
January 30, 2025

Pediatric Collaborative Call



Agenda
• Updates from T1DX-QI Coordinating Center, Osagie Ebekozien, 

MD, MPH and Nicole Rioles, MA

• Center Presentations
• SUNY, David Hansen, MD
• Nemours Delaware, Patrick Hanley, MD
• Texas Children’s Hospital, Daniel DeSalvo, MD, Sarah Lyons, 

MD, and Selorm Dei-Tutu, MD



Pediatric Qualitative Opportunity 

• The University of Pittsburgh is conducting a 
qualitative study with a national sample of 
pediatric diabetes centers/practices about their 
current processes for working with schools. This 
study is intended to complement the survey 
data that your center may have shared through 
the T1DX annual survey. The information 
learned through this research will be used to 
help develop strategies to implement 
interventions for diabetes in the school setting.

• Interval interviews are anticipated to last 
between 30-60 minutes

• This study is being conducted by Dr. Christine March 
(PI), who can be reached at 412-692-9156 or 
Christine.eklund@chp.edu, if you have any questions.

mailto:Christine.eklund@chp.edu


2024 Invoicing 
For your Statements of Work with T1D Exchange, all invoices for deliverables completed on or before December 31, 

2024, must be invoiced on or before 5pm EST March 1, 2025. Please work with your finance teams to ensure that we 

receive your invoices as we will be unable to process past due invoices for Calendar year 2024 after 3/1/2025.

Invoice for payment following the deliverables schedule in 1.C and/or 1.D and include deliverable number and date. All 

payments will be made through electronic funds transfer (EFT). Please include your banking information on invoice.

1.Bank account name & address

2.Bank account number

3.Bank account routing number

Invoices should be sent via email attachment.

To: t1dxap@t1dexchange.org

CC: nrioles@t1dexchange.org

linda.crasco@t1dexchange.org

rweathers@t1dexchange.org

Kindly forward this reminder to your finance contacts so that they are aware of the deadline.

mailto:t1dxap@t1dexchange.org
mailto:nrioles@t1dexchange.org
mailto:linda.crasco@t1dexchange.org
mailto:rweathers@t1dexchange.org


Thank you!

Thank you for a 
wonderful journey 
together over the past 
7 years. I truly 
appreciate each and 
everyone of you who 
have made my time at 
T1D Exchange so 
memorable!

Please stay connected 
via LinkedIn (1) Osagie 
Ebekozien MD, MPH | 
LinkedIn or email 
Osagie.ebeks@gmail.com

https://nam12.safelinks.protection.outlook.com/?url=https%3A%2F%2Furldefense.com%2Fv3%2F__https%3A%2Fwww.linkedin.com%2Fin%2Fosagieebekozien%2F__%3B!!KLuPitDw!C_j41Sgvw0QC5mC3IMSq9_ljICqhlKZqni_erm6IyTurjPOq0BJkHx-O826zZj7YpWpFmrXq_qiDl2aa6mA7MqvB%24&data=05%7C02%7Cqi%40t1dexchange.org%7C06b59b40abdf4902920f08dd3a4056c6%7Ca2d9458d2db9476ead1f08c5647501f8%7C0%7C0%7C638730770206772360%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=l%2B3jVXXvw4AaJvEwEmwfj00PuKJ50kLu2%2BK78ZyroL0%3D&reserved=0
https://nam12.safelinks.protection.outlook.com/?url=https%3A%2F%2Furldefense.com%2Fv3%2F__https%3A%2Fwww.linkedin.com%2Fin%2Fosagieebekozien%2F__%3B!!KLuPitDw!C_j41Sgvw0QC5mC3IMSq9_ljICqhlKZqni_erm6IyTurjPOq0BJkHx-O826zZj7YpWpFmrXq_qiDl2aa6mA7MqvB%24&data=05%7C02%7Cqi%40t1dexchange.org%7C06b59b40abdf4902920f08dd3a4056c6%7Ca2d9458d2db9476ead1f08c5647501f8%7C0%7C0%7C638730770206772360%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=l%2B3jVXXvw4AaJvEwEmwfj00PuKJ50kLu2%2BK78ZyroL0%3D&reserved=0
https://nam12.safelinks.protection.outlook.com/?url=https%3A%2F%2Furldefense.com%2Fv3%2F__https%3A%2Fwww.linkedin.com%2Fin%2Fosagieebekozien%2F__%3B!!KLuPitDw!C_j41Sgvw0QC5mC3IMSq9_ljICqhlKZqni_erm6IyTurjPOq0BJkHx-O826zZj7YpWpFmrXq_qiDl2aa6mA7MqvB%24&data=05%7C02%7Cqi%40t1dexchange.org%7C06b59b40abdf4902920f08dd3a4056c6%7Ca2d9458d2db9476ead1f08c5647501f8%7C0%7C0%7C638730770206772360%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=l%2B3jVXXvw4AaJvEwEmwfj00PuKJ50kLu2%2BK78ZyroL0%3D&reserved=0
mailto:Osagie.ebeks@gmail.com






