CGM for People with T2DM Not on Insulin—Budget Impact Analysis from a Medicare Perspective  1062-P

Medha Munshi'=3, Anila Bindal4, Kirk W. Kerr?, Yeesha Poon#°

tJoslin Diabetes Center, Clinical Research, Boston, Massachusetts, USA; 2Beth Israel Deaconess Medical Center, Department of Medicine, Boston, Massachusetts, USA; 3Harvard Medical School, Boston, Massachusetts, USA;
4Abbott Diabetes Care, Alameda, California, USA; 5Abbott Nutrition, Columbus, Ohio, USA; °Abbott Diabetes Care, Mississauga, Ontario, Canada

Introduction

e Effective glucose monitoring is an important part of diabetes management and can
reduce the incidence of short-term acute diabetes events (ADEs) and long-term
complications, both of which are major drivers of healthcare costs™

e For people with T2DM not on insulin, continuous glucose monitoring (CGM)
systems are currently reimbursed by Medicare only for those who have a history
of problematic hypoglycemia>

e Reductions in glycated hemoglobin (HbAlc) and in hospitalization due to ADEs
and have been observed following initiation of CGM by people with T2DM on
non-insulin therapies®®

e Because the use of CGM could reduce the incidence of costly ADEs and complications,
there is uncertainty as to the impact on the Medicare budget of expanding
reimbursement to beneficiaries with T2DM who are not on insulin

Objective

e To develop a budget impact model to estimate the impact of expanding CGM access
to US Medicare beneficiaries living with T2DM who are not on insulin

Methods

e The population of interest was Medicare enrollees with T2DM who are not on insulin
(Figure 1)° %
e The modeling approach is shown in Figure 2581114720
— The analysis compared the current limited reimbursement of CGM with a scenario
in which CGM is reimbursed for people with T2DM who are not on insulin
— Costs, in 2025 US S, were modeled for 3 years
e The effect of CGM was modeled as a reduced incidence of:
— ADEs — severe hypoglycemia, diabetic ketoacidosis, and hyperglycemia-related
events — based on a real-world study?®
— Long-term complications, based on real-world reductions in HbAlc converted to
complication reduction using the validated DEtermination of Diabetes Utilities,
Costs, and Effects (DEDUCE) framework®1:2°
e One-way sensitivity analysis was applied to costs and relevant population parameters

Figure 1. Estimation of size of eligible population

All Medicare enrollees®
67,500,000 people

v

Adults with diabetes (26.0%)’
17,550,000 people
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Adults with T2DM (94.3%)?
16,549,650 people

v

Not using insulin (78.0%)’
12,908,727 people

v

Total eligible population
12,908,727 people in year 1

Growth rate (2.87%)*°
13,279,207 people in Year 2
13,660,321 people in Year 3

T2DM, type 2 diabetes mellitus.

Figure 2. Modeling approach

CGM acquisition
e Reference scenario: current limited reimbursement of CGM Increased monitoring costs
e Reimbursement scenario: CGM reimbursed for people with e Acquisition costs for SMBG and CGM devices are based on SMIBG Test strip and lancet cost $18.06 every 90 days
T2DM not on insulin » Medicare cost codes CGM sensors $261.64 per month
CGM market share forecast Year 1 Year 2 Year 3 * CGM costs correspond to the FreeStyle Libre and CGM Reader unit $216.33 every 3 years
Reference scenario 0.7% 1.2% 1.6% Dexcom G6/G7 systems Sources: Medicare codes A4239, A4253, A4259, E210311; Medicare coverage limits?®
Reimbursement scenario 2.0% 6.0% 9.0%
Decreased acute diabetes event costs Annual cost Annual
Improved glucose control . . s ANUETCUENEIEEE
. £ CGM b o with T2DM eulin e Costs of acute diabetes events are taken from an analysis of (S) SMBG CGM
>€ 0_ ’y peop e,W't = not ,On nsulin s , medical costs among Medicare beneficiaries aged > 65 years DKA 566,796 6.45% 1.73%
associated with statistically significant improvements in » with T2DMY7 Severe hypoglycemia $61,002 0.71% 0.79%
timein .range16 and statistically significant reductions in e Annual event rates are taken from a Erench national *Unadjusted costs in the year of occurrence including costs related to comorbidities and
acute diabetes events?® _ _ complications that tend to co-occur in the population with the acute event.
reimbursement claims study8 Sources: Wang et al. 2022"; Riveline et al. 20242

