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Interpretation of Connected Insulin Pen (CIP) Reports

Using these DIGITAL steps can help you standardize and streamline your approach to reviewing CIP reports,
Qownload the report ,
CIP reports may be generated from an HCP portal or requested Example CIP Report

interpreting the data, and generating effective treatment decisions.’
from the patient.

CLICK

to learn more about CIPs
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* Blood glucose monitor (BGM] users @) = i 2 ] = Basal
. . 20% 1 - 10y
nsulin metrics N R -
Identify dosing totals: 0% L CO = <54 mo/dL ot
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e Basal insulin « Total daily dose=units/day ~ mean (SD)
e Mealtime insulin : “/"gé\‘/n glucose + SD - Basal/day mean [SD)
et ! % P L doses/d (SD)
¢ Correction insulin « Glucose management indicator (%) . C;err:;i.taionodsgsses/aé/ay 2:: (sD)

Calculate the basal/mealtime insulin ratio.

°|m|ng of doses'’
Examine the daily logbook section for specific doses and timing.
* Basal dosel(s)
* Meals and mealtime insulin
* Missed doses
* Mistimed doses @) . : | . . . . : |
e Corrections 12AM  2AM 4AM 6AM 8AM  10AM 12PM 2PM 4PM  6PM 8PM  10PM 12AM

) Insulin: 601 4U 8u 26U
° nalyze and adjust’

Use identified patterns to adjust basal and mealtime insulin. Patients

- ) 90%
75%
50%
25%
10%

70-180 mg/dL

may struggle with glucose variability, despite a high time in range (TIR). Technology Usage Alerts e e
° Recognize glycemic patterns * Number of d(?ses/day mean+SD o Corr.ection doses/day  mean +SD . Alert.s/day mean + SD mean + SD
* % dose overrides __ +%missed doses mean + SD « Daytime alerts mean + SD mean + SD
=" = * % use of CGM <+ %useofCIP - « Nighttime alerts mean + SD mean + SD
everage shared decision-making?
Shared decision-making is key to empowering a person with diabetes. Lifestyle Clinical Insights:
» Establish a collaborative relationship to support diabetes « Meals/day mean+SD - Sleep (hours) mean + SD
self-ma nagement « Carbohydrate (g/day) mean+SD -« Exercise [min/day) mean + SD
e A CIP not only connects insulin and glucose data, but also the HCP * Exercise (steps/day] ~ mean + SD
and patient

Exp. 10/2025

.'s FAVORABLY
ADCES,‘ REVIEWED

BGM = blood glucose meter; CGM = continuous glucose monitor; CIP = connected insulin pen; CV = coefficient of variation; Assoclation,of Dlabetes Care & Educetion Specialists
HCP = healthcare professional; SD = standard deviation; TIR = time in range. i
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CIPs

A CIP automatically captures insulin dose data and sends this information to a compatible
smartphone application. There are currently 3 options for a CIP.
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The data captured within a patient’s CIP smartphone app may be reviewed on an HCP platform, allowing the integration of
insulin data from the CIP and glucose data from a CGM or BGM device.
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@ Click to view Get Connected: a guide for incorporating CIPs into your clinical practice

DETINA NG

Sunday

Download the report

* Upload the PDF directly into the electronic health records /\—/(\/\

CIP reports may be generated from an HCP portal or requested from the patient.

e Print and scan the report ww  ww  wm wm o
e Use your computer’s snipping tool to paste relevant images N W o "
directly into an HCP clinic note i | [
gmu wsul
Summary Report L 1

