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Abstract
Objective To assess the effectiveness of self monitoring blood glucose
levels in people with non-insulin treated type 2 diabetes compared with
clinical management without self monitoring, and to explore the effects
in specific patient groups.

Design Meta-analysis based on individual participant data.

Data sourcesMedline, Embase, and a recent systematic review of trials
on self monitoring of blood glucose. Chief investigators of trials published
since 2000 were approached for additional information and individual
patient data.

Inclusion criteria Randomised controlled trials in patients with
non-insulin treated type 2 diabetes comparing an intervention using self
monitoring of blood glucose with clinical management not using self
monitoring. Trials published from 2000 with at least 80 participants were
included.

Data collection Individual patient data were collected from electronic
files and checked for integrity.

Analysis All randomised participants were analysed using the intention
to treat principle. A random effects model of complete cases was used
to assess efficacy, a sensitivity analysis comprised imputed data, and
prespecified subgroup analyses were carried out for age, sex, previous
use of self monitoring, duration of diabetes, and levels of glycated
haemoglobin (HbA1c) at baseline.

Results 2552 patients were randomised in the six included trials. A
mean reduction in HbA1c level of −2.7 mmol/mol (95% confidence interval
−3.9 to −1.6; 0.25%) was observed for those using self monitoring of
blood glucose levels compared with no self monitoring at six months.
The mean reduction in HbA1c level between groups was 2.0 mmol/mol
(3.2 to 0.8; 0.25%) at three months (five trials) and 2.5 mmol/mol (4.1
to 0.9; 0.35%) at 12 months (three trials). These estimates were
unchanged after imputing missing data, and estimates of effect in trials
with higher loss to follow-up or a possibility of co-intervention compared
with those with lower loss to follow-up and no co-intervention did not
differ significantly (P=0.21). The difference in HbA1c levels between
groups was consistent across age, baseline HbA1c level, sex, and duration
of diabetes, although the numbers of older and younger people and
those with HbA1c levels >86 mmol/mol (10%) were insufficient for
interpretation. No changes occurred in systolic blood pressure (−0.2 mm
Hg, 95% confidence interval −1.4 to 1.0), diastolic blood pressure (−0.1
mm Hg, −0.9 to 0.6), or total cholesterol level (−0.1 mol/L, 95%
confidence interval −0.2 to 0.1).

Conclusions Evidence from this meta-analysis of individual patient data
was not convincing for a clinically meaningful effect of clinical
management of non-insulin treated type 2 diabetes by self monitoring
of blood glucose levels compared with management without self
monitoring, although the difference in HbA1c level between groups was
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statistically significant. The difference in levels was consistent across
subgroups defined by personal and clinical characteristics.

Introduction
Self monitoring of blood glucose is generally accepted as
integral to the management of diabetes, particularly for people
who require insulin.1 Typically, a meter device measures blood
glucose levels in a fingertip sample of capillary blood and the
data are used by patients and clinicians to determine the presence
of hyperglycaemia or hypoglycaemia and to inform decisions
about adjustment of insulin dosage, use of other drugs, or aspects
of lifestyle that may need to be changed, such as meals and
physical activity. Evidence on the effectiveness of self
monitoring blood glucose in people with non-insulin treated
type 2 diabetes is less clear cut however.2 In a series of
systematic reviews and meta-analyses, estimates for the effect
of self monitoring blood glucose varied.3-6 Whether these
findings were accounted for by differences in trial designs,
recruited populations, or the methods used to pool the data are
uncertain. It is also unclear whether particular groups of people
may benefit more than others from a period of self monitoring.
We pooled the data from a series of randomised controlled trials
of self monitoring of blood glucose in people with non-insulin
treated type 2 diabetes, excluding trials with a small sample size
and limited follow-up.7 We also evaluated more recent trials
examining the use of blood glucose measuring devices that
incorporated electrochemical sensors and technology to
minimise inaccurate measurements.

Methods
We searched the bibliography of a recent high quality systematic
review to identify trials that evaluated self monitoring of blood
glucose levels in people with non-insulin treated type 2 diabetes
reported between January 2000 and April 2009.3 We searched
Medline and Embase from April 2009 to June 2010 with the
same search terms as used in the review (see web extra on
bmj.com). To identify further trials we also hand searched other
systematic reviews of glucose self monitoring, conference
proceedings and abstracts, and the current controlled trials
register. No language restrictions were applied.

