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Abstract
Objective  This study aimed to determine the glycaemic 
profile of patients with cystic fibrosis using a continuous 
glucose monitoring system (CGMS), and to evaluate 
the associations of glycaemic abnormalities with sex, 
age, pubertal stage, CFTR gene mutations, nutritional 
status, lung function, oral glucose tolerance test, 
glycated haemoglobin concentrations, fasting insulin 
concentrations, C peptide concentrations and exocrine 
pancreatic function.
Study design  This observational study evaluated 
CGMS data from 39 patients with cystic fibrosis who 
were treated at a referral centre. The patients were 
10–19.9 years old, and were categorised according 
to whether they had normal results (27 patients) or 
glucose intolerance (12 patients) during the oral glucose 
tolerance test.
Results  The maximum interstitial glucose concentration 
among individuals with normal oral glucose tolerance 
test results was 174.9±65.1 mg/dL (9.7–3.61 mmol/L), 
compared with 170.4±40.9 mg/dL (9.46–2.27 mmol/L) 
among individuals with glucose intolerance. The CGMS 
revealed that 18 of the 27 patients with normal oral 
glucose tolerance test results had peak interstitial 
glucose concentrations of >140 mg/dL (7.8 mmol/L), and 
that 4 of these individuals had peak levels of >200 mg/
dL (11.1 mmol/L). None of the analysed clinical or 
laboratory characteristics predicted the occurrence of 
hyperglycaemic peaks on CGMS.
Conclusions  The present study revealed that CGMS 
could detect hyperglycaemia among patients with cystic 
fibrosis and ’normal’ oral glucose tolerance test results, 
and that their clinical and laboratory characteristics were 
not useful in discerning between patients who did and 
did not exhibit these excursions.

Introduction
Cystic fibrosis (CF) is a chronic and progressive 
autosomal recessive genetic disease that is caused 
by mutations in the cystic fibrosis transmembrane 
conductance regulator gene (CFTR), which affects 
the function of the CFTR protein.1 The absence or 
malfunction of this protein causes altered sodium 
transport and increased viscosity of mucous secre-
tions, which leads to obstruction of the glandular 
ducts and canaliculi.2 Approximately 20% of adoles-
cent and 40%–50% of adult CF cases involve cystic 
fibrosis-related diabetes (CFRD).3 These patients 
exhibit a delayed insulin response to a glucose 
load, although their basal secretion is relatively 
preserved. The delayed insulin response is associ-
ated with loss of the first phase of insulin secretion, 

which is observed in all patients with CF, including 
individuals with normal glucose tolerance (NGT).4 
CFRD is the last stage of a spectrum of progressive 
glucose tolerance abnormalities.1–5 

Hyperglycaemia and insulin deficiency negatively 
affect lung function in patients with CF.6 7 Further-
more, diabetes and glucose intolerance (IGT)  are 
associated with a reduced life expectancy among 
these patients, who experience reduced lung func-
tion, nutritional status and survival, compared 
with individuals with NGT.8 9 The oral standard 
(0 and 120 min) glucose tolerance test (OGTT) 
is currently used to diagnose CFRD,1 10 although 
elevations at non-traditional times are common. 
Elevations of glucose concentrations at 60 min 
could be harmful, or be an early marker for wors-
ening lung disease (forced expiratory volume in 1 s 
(FEV1)).

11 Therefore, normal OGTT results do not 
exclude the possibility of transitional postprandial 
hyperglycaemia.1 12 Continuous glucose monitoring 
system (CGMS) can be used to improve the diag-
nosis, management and tracking of CFRD.13 The 
Food and Drug Administration has approved the 

What is already known on this topic?

►► Cystic fibrosis-related diabetes (CFRD) is 
associated with a reduced life expectancy, 
reduced lung function and poorer nutritional 
status.

►► Early identification of CFRD and effective 
intervention can help prevent some of the 
deleterious effects.

►► Oral glucose tolerance test (OGTT) fails to 
detect some glycaemic abnormalities in cystic 
fibrosis (CF).

What this study adds?

►► Some patients with CF with normal OGTT 
results had peak interstitial glucose 
concentrations of >140 mg/dL (7.8 mmol/L) 
and >200 mg/dL (11.1 mmol/L) based on the 
continuous glucose monitoring system (CGMS).