Center Presentation



Diabetes Resources Education 
and Management Support 

(DREAMS):
Program for Adolescents at 

High Risk of Diabetic 
Ketoacidosis



Program Staff

• PIs: Dr. David Hansen, Dr. Roberto Izquierdo
• Diabetes Care and Education Specialists: 

Ann-Marie Hudy, Janine Robbins, Eden Dodd, Cortney Parry
• Psychologist: Dr. Ashely McDuffee
• Social Worker: Beth Evans
• Child Life Specialist: Margaret Nellis
• Registered Dietician: Kathryn Lewis
• QI Team: Jerusha Owusu-Barnie, Joe Erardi
• Management: Beth Wells, Jess Reis, Melissa Stacy



Joslin Diabetes Center at SUNY Upstate 
Medical University

• In 2024
• 3571 individuals with at least 1 visit (Type 1, Type 2, and all 

other endocrine)
• 844 individuals with Type 1 had at least 1 visit
• 84 individuals with Type 1 newly diagnosed 
• 47.4 % are on public insurance
• 76.8% NH White
• 9.4% NH Black
• 7.0% Hispanic





Purpose
• The program is intended to give additional support to 

individuals with diabetes who have been admitted to the 
hospital with diabetic ketoacidosis (DKA) or who have an 
HbA1c that is above 9.0% and at risk for DKA.

• AIM: Decrease DKA admissions and improve HbA1c of 
program participants and increase quality of life for high-risk 
patients over 8 months of program enrollment.



Participant/Family 
Knowledge

Communication
/ Shared 
Decision

Technology
Process/Procedure

Guidelines/
Education

• No way of knowing if they are 
connected to clinic

• Depends on each patient needs 

• Getting patients to join
• Different language
• No peer support groups

• No required training for 
School Nurses, SW, 
guidance counselors 
(support at schools)

• A need for more 
education required for 
support systems

• No set follow – up after 
program 

• A need for more flexible 
schedules

• Lack of transportation to 
program visits

• Needs more guidance on 
diabetes management

• No Support System

• No education telemedicine 
visits

Patients 
with high 

risk of DKA 
and high 
HbA1c 



Program Timeline/ PDSA Cycles

June/July 2019: Develop 
Initial Enrollment 
Criteria, Education 
Curriculum, and return 
to usual care protocol. 

Aug 2019: Began cohort 
of 16 participants. 
Program initially called 
Diabetes Wellness 
Program. 

Aug 2020: 
Second Cohort 
of 16 begins. 

Fall 2022: 
Lessons Learned 
& changes to 
curriculum and 
rolling admission

Nov 2022: Rolling 
Admissions begin. 7 
participants enrolled. 
Program rebranded to 
DREAMS.

Fall 2023: Lessons 
Learned #2 and 
changes to curriculum 
and eligibility criteria. 
added 

November 2023: 
Added psychologist 
to program

November 2023: Began 
Cohort #4 (DREAMS #2): 
Rolling admission of 13 
participants 