0/ o
100% [ =>250 mofaL 50 T 47 Total Monday
L 3 Correction
14 >180 - <250
80% mg/dL 40 1 8 Dinner
§ _;E‘ [ 4 Lunch 80 ma/dL
180 mg;
2 60% G 307 = Breakfast
c =
[ = -
c 70 2180 majaL =
£ - mg |
S 40% g 2 —
E a [ = Basal
= c
20‘%’ - 10 B 00:00 06:00 12:00 18:00 00:00
7 #254 - <70 mg/dL g -
0% ] u<54 mg/dL 0+ E 4u A 2,
o = = I
« Total daily dose=units/day mean (SD) = o
. E/Iean glucose + SD - Basal/day mean (SD) - 20U P
* %CV o « Premeal doses/day mean (SD) b I
« Glucose management indicator (%) « Correction doses/day mean (SD) o
i, I
350 -
e ==
<2 200 —— ST o e 90%
gl 150 5%
o 50%
e 100 25%
> 180 mg/dL
= 50 10%
0 T T T T T T T T T T 1
12AM  2AM 4AM 6AM 8AM  10AM 12PM  2PM 4PM  6PM 8PM  10PM 12AM
Insulin: [0 4U 8u Y 70 mg/dL
@ 00:00 06:00 12:00 18:00 00:00
Hypoglycemia  Hyperglycemia § 8u U
Technology Usage Alerts o mardL LigomardL £ " 5U
* Number of doses/day mean+SD - Correction doses/day =~ mean + SD « Alerts/day mean + SD mean + SD % I
* % dose overrides * % missed doses mean + SD « Daytime alerts mean + SD mean + SD £ ou
* % use of CGM <+ %useofCIP « Nighttime alerts mean + SD mean + SD > 20U m'l
% 10U
@ Lifestyle Clinical Insights: |
@ oy
» Meals/day mean+SD < Sleep (hours) mean + SD
« Carbohydrate (g/day] mean+SD  « Exercise (min/day) mean + SD
« Exercise (steps/day) mean + SD
@ <« Back | Next p
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Patient/disease features More stringent 4m== HbA1c 7% ===y Less stringent

‘ "‘ Approach to Individualization of Glycemic Targets

Risks potentially associated -
with hypoglycemia and other
drug adverse effects
Individualize glycemic targets’
Determine individualized glycemic goals with each Disease duration |
patlent newly diagnosed long standing c
e Use published recommendations for 5
individualization of care Life expectancy z
* Provide guidance or alternate targets o short :
Important comorbidities -
absent few/mild severe
Established vascular -
complications
absent few/mild severe
o
Patient preference %
highly motivated, excellent preference for less %
self-care capabilities burdensome therapy | &
3
Resources and support g
system ®
readily available limited

CGM-Based Targets for Different Diabetes Populatio

percentage of values <54 mg/dL. 4
HbA1c = glycated hemoglobin. BaCk

1. ElSayed NA, Allepo G, Aroda VR, et al. Diabetes Care. 2023;46(suppl 1):51-5291. 2. Battelino et al. Diabetes Care. 2019;42(8):1593-1603.

Type 12 and Older/High Risk: Pregnancy: Pregnancy:
Type 2 Diabetes Type 1 and Type 2 Diabetes Type 1 Diabetes® Gestational and Type 2 Diabetes®
Target Target Target
>250 mg/dL >250 mg/dL. >140 mg/dL
@ 113.9 mmol/L) 5% (13.9 mmol/L) -<1U% 7.8 mmol/L)
>140 mg/dL 25%
[1[;.108&23{/1'-] <25%* (7.8 mmol/L) <
>180 mg/dL
(10.0 mmol/L) <50%*
Target range:
63-140 mg/dL
Target range: Target range: (3.5-7.8 mmol/L)
70-180 mg/dL >70% 63-140 mg/dL >70%
(3.9-10.0 mmol/L) (3.5-7.8 mmol/L)
Target range:
70-180 mg/dL >50%
(3.9-10.0 mmol/L)
<70 mg/dL (3.9 mmol/L) <b%° <63 mg/dL (3.5 mmol/L) <% <63 mg/dL (3.5 mmol/L)
@ <54 mg/dL (3.0 mmol/L) <1% <70 mg/dL (3.9 mmoU/L] <1% <54 mg/dL (3.0 mmol/L) <1% <54 mg/dL (3.0 mmol/L)

2For ages <25 years, if HbA1c goal is 7.5%, then set TIR target to approximately 60%. "Percentages of TIR are based on limited evidence. More research is needed.
Percentages of TIR have not been included here because there is very limited evidence in this area. More research is needed. ‘Includes percentage of values >250 mg/dL. ¢Includes N t
ext p




30 Day Report Name: Gender:

DOB: Age:
ReportSent: ___ of: 1D: Diabetes:
100% T e +>250 masel 501 47 Total
3 Correction
1% >180 - <250
80% mg/dL 40 s Dinner
g B L e
S 4% 3 w -Breaktast
H :
£ . Target range. 5
. 1 -E; 0% 70 - 180 mg/dL £ 2
ucose metrics :
20% -
7 #2504 - <70 mg/dL.
CGM users o N——— °
« Total daily dose=units/d SD)
+ Mean glucose + SD otal daily dose=units/day  mean (50}
0 - Premeal doses/day mean [SD]
« Glucose management indicator (%) « Correction doses/day mean (SD]
e |dentify the following:

350

‘
c a 300 T -~
* Glucose management indicator - —
=l 200 L C . ~
3 — — e —
0, - . 5[ Lk C e - ~eo0oocEtoog = Steonn .
* % time in, above, and below range il ] o =
° 0/0 COefflClent Of va rlatlon oM 2Am iAM  AM  IM 10AM 12bM 2P M aAM  oPM 1oPM 12
Insulin: [ 4u 8u 26 |
e Standard deviation
Technology Usage Alerts Hypoglycemia  Hyperslyceia
* Number of d 5/d: SD «Co tion ds /d: SD * Alerts/d: +SD +5D
* Target goal of >70% CGM usage ettt mmii  Dimesars  memisd  memssd
* % use of CGM % use of CIP « Nighttime alerts mean  SD mean = SD
¢ |Individualize care Lifestyle Clnicatnsghtss
* Meals/day mean+SD  «Sleep (hours) mean + SD
« Carbohydrate (g/day)  mean+SD  + Exercise (min/day) mean + SD

« Exercise (steps/day)  mean + SD

Standardized CGM Metrics for Clinical Care?

Number of days CGM device is worn Recommended 14 days
Percentage of time CGM device is in use Recommended 70% of data from 14 days
Mean glucose

Estimated HbA1c based on CGM-derived

Glucose management indicator (%) T
glucose readings

Glycemic variability (% CV) <36%
TAR: % of readings and time >250 mg/dL <5%
TAR: % of readings and time 181-250 mg/dL Level 1 hyperglycemia <25%
TIR: % of readings and time 70-180 mg/dL >70%
TBR: % of readings and time 54-69 mg/dL Level 1 hypoglycemia <4%

(1 of 3)

TBR: % of readings and time <54 mg/dL Level 2 hypoglycemia <1%

TAR = time above range; TBR = time below range. 4 BaCk N ext >
1. Rodb?rd]D, Garg SK. Diabetes Technol Ther. 2021;23(3):221-226. 2. ElSayed NA, Allepo G, Aroda VR, et al. Diabetes Care. 2023;46(suppl 1):51-5291. 3. Bergenstal RM, Beck RW, Close KL, et al. Diabetes Care.
2018;41(11):2275-2280.




Glucose metrics'
CGM users

e |dentify the following:
* Glucose management indicator
* % time in, above, and below range
* % coefficient of variation
e Standard deviation
* Target goal of >70% CGM usage

100% -
| 14
80% T
=2
& 60% 1
c
m©
= 63
£ 0
S 40% 1
£
[y
20% T
|
8
0% -

>250 mg/dL

>180 - <250
mg/dL

Target range
70 - 180 mg/dL

u254 - <70 mg/dL
u<54 mg/dL

e Mean glucose + SD

* %CV

« Glucose management indicator (%)

30 Day Report

e |ndividualize care

Number of days CGM device is worn
Percentage of time CGM device is in use

Mean glucose
Glucose management indicator (%)

Glycemic variability (% CV)

TAR: % of readings and time >250 mg/dL
TAR: % of readings and time 181-250 mg/dL
TIR: % of readings and time 70-180 mg/dL
TBR: % of readings and time 54-69 mg/dL
TBR: % of readings and time <54 mg/dL

(2 of 3)

TAR = time above range; TBR = time below ran

2018;41(11):2275-2280.

Standardized CGM Metrics for Clinical Care?

Estimated HbA1c based on CGM-derived

glucose readings®

Level 1 hyperglycemia

Level 1 hypoglycemia

Level 2 hypoglycemia

ge.
1. Rodbard D, Garg SK. Diabetes Technol Ther. 2021;23(3):221-226. 2. ElSayed NA, Allepo G, Aroda VR, et al. Diabetes Care. 2023;46(suppl 1):51-5291. 3. Bergenstal RM, Beck RW, Close KL, et al. Diabetes Care.

