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For review

▪ Type 1 diabetes mellitus is an autoimmune disease with an 
unknown cause, and currently no cure

▪ The only treatment for Type 1 diabetes is insulin, either via 
injections or infusion via an insulin pump

▪ The only way to determine if insulin has been dosed correctly is 
via monitoring blood sugar on a regular basis (> 4 times/day)

▪ As average blood glucose increases, complications arise

▪ Severe complications can arise from either hypo- (too low) or 
hyperglycemia (elevated blood sugar)



For review

▪ From census.gov, there are approximately 958,000 persons < 18 years 
of age in Oklahoma as of July 1, 2018

▪ Prevalence of Type 1 diabetes is roughly 1/300

▪ By my estimate, at least 3,200 Oklahoma children with Type 1 diabetes

▪ The American Diabetes Association (ADA) updates their Standards of 
Care yearly, from evidence-based medicine, on all aspects of 
treatment (insulins, devices, monitoring, therapies, etc.)

▪ Devices discussed today are not specific endorsements



2019 ADA Standards of Care
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Insulin pumps

▪ Can assist with achieving targeted glycemic control regardless of age

▪ Reduces chronic complications



Personal CGM: Non-Adjunctive Approval

❑ 10-day wear

❑ Remote monitoring

❑ 14-day wear

❑ Lower cost 

❑ No alarms without 
sensor scan

❑ Remote monitoring
❖ Dependent on user



Artificial Pancreas Systems (APS) Available

❑ Predictive Low Suspend
❖Using Dexcom G6 sensors

❑ Hybrid Closed Loop 
or manual mode with 
suspend on low or 
suspend before low
❖Using Medtronic 

Guardian 3 sensors

❑ Other pump systems have 
recently been approved as well



From the clinic

▪ Routine blocks to care:

▪ Lack of access to appropriate treatment options

▪ Insulins

▪ Psychological counseling

▪ Ketone monitoring

▪ Pumps and their accesories

▪ Continuous Glucose Monitors

▪ Forced changes to care are out of physicians’, patients’, and 
family control



Just one example of our concern

https://www.jdrf.org/blog/2019/02/04/in-a-step-backward-unitedhealthcare-changes-policy-to-limit-insulin-pumps-for-children/



T1D Exchange Clinic Registry

A Snapshot of Type 1 Diabetes

in the United States

A Helmsley Charitable Trust Initiative



Average Current HbA1c by Age (1/1/16 – 3/31/18, n=22,697)

*≤2 years old and ≥80 years old are pooled

Up to 10% increased 
insulin variability 
overnight vs. adults

Diabetes Care. 2019 Jul;42(7):1344-1347. 



% Meeting HbA1c ADA Target by CGM Status and Insulin 
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CGM Use by Year, nationwide
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Occurrence of DKA by CGM Use Status
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Occurrence of Severe Hypoglycemia by CGM Use Status

4.5%
3.4%

2.6%

4.0%

5.3%

6.8%6.9%

5.3% 5.4%
6.0%

8.3%

10.7%

0.0%

5.0%

10.0%

15.0%

Overall 6-<13 13-<18 18-<26 26-<50 ≥ 50

Age (years)

CGM Non-CGM

1 or more SH events (seizure/LOC) reported 

by participant in past 3 months



My conclusions

▪ CGM’s and pumps improve the lives of children with diabetes

▪ Children should not be limited in their access to care

▪ Life changes should not result in treatment changes

▪ Individualized care should be determined ultimately by the 
patient, their family, and their treatment team, based on the 
best evidence available