Decreased complication costs Annual cost Annual event rate

o e Modeling was conducted separately for people with ($)° SMBG CGM

Improved % HbA1c well-controlled (HbAlc < 9%; 86.5% of the population'!) and M $76,170 1.76% 1.56%

poorly controlled (HbAlc > 9%) T2DM, and combined as a CHF $58,402 1.00% 0.88%

weighted average Stroke $54,858 0.50% 0.45%

e Demographic data and HbAlc improvements associated with Blindness $52,681 0.78% 0.73%

CGM were taken from IMMEDIATE (well-controlled T2DM; Renal failure $132,439 0.40% 0.37%
0.3% HbA1lc reducﬁon) and from a US real-world study *Unadjusted costs in the year of complication occurrence including costs related to comorbidities

. o : 16,18 and complications that tend to co-occur in the population with the complication.
(poorly controlled T2DM; 1.6% HbA1c reduction) Sources: Wang et al. 2022%7; DEDUCE model®

e For people living with T2DM, the likelihood of developing
long-term complications is correlated with HbAlc levels'®*®

e Use of CGM by people with T2DM not on insulin is
associated with statistically significant reductions in
HbA1c®'®

CGM, continuous glucose monitoring; CHF, congestive heart failure; DEDUCE, DEtermination of Diabetes Utilities, Costs, and Effects; DKA, diabetic ketoacidosis; FSL, FreeStyle Libre Systems; HbA1lc, glycated hemoglobin; IMMEDIATE, IMpact of flash glucose Monitoring in pEople with type 2
Diabetes Inadequately controlled with non-insulin Antihyperglycaemic ThErapy; MI, myocardial infarction; SMBG, self-monitoring of blood glucose; T2DM, type 2 diabetes mellitus.

— Healthcare resource utilization is $3,469 lower per person per year with CGM than
with SMBG, mainly due to reduced costs of treating ADEs ($3,104 lower)
Impact on Medicare budget
e The budget impact of CGM reimbursement is shown in Figure 3
e Overall, costs would be reduced by $48 million in year 1, with the additional
$529 million cost of glucose monitoring offset by a $577 million reduction in healthcare
resource utilization

. . . — Inyears 2 and 3 the corresponding cost savings would be $179 million and
Cost per person with T2DM not on insulin $285 million, respectively

e CGM is associated with an overall saving of S331 per person per year, compared with
self-monitoring of blood glucose (SMBG) (Table 1)
— The acquisition costs of CGM are $3,138 higher per person per year than those of SMBG

Eligible population and projected CGM uptake

e |nthe reimbursement scenario, an estimated 12.9 million people living with T2DM who
are not on insulin would be eligible for CGM in year 1 (Figure 1)

e Projected CGM uptake is 0.26, 0.80, and 1.23 million people in years 1, 2, and 3,
respectively.

Sensttivity analysis
e Sensitivity analysis results demonstrated that almost all scenarios are cost saving
(Figure 4)

Table 1. Budget impact model results, per person with T2DM not on insulin

Cost, S SMBG CGM Incremental Discussion
Glucose monitoring e This analysis shows that the reductions in healthcare resource utilization associated
Acquisition costs of SMBG/CGM $76 $3 214 $3,138 with CGM use would lead to overall cost savings to Medicare

e Sensitivity analysis results showed that these results are robust, with the highest

Treatment costs sensitivity being to the costs of CGM and of treating ADEs

Acute diabetes events e A strength of this analysis is the use of real-world data for people with T2DM who
DKA S4,308 S1,156 -$3,153 were not using insulin®®!* and of cost data sourced specifically from the population
Severe hypoglycemia $433 $482 $49 of interest™’

e Limitations include the use of multiple datasets for ADE and HbA1c reductions

Complications . .
P e |t was also necessary to assume that the ADE reductions seen with CGM among people

MI 51,344 51,191 -5153 using oral insulin-secretagogues would be similar across the population of people with

CHF 5582 5516 ~566 T2DM not on insulin

Stroke 5277 5245 -$32 e |n addition, complications were modeled only for 1 year

Blindness S413 $384 -$29 — Because reduction in the risk of complications due to lowering HbAlc is typically a

Renal Failure $529 $492 -S37 long-term effect,8 this approach is likely to underestimate the savings associated
Total $7,530 $7,199 -$331 with using CGM in subsequent years

CGM, continuous glucose monitoring; CHF, congestive heart failure; DKA, diabetic ketoacidosis; MI, myocardial infarction; - Therefore, savmgs due to FEdUCEd healthca re resource Utlllzathn are |Ik€|y to
SMBG, self-monitoring of blood glucose. InCrease over time
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Figure 3. Medicare budget impact
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Figure 4. One-way sensitivity analysis
Base case: —5512 million
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Conclusions

e These findings suggest that use of CGM by Medicare enrollees with T2DM
who are not on insulin could result in substantial savings, supporting the
expansion of access to this patient group
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