Target
Recommended 14 days

Recommended 70% of data from 14 days

<36%

<5%
<25%
>70%
<4%
<1%

<« Back



Glucose metrics' 2400

A
BGM users A aa A
A - AA A
Encourage patients to test their glucose frequently to 300 A A A A A~ A A
ensure you have the data needed to make informed A A A A A
isions. 180 A A A A yAY

treatment decisions L A AA AA AA %AA AAA

* Prior to meals and snacks (and occasionally after) o AA A

* At bedtime 80 AL A AR\RAA

e Prior to physical activity 0

* When they.suspect hypogl.yceml.a or hyperglycemia . 12AM  3AM 6AM 9AM 12PM 3PM 4PM 9PM  12AM

o After treating hypoglycemia until they are normoglycemic

e Prior to and while performing critical tasks like driving Legend: BGtarget A\ Before breakfast/fasting /\ Other

For many individuals using BGM, this requires checking up
to 6-10 times daily, although individual needs may vary.

Glycemic Recommendations for Nonpregnant Adults With Diabetes?

HbA1c <7.0% (53 mmol/mol)*#
Preprandial capillary plasma glucose 80-130 mg/dL* (4.4-7.2 mmol/L)
Peak postprandial capillary plasma glucose? <180 mg/dL* (10.0 mmol/L)

Estimated Average Glucose?
HbA1c, % Glucose, mg/dL (95% Cl)**

97 (76-120)

126 (100-152)
154 (123-185)
183 (147-217)
212 (170-249)

|

(30f3) 1p 240 (193-282)
11 269 (217-314)
12 298 (240-347)

*More or less stringent glycemic goals may be appropriate for individual patients. “CGM may be used to assess glycemic target. Goals should be individualized based on duration of diabetes, age/life expectancy,

comorbid conditions, known cardiovascular disease or advanced microvascular complications, hypoglycemia unawareness, and individual patient considerations."Postprandial glucose may be targeted if HbATc

goals are not met despite reaching preprandial glucose goals. Postprandial glucose measurements should be made 1-2 hours after the beginning of the meal, generally peak in people with diabetes.**These

estimates are based on HbA1c-derived average glucose data of ~2700 glucose measurements over 3 months per HbA1c measurement in 507 adults with type 1, type 2, or no diabetes. The correlation between

HbA1c and average glucose was 0.92. 4 BaCk Next >

BG = blood glucose.
1. Rodbard D, Garg SK. Diabetes Technol Ther. 2021;23(3):221-226. 2. ElSayed NA, Allepo G, Aroda VR, et al. Diabetes Care. 2023;46(suppl 1):51-5291.




30 Day Report Name: Gender:

DOB: Age:
Report Sent: of: 1D: Diabetes:
100% 2250 mafdL 50 47 Total
3 Correction
% >180 - <250
80% mg/dL 40 s Dinner
S 60% 3 % =Breakfast
H :
£ 6 Target range s
£ 4w 70-180 mg/dL R
1 20% - 0
nsulin metrics
[ - <54 ma/aL
0% 54 gl 0
= - - Total daily dose=units/day ~ mean (SD)
+ Mean glucose + SD - Basal/day mean (SD)
I y I - %LV - Premeal doses/day mean (SD)

« Glucose management indicator (%] « Correction doses/day mean (SD)

e Basal insulin doses "

* Mealtime insulin doses [ S |

e Correction insulin doses

0 T T T T T T — T T T
12AM  2AM  4AM  6AM  BAM 10AM 12PM  2PM 4PM 6PM  8PM  10PM 12AM

. . Insutin: [ 4 8U 26 U}

e Basal/mealtime ratio
Technology Usage Alerts e prscemio
+Number of doses/day mean + SD  « Correction doses/day mean & SD « Alerts/day mean + SD mean £ SD

« % missed doses mean + 5D « Daytime alerts mean+SD  meansSD
— <%useofCIP

Total daily insulin requirements can be estimated

* % use of CGM « Nighttime alerts mean+SD  meanzSD

based on weight, with typical doses ranging from e cuniatinsights: ————————

« Meals/day mean+SD  «Sleep (hours) mean + SD

- Carbohydrate (g/day)  mean+SD - Exercise (min/dayl  mean SD

0.4 to 1.0 units/kg/day. Higher amounts are required G ) 50
during puberty, pregnancy, and medical illness.

Generally, 50% of daily insulin should be basal and

50% should be prandial, but this ratio is dependent

upon a number of factors.?