Selection criteria and validity assessment
We selected randomised controlled clinical trials comparing an
intervention of self monitoring of blood glucose in people with
non-insulin treated type 2 diabetes with clinical management
not using self monitoring and that assessed glycaemic control
by using HbA1c as a primary outcome. Secondary outcomes
included blood pressure and serum cholesterol level. Trials were
required to include an active intervention arm intended to
improve disease outcomes through incorporating self monitoring
into self management, and a comparator arm not using self
monitoring and with no additional modification of risk factors
or behaviour intended.
We determined the methodological quality of selected trials by
assessing randomisation, allocation concealment, blinded
outcome assessment, losses to follow-up, funding source, and
follow-up rates.8 Two additional quality criteria were also
included: a minimum sample size of 80 patients and a minimum
study duration of six months.

Specification of intervention and comparator
groups
From published reports we obtained the details of the trial
designs, interventions, comparator groups, and conduct, which
we then verified with the trialists. The details included use of
concealed allocation, dropout rates, the intended frequency of
self monitoring, training in the self management intervention,
frequency and timing of self monitoring measurements, and
delivery of co-interventions. To identify the extent to which
educational interventions were matched with the intervention
we examined the comparator groups. We also collected details
of any factors used to stratify the sample.

Extraction of individual patient data
We contacted the principal investigators for the original
individual patient data. The following baseline data, where
available, were provided: date of randomisation, age, sex,
ethnicity, smoking status, duration of diabetes, glucose lowering
treatment, previous use of blood glucose testing, weight, height,
blood pressure, and levels of total cholesterol, plasma glucose,
and HbA1c. In addition the allocated treatment, methods of HbA1c

analysis, and trial outcomes were provided, including HbA1c

level, blood pressure, and serum cholesterol level. All
randomised patients with a database record were entered in the
pooled database. We retrieved patients lost to follow-up or
excluded in published per protocol analyses and included them
in the database of individual patient data.

Quantitative data synthesis
The protocol for the study has been published9 and a statistical
plan was agreed before starting data analysis. Codes for
treatment allocation were not provided until the end of the
analysis process. The main analysis, including primary,
secondary, and other exploratory analyses, was based on
intention to treat, in which we considered all randomised
participants. Where a trial included two intervention arms, we
pooled these to obtain a single intervention group for the
analysis.8 We report analyses for HbA1c at 3, 6, and 12 months
after the intervention. If HbA1c outcome data were available at
two and four months, we averaged the figures to provide an
estimate of the outcome at three months.
Analyses were undertaken to estimate treatment effects by fitting
a two level regression model, with patients corresponding to
level one units and trials as level two.10We treated trial specific
differences as random effects and assumed the treatment effect
to be common across trials. All analyses were adjusted for
baseline measures and where missing were imputed using the
missing indicator method.11 To assess potential confounding we
further adjusted analyses for age, sex, and duration of diabetes.
We present the results for all analyses with appropriate measures
of effect, 95% confidence intervals, and P values where
applicable.
For those trials where relevant data were not available we
investigated the potential for bias—in particular, in trials with
high levels of attrition. We handled missing primary outcomes
in the regression models by adopting a bayesian approach,12
which imputes the outcome variable directly from the model,
and we used these estimates as part of extended sensitivity
analyses. Additional sensitivity analyses were carried out for
trials with higher rates of loss to follow-up or with potential for
an additional impact from a co-intervention with the use of self
monitoring. Analyses were carried out using R version 2.13 (R
Foundation for Statistical Computing, Vienna) and Stata version
11.1.
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Results
Of the 272 studies retrieved from the database search, and the
additional studies from the bibliography of the high quality
systematic review,3 15 trials were identified. Of these, three
included self monitoring in both trial arms,13-15 one included
multiple co-interventions alongside self monitoring that were
not available to the comparator group,16 three included patients
treated with insulin,17-19 one was a trial of financial incentives
to use self monitoring,20 and one included patients with type 1
diabetes.21No trials identified to June 2010 were excluded solely
because of inclusion of fewer than 80 patients.
The remaining six trials with 2552 patients met the criteria for
inclusion in the analysis, and data were available for each of
them. Included trials were carried out in the United States,22
France,23 Germany,24 and the United Kingdom,25 26 and a sixth
trial was a multicentre European trial.27