Enrollment Process for Cohorts 1 & 2

Identify 
Patient 

• Age range
• # of DKA 

admissions
• HbA1c values
• Provider 

recommendation

Describe 
program 
details

•Monthly:
•NP
•RD or RN for 
education

•SW as needed
•telemed v. in-person

Patient and 
Family agree 
to participate

•First visit is 
scheduled, ideally 
in person, if 
possible

Return to 
usual care

•3 no shows
•For NP or 

education 
visit

•Unable to 
contact for 
follow up



Education Curriculum for Cohorts 1 & 2
Visit 1

•MyChart 
setup and 
usage

•Keeping BG 
log and/or 
downloading 
of devices

•Setting 
SMART goals

•Nutrition 
education 
needs 
assessment

Weekly 
Calls

Visit 2

•Ketone 
review

•Sick day 
guidelines

Weekly 
Calls 

Visit 3

•Hypoglycemia 
protocol

•Review use of 
Glucagon

•Review NY 
driving laws 

(if applicable) 
and importance 
of checking 
BGs

Weekly 
Calls

Visit 4

•Sports and 
exercise 
management

•Technology
•Increasing 
independence

•Identifying 
blood sugar 
patterns

•Making 
changes based 
on patterns

•Establishing 
routines

Weekly 
Calls

Visit 5

•Sports and 
exercise 
management

•Technology
•Increasing 
independence

•Identifying 
blood sugar 
patterns

•Making 
changes based 
on patterns

•Establishing 
routines

Weekly 
Calls

Visit 6

•Independent 
dosing 
changes

•Patient 
choice of 
topic

•Habits for 
maintenance

•“After Hours” 
game



DWP Return to Usual Care Criteria for Cohort 1 & 2

Patient 
enrolled

Lack of 2 
appointments 
with APP and 

Education

Continues to 
cancel or no 

show and then 
reschedule 

Review at DWP 
Meeting

Return to 
usual care

Call made to 
patient by Social 

Work

No answer or no 
attendance to next 

appointment

Call made to patient 
by Social Worker to 

discuss and problem 
solve barriers to 

participation

No answer or no 
attendance to next 

appointment

Patient 
enrolled

Patient expresses 
no longer wanting 
education visits 

OR APP 
appointment 

Patient 
enrolled

Patient shows for 
first visit

Lack of 2 
appointments with 
APP and Education

Return to 
usual care

Call made to 
patient by Social 

Work

Return to 
usual care

Return to 
usual care

Patient 
enrolled

Call made to 
patient by Social 

Work

Patient 
enrolled

Patient cancels or 
no shows for 
Introductory  
Classroom

Visit

Call made to 
patient by Social 

Work

Return to 
usual care



Cohort 1: DKA Data prior to DWP and post DWP
5 5

2

5

2

5

2

7

2 2 2

9

0

3

2

1

0

1 1

0 0

3

0

1 1 1 1

0

1

0 0 0

P A T I E N T  
1

P A T I E N T  
2

P A T I E N T  
3

P A T I E N T  
4

P A T I E N T  
5

P A T I E N T  
6

P A T I E N T  
7

P A T I E N T  
8

P A T I E N T  
9

P A T I E N T  
1 0

P A T I E N T  
1 1

P A T I E N T  
1 2

P A T I E N T  
1 3

P A T I E N T  
1 4

P A T I E N T  
1 5

P A T I E N T  
1 6

Pre Post



Pre and Post Cohort 2: HbA1C
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Lessons Learned from Cohorts 1 & 2 

• Change in scheduling process to decrease no shows and 
rescheduling

• The program was effective for those who attended and completed 
the program

• We need to make our program more accessible for patients who 
are already facing many barriers 

• Don’t need all 6 visits, decreasing the number of visits may help 
participation 



DREAMS  

• To increase participation and reduce those returning to usual 
care:

• Reduced the number of visits from 6        4.
• Changed scheduling process to have some visits follow a visit with a 

clinician.

 



New Curriculum for Rolling Admissions
Pre-Visit

RN DCES 

• Confirm First 
Appt Date/Time

• Review of 
Program & 
Expectations

• Licensed Master 
SW and Child 
Life Specialist 
meet with 
patient in person

• Notify QI Team
• MyChart setup & 

usage

Weekly 
Calls

Visit 1

MD/APP + DCES

LMSW/CCLS (as 
necessary)

• Keep BG Log 
and/or 
Downloading 
of Devices

• Setting SMART 
goals

• Nutrition 
Education 

• Introduce Tech 
if indicated

• Obtain A1c 
(preferably at 
admission)

Weekly 
Calls 

Visit 2

DCES + 
LMSW/CCLS (as 
necessary)

• Ketone 
Testing/Sick Day 
Guideline

• Low Blood Sugar 
Management

• Nutrition 
Education

• Review Blood 
Glucose 

Weekly 
Calls

Visit 3

DCES + LMSW/CCLS 
(as necessary)