►► These missed hyperglycaemic peaks were not 
associated with any of the clinical or laboratory 
tests that we evaluated.

►► To our knowledge this is the first Latin American 
study on the role of CGMS in children and 
young people with CF.
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use of CGMS for children and adolescents with CF, which may 
enhance diagnoses that are based on OGTT results.1 14 15

Methods
Participants and tests
Between August 2014 and June 2015, all patients aged 10–19.9 
years old who visited the outpatient clinic of our CF referral 
centre were invited to participate in the study. All individuals 
were diagnosed with CF based on the identification of two 
CFTR mutations or at least two sweat chloride test results 
of >60 mEq/L. All participants were clinically stable (based on 
evaluations by two paediatric pneumologists), were not receiving 
systemic corticosteroid therapy and were not pregnant at the 
time of the data collection. We excluded individuals who had a 
CGMS reading for <36 hours, individuals who did not complete 
the OGTT, individuals with improper CGMS calibration (two 
capillary blood glucose readings per day)8 and individuals who 
were diagnosed with diabetes using the American Diabetes Asso-
ciation (ADA) criteria. Of the 63 invited patients, 12 did not 
agree to participate, 1 had several pulmonary exacerbations, 
2 provided CGMS readings for  <36 hours, 8 had diagnosed 
CFRD and 1 did not complete the OGTT.

The WHO protocol for OGTT16 and the enzymatic colouri-
metric method were used to classify the participants as having 
NGT (fasting blood glucose concentrations of  <126 mg/dL 
(7 mmol/L) and  <140 mg/dL (7.8 mmol/L) at 120 min), IGT 
(fasting blood glucose concentrations of <126 mg/dL (7 mmol/L) 
and 140–199 mg/dL (7.8–11.0 mmol/L) at 120 min) or diabetes 
(fasting blood glucose concentrations of ≥126 mg/dL (7 mmol/L) 
or  ≥200 mg/dL (11.1 mmol/L) at 120 min, in two tests). All 
participants also underwent CGMS monitoring  (Medtronic 
MiniMed CGMS System Gold) using a probe that was inserted 
into the subcutaneous tissue of the abdominal wall through an 
introducer needle and spring device (Sen-Serter). The probe was 
protected externally using a clear and antiallergic dressing, and 
remained in the participant for up to three weekdays at home. 

All included patients were followed up by the referral centre’s 
nutritionist and nutrologist.

The same paediatric endocrinologist evaluated each partici-
pant’s weight, height, body mass index (BMI) and pubertal stage 
at the CF outpatient clinic. The WHO’s 2006 curve was used to 
calculate the z scores for BMI,17 and pubertal staging was eval-
uated using Tanner’s morphometric criteria.18 19 Genetic testing 
was performed using PCR or genetic sequencing. The sweat test 
was performed using a quantitative ionic analysis of sweat (ionto-
phoresis) after stimulation of the skin using pilocarpine.20 Labo-
ratory tests (glycated haemoglobin (HbA1c), C peptide, fasting 
insulin, β-chorionic gonadotropin and OGTT) were performed 
at the centre’s clinical laboratory. Normal HbA1c findings were 
defined as ≤6% after high-performance liquid chromatography, 
as we aimed to detect glucose abnormalities and not outright 
diabetes (ADA criteria >6.5%).

Exocrine pancreatic function was tested using faecal elastase-1 
measurements with the ScheBo Pancreatic Elastase 1 Stool Test 
ELISA. Exocrine pancreatic insufficiency was considered present 
in cases with values of  <200 µg/g.21 Spirometry testing was 
performed based on the standards of the American Thoracic 
Society and the European Respiratory Society, and the predicted 
percentage of FEV1 was evaluated.22 MiniMed Solutions soft-
ware (V.1.7a) was used to calculate the parameters for CGMS, 
including area under the curve (AUC), percentage of total time 
and hyperglycaemia peaks.