(1 of 2)

<« Back Next p
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30 Day Report
ReportSent, "

Insulin metrics’ e
Identify dosing totals =/
* Basal insulin doses —
* Mealtime insulin doses
e Correction insulin doses
* Basal/mealtime ratio
Total daily insulin requirements can be estimated
based on weight, with typical doses ranging from
0.4 to 1.0 units/kg/day. Higher amounts are required
during puberty, pregnancy, and medical illness. 50 1 47 Total _
Generally, 50% of daily insulin should be basal and 3 Correction
50% should be prandial, but this ratio is dependent _ 40 1 g Dinner
upon a number of factors.? _E 4 Lunch
E 30 ¢ = Breakfast
=
2
s 207
5’) = Basal
[=
= 10+%
0 -
« Total daily dose=units/day ~ mean (SD)
« Basal/day mean (SD)
» Premeal doses/day mean (SD)
« Correction doses/day mean (SD) é

(2 of 2)
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30 Day Report Name: Gender:

DOB: Age:
Report Sent: of: 1D: Diabetes:
100% +250 ma/dL 50 47 Total
3 Correction
% >180 - 5250
80% mg/dL 40 8 Dinner
& 60% Y = Breakfast
2 6 Tarastrange 5
£ 70-180 mg/dL
S 4% ™ R
E 3
£ E

Timing of doses ) B -
g .| 0

Examine the daily loghook section for specific doses “Mean lcese 50 sl el e
and timing. Recognize insulin dose timing and its

:Gtucasc management indicator (%) « Correction doses/day mean (SD]
effect on glucose values. The impact of suboptimal =

200 -

dosing is not limited to hyperglycemia and may i e —_—

COﬂtI"IbUte to the frequency Of hypoglycem]a. G7aM AWM GAM oAM  GAM 10AM 17M 2PM M ePM  aRM 10PM 1AM

Insulin: 60 4u 8u 26 U}

Hypoglycemia  Hyperglycemia
Technology Usage Alerts poslycenia  Hyperalycori

« Number of doses/day ~mean £SD = Correction doses/day  mean  SD « Alerts/day mean+SD  mean+SD
« % dose overrides « % missed doses mean +SD « Daytime alerts mean+SD  mean £SD
« % use of CGM _ <%useofCIP “Nighttime alerts ~ meanSD  mean + SD
Lifestyle Clinical Insights:
« Meals/day mean=SD  «Sleep (hours) mean + SD

« Carbohydrate (g/day) ~ mean+SD  «Exercise (min/day) ~ mean +SD

« Exercise (steps/day]  mean + SD

(1 of 4)
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30 Day Report _ _
Sunday Monday Tuesday v
180 mg/dL 180 mg/dL 180 mo/dL o I
m m =
91 9 mg oL R - <o
70 mg/dL 70 mg/dL 70 mg/dL [
00:00 06:00 12:00 18:00 00:00 00:00 06:00 12:00 18:00 00:00 00:00 06:00 12:00 18:00 00:00
2 su 2 su 2 su “U s e oy
H] 5U $ 5U K] 5U T = —
LU 4U 4U 3u 4U
g 50 g v g Y
= 0U = 0U = 0U
g 18U El 0 g 20U —
3 g 3
S 10U S 10U 2 10U
H 3 =
3 3 F
g a 4
2 gy @ gy @ ou =

Timing of doses

Examine the daily loghook section for specific doses
and timing. Recognize insulin dose timing and its
effect on glucose values. The impact of suboptimal
dosing is not limited to hyperglycemia and may
contribute to the frequency of hypoglycemia.

Missed doses

<« Back Next p O

(2 of 4)
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Timing of doses

Missed doses

In the highlighted example, even though the
person’s glucose levels increased around
dinnertime, consistent with them eating a
meal, there are no insulin doses recorded
after lunch until a basal dose at bedtime.
These data indicate that this person missed
their predinner mealtime insulin dose.

Rodbard D, Garg SK. Diabetes Technol Ther. 2021;23(3):221-226.

Saturday

180 mg/dL

70 mg/dL

Mealtime dosing

Basal dosing

00:

8u

4U

ou

20U

10U

o
C

00:00

00 06:00 12:00 18:00
5U
.................. i’




Timing of doses:

Mistimed doses

In the highlighted example, the person’s
glucose levels were rising before they took
their insulin, indicating they had eaten their
morning meal before their premeal dose.