• Sport and 
Exercise 
Management

• Technology 

• Achieving a 
greater 
independence at 
school

• Nutrition 
Education 

• Establishing 
Routines

• Review Blood 
Glucose

Weekly 
Calls

Visit 4

MD/APP + DCES 
LMSW/CCLS

• How to identify 
blood sugar 
patterns and 
make changes

• After Hours 
Game

• Review the 
preview topics 
as needed

• Review Blood 
Glucose



Completed 
DREAMS

Returned to Usual Care (Did 
not complete program)

Total Enrollment

n 4 3 7

Age, mean + SD (years) 15.3 + 1.30 19.3 + 0.47 17 + 2.27

Female % (n) 50.0 (2) 66.7 (2) 57.1 (4)

Race

White % (n) 25 (1) 33.3 (1) 28.6 (2)

Black/African American % (n) 75 (3) 66.7 (2) 71.4 (5)

Insurance

Public % (n) 75.0 (3) 100.0 (3) 85.7 (6)

Private % (n) 25.0 (1) 0 (0) 14.3 (1)

HbA1c (%) [mean] at start of program +  SD 14.7 + 2.4 12.1 + 2.6 13.5 + 2.8

HbA1c (%) [mean] ~6-12 months after completion or 
return to usual care

14.4 + 2.6 14.5 + 0.7 14.4 + 2.0
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Lessons Learned DREAMS Cohort 1

• Barriers to self-management and attending appointments are 
multifaceted. Changes to curriculum and reduction of visits appears 
to not mitigate barriers.

• No reduction in HbA1c among those who completed (n=4) program 
but those that returned to usual care (n=3) saw an increase 6-12 
months later. 

• Reduction in enrollment in part because of reduction in DKA 
admissions in total clinic population.

• Some participants may have benefited from extra two visits that were 
discontinued. 



DREAMS Cohort # 2 (11/2023 to Current)

• Added two visits back to curriculum as optional; determined by education 
staff if they deemed extra visits needed.

• Added psychologist to program. 

• Involved social worker with parents/guardians of those in program. 
(Parental Goals)

• Changed eligibility criteria. Allow those with HbA1c of > 9.0% to enroll or 
by referral from clinician.

• Eliminated return to usual care protocol. Return to usual care will be 
discussed with group on case-by-case basis.

• New intervention chart created in Epic to keep track of topics covered in 
each DREAMS visit





Completed 
Program

Returned to Usual Care (Did 
not complete program)

Total Enrollment

n 4 3 13

Age, mean + SD (years) 15.5 + 1.12 16 + 1.63 15.2 + 2.01

Female % (n) 75 (3) 66.7 (2) 76.9 (10)

Male % (n) 25 (1) 33.3 (1) 23.1 (3)

Race

White % (n) 75 (3) 66.7 (2) 69.2 (9)

Black/African American % (n) 0 (0) 33.3 (1) 15.4 (2)

Other % (n) 25 (1) 0(0) 15.4 (2)

Insurance

Public % (n) 50 (2) 66.7 (2) 76.9 (10)

Private % (n) 50 (2) 33.3 (1) 23.1 (3)

HbA1c (%) [mean] at start of program +  SD 11.7 + 1.15 11.8 + 0.97 11.6 + 1.66

HbA1c (%) [mean] at last visit or when returned 
to usual care + SD

10.0 + 1.90 12.5 + 0.85 11.1 + 1.96
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CGM Metrics at Program Completion
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Next Steps/Conclusions

• Finish visits/complete program for those enrolled in recent cohort
• Analyze outcome measures of full cohort

• Determine participant satisfaction of program and get feedback from 
those that completed program

• Continue to try new interventions to address barriers



Center Presentation



Nemours Children’s 

Hospital, Delaware 
Patrick Hanley, MD, MSHQS

January 30th, 2025



• Nemours joined as three different sites last year: 

• Delaware: Site PI Patrick Hanley

• Orlando: Site PI Neha Vyas

• Jacksonville: Site PI Monica Mortensen 
 

About Us



Multidisciplinary Team
• Ped Endo Physicians: 10 

(6.67 cFTE)
• Nurse Practitioners: 4 (3.1 

cFTE)
• Physician Assistant: 1 (0.8 

cFTE)
• Social Worker: 1 (1.0 cFTE)
• Psychologist: 1 (0.2 1cFTE)
• Endo fellow: 1 (July 2025)
• CDCES (3.1 FTE total) 