The software calculates the AUC at intervals of 5 min, as 
shown in figure 1 and the equation below:

	
‍

∑
(SensorGlucoseValue − Limit) ∗ 5min

TotalNumberofSamplesinDay ∗ 5min ‍
�

Statistics
All data were analysed using SPSS software (V.16.0) and MiniMed 
Solutions software (V.1.7a). Differences were considered statis-
tically significant at two-tailed P  values of  <0.05. Qualitative 
variables were expressed as number and frequency. Quantita-
tive variables were expressed as the mean value, SD, median 
value, and maximum and minimum values. Student’s t-test and 
the Mann-Whitney test were used to compare two independent 
groups, and the Kruskal-Wallis test was used to compare three 
or more independent groups. The associations with qualitative 
variables were analysed using the Χ2 test, Fisher’s exact test or 
the Fisher-Freeman-Halton test, as indicated. The correlations of 
age with the CGMS parameters were analysed using Spearman’s 
correlation coefficient.

Results
All included participants (n=39) underwent OGTT and were 
assessed for sex, puberty, BMI, CFTR mutations, exocrine 
pancreatic function, FEV1, fasting insulin concentrations, 
HbA1c concentrations and C peptide concentrations (table 1). 
All 39 participants had fasting insulin values that were within 
the reference range (2.0–28.4 μUI/mL). The NGT group had a 
mean age of 15±2.9 years (range: 10.8–19.5 years), while the 
IGT group had a mean age of 15.4±2.4 years (range: 10.8–19.2 
years) (P=0.711, Student’s t-test). Age was not correlated with 
CGMS peaks of >140 mg/dL (7.8 mmol/L) (P=0.364), CGMS 
peaks of  >200 mg/dL (11.1 mmol/L) (P=0.51), the CGMS 
AUC (mg/dL*day) for peaks of  >140 mg/dL (7.8 mmol/L) 
(P=0.36) or >200 mg/dL (11.1 mmol/L) (P=0.439), or with the 
percentage of total time for peaks of >140 mg/dL (7.8 mmol/L) 
(P=0.433) or >200 mg/dL (11.1 mmol/L) (P=0.381).

Figure 1  Area under the curve illustration (grey area) for peaks above 
140 mg/dL (7.8 mmol/L).
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Twenty-eight participants (16 male, 12 female) exhibited one 
or more CGMS peaks of  >140 mg/dL (7.8 mmol/L). Among 
these participants, 18 were initially classified as having NGT and 
10 were initially classified as having IGT, based on OGTT results. 

Therefore, 18 of the 27 participants (67%) with ‘normal’ OGTT 
results exhibited CGMS peaks of  >140 mg/dL (7.8 mmol/L). 
Furthermore, six participants (three male, three female) exhib-
ited one or more CGMS peaks of >200 mg/dL (11.1 mmol/L), 
with four participants initially being classified as having NGT and 
two participants initially being classified as having IGT, based on 
OGTT results. Thus, 15% of participants with ‘normal’ OGTT 
results exhibited CGMS peaks of  >200 mg/dL (11.1 mmol/L), 
as well as 17% of participants who were initially classified as 
having IGT.

There were six children with an HbA1c  >6.0%, indicating 
already some impairment of glucose metabolism (table 1). Only 
1 patient out of 39 had HbA1c >6.5%, but with normal OGTT 
results at standard times of 0 and 120 min.

There were no statistically significant associations between peak 
distributions (>140 mg/dL (7.8 mmol/L) or  >200 mg/dL 
(11.1 mmol/L)) and sex, CFTR mutations, BMI, pubertal staging, 
exocrine pancreatic function, FEV1, OGTT, HbA1c or C peptide 
concentrations. In addition, these variables were not significantly 
associated with the AUC values (mg/dL*day) or the percentage 
of total time spent at  >200 mg/dL (11.1 mmol/L). The AUC 
values of  >140 mg/dL (7.8 mmol/L) (mg/dL*day) were only 
significantly associated with HbA1c concentrations (P=0.026) 
and OGTT results (P=0.044) (table 2). The percentage of total 
time spent at values of  >140 mg/dL (7.8 mmol/L) was only 
significantly associated with HbA1c concentrations (P=0.027) 
(table 3).

Table 4 shows the distributions of the CGMS values for total 
time, minimum, maximum, mean and median interstitial glucose 
values ​according to the OGTT results.

