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Agenda
o Updates from TIDX-QIl Coordinating Center, Nicole Rioles, MA

o Presentations

o Indiana University, Tamara Hannon, MD, MS; Katie Haberlin-Pittz,
MPH, CHES, CHWC

o UC Davis, Rachael Lee FNP-BC,CDCES, BC-ADM
o Cincinnati Children’s, Sarah Corathers, MD
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Learning Session November 11-12, 2025, Atlanta, GA o O

® Tues-Wed, Nov 11-12th

® Hotel: The Whitley Hotel Atlanta

Buckhead. 3434 Peachtree Rd NE,
Atlanta, GA 30326 THE WHITLEY

® Planyour travel for arriving on the ATLANTA BUCKHEAD
afternoon of Monday November 10th
and departing on the late afternoon
or evening of Wednesday November

12th R

® Link for registration

® TIDX will cover two hotel nights for
two guests.
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https://311qr.share.hsforms.com/2BBdoVcdqT5SsWDMb8l09xg?__hstc=123514260.a806f3ec023a24d00fdb7bcd0a84e2d2.1747235072186.1750854072552.1750939629108.7&__hssc=123514260.1.1750939629108&__hsfp=2351991003
https://311qr.share.hsforms.com/2BBdoVcdqT5SsWDMb8l09xg?__hstc=123514260.a806f3ec023a24d00fdb7bcd0a84e2d2.1747235072186.1750854072552.1750939629108.7&__hssc=123514260.1.1750939629108&__hsfp=2351991003

Learning Session Abstracts

T1D Exchange has opened a call for abstracts for the November
Learning Session

* Abstracts will be considered for publication in the Journal of
Diabetes as well as for oral or poster presentations at LS.

* Clinics are welcome to submit on TID and T2D topics
* Link for the abstract submission
oThe link includes ideas for topic areas of interest
o Page also shows JOD formatting requirements
o Submission deadline: 8/15
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https://t1d.iad1.qualtrics.com/jfe/form/SV_ewEvi4ThwBe2vCm?_hsenc=p2ANqtz-_GNrwV-Z_p4KUDA0x8R11IzOczZDldb81DZuJ0TgjY0Ow8740yimRfCWrnuh4RWVKNXqkk0hpVYF6L4pwTyUbcnI9aTg

Annual Survey deployment
T1D Exchange will be releasing the 2025 Annual Survey on 8/18.

* One survey should be completed by each clinic.
« Deadline for survey completion is 10/1/2025

o Abstract submissions for 2026 ADA
o Manuscript opportunities for 2026 (7-8)
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2025 Annual Survey Topic Areas

* Center demographics, staffing, and structure
* TID Screening, Staging, and Monitoring

° 4T

* Dietician support

* Health equity

* Healthcare transition

* GLP-1use in children with T2D

* Economics

 TIDX-QI Portal

* TIDX-QIl experience
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Invoice deadline SOW work ending in June 2025

All invoices must be received by 8/15/2025 deadline.
Consult your SOW for deliverable details.

Contribute to the quality improvement Collaborative, as

described in sections 1.c. and 1.d.i. Jan1,2025 | Jun 30, 2025

Appendix B: Invoicing

Please invoice for payment following the deliverables schedule in 1.D. Please 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: Nicole Rioles- nrioles@tldexchange.org

CC: Rene Weathers- rweathers@t1dexchange.org .
Linda Crasco- linda.crasco@tldexchange.org ;(0 .‘ﬁg} D
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Problem Areas in Diabetes-Teen (PAID-T)
Implementation

Pl: Tamara Hannon, MD, MS

Site Coordinator: Katie Haberlin-Pittz, MPH, CHES®, CHWC

@& Riley Children's Health

——Q¢ Indiana University Health




Diabetes Team

= Physician: 18 FTE

= NP/PA: 6.9 FTE

= Social workers: 2.8 FTE
= RN CDCES: 6.3 FTE

= RD CDCES: 5.4 FTE

= Psychologist: 1 FTE

= MA: 4 FTE

INDIANA UNIVERSITY

SCHOOL OF MEDICINE

Riley T1 Diabetes Patients

= Total diabetes patients: 1,782
- Typel: 1,600
— Approx # of new diagnoses of T1 per year: ~175

" [nsurance
- 56% private
- 44% Medicaid

= Clinic sites across the state (Indianapolis, Carmel,
Ft. Wayne, Evansville, Bloomington, South Bend)




Background

= Adapted from PAID questionnaire for adult population
= 14-item tool for validated for teens
= Examines diabetes-related distress
= Asks how bothersome items are on 1 to 6 scale in the last month
= Can provide more insight than only depression and anxiety screeners
= High diabetes-related distress can be associated with:
oSuboptimal self-management
oElevated Alc
oMore frequent severe hypoglycemia
olmpaired quality of life
olncreased chance of "diabetes burnout”
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INDIANA UNIVERSITY

SCHOOL OF MEDICINE

9.