Rodbard D, Garg SK. Diabetes Technol Ther. 2021;23(3):221-226.

Saturday
180 mg/dL /
70 mg/dL
00:00 06:(0 12:00 18:00 00:00
o n
£ 8U
§ 51 6U
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30 Day Report Name: Gender:

DOB: Age:
Report Sent: of: 1D: Diabetes:
100% 2250 mafdL 50 47 Total
3 c
% >180 - 250 orrection
80% mg/dL 40 8 Dinner
& 60% 5 3 = Breakfast
H :
g @ Target range 3
£ Lo 70- 180 mg/dL. ]
= 1 £ 2 © =Basal
nalyze and adjust

“ 254 - <70 mg/dL.
. . 0% <54 mg/dL 0
Recognize glycemic patterns e g

- A——— Emeeley,  meniE
e Use identified patterns to adjust basal and mealtime insulin B

90%
] 5%
S s

* Prioritize addressing hypoglycemia and TBR ) — S5
e Compare the current report to the one from the last visit to evaluate the impact of

100 -f
50 -f

10%

0
12AM  2AM  4AM  6AM  BAM 10AM 12PM  2PM 4PM 6PM  8PM 10PM 12AM

2 g Insulin: G 4u 8U
the previously implemented treatment plan
. . T ] c Technology Usage Aterts e el
ASSeSS for aCh Ievement Of I nd IVId ua llzed glycemlc ta r’gets « Number of doses/day ~mean+SD  « Correction doses/day ~ mean £ SD * Alerts/day mear\szD mea:‘:SD
* % dose overrides * % missed doses mean + SD + Daytime alerts mean + SD mean + SD
[ ] T | R * % use of CGM —_ +%useofCIP « Nighttime alerts mean 5D mean 5D
Lifestyle Clinical Insights:
e Avera geg lucose - Mesls/day mean 5D - Steep (hours) mean 250
« Carbohydrate (g/day)  mean +SD  « Exercise (min/day) mean + SD
* Exercise [steps/day] mean + SD
° CV

e |dentify inadequate doses and contributing factors:
e Inaccurate carbohydrate counting

Fear of hypoglycemia (including nocturnal, social, or work settings)

e Insulin management surrounding physical activity
* Using fixed doses instead of meal-to-meal adjustment

Anxiety about the stigma surrounding diabetes

(1 of 2)
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Analyze and adjust’
Recognize glycemic patterns

e Use identified patterns to adjust basal and mealtime insulin
e Prioritize addressing hypoglycemia and TBR

Technology Usage

* Number of doses/day mean +SD e Correction doses/day  mean + SD

* % dose overrides e+ %missed doses mean + SD

* % use of CGM ___ *%useofCIP

Lifestyle

» Meals/day mean +SD < Sleep (hours) mean = SD

» Carbohydrate (g/day) mean+SD e Exercise (min/day) mean + SD
» Exercise (steps/day) mean + SD

Alerts

« Alerts/day
* Daytime alerts
* Nighttime alerts

Clinical Insights:

Hypoglycemia
<70 mg/dL

mean + SD
mean = SD
mean + SD

Hyperglycemia
>180 mg/dL

mean + SD
mean + SD
mean + SD

the previously implemented treatment plan
e Assess for achievement of individualized glycemic targets
* TIR
e Average glucose
e CV
e |dentify inadequate doses and contributing factors:
* Inaccurate carbohydrate counting

e |nsulin management surrounding physical activity
e Using fixed doses instead of meal-to-meal adjustment
* Anxiety about the stigma surrounding diabetes

(2 of 2)
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* Fear of hypoglycemia (including nocturnal, social, or work settings])

* Compare the current report to the one from the last visit to evaluate the impact of

30 Day Report
ReportSent, "




Leverage shared

.. : Review
dQClSlon'ma klng Management Plan
Person-centered glycemic management
and shared decision-making are cyclical .
processes. Treatment decisions should be Provide Assess

Key Person
Characteristics

regularly reassessed. Ongoing Support
and Monitoring

Shared decision-making is key to
empowering a person with diabetes.
* Establish a collaborative relationship
to support diabetes self-management
* A CIP not only connects insulin and
glucose data, but also the HCP and

M Consider

Factors That
Impact Treatment
Choice

Implement

Management Plan

Use
Agree
Shared
On a Management . . .
Decision-Making
Plan
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