• Nurses – 2.1 FTE
• Dietitians – 1.0 FTE

Contact Names

Site PI

• Patrick Hanley, MD, MSHQS

• Patrick.Hanley@nemours.org

QI Site Coordinator:

• Ashley Medina, DHSc, MHA, CPHQ, 
CPPS, PMP 

• Ashley.Medina@nemours.org 

Other Team Members:

• Jeffrey Myers (Bioinformatician)

• Jeffrey.Myers@nemours.org

Nemours Children’s Hospital, Delaware 

Volume and Demographics

• 1056 patients with T1D

• Average ~ 110 new onset T1D 
per year

Insurance: 31% Medicaid 

Race/Ethnicity (T1D & T2D)

14%

86%

% Ethnicity

Hispanic or Latino

Not Hispanic/Latino

2%

28%

62%

8%

% for Race

Asian Black or AA

White Some Other Race

mailto:Patrick.Hanley@nemours.org
mailto:Ashley.Medina@nemours.org
mailto:Jeffrey.Myers@nemours.org


• Review sample Diabetes SmartForm patient in Epic BLD

• Review features in Diabetes LHS

• Knowledge Base LHS

Diabetes SmartForm & Learning Health System (LHS)

https://kb.nemours.org/


Process Measure: Patient Scheduling 



• Investigate reasons for decreased CGM utilization.

• Increase CGM utilization in patients with HbA1c 
>8.5% by 10% by July 2024. 

Continuous Glucose Monitor Utilization Project AIMs 



Baseline Data for CGM Utilization

CGM Prescribed A1c > 8.5% (N=322) Percent of 
Total

A1c < 8.5% 
(N=752) Percent of Total

Yes 283 88% 703 93%

No 35 11% 38 5%

Not documented 4 1% 11 2%

CGM Used Reliably A1c > 8.5% (N=322) Percent of 
Total

A1c < 8.5% 
(N=752) Percent of Total

Yes 179 56% 615 82%

No 104 32% 48 6%

Not documented 39 12% 89 12%



Core team: Diabetes NP, QI Specialist, 2 Endocrinologists, Medical 
Student.  

Changes implemented:

• Patient questionnaire 

• Standardized definition for documenting using CGM reliably  

• Created and distributed a CGM tipsheet 

• Added automatic billing to documenting CGM usage in SmartForm

• Collected feedback on CGM tipsheet  

Interventions in CGM Utilization Project 



Standardize “Reliably” for CGM Use



CGM Tipsheet



Added Billing to CGM Documentation in Diabetes SmartForm 



Run Chart for CGM Project



Control Chart for Patients with A1c > 8.5%



Thank you for your time – questions or feedback?

cartoons about living with diabetes. Archives - Glasbergen Cartoon Service

Patrick.Hanley@nemours.org

https://www.glasbergen.com/ngg_tag/cartoons-about-living-with-diabetes/page/3/
mailto:Patrick.Hanley@nemours.org
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Texas Children’s Diabetes Care 

Division of Pediatric Diabetes & Endocrinology

Daniel DeSalvo, MD

Sarah Lyons, MD

Selorm Dei-Tutu, MD, MPH

T1D Exchange QI Collaborative – January 2025 Pediatric Collaborative Call



Diabetes clinic information

Locations
Houston: 6 clinics and 3 hospitals
Austin: 1 clinic and hospital
 

Faculty and staff
Pediatric endocrinologists: 35
Advanced practice providers: 9
CDCES FTE: 29 (includes 3 remote)
RD FTE: 10
Social workers FTE: 6
Psychologists: FTE: 2

FY2024 patient demographics 
Type 1 population: 3396, new 
onset: 358/yr
 Insurance: 38% public 
Race/ethnicity: 40% non-
Hispanic white, 31% Hispanic, 
21% non-Hispanic Black, 8% 
other
 

Type 2 population: 779, new 
onset: 124



Quality Infrastructure:

Inpatient Ambulatory

  

Community Education  At-Risk

Data Analytics

Training & Education



Operational LeadPhysician Lead

Dr. Rona Sonabend
Care Process Team Lead

Mrs. Rhonda Wolfe, RN
Care Process Team Lead

Melissa Marshall, RN
Daniel DeSalvo, MD

Clinic Process

Siripoom McKay, MD
Inpatient Process

Grace Kim, MD
Mili Vakharia, APP

Education

Selorm Dei-Tutu, MD
Becky Butler, LMSW

At Risk Population

Bonnie McCann, MD
Lisa Setchfield

Community Collaborations

Dr. Sarah Lyons
Care Process Team Lead

Physician Lead

Mr. Curtis Yee
Care Process Team Lead

Operational Lead

Diabetes Care Process Team Structure:



