
Real-timeContinuousGlucoseMonitoring
During aHyperinsulinemic-Hypoglycemic
Clamp Significantly Underestimates the
Degree of Hypoglycemia
Diabetes Care 2020;43:e142–e143 | https://doi.org/10.2337/dc20-0882

Real-time continuous glucose monitor-
ing (rtCGM) is increasingly used in pa-
tients with type 1 diabetes because it
provides real-time data with low glucose
alarms in place to alert individuals or
their carers to developing hypoglycemia.
This technology may be especially useful
for those with impaired awareness of
hypoglycemia (IAH). However, there is
limited reported evidence on the accu-
racy of these devices in the hypoglycemic
range in these patients under controlled
conditions (1). In an ongoing clinical
study of people with type 1 diabetes
and IAH we compared data collected
from rtCGM with time-matched arterial-
ized venous (AV) blood analyzed using
a bedside plasma glucose analyzer and
a standard blood glucose meter (used
in self-monitoring of blood glucose
[SMBG]) under experimental hypoglycemic
conditions.
Participants with type 1 diabetes and

IAH were recruited to a parallel-group
study during which they underwent a
90-min hyperinsulinemic-hypoglycemic
(45mg/dL) clamp. Throughout the clamp,
AV blood samples were obtained every
5 min via a retrograde cannula inserted
into the nondominant hand that had been
placed into a heated hand box. Each AV
sample was tested using a standard blood
glucose meter (Contour Meter; Ascensia
Diabetes Care UK Limited, Newbury, U.K.)

before being centrifuged at 5500 rpm and
plasma glucose then measured using a
bedside plasma glucose analyzer (Biosen
C-Line GP1; EKF Diagnostics, Cardiff,
U.K.). Each participant had an rtCGM
device (Dexcom G6; Dexcom, San Diego,
CA) in place that had been fitted at least
48 h preceding the study, and this mon-
itoring was maintained throughout the
hypoglycemic clamp.

Fifteen hyperinsulinemic-hypoglycemic
clamp studies with complete data
sets for all three glucose readings ob-
tained were analyzed. Mean (SEM)
glucose at euglycemia (plasma; SMBG,
CGM) was 91.7 (2.6), 88.3 (2.8), and
99.1 (3.4) mg/dL and during stable hy-
poglycemia was 45.0 (0.5), 43.2 (0.8),
and 53.7 (1.8) mg/dL. Of 105 readings
analyzed during the hypoglycemic pe-
riod, only 46.7% of rtCGM readings
were ,54 mg/dL. In comparison with
AV plasma glucose, we found SMBG of
whole AV blood to report 3% lower at
euglycemia and 5% lower at hypoglyce-
mia. In contrast, we found rtCGM to
report 8% higher at euglycemia and
19% higher at hypoglycemia (Fig. 1). A
generalized estimated equation was
applied to adjust for baseline and time;
this confirmed that, overall, rtCGM over-
estimates glucose compared with AV
plasma (P , 0.05). In addition, in a
comparison of methods and time

periods throughout the hypoglycemic
clamp, rtCGM readings are significantly
higher (P , 0.001).

The hyperinsulinemic-hypoglycemic
clamp is the gold standard technique
used to assess the impact of hypoglyce-
mia on various aspects of the counter-
regulatory response including cognitive
function. AV glucose provides a close
approximation of arterial glucose, a dif-
ference of 1.8 mg/dL (2). The glycemic
threshold for impaired cognitive function
in people without diabetes is,50.5 mg/
dL (3), and in people with type 1 diabetes
the risk of severe hypoglycemia increases
by up to fourfold in those who do not
recognize when their blood glucose falls
to ,54 mg/dL (4). The International
Hypoglycaemia Study Group proposed
that a blood glucose concentration
,54 mg/dL is low enough to be consid-
ered serious, clinically important hypo-
glycemia and should be avoided (5).
These observed findings show that
when tested under hypoglycemic con-
ditions, rtCGM reports significantly
higher glucose readings compared
with AV plasma and whole blood using
SMBG. rtCGM remains a technology that
can be of great benefit to people who
struggle with IAH, but clinicians should be
aware that it may underestimate the
degree and recognition of hypoglycemia,
therefore delaying treatment and the

1Division of Systems Medicine, School of Medicine, University of Dundee, Dundee, U.K.
2Computing Science and Mathematics, Faculty of Natural Sciences, University of Stirling, Stirling, U.K.

Corresponding author: Rory J. McCrimmon, r.mccrimmon@dundee.ac.uk

Received 18 April 2020 and accepted 29 June 2020

Clinical trial reg. no. ISRCTN15373978, www.isrctn.org

© 2020 by the American Diabetes Association. Readers may use this article as long as the work is properly cited, the use is educational and not for profit,
and the work is not altered. More information is available at https://www.diabetesjournals.org/content/license.

Catriona M. Farrell,1

AlisonD.McNeilly,1 SimonaM.Hapca,2

and Rory J. McCrimmon1

e142 Diabetes Care Volume 43, October 2020

e-
LE
TT
ER

S
–
O
B
SE
R
V
A
TI
O
N
S

D
ow

nloaded from
 http://ada.silverchair.com

/care/article-pdf/43/10/e142/630631/dc200882.pdf by guest on 10 April 2024

https://doi.org/10.2337/dc20-0882
http://crossmark.crossref.org/dialog/?doi=10.2337/dc20-0882&domain=pdf&date_stamp=2020-09-21
mailto:r.mccrimmon@dundee.ac.uk
https://www.isrctn.com/ISRCTN15373978
http://www.isrctn.org
https://www.diabetesjournals.org/content/license


possible restoration of hypoglycemia
awareness.
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Figure 1—Glucose data (mean6 SEM) during hyperinsulinemic-hypoglycemic clamps. Black circles
representAVplasmaglucose;bluesquares,AVbloodtestedviaSMBG; redtriangles,CGM.***P,0.001.
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