Table 1⇓ shows the characteristics of each trial (see web extra
table for full details). With the exception of one trial25 that
recruited newly diagnosed patients, trials recruited participants
with established type 2 diabetes not treated with insulin.
Interventions varied but focused around management of
lifestyle24 25 or adjustment of drugs.22 27 One trial included a
continuing dietary intervention for the duration of the trial
alongside self monitoring.24One trial included two intervention
arms.26 Trials varied in size from 8922 to 689 participants,23 in
duration from six to 12 months, and in losses to follow-up from
2%25 to 31%.23 Table 2⇓ reports the methods used in each of the
trials.
Table 3⇓ shows the characteristics of the trial participants. The
mean age was 60.1 years (SD 10.2) and body mass index 30.9
(SD 5.9). The median duration of diabetes was 36 months
(interquartile range 12-89). Baseline HbA1cwas 67.0 mmol/mol
(SD 16.0): 8.3% (SD 1.4%). There was a slight excess of men
(54% v 46%) and, in those trials providing data, most
participants were new to testing.
Figure 1⇓ and table 4⇓ show glycaemic outcomes for the main
complete case comparison of self monitoring with no self
monitoring of blood glucose levels. Adjusted HbA1c levels at
six months were 2.7 mmol/mol (0.25%) significantly lower in
the intervention group than in the control group (P<0.001).
Secondary adjusted glycaemic outcomes at three and 12months
were also significantly lower, at 2.0mmol/mol (0.18%; P=0.001)
and 2.5 mmol/mol (0.23%; P=0.002). For two trials the HbA1c

outcomes at three months included the average of the
measurements at two and four months.22 24

Figure 2⇓ and table 4 shows the change in HbA1c levels for
intervention and control groups over three months for the five
trials with data available over this period. HbA1c levels decreased
from baseline in both groups at three and six months, with a
consistent difference evident between the groups at three
months. Other outcomes, including systolic and diastolic blood
pressure and serum cholesterol level were not significantly
different between groups, as confirmed by sensitivity analyses.
Blood pressure outcomes were combinations of measurements
at six months23 27 and 12 months.26 For total cholesterol level
the outcome was a combination of outcomes at six months24 27

and 12 months.26

Figure 3⇓ shows the results of the preplanned subgroup analysis.
For participants aged 45 to 75 years a consistent effect of self
monitoring was evident. Only a few participants were aged less
than 45 years and more than 75 years, and the confidence
intervals of the estimates for these subgroups were wide. The
difference in effect between men and women and between

individuals with varied durations of diabetes did not differ.
Evidence was also lacking of a differing effect for individuals
with varied baseline levels of HbA1c, although few data were
available for those with an HbA1c level above 10% (86
mmol/mol).
A sensitivity analysis based on imputing data gave similar results
to the primary analysis, with a reduction in HbA1c level of 2.7
mmol/mol (95% confidence interval 3.8 to 1.6, 0.25%) at six
months. Evidence of heterogeneity in outcomes was lacking
between the trials. Outcomes did not differ significantly (P=0.21)
in an additional sensitivity analysis comparing trials with a
greater loss to follow-up and additional dietary intervention
with the remainder of the trials.

Discussion
Our analysis suggests that clinical management of non-insulin
treated diabetes using self monitoring of blood glucose levels
compared with no self monitoring results in a reduction in HbA1c

level of around 2.7 mmol/mol (0.25%). In trials measuring
outcomes the reduction in levels at six months was apparent at
three months and 12 months. The mean pooled reduction in
HbA1c levels across the trials was 9.6 mmol/mol (0.88%) in the
intervention group and 7.5 mmol/mol (0.69%) in the comparator
group. No change in HbA1c level was observed for older and
younger people and those with a level above 86 mmol/mol
(10%), although confidence intervals were wide, but otherwise
a consistent effect of a small reduction in HbA1c level was
observed in other prespecified subgroups. The numbers of
patients included in the analysis were too small to confidently
exclude a difference in response between those who had
previously used self monitoring compared with those who had
not. The differences in the effect size observed between
individual trials did not suggest that differences in the way self
monitoring has been used to date or the characteristics of trial
participants might contribute to important differences in the
observed effect.