Discussion
This study reveals that incidental hyperglycaemia in patients 
with CF was not significantly predicted by their clinical and 
laboratory characteristics (age, BMI, sex, pubertal stage, CFTR 
mutations, exocrine pancreatic function, lung function, OGTT 
results, HbA1c concentrations, fasting insulin concentrations 
or C  peptide concentrations). Previous reports23 24 have indi-
cated that conventional laboratory tests (HbA1c, fasting insulin, 
C peptide and classic OGTT at 0 and 120 min) were not sensi-
tive enough to detect early glucose metabolism dysfunction in 
CF cases. OGTT is not appropriate for testing patients with CF, 
mainly when it is done only at 0 and 120 min.12 Furthermore, 
the OGTT cut-off values are based on a healthy population and 
do not account  for the  unique characteristics of patients with 
CF.13

Patients with CF have an elevated risk of CFRD if they 
have homozygous F508del mutations, female sex, older age 
or exocrine pancreatic insufficiency.25 The fact that we did 
not observe these differences is likely related to the fact that 

Table 1  Participant characteristics according to their oral glucose 
tolerance test results

NGT IGT Total P

Sex 

 � Male 13 8 21 0.470*

 � Female 14 4 18

Puberty† (Tanner) 0.704‡

 � Prepubertal (B1/G1)  3 2 5 

 � Pubertal (B3/G2/G3/G4) 11 6 17

 � Full puberty (B4/B5/G5) 13 4 17

Body mass index§ (kg/m2) 0.732‡

 � Obese (z score >+2) 1 0 1 

 � Overweight (z score +1 to +2) 2 0 2

 � Underweight (z score <–2) 7 5 12

 � Eutrophic (z score –2 to +1) 14 6 20

Mutation¶ 0.457††

 � Other** 19 6 25 

 � F508del/F508del 8 5 13

Pancreatic insufficiency 1.000††

 � Yes 19 9 28 

 � No 8 3 11

FEV1‡‡ 

Normal (≥80%) 9 3 12 0.922‡

 � Lightly impaired (60%–79%) 10 5 15

 � Moderately impaired (41%–
59%)

3 1 4

 � Severely impaired (≤40%) 4 3 7

Glycated haemoglobin 0.348††

 � Normal (≤6%) 24 9 33 

 � Elevated (>6%) 3 3 6

C peptide§§ (ng/mL) 1.000††

 � Normal (≥ 0.8) 18 7 25 

 � Decreased (<0.8) 2 0 2

*Χ2 test with continuity correction.
†Tanner and Marshall pubertal staging.18 19

‡Probability based on the bilateral Fisher-Freeman-Halton test.
§4 individuals who were >18 years old (z score not calculated using the 2006 WHO 
curve17).
¶1 individual has a mutation that is currently being evaluated.
**Other: two alleles that were not homozygous F508del/F508del.
††Two-sided Fisher's exact test.
‡‡1 individual with NGT did not undergo spirometry.
§§12 individuals did not undergo C peptide testing.
FEV1, forced expiratory volume in 1 s; IGT, impaired glucose tolerance; NGT, normal 
glucose tolerance.

Table 2  Area under the curve values (mg/dL*day) for individuals with peak CGMS values of >140 mg/dL (7.8 mmol/L)

n Mean SD Minimum Median Maximum P

OGTT

 � NGT 18 1.72 2.49 0 1 10 0.044

 � IGT 10 0.6 1.26 0 0 4

HbA1c

 � Normal (≤6%) 22 1.64 2.36 0 1 10 0.026

 � Elevated (>6%) 6 0.17 0.41 0 0 1

P values were calculated using the Mann-Whitney test.
CGMS, continuous glucose monitoring system; HbA1c, glycated haemoglobin; IGT, impaired glucose tolerance; NGT, normal glucose tolerance; OGTT, oral glucose tolerance test.
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we excluded individuals with diabetes, as we wished to iden-
tify the glycaemic profile of patients with CF but not CFRD, 
and to potentially identify patients with hyperglycaemia despite 
‘normal’ OGTT results. Interestingly, the absence of significant 
differences between the NGT and IGT groups may suggest that 
they are actually part of a mixed group that cannot be adequately 
distinguished by OGTT. It is not unusual to find different 
OGTT values for the same individual on different days. This 
is important as even an incidental hyperglycaemia can poten-
tially cause a degree of clinical impairment in patients with CF.26 
Nevertheless, we did not evaluate treatment adherence in the 
present study, and poor adherence may at least partially explain 
the absence of significant differences between these two groups.