2024

2018

2015

2013

6
87

2021

123

185

135
RN

Dietitian

Diabetes 
Educator

MD

Chaplain

SW

Child Life
APP

Administrator

Psychologist

Analyst

Team Member Growth:



AMBULATORY 
Team meets monthly

LARGE GROUP CARE PROCESS TEAM
Teams meet every week (8 week rotation)

EDUCATION
Team meets bi-weekly

AT-RISK CPT
Team meets bi-weekly

INPATIENT CPT
Team meets bi-weekly

COMMUNITY 
Team meets monthly

BRAINSTORMING

Team meets monthly TECHNICAL

Team meets monthly

Well – Oiled Machine:



Category Classification Metrics IOM Domain

General

Outcome Emergency department visits/hospital admissions for potentially preventable 
events (established patients)

Effective, Safe

Process
Percentage of patients treated by providers and ancillary service within 
timeframes endorsed by national guidelines (includes new and established 
patients)

Effective, Timely

Outcome
Percentage of children whose community providers have utilized educational 
tools within EPIC, patient-specific documents within EPIC (e.g., portable medical 
summary)

Care Coordination

Screening
Process

Adherence to screening procedures as defined by national guidelines for the 
following: cholesterol; blood pressure, thyroid disease; eye exam; micro albumin, 
celiac disease and depression

Effective, Efficient

Treatment / 
Management

Outcome Percentage of patients above HbA1c target (7.5) or poor control (>9) 
(stratify by age) Effective, Safe

Structural/ 
Process

Development of a decision tree for strategies to address glycemic control (e.g., 
referrals for social work – psychology consult – diabetes educator vs. dietician – 
case management/care coordinator).  Utilization of a risk-assessment score to 
determine the appropriate strategies described in the aforementioned measure

Effective, Efficient, Care 
Coordination

Structural/ 
Process

Development of an educational pathway.  Adherence to educational pathway (all 
patients will undergo initial training and are re-assessed on condition-specific 
topics)

Patient Centered 

Diabetes Scorecard:



Successes:
2013
• Launch
• Data analytics
• Balanced scorecard
• Insulin guidelines
• Education handbook

2014
• Inpatient diabetes unit
• Order sets
• Nursing education pathway
• Family centered rounds

2015
• Expansion to 5 teams
• New onset risk score
• Diabetes action plan
• Hospital follow-up visit

2016
• Comorbidity screening
• Ancillary touchpoints
• Diabetes psychologist
• School orders
• National collaborative

2017
• EMR health registry
• Preclinic planning
• High risk social worker
• Advanced education 
• Community outreach 
• TCHP partnership

2018
• Readmission bundle
• Clinic passport
• Psychosocial assessment
• School nurse conference

2019
• Access initiatives
• Depression screening
• Cholesterol management

2020
• Telehealth
• Food Insecurity
• State Medicaid advocacy

2021
• MyChart questionnaires
• Sick day visits
• Advanced technology
• Nurse coordinator

2022
• Medical nutrition therapy
• Toddler diabetes program
• Hypoglycemia management
• Prediabetes pathway
• Remote patient monitoring 

program

2023
• New to technology clinic
• Transition to adult care 
• Type 1 prevention

2024
• AID system expansion
• Wrap around care for high-risk 

patients
• New onset type 2 pathway 

and med use



SIT Down T1D!  -  Screening & Intervention To Delay T1D



T1D Exchange QI Collaborative – T1D Screening Project

• Collaboration with:

• Lurie Children’s Hospital of Chicago

• Children’s National Hospital

• University of Indiana

• Rady Children’s Hospital (UCSD)

• University of Florida  



Fishbone Diagram – T1D screening and intervention



Key Driver Diagram – T1D screening and intervention



T1D Screening Project: Implementation Rolling Action Item List

AIM: Increase by at least 15% (from baseline) the proportion of people screened for T1D in 18 months. (June 2024- Dec 2025)

Key Driver Intervention PDSA Point Person Progress Note Next Steps Status

PCPs unaware of 

need for T1D 

screening

PCP education on T1D screening, 

staging, and prevention

1) TCP live Webinar (Aug 2024) led by Lauren Culbreth and Dr. 