. Feeling sad when | think about having and living with

diabetes.
Feeling overwhelmed by my diabetes regimen.

Feeling angry when | think about having and living with
diabetes.

Feeling “burned-out” by the constant effort to manage
diabetes.

Feeling that | am not checking my blood sugars often
enough.

Not feeling motivated to keep up with my daily diabetes
tasks.

Feeling that my friends or family act like “diabetes
police” (e.g. nag about eating properly, checking blood
sugars, not trying hard enough).

Feeling like my parents don't trust me to care for my
diabetes.

Missing or skipping blood sugar checks.

10.Feeling that | am often failing with my diabetes

regimen.

11.Feeling like my parents blame me for blood sugar

numbers they don't like.

12.Feeling that my friends or family don’t understand how

difficult living with diabetes can be.

13. Worrying that diabetes gets in the way of having fun

and being with my friends.

14.Feeling like my parents worry about complications too

much.

Not A Moderate Serious
Problem Problem Problem
1 2 3 4 5 6
1 2 3 4 5 6
1 2 3 4 5 6
1 2 3 4 5 6
1 2 3 4 5 6
1 2 3 4 5 6
1 2 3 4 5 6
1 2 3 4 5 6
1 2 3 4 5 6
1 2 3 4 5 6
1 2 3 4 5 6
1 2 3 4 5 6
1 2 3 4 5 6
1 2 3 4 5 6




Aims

= Primary aim: Each T1D patient screened with PAID-T annually

= Secondary aim: Patients with score 44 or higher addressed in real-time at clinic visit
= Tertiary aims: Document process in EMR

INDIANA UNIVERSITY

SCHOOL OF MEDICINE



Process:
*  Clinic flow inconsistent between clinic types (T2 vs. T1. vs pre vs.
endo) which can be confusing
o o . Long wait times to get patients into exam rooms
F I S h b O n e D I a g ra m «  Hard to implement new forms into workflow
*  Who? Front desk vs MA vs CDCES vs MSW
*  Patients who express distress may be concerned with lack of
immediate follow-up

* Wil providers remember to check before meeting with patient?
How to address positive screenings?
*  How quickly can social work team respond to positive screening .

Primary outcome: Each
form? T1D patient screened with
PAID-T annually

= Secondary outcome: Patients
with score of 44 or higher >
addressed while still at clinic

visit
People: = Tertiary: Document process in
Staff EMR
*  Sw-high case load; may not be at clinic for real-time response
Product: *  Front desk-unaware of form V
*  Using paper forms creates extra steps for staff (data »  Providers- time with each patient limited; will they remember to look at
entry into Cerner/other database) responses; unsure of how to respond to positive screening
*  Unable to be integrated into Cerner «  Staff unaware of form use in clinic
*  Once widespread, will be burdensome to enter

) ) Patients/families
responses into Redcap database for tracking . Anxious to leave dlinic if wait times long

*  Easy to skip second page of form «  Caregivers fill out form instead of patient
*  Have social needs that take priority

*  Patients leave responses blank or forget to complete second page
* Discouraged if distress is disclosed and not addressed

INDIANA UNIVERSITY

SCHOOL OF MEDICINE




Key Driver Diagram

Primary aim:
Each T1D patient
screened with
PAID-T annually

Secondary Aim:
Patients with score of 44 or
higher addressed while still

at clinic visit

Tertiary Aim:
Document process in EMR

INDIANA UNIVERSITY

SCHOOL OF MEDICINE

Primary Drivers

Lack of Data

Lack of timely
follow-up

Lack of knowledge
about form

Change Ideas

Document scores in Redcap

Report weekly scores > or equal to 44 to SW
WA score forms in real time at clinic visit
Incorporate form into EMR during Epic
transition