Similar to the findings of Moreau et al,27 we observed that 
patients with normal OGTT results can exhibit CGMS peaks 
of >200 mg/dL (11.1 mmol/L), as 67% (18/27) of our patients 
with NGT results had at least one peak of  >140 mg/dL 
(7.8 mmol/L) and 15% (4/27) had at least one peak of >200 mg/
dL (11.1 mmol/L). These results support the use of CGMS as a 
complementary diagnostic tool in this population, as increases 
in blood glucose at unconventional times may not be reflected 
in the OGTT results, which might reduce its diagnostic ability.

The early detection of glucose abnormalities might benefit 
patients with CF, as some studies suggest that insulin treatment 
can provide clinical improvements in cases of IGT and indeter-
minate glycaemia.10 26 28 Furthermore, early detection may be 
associated with lower treatment costs, as these patients would 
have better BMI and lung function, which would require fewer 
therapeutic interventions.29

We know that just as an insulin deficiency occurs because of 
the underlying disease, there is also a glucagon deficiency. This 

is why these patients have more hypoglycaemia (often asymp-
tomatic) than the population without CF. In our series, 29 of 
39 patients had glucose concentrations lower than 70 mg/dL 
(3.9 mmol/L). However we did not perform any statistical anal-
ysis, since our intention was to correlate clinical and laboratory 
characteristics with hyperglycaemia. Furthermore, it is known 
that CGMS has a range of 40–400 mg/dL (2.2–22 mmol/L), being 
better for detection of hyperglycaemia than hypoglycaemia.

Our results indicate that not all CGMS parameters should be 
used to detect glycaemic excursions. We found that analysis of 
the CGMS AUC values ​​from our participants was unreliable, 
as the software performs the calculations at 5 min intervals and 
would not be able to identify individuals with peaks that last 
for <5 min. This fact is likely related to the significant difference 
in the associations of HbA1c concentrations and OGTT results 
with the AUC values for peaks of  >140 mg/dL (7.8 mmol/L). 
When we discarded AUC values of 0 among individuals with 
peaks of >140 mg/dL (7.8 mmol/L), this difference disappeared 
(P=0.822 for OGTT, P=0.399 for HbA1c).

Among the individuals with peaks of >140 mg/dL (7.8 mmol/L), 
the association between the AUC values and the OGTT results 
was statistically significant. Furthermore, patients with NGT 
results exhibited relatively high mean and median CGMS values, 
which suggests that they experienced more glucose excursions 
(>140 mg/dL (7.8 mmol/L)), compared with individuals with 
IGT results. Therefore, these patients could be identified using 
CGMS, despite their apparently normal OGTT results.

There are several issues that must be considered when eval-
uating the association of AUC values for peaks of >140 mg/dL 
(7.8 mmol/L) with HbA1c concentrations. First, HbA1c is not 
a good parameter for screening patients with CF, and there are 

Table 3  Percentage of total time (%) for individuals with CGMS peak values of >140 mg/dL (7.8 mmol/L)

n Mean SD Minimum Median Maximum P

OGTT

 � NGT 18 5.56 4.48 0 4.5 14 0.357

 � IGT 10 3.8 4.13 1 2 14

HbA1c

 � Normal (≤6%) 22 5.82 4.46 0 4.5 14 0.027

 � Elevated (>6%) 6 1.67 1.75 0 1 5

P values were calculated using the Mann-Whitney test.
CGMS, continuous glucose monitoring system; HbA1c, glycated haemoglobin; IGT, impaired glucose tolerance; NGT, normal glucose tolerance; OGTT, oral glucose tolerance test.

