & Dentistry (Harris), 
Western University; St. Joseph’s Health Care (Harris), London, 
Ont.; Markham HealthPlex Medical Centre (Bari), Markham, 
Ont.; Sunnybrook Health Sciences Centre; University of Toronto 
(Gilbert), Toronto, Ont.

Content licence: This is an Open Access article distributed in 
accordance with the terms of the Creative Commons Attribu-
tion (CC BY-NC-ND 4.0) licence, which permits use, distribu-
tion and reproduction in any medium, provided that the ori-
ginal publication is properly cited, the use is noncommercial 
(i.e., research or educational use), and no modifications or 
adaptations are made. See: https://creativecommons.org/
licenses/by-nc-nd/4.0/

Correspondence to: Stewart Harris,  
stewart.harris@schulich.uwo.ca  