Strengths and limitations of the review
This analysis reports, for the first time, the results of pooling
individual data from recent trials comparing self monitoring of
blood glucose with no self monitoring. The results of the
individual trials can be compared by using a common analysis
plan, and the impact of self monitoring can now be observed in
prespecified subgroups. A statistical analysis plan, written before
the data were examined, contributes to the rigour of this analysis.
The participants included in this analysis were drawn from a
wide range of settings but are representative of people with
non-insulin treated type 2 diabetes and therefore the findings
can be applied widely. No heterogeneity was observed in
outcomes between trials and therefore we have not included
further analysis of differences between populations,
interventions, and trial design variables. In any case the limited
number of trials would not have justified such an exploratory
analysis. This collaboration forms the basis of a group that can
facilitate continued meta-analysis of self monitoring trials,
explore co-interventions designed to enhance the effective use
of self monitoring, and investigate the potential for improved
outcomes from occasional or intermittent use of self monitoring
in addition to regular use.
Despite the insights that can be obtained from an individual
patient data analysis, there are several limitations to the
interpretation of data. In particular, the interventions used in
each trial were intended to reflect best practice as seen at the
time of the trial’s design, which may not reflect subsequent
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developments in the use of self monitoring in clinical practice.
The design of the trials reflects their “real world” settings and
the difficulty of identifying the additional impact of self
monitoring beyond good clinical care. For simplicity in reporting
we used a linear imputation to extrapolate the measurement of
HbA1c at three months from these two measures and calculated
the difference in levels between the intervention and comparator
group. As this is a direct comparison between randomised
groups, any difference between this linear approximation and
alternative methods of extrapolation is likely to be negligible.
The data that could be obtained and pooled across the trials did
not extend to markers of safety—for example, incidence of
hypoglycaemia, although individual trials did provide data
reporting low rates of recorded hypoglycaemia.25 26 In addition,
data about socioeconomic groupings and changes to treatment
were insufficient to explore their impact on the changes in HbA1c

levels, cholesterol levels, and blood pressure. Other limitations
noted for individual trials included inclusion of people with a
blood glucose level potentially too low to benefit from the
intervention26; interventions in people with newly diagnosed
diabetes, with poor control likely to improve without self
monitoring25 27; high rates of loss to follow-up23; and the presence
of concerns about the contribution of a dietary co-intervention
with self monitoring of glucose to outcomes.24

All the trials excluded patients actively using self monitoring
blood glucose levels; a recent survey indicated the type of
benefits that many have gained from personalised use of the
technology,28 and that they may be less willing to take part in
randomised trials. Our data provide an indication, although not
statistically significant, that those who have used self monitoring
in the past may benefit less than a group newly exposed to the
technology. Self monitoring of blood glucose is not simply a
diagnostic tool but one component of a complex intervention
aimed at improving overall glycaemic control and wellbeing.
The future use of self monitoring depends on integrating the
technology in clinical and behavioural management pathways.
Poor use of monitoring may mean wasted resources, an
important consideration as the market for glucose self
monitoring for all types of diabetes approached $8.8bn (£5.6bn;
€6.8bn) worldwide in 2008,29 with estimated annual UK costs
of £38m in type 2 diabetes,30 of which up to £34m may be
attributable to use in non-insulin treated type 2 diabetes.3

The pooled estimate of the benefit from using self monitoring
from our analysis is in line with most3 5 6 31 32 but not all of the
analyses carried out that previously used aggregated data.4 Our
findings do not, however, support previous assertions that the
overall reduction in HbA1c level may be greater when treating
those with higher compared with lower HbA1c levels.6 33 34

Although intuitively it might seem that greater reductions in
HbA1c levels are possible with a higher initial level, similar
reductions were also observed in the control groups.

Clinical implications
It is widely agreed that for further evaluation of self monitoring
of blood glucose, the therapeutic interventions and efforts to
promote behavioural change should be more tightly aligned to
the results obtained frommonitoring, and targeted at those likely
to benefit.2 Early studies linking test results to specific drug and
behavioural strategies have had promising results,35 36 although
not achieving the 0.5% reduction in HbA1c that is generally
accepted to be of clinical relevance.3 Smaller reductions of
HbA1c level might be of importance from a public health
perspective if achieved on a wide scale and at lower cost;
however, costs of self monitoring remain high, even in low and
middle income countries, with the costs of unsubsidised test

strips varying from $0.35 in Australia to $3.11 in India.37 Until
further studies can establish potential target groups and
promising interventions to improve glycaemic control with self
monitoring, our meta-analysis using individual patient data does
not provide convincing evidence to support its routine use for
people with non-insulin treated type 2 diabetes using the range
of interventions employed within the included trials.
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What is already known on this topic