Table 4  Interstitial glucose values and lengths of CGMS according to OGTT results

CGMS n Mean SD Minimum Median Maximum P

Minimum value (mg/dL, 
mmol/L)

NGT 27 60.8
3.37

12.7
0.7

40
2.2

63
3.5

80
4.4

0.360

IGT 12 56.7
3.15

10.3
0.57

40
2.2

58.5
3.25

73
4.0

Mean value (mg/dL, 
mmol/L)

NGT 27 97
5.38

10
0.55

78
4.33

100
5.5

116
6.44

0.419

IGT 12 95.3
5.29

7.2
0.4

79
4.38

96.5
5.35

103
5.7

Maximum value (mg/dL, 
mmol/L)

NGT 27 174.9
9.7

65.1
3.61

98
5.44

164
9.1

400
22.2

0.773

IGT 12 170.4
9.46

40.9
2.27

119
6.6

158
8.77

267
14.8

Total time (min) NGT 27 4193.5 496 2475.0 4255.0 5800.0 0.573

IGT 12 4151.3 315.1 3520.0 4282.5 4475.0

P values were calculated using the Mann-Whitney test.
CGMS, continuous glucose monitoring system; IGT, impaired glucose tolerance; NGT, normal glucose tolerance; OGTT, oral glucose tolerance test.
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multiple explanations for its poor diagnostic ability in this popu-
lation. For example, glycation can be altered by hypoxia, chronic 
inflammation and shorter red blood cell half-lives, which may 
provide apparently normal values, even in patients with blood 
sugar disorders that are identified during OGTT.10 30 Neverthe-
less, we found six patients with HbA1c greater than 6%, demon-
strating some glucose metabolism disturbance. The associations 
of HbA1c concentrations with AUC values and percentage of 
total time for individuals with CGMS peak values of >140 mg/
dL (7.8 mmol/L) could be explained by hypoxia, chronic inflam-
mation and shorter red blood cell half-life.

Therefore, we recommend retaining OGTT as a standard 
screening tool, based on its low cost and good accessibility, 
although CGMS may be performed for cases with normal OGTT 
results. In this setting, the CGMS provides a good indicator 
of interstitial and plasma glucose concentrations, and is accu-
rate, repeatable and reproducible.15 Several studies have also 
confirmed that OGTT is not the most appropriate method for 
assessing patients with CF, and that CGMS is superior in this 
setting.13 27

Conclusion
Although CGMS can detect hyperglycaemia before OGTT, it 
is unclear whether this undetected hyperglycaemia could affect 
patients with CF. Furthermore, the OGTT cut-off values are not 
ideal for these patients, as glucose concentrations of <200 mg/
dL (11.1 mmol/L) may already have aggravated their underlying 
disease. The present study revealed that patients with apparently 
‘normal’ OGTT results frequently had glycaemic excursions 
that were detected on CGMS, and that their clinical and labo-
ratory characteristics were not useful in discriminating between 
patients who did and did not exhibit these excursions. There-
fore, multicentre longitudinal studies are needed to determine if 
these excursions in patients with CF and normal OGTT results 
have any significant effects on patients’ health.

Contributors  MZMHP and AFR conceived the study, interpreted the data and 
drafted the manuscript. MZMHP sourced the data. MZMHP, AFR, ACG and WJM 
reviewed the medical details of each case. AMM conducted the statistical analysis. 
JDR and AFR reviewed the manuscript. MZMHP designed the study, interpreted the 
data and critically reviewed the manuscript, and is the corresponding author of this 
manuscript. All authors approved the final manuscript as submitted.

Funding  This research received no specific grant from any funding agency in the 
public, commercial or not-for-profit sectors.

Competing interests  None declared.

Patient consent  Obtained from the parents/guardian.

Ethics approval  This study protocol was approved by the Ethics Committee of 
the Faculty of Medical Sciences (757.539). The protocol complied with the ethical 
principles out in the Declaration of Helsinki II and Resolution 196/96 of the National 
Research Ethics Committee.

Provenance and peer review  Not commissioned; externally peer reviewed.

© Article author(s) (or their employer(s) unless otherwise stated in the text of the 
article) 2018. All rights reserved. No commercial use is permitted unless otherwise 
expressly granted.

References
	 1	 Moran A, Pillay K, Becker DJ, et al. ISPAD clinical practice consensus guidelines 2014. 

Management of cystic fibrosis-related diabetes in children and adolescents. Pediatr 
Diabetes 2014;15(Suppl 20):65–76.

	 2	 Quinton PM. Cystic fibrosis: a disease in electrolyte transport. Faseb J 
1990;4:2709–17.

	 3	 Moran A, Dunitz J, Nathan B, et al. Cystic fibrosis-related diabetes: current trends in 
prevalence, incidence, and mortality. Diabetes Care 2009;32:1626–31.