Scores > or equal to 44 are sent to SW team via
Diagnotes channel

SW team addresses patient while still at clinic
visit

Contact within 2 weeks if unable to meet at
clinic

QR code in exam room with patient resources

Scan form into EMR

Provider training by SW staff

Share resources with providers from 2024
Learning Session




PDSA 1

Patient meets with SW
. SW administers PAID-T
team as needed during "
on paper if time allows

appt

T1D patient at

MPC1 for appt

Responses
entered in Completed form put in

folder in clinic space

PDSA 1: Social workers administer when able

Started: 10/4/2023
Ended: approx. 1/15/2024

INDIANA UNIVERSITY Total responses: 5
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Observations/Barriers PDSA 1

* 2 MSWs with large patient load; often cover satellite clinics across state

* Social work time/workload

* Process made it easy for SW to forget

* Patients had other social needs that required immediate attention

e Unsure what to do with patients who respond 5/6 to a question or otherwise indicate high distress

e Other staff support issues

 ADAPT process for PDSA 2

\ g G}' INDIANA UNIVERSITY
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PDSA 2

T1D patient at
MPC1 for appt; Providers administer

Hannon or YAT form; forms kept in exam

Provider reviews

) responses
clinics rooms

Responses

entered in Completed form putin
Redcap folder in clinic space

database

Diabetes-
related distress

indicated?

PDSA 2: Goal to increase by 100% from PDSA 1
Start date: January 17, 2024 Social work consult

requested

INDIANA UNIVERSITY

SCHOOL OF MEDICINE
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Observations/Barriers PDSA 2

= New LCSW liked using the form with patients
= We collected 15 new responses which exceeded our prediction of an increase of 100% (10 total)

= Relying on social workers alone is not an efficient way to collect responses from a large

population.

=  Want to incorporate the PAID-T into the normal patient paperwork packet for diabetes patients at
MPC1.

= |nvolving the front desk staff and incorporating into clinic workflow in the next PDSA will be
helpful.

= Adapt process for PDSA 3

\ g G}' INDIANA UNIVERSITY
m SCHOOL OF MEDICINE




PDSA 3

Patient at Eront desk staff Completed form scanned

MPC1 for appt; administer form with into Cerner by front desk

check-in at
ini staff
front desk other clinic paperwork

Social work consult
requested

Completed form put in
folder in clinic space

Diabetes-
related distress Provider reviews

Responses e completed form in Cerner
entered in

Redcap
database

PDSA 3: Goal to increase by 100% from PDSA 2
Start date: April 22, 2024

INDIANA UNIVERSITY

SCHOOL OF MEDICINE

| Riley |
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Observations/Barriers PDSA 3

= Easy to collect responses by including the PAID-T in the patient paperwork packet.

= As of 7/22/2024, collected/entered at total of 501 records total (around 475 since
last PDSA cycle).

=" The process integrated into normal clinic paperwork.

=" Need plan to notify the providers and social workers of scores >44 in real-time
while the patient is still at the clinic visit.

= Forms were not being scanned into Cerner so providers were not aware
of positive results

= Adapt for PDSA 4

INDIANA UNIVERSITY

SCHOOL OF MEDICINE
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PDSA 4

Front desk staff reviews
MPC1 clinic schedule for Patient at MPC1 for appt; Front desk staff

diab pts who have >1 yr . . . .
since last completing check-in at front desk administer form with

PAID-T other clinic paperwork

Responses
enteredin Completed form put in

Completed forms scored
and scanned into Cerner

Redcap folder in clinic space by front desk staff

database

Social work contacts FHELIE E13ELS 7 efimclnee Front desk staff copies PAID-

' . . . . roviders and social work
family while still at clinic . . wmm | and adds to paperwork
" " to scanned form in Cerner . . .
or within 2 weeks of visit to notify * given to providers for review

INDIANA UNIVERSITY

SCHOOL OF MEDICINE
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Observations/Barriers PDSA 4

=  We learned that this cycle may work in the future for our site, but right now we need to scale it
back

= No clinic manager/short-staffed

= |n the short term run weekly reports of scores >44 and send those names to social work or Kelsey.
They will address responses with patients through resources, counseling, etc.

= Abandoned cycle and went back to process from PDSA 3

INDIANA UNIVERSITY

SCHOOL OF MEDICINE
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PDSA 5

Diabetes patient at
MPC1 for appt; Front desk staff Completed forms scanned

check-in at front administer PAID-T with into Cerner by front desk
desk other clinic paperwork staff

Weekly Redcap report
with scores >44; names
sent to Kelsey in Cerner

message

Responses entered and
scored in Redcap
database

Kelsey contacts
family within 2
weeks of clinic visit

INDIANA UNIVERSITY

SCHOOL OF MEDICINE
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Observations/Barriers PDSA 5

= 5-10diabetes patients per week at MPC1 had a score of > or = 44.