Self monitoring of blood glucose level is essential for the management of type 1 diabetes and insulin treated type 2 diabetes
The use of self monitoring for non-insulin treated people has been controversial because estimates of benefit in reducing levels of HbA1c
vary between systematic reviews
No single trial has been large enough to identify the characteristics of those who might benefit most from monitoring blood glucose

What this study adds

Meta-analysis using individual patient data lacked convincing evidence to support the routine use of self monitoring of blood glucose in
people with non-insulin treated type 2 diabetes
Evidence was also lacking of a greater effect from self monitoring in patients with a baseline HbA1c level above 8%
Better evidence that self monitoring can provide feedback on treatment and behaviour are needed before further large scale trials are
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Tables

Table 1| Characteristics of design and interventions in included trials

Timing of visitsNo of visits for
each participant

No of
participants

SettingDuration of
intervention

Summary of trialStudies

At weeks −2, 0, 3, 6, 9,
18, and 27

7 visits519Specialist centres27 weeksMulticentre, randomised parallel group trial
comparing self monitoring of blood glucose
and non-self monitoring of blood glucose
groups in gliclazide based regimen

Barnett et al
200827

At weeks 0, 2, 4, 8, and
12 with dietitian, those
with nurse not specified

5 with dietitian,
number with nurse
not specified

89Community clinic6 monthsBlinded,* randomised trial comparing
monitoring group with control group with
nurse provider making clinical management
decisions

Davidson et al
200522

Assessment visit 2
weeks before
randomisation at week 0,
clinic visits at weeks 4,
13, 26, 39, and 52

7 visits and a
telephone call at 2
weeks

453Patients recruited
from general practice,
not clear where clinic
visits and education
happen

12 monthsThree arm, open parallel group randomised
trial testing whether self monitoring of blood
glucose, with or without instruction in
incorporating findings into self care,
compared with usual care can improve
glycaemic control in people with non-insulin
treated diabetes

Farmer 2007et
al26

At weeks 0, 6, 12, 18,
and 24

5 visits689General practice6 monthsAn open randomised prospective study
comparing changes in metabolic control in
people managed with usual
recommendations alone or combined with
self monitoring of blood glucose

Guerci et al
200323

At months 0, 3, 6, 9, and
12

5 visits184Outpatient diabetes
services

1 yearProspective randomised controlled trial of
self monitoring versus no monitoring

O’Kane et al
200825

At weeks −2, 0, 4, 12,
and 20

5 visits223Outpatients—hospital
and family
practitioners

6 months (and 6
month follow-up)

Prospective, multicentre, randomised
controlled comparing self monitoring of
blood glucose and standardised counselling
with non-standardised counselling

Schwedes et al
200224

See web extra on bmj.com for more detailed table.
*Treatment decisions were made by nurse based on laboratory fasting plasma glucose and HbA1c levels using standard protocol, but did not know which people
were self monitoring blood glucose levels.
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Table 2| Assessment of methodological quality of included trials

Funding
Withdrawals/loss to follow-up

(%)*Outcome assessment blindedAllocation concealment*Randomisation describedStudies

Industry14YesYesYesBarnett et al 200827

Industry18YesYesNoDavidson et al 200522

Non-industry12YesYesYesFarmer et al 200726

Industry31YesYesNoGuerci et al 200323

Non-industry2YesYesYesO’Kane et al 200825

Industry11YesYesNoSchwedes et al 200224

*Clarified with lead author when unclear in published reports.
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Table 3| Characteristics of people at baseline randomised to either self monitoring or no self monitoring of blood glucose level. Values are
numbers (percentages) unless stated otherwise

Total (n=2552)Control group (n=1178)*Self monitoring group (n=1374)*Category

Age group (years):

189 (7.6)85 (7.4)104 (7.7)≤45.0

642 (25.8)277 (24.1)365 (27.2)45.9-55.0

799 (32.1)386 (33.6)413 (30.8)55.9-65.0

726 (29.1)338 (29.4)388 (28.9)64.9-75.0

135 (5.4)63 (5.5)72 (5.4)>75.9

1375 (54.1)640 (54.5)735 (53.8)Men

1165 (45.9)534 (45.5)631 (46.2)Women

Treatment:

376 (20.1)167 (19.9)209 (20.2)Diet only

726 (38.7)321 (38.2)405 (39.2)Monotherapy

773 (41.2)353 (42.0)420 (40.6)Combined therapy

Ethnicity:

673 (85.0)265 (82.6)408 (86.6)White

5 (0.6)2 (0.6)3 (0.6)Mixed

15 (1.9)6 (1.9)9 (1.9)Asian

29 (3.7)12 (3.7)17 (3.6)Black

3 (0.4)1 (0.3)2 (0.4)Chinese or other

67 (8.5)35 (10.9)32 (6.8)Hispanic

500 (78.5)192 (80.0)308 (77.6)New to testing

137 (21.5)48 (20.0)89 (22.4)Tested before

Duration of diabetes (months):

1000 (39.7)449 (38.6)551 (40.7)≤24

1517 (60.3)714 (61.4)803 (59.3)>25

85.5 (17.2)84.6 (17.0); n=117286.3 (17.3); n=1366Mean (SD) weight (kg)

30.9 (5.9)30.6 (5.7); n=116631.1 (6.1); n=1356Mean (SD) body mass index

Mean (SD) HbA1c level (mmol/mol) (%):

1240 (50.4)570 (50.0)670 (50.8)≤64.0 (≤8.0)

587 (23.8)284 (24.8)303 (23.0)64.9-75.0 (8.5-9.0)

390 (15.9)164 (14.4)226 (17.2)>75.5-86.0 (9.5-10.0)

242 (9.9)124 (10.9)118 (9.0)≥86.5 (>10.0)

n=960n=1144Mean (SD) blood pressure (mm Hg):

138.9 (15.9)139.3 (15.7)138.6 (16.1)Systolic

81 (8.8)81.3 (8.6)80.8 (8.9)Diastolic

5.24 (1.3)5.33 (1.4); n=4775.18 (1.2); n=629Mean (SD) total cholesterol level

194 (13.5)89 (14.1)105 (13.0)Ever smoker

7.31 (4.4)7.36 (4.2); n=5887.26 (4.5); n=599Mean (SD) fasting plasma glucose level

*Denominators vary for some characteristics.
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Table 4| Changes in HbA1c level and other outcomes from baseline between participants allocated to either self monitoring or no self
monitoring of blood glucose levels

Adjusted P
value

Adjusted estimate†
(95% CI)P value

Unadjusted estimate*
(95% CI)

No in control
group

No in self
monitoring

groupNo of trialsOutcomes

Primary outcome

<0.001−2.7 (−3.9 to −1.6)<0.001−2.5 (−3.7 to −1.4)88110546HbA1c level (mmol/mol)
at 6 months

Secondary outcomes

HbA1c level (mmol/mol):

0.001−2.0 (−3.2 to −0.9)0.001−1.9 (−3.1 to −0.7)69284553 months‡

0.002−2.5 (−4.1 to −0.9)0.003−2.4 (−4.0 to −0.8)292436312 months

Blood pressure (mm
Hg)§:

0.79−0.16 (−1.37 to 1.05)0.76−0.19 (−1.39 to 1.02)7328763Systolic

0.69−0.15 (−0.87 to 0.58)0.9−0.05 (−0.77 to 0.68)7328753Diastolic

0.38−0.06 (−0.19 to 0.07)0.47−0.05 (−0.18 to 0.08)2903553Total cholesterol level
(mmol/l)¶

*Effect of self monitoring allowing for baseline outcome measure, with trial and intervention coefficients as random effects.
†Effect of self monitoring after adjustment for age, sex, and duration of diabetes in unadjusted model.
‡Includes average of measurements at two and four months for two trials.22 24

§Outcomes are combination of measurements at six months23 27 and 12 months.26

¶Outcome is combination of outcomes at six months24 27 and 12 months.26
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Figures

Fig 1 Changes in HbA1c level between self monitoring and non-self monitoring of blood glucose groups from baseline to 3,
6, and 12 months

Fig 2Changes in HbA1c level between self monitoring and non-self monitoring of blood glucose groups from baseline overall
and by trial
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Fig 3 Change in HbA1c level between self monitoring and non-self monitoring of blood glucose groups over six months by
subgroup
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