	 4	 Anzeneder L, Kircher F, Feghelm N, et al. Kinetics of insulin secretion and glucose 
intolerance in adult patients with cystic fibrosis. Horm Metab Res 2011;43:355–60.

	 5	 Moran A, Becker D, Casella SJ, et al. Epidemiology, pathophysiology, and prognostic 
implications of cystic fibrosis-related diabetes: a technical review. Diabetes Care 
2010;33:2677–83.

	 6	 Limoli DH, Yang J, Khansaheb MK, et al. Staphylococcus aureus and Pseudomonas 
aeruginosa co-infection is associated with cystic fibrosis-related diabetes and poor 
clinical outcomes. Eur J Clin Microbiol Infect Dis 2016;35:947–53.

	 7	 Brennan AL, Gyi KM, Wood DM, et al. Airway glucose concentrations and effect on 
growth of respiratory pathogens in cystic fibrosis. J Cyst Fibros 2007;6:101–9.

	 8	 Alexander S, Alshagi L, Anderson AK, et al. Clinical guideline for the care of children 
with cystic fibrosis. 6th edn. www.​rbth.​nhs.​uk/​childrencf (cited 30 Jun 2014).

	 9	 Rafii M, Chapman K, Stewart C, et al. Changes in response to insulin and the effects 
of varying glucose tolerance on whole-body protein metabolism in patients with cystic 
fibrosis. Am J Clin Nutr 2005;81:421–6.

	10	 Moran A, Brunzell C, Cohen RC, et al. Clinical care guidelines for cystic fibrosis-
related diabetes: a position statement of the American diabetes association and a 
clinical practice guideline of the cystic fibrosis foundation, endorsed by the pediatric 
endocrine society. Diabetes Care 2010;33:2697–708.

	11	 Brodsky J, Dougherty S, Makani R, et al. Elevation of 1-hour plasma glucose during 
oral glucose tolerance testing is associated with worse pulmonary function in cystic 
fibrosis. Diabetes Care 2011;34:292–5.

	12	 Moran A, Hardin D, Rodman D, et al. Diagnosis, screening and management of cystic 
fibrosis related diabetes mellitus: a consensus conference report. Diabetes Res Clin 
Pract 1999;45:61–73.

	13	 Lek N, Acerini CL. Cystic fibrosis related diabetes mellitus - diagnostic and 
management challenges. Curr Diabetes Rev 2010;6:9–16.

	14	 Dobson L, Sheldon CD, Hattersley AT. Validation of interstitial fluid continuous glucose 
monitoring in cystic fibrosis. Diabetes Care 2003;26:1940–1.

	15	 O’Riordan SM, Hindmarsh P, Hill NR, et al. Validation of continuous glucose 
monitoring in children and adolescents with cystic fibrosis: a prospective cohort study. 
Diabetes Care 2009;32:1020–2.

	16	 World Health Organization. Diabetes mellitus. Report of a WHO study group. World 
Health Organ Tech Rep Ser 1985;727:1–113.

	17	 WHO Multicentre Growth Reference Study Group. WHO child growth standards based 
on length/height, weight and age. Acta Paediatr Suppl 2006;450:76–85.

	18	 Marshall WA, Tanner JM. Variations in pattern of pubertal changes in girls. Arch Dis 
Child 1969;44:291–303.

	19	 Marshall WA, Tanner JM. Variations in the pattern of pubertal changes in boys. Arch 
Dis Child 1970;45:13–23.

	20	 Gibson LE, Cooke RE. A test for concentration of electrolytes in sweat in cystic fibrosis 
of the pancreas utilizing pilocarpine by iontophoresis. Pediatrics 1959;23:545–9.

	21	 Borowitz D, Baker SS, Duffy L, et al. Use of fecal elastase-1 to classify pancreatic 
status in patients with cystic fibrosis. J Pediatr 2004;145:322–6.

	22	 Rodrigues JC, Nakaie CM, Almeida MB, et al. Provas de função pulmonar em crianças 
e adolescentes. Jornal de Pneumologia 2002;28(Suppl 3):207–21. (in Portuguese).

	23	 Godbout A, Hammana I, Potvin S, et al. No relationship between mean plasma 
glucose and glycated haemoglobin in patients with cystic fibrosis-related diabetes. 
Diabetes Metab 2008;34:568–73.