= A message was sent to LCSW in each patient's chart with their high PAID-T score.
=  LCSW did reach out within 2 weeks from clinic visit and offer services.

= Need to integrate newly hired psychologist into process.

= While the team was able to access patients within 2 weeks of their diabetes appointment a MPC1,
it was agreed that we need a better way to reach out to patients with a score of 44 or higher while
they are still at clinic.

= Adapt process for PDSA 6

INDIANA UNIVERSITY

SCHOOL OF MEDICINE
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PDSA 6

Diabetes patient at
MPC1 for appt;
check-in at front
desk

Responses entered
and scored in
Redcap database

SCHOOL OF MEDICINE

k-

INDIANA UNIVERSITY

Front desk staff distribute
PAID-T with other clinic
paperwork

Completed forms scanned
into Cerner by front desk
staff

SW team addresses
patient while still at clinic
visit

MA staff score PAID-T and
return form to patient’s
paperwork stack for
provider review

Score >

or =
447

MA staff message SW
work team (Diagnotes)
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Current Observations/Barriers PDSA 6

= So far process seems to be effective in notifying SW team of positive scores

= A few patients may be missed if social workers and psychologists are working with other families

INDIANA UNIVERSITY

SCHOOL OF MEDICINE



Current results - Number of Patients Screened with PAID-T

Run Chart: PAID-T Screening Implementation Over Time

180
160
140
120
100
80
60
40
20

Screening Count

PDSA Month PDSA
CYCLE 3 CYCLE S

This run chart shows the number of unique patients who completed a PAID-T
screening each month.

To avoid overcounting, we only included each patient’s first screening during the 12-
month period, in line with the goal of one annual screen per patient.

INDIANA UNIVERSITY

SCHOOL OF MEDICINE
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Current results - Monthly Screening Rate

100% - 95%
90%
80%
70%
60%
90%

40%

Percentage

30%

20%

10% -
2

0% T T T T T T T T T T T T 1
Mar-24 Apr-24 May-24 Jun-24 Jul-24  Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25

The monthly screening rate reflects the number of unique first-time PAID-T screens divided by the total number of clinic appointments that month.
In some months, the screening rate appears artificially low because patients who had already been screened earlier in the year continued to return for
follow-up visits, contributing to the denominator but not to the numerator.

This approach ensures we uphold the annual screening goal, but it may underestimate actual screening performance across visits.




Future Plans

* Train providers on PAID-T form during staff retreat (scoring, interpretation, and follow-up for high
scores)

» Assess provider barriers to utilizing from in clinic (pre training and post training) starting in August

« Offer Learn2Breathe to patients indicating diabetes distress (mindfulness-based stress reduction
program for teens)

* Incorporate into Epic build with real-time scoring, alerts to providers

e Reduce survey burnout and only administer once per year

* Expand to other clinic sites

) O
o
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Sources:

*  Snoek FJ, Pouwer F, et al. Diabetes-related emotional distress in Dutch and US diabetic patients: crosscultural validity of the problem areas in diabetes scale.
Diabetes Care. 2000;23(9):1305-9.

*  Fisher L, Mullan JT, et al. Predicting diabetes distress in patients with type 2 diabetes: a longitudinal study. Diabetic Medicine. 2009;26(6):622-7.
« Ting RZ, Nan H, et al. Diabetes-related distress and physical and psychological health in Chinese type 2 diabetic patients. Diabetes Care. 2011;34(5):1094-6.

* Hessler D, Fisher L, et al. Reductions in regimen distress are associated with improved management and glycemic control over time. Diabetes Care.
2014;37(3):617-24.

* Hessler DM, Fisher L, et al. Diabetes distress is linked with worsening diabetes management over time in adults with type 1 diabetes. Diabetic Medicine.
2017;34(9):1228-34.

 Gonzalez JS, Kane NS, et al. Tangled up in blue: unraveling the links between emotional distress and treatment adherence in type 2 diabetes. Diabetes Care.
2016;39(12):2182-9.

*  Fisher L, Mullan JT, et al. Diabetes distress but not clinical depression or depressive symptoms is associated with glycemic control in both crosssectional and
longitudinal analyses. Diabetes Care. 2010;33(1):23-8.

