Patient Preferences for Continuous Glucose Monitoring Devices: A Preliminary Study from People Living with Type 2 Diabetes
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BACKGROUND

 The American Diabetes Association (ADA) updated
its evidence-based guideline in 2023 around the use
of continuous glucose monitoring (CGM) devices,
noting several clinical benefits, including reducing
and/or maintaining HbA1c, reducing the risk of
hypoglycemia and reducing the need for or
replacing self-monitoring of blood glucose (SMBG).’
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Table 1. Selected Attributes and Levels for the DCE Survey

Instrument

Attributes

Levels

Access to blood sugar information

Alarm/Alert function

Measurement frequency and
prediction

Manually scan

Automatically transmit
No alarm function

Non-customizable
Customizable
5-min gap, no prediction

Figure 2. An Exa
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« Other than study attendance, factors such as age, education level, or patient's comprehension of
choice attributes (based on comprehension quiz scores from 1 to 10) that may be associated with
time on a survey were assessed. We found no specific patterns in terms of education level and
comprehension score on survey time. However, patients’ ages are positively associated with the
time on the survey. (Figure 4)

Figure 4. Associations between Participants’ Time on Survey and Age, Education Levels, and Comprehension Score
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« This was a cross-sectional study (see Figure 1 for
details of the study flow). Patient preferences were
elicited by a discrete choice experiment
(DCE).3(Figure 2) .

Sample Population

+ After excluding patients who failed the dominant choice set, twenty-six patients were included in the
analysis. The preference weights of all attributes, except measurement error, were in the expected
directions. The preference weights of four attributes, including alarm function, information provided,
sensor lifespan, and out-of-pocket cost, were statistically significant.

« Descriptive analyses were conducted. Associations between time working on the survey, age, education,
and comprehension score were plotted.

Based on random utility theory, a multinomial logit model was developed to assess preference weights.

RESULTS

« Data were collected from 41 patients with T2D. Their
mean age was 43 years old. Of all patients, 49%

* The conditional relative importance of out-of-pocket cost was the highest (1.12), followed by sensor
lifespan (0.72), calibration frequency required (0.71), information provided (0.65), alarm function

« American adults with T2D and proficient in English | _
(0.56), methods to access information (0.24), and measurement error (0.11). (Figure 5)
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