	24	 De Schepper J, Dab I, Derde MP, et al. Oral glucose tolerance testing in cystic fibrosis: 
correlations with clinical parameters and glycosylated haemoglobin determinations. 
Eur J Pediatr 1991;150:403–6.

	25	 Marshall BC, Butler SM, Stoddard M, et al. Epidemiology of cystic fibrosis-related 
diabetes. J Pediatr 2005;146:681–7.

	26	 Tofé S, Moreno JC, Máiz L, et al. Insulin-secretion abnormalities and clinical 
deterioration related to impaired glucose tolerance in cystic fibrosis. Eur J Endocrinol 
2005;152:241–7.

	27	 Moreau F, Weiller MA, Rosner V, et al. Continuous glucose monitoring in cystic fibrosis 
patients according to the glucose tolerance. Horm Metab Res 2008;40:502–6.

	28	 Mozzillo E, Franzese A, Valerio G, et al. One-year glargine treatment can improve 
the course of lung disease in children and adolescents with cystic fibrosis and early 
glucose derangements. Pediatr Diabetes 2009;10:162–7.

	29	 Pu MZ, Christensen-Adad FC, Gonçalves AC, et al. Insulin therapy in patients with 
cystic fibrosis in the pre-diabetes stage: a systematic review. Rev Paul Pediatr 
2016;34:367–73.

	30	 Boudreau V, Reynaud Q, Dubois CL, et al. Screening for cystic fibrosis-related diabetes: 
matching pathophysiology and addressing current challenges. Can J Diabetes 
2016;40:466–70.

 on 17 F
ebruary 2019 by guest. P

rotected by copyright.
http://adc.bm

j.com
/

A
rch D

is C
hild: first published as 10.1136/archdischild-2017-314250 on 29 January 2018. D

ow
nloaded from

 

http://dx.doi.org/10.1111/pedi.12178
http://dx.doi.org/10.1111/pedi.12178
http://www.ncbi.nlm.nih.gov/pubmed/2197151
http://dx.doi.org/10.2337/dc09-0586
http://dx.doi.org/10.1055/s-0031-1275270
http://dx.doi.org/10.2337/dc10-1279
http://dx.doi.org/10.1007/s10096-016-2621-0
http://dx.doi.org/10.1016/j.jcf.2006.03.009
www.rbth.nhs.uk/childrencf
http://www.ncbi.nlm.nih.gov/pubmed/15699230
http://dx.doi.org/10.2337/dc10-1768
http://dx.doi.org/10.2337/dc10-1604
http://www.ncbi.nlm.nih.gov/pubmed/10499886
http://www.ncbi.nlm.nih.gov/pubmed/10499886
http://dx.doi.org/10.2174/157339910790442600
http://dx.doi.org/10.2337/diacare.26.6.1940-a
http://dx.doi.org/10.2337/dc08-1925
http://www.ncbi.nlm.nih.gov/pubmed/3934850
http://www.ncbi.nlm.nih.gov/pubmed/3934850
http://www.ncbi.nlm.nih.gov/pubmed/16817681
http://dx.doi.org/10.1136/adc.44.235.291
http://dx.doi.org/10.1136/adc.44.235.291
http://dx.doi.org/10.1136/adc.45.239.13
http://dx.doi.org/10.1136/adc.45.239.13
http://www.ncbi.nlm.nih.gov/pubmed/13633369
http://dx.doi.org/10.1016/j.jpeds.2004.04.049
http://dx.doi.org/10.1016/j.diabet.2008.05.010
http://dx.doi.org/10.1007/BF02093718
http://dx.doi.org/10.1016/j.jpeds.2004.12.039
http://dx.doi.org/10.1530/eje.1.01836
http://dx.doi.org/10.1055/s-2008-1062723
http://dx.doi.org/10.1111/j.1399-5448.2008.00451.x
http://dx.doi.org/10.1016/j.rpped.2015.12.010
http://dx.doi.org/10.1016/j.jcjd.2016.08.221
http://adc.bmj.com/

	Continuous glucose monitoring to evaluate glycaemic abnormalities in cystic fibrosis
	Abstract
	Methods
	Participants and tests
	Statistics

	Results
	Discussion
	Conclusion
	References