Aguirre

2) Webinar was shared with external Pediatric offices (Oct 2024)

Daniel DeSalvo Webinar complete • Booster education Adopted

No current model for 

T1D prevention clinic 

or mechanism for 

referral

Utilize new referral mechanism for 

PCPs

1) PCP referral type update: “Screening and staging to delay 

type 1 diabetes” (Aug 2024)

2) Algorithm for central scheduling at TCH update to schedule 

into SIT Down T1D clinic (Aug 2024)

3) Education about new referral type at TCP Webinar (Aug 2024)

4) Education about new referral type to TCH Pediatric 

Endocrinology faculty and fellows (Sep 2024)

5) Based on feedback from TCP providers, change referral to 

"Pre-symptomatic screening for type 1 diabetes" with just 1 

click

Curtis Yee 

(practice 

administrator)

• Expand clinics once 

they are booked 3 

months out

Adopted

Patients/families 

unaware of need for 

T1D screening

Multimodal education to patients 

and families

1) New onset binder (July 2024)

2) Flier in exam rooms (Sep 2024)

3) Future: MyChart letter to current T1D patients

Melissa 

Marshall (Clinic 

Manager)

Binder and flier 

complete

• Discuss plan for 

MyChart message

In-

process

No current model for 

T1D prevention clinic 

or mechanism for 

referral

Schedule pre-diabetes referrals 

with normal BMI in SIT Down T1D 

clinic

1) Meet with clinical lead for pre-diabetes – Dr. Horne (Oct 2024)

2) Revise protocol so that pre-diabetes referral with BMI <90th%, 

age <10y, +autoimmune condition, goes to SIT Down clinic 

(Nov 2024)

Dr. Horne and 

Curtis Yee

Referral algorithm 

updated Nov 2024

• Track progress In-

process

Patients/families 

feeling overwhelmed 

with diagnosis

Psychology involvement 1) Meet with diabetes psychologists (Drs. Gallagher and 

Carreon) – Jan 2025

2) Consider having separate telemedicine vs. shared 

medical/psychology visit

Dr. Gallagher Meeting Jan 2025 • Pilot referrals In-

process

Families seeking 

interventions to aid in 

delay of Stage 3 T1D

Addressing nutrition 1) Provider discusses avoidance of concentrated sweets

2) Include Smartphrase in patient message (AVS) after visit 

concluded

3) Consider referral to RD on case-by-case basis (Jennifer 

Cleveland, RD)

Jennifer 

Cleveland, RD

Jennifer accepting 

referrals

• Pilot with Jennifer 

Cleveland

Adopted



SIT Down T1D!  -  Screening & Intervention To Delay T1D

• Telemedicine clinic with Lauren Culbreth, 
PA-C launched in June 2024

• Epic Pop Health T1D Screening Registry, 
Smartform, documentation, dashboard, and 
reports

• PCPs can refer siblings for “Screening 
and staging to delay type 1 diabetes” 

• TCP webinar with PCPs August 2024



SmartForm for T1D Screening & Staging



T1D Screening & Staging Registry - Dashboard



SMART Aim: Increase, by at least 15% (from baseline), the proportion of 
people screened for T1D in 18 months (from June 2024 – December 2025)



ROCKET T1D: Remote Outreach 
& Care for Kids’ Empowerment 
and Technology use in T1D



The state of T1D at Texas Children’s Hospital in 2021

• Over 5 years, A1c trend 
barely budging

• Widening gap between 
privately and publicly  
insured status



We needed a paradigm shift in care… 

And at that time, the Helmsley 
Charitable Trust announced a 
Diabetes Clinic Innovation grant



ROCKET T1D RPM Program

Remote Outreach & Care 
for Kids’ Empowerment 
and Technology use in T1D

Overarching Aim: To empower youth and their families 
to leverage emerging technology, improve diabetes self-
management habits, and achieve their self-care goals to 
thrive with T1D 



3 Major Components of Project

1) Remote patient 
monitoring (RPM): 

via EMR diabetes 
registry and Glooko 
Population Tracker

2) Predictive 
analytics: 

validated DKA risk 
score (RI-DKA)

3) Timely 
interventions:

tailored care by 
diabetes team



RPM Program

Launch: Active participation 
phase with clinical outreach 
focused on diabetes 
management habits 

Orbit: RPM phase with 
periodic data review and 
therapy adjustment if needed

Target Population:
1. All new onset T1D patients
2. Established patients with

• Moderate to high RI-DKA 
score

• Starting new technology
• Recent DKA



Intervention: Remote Patient Monitoring

Care team

2 CDCES for new onset Launch
3 CDCES for Established Launch 
and Orbit
Fellow

Social Worker → Community 
Health Worker 

Program coordinator 

PIs and Co-Is

Mission Control Meetings

Remote platform

Cloud-connected device data
Communication via

-telehealth visits 

-MyChart

-Phone: ROCKET T1D line

Education & goals

ROCKET T1D ‘Flight manual’
-Diabetes self managements 
habits
-Sick day management

-Troubleshooting devices

-Other family goals related to 
T1D



Process Map



Ro

EMR Tools: TCH Diabetes Registry



RPM using Glooko Population Tracker

✓ Syncs data in real-time
✓ Access remote data on-demand 

as interactive reports
✓ EMR integration



Launch Phase: Anchored by the 6 Habits

In collaboration with Joyce Lee, 
MD MPH; Ashley Garrity, MPH; 
and Justine Ross  



ROCKET T1D Flowsheet & Dashboard

Ro

Ro



3 Major Components of QI, Clinic Innovation Project

1) Remote patient 
monitoring (RPM): 

via EMR diabetes 
registry and Glooko 
Population Tracker

2) Predictive 
analytics: 

validated DKA risk 
score (RI-DKA)

3) Timely 
interventions:

tailored care by 
diabetes team



History of Predictive Analytics at TCH

2013
RI-PGC developed and in Epic

2015
RI-DKA developed and in Epic

2019
Extra Care cohort developed with dedicated SW

2021
High Risk care team (SW and RN) start using RI-DKA with patients

2023
Pt outreach encounter developed; HELLO and REACH registry built 

Slide credit: Selorm Dei-Tutu, MD



RI-DKA Score



Score Category

-3.5 – 2 Low risk

2.5 – 6.5 Medium risk

7 – 10 High risk

10.5 – 14 Very high risk

Risk 
levels 
color-
coded

Risk score 
with 
change
over user-
specified 
timeframe

Factors contributing to risk 
and their change over time



Diabetes 
Registry

HELLO

REACH No Show

Rocket 
T1D

SIT DOWN 
T1D CHW

Selorm Dei-Tutu, MD
Rebecca Butler, LMSW
Amelia Martinez, RN



HELLO vs REACH



REACH Intervention Examples



Epic Tools to Enable Proactive Care



REACH Scorecard

REACH Metrics of Interest 1/7/2025 Avg 2024

Relative % 

change over 

2024 Avg

Prior Month 

12/5/2024 Improvement

HbA1c                                           mean 11.00 11.27 2% 11.1 lower good increase bad

   %>12 0.34 0.42 12% 0.37 lower good increase bad

   %<9 0.19 0.19 0.21 increase good lower bad

   %<7.5 0.03 0.03 0.03 increase good lower bad

ED Visits after enrollment 0.33 0.29 -22% 0.35 lower good increase bad

DKA past 12 mo. 0.38 0.44 14% 0.38 lower good increase bad

RI-DKA Score                               mean 7.90 8.80 9% 8.00 lower good increase bad

Pump use 0.37 0.30 -19% 0.36 increase uptake good decrease bad

CGM use 0.70 0.64 -6% 0.68 increase uptake good decrease bad

PHQ9 administered 0.22 0.17 -5% 0.18 increase uptake good decrease bad







Community Health Worker Program

Extension of the Extra Care team with focus on 5 goals:
• Improve appointment management and communication with the care 

team
• Increase access to healthy food 
• Navigate barriers to access in diabetes technology
• Apply for public benefits and patient assistance programs
• Support transition to adult care provider

Meghan Craven, MD, MPH
Adrina Jones, CHW



Examples of Community Health Worker support

• Utility assistance
• Cellphone service
• Rent assistance
• Career center
• Diaper depot
• Food pantry

Connect to community resources

• SNAP benefits
• County healthcare services

Assist with applications

• Pump training
• Clinic visits

Assist with appointments



Thank You
rebecca.aguirre@bcm.edu
lauren.culbreth@bcm.edu
desalvo@bcm.edu
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