* Van Bastelaar K, Pouwer F, et al. Diabetes-specific emotional distress mediates the association between depressive symptoms and glycaemic control in type 1
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* Reddy J, Wilhelm K, et al. Putting PAID to diabetesrelated distress: the potential utility of the Problem Areas In Diabetes (PAID) scale in patients with diabetes.
Psychosomatics. 2013;54(1):44-51.

. Cummings DM, Lutes LD, et al. Randomized trial of a tailored cognitive behavioral intervention in type 2 diabetes with comorbid depressive and/or
regimenrelated distress symptoms: 12-month outcomes from COMRADE. Diabetes care. 2019;42(5):841-48.

Hendrieckx C, Halliday JA, et al. Severe hypoglycaemia and its association with psychological well-being in Australian adults with type 1 diabetes attending
specialist tertiary clinics. Diabetes Research and Clinical Practice. 2014;103(3):430-6.

Balfe M, Doyle F, et al. What's distressing about having type 1 diabetes? A qualitative study of young adults’ perspectives. BMC Endocrine Disorders.
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. Polonsky WH. Diabetes burnout: what to do when you can’t take it anymore. Virginia, USA: American Diabetes Association; 1999.
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Thank you!
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Diabetes Devices: Inpatient Subcutaneous Insulin
HEALTH Calculator

Rachael Lee FNP-BC,
CDCES, BC-ADM




About Us: UCD Pediatric Endocrinology

800 people with T1D Staff: Clinical FTE
T1D using CGM: 93% 4 Endocrinologists
T1D using insulin pump: 68% 2 APPs (NP/PAs)
1.9 RN CDCES
156 people with T2D 2.0 RN
T2D using CGM: 44% 0.9 RD CDCES (shared with adult)
T2D using insulin pump: 2% 1.0 RD

2.0 Social Worker

HEALTH Inpatient Insulin Errors 34



Demographics

T1D T2D

Insurance: Insurance:

. Private: 30% . Private: 16%

. Public: 70% . Public: 84%
Race: Race:

. White: 59% . White: 28%

. Black/African American: 10% . Black/African American: 12%
. Asian: 7% . Asian: 4%

. Other: 24% . Other: 41%
Ethnicity: Ethnicity:

. Latinx: 23% . Latinx: 59%

. Non-Latinx: 77% . Non-Latinx: 41%
Ages: Ages:

. <6: 5% . <6: 0%

«  6-12:23% «  6-12:8%

. 13-18: 41% . 13-18: 45%

. 18+: 31% . 18+: 47%

Inpatient Insulin Errors 35
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Inpatient Insulin Delivery

= Background:
— ~60 new onset diabetes patients admitted every year
— Insulin is a common medication associated with inpatient medication errors due to:
Manual calculations by nurses
Order entry errors by prescribers (order errors)
= Subcutaneous Insulin Related Medication Errors (January 2020-December 2021)
— 2.1 errors per month
» 1.4 prescribing errors (order errors by providers)
* 0.7 administration errors (by nursing)

= The aim of this project is to reduce the number of insulin related medication errors by 30% in
the inpatient setting

Inpatient Insulin Errors 37
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Key Drivers

Secondary Change Concepts
Primary Drivers Clinical decision
- Limited provider support tools and
Drivers continuing provider

knowledge of

insulin dosing education

Aim
System/EHR
limitations

Complexity of Insulin
Regimens

Standardize and
streamline insulin
orders that incorporate
the complexity and
variability of inpatient
care

Errors in
. : insulin
Reduce inpatient prescribing
subcutaneous

insulin errors by
30% Errors in
insulin
administration

Handoff errors/unclear
orders

Varied timing between
glucose monitoring,
meals, procedures, NPO
status

Quick reference of
insulin orders in

accessible place and
continuing RN
education

Limited RN
knowledge/retention

Inpatient Insulin Errors 38
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PDSA

HEALTH

Cycle 1 (11/2023):.
Inpatient subcutaneous
insulin calculator
implementation. Order
set/panel developed.
Education with inpatient
providers and nurses

Cycle 4 (4/2024).
Implementation of

guardrails to ICR and
ISF.

-

Inpatient Insulin Errors

Cycle 2 (2/2024).
Customization of
calculator for ICR
to include 0

Cycle 3 (3/2024).
Inpatient hyperglycemia
guideline developed with
calculator guidance.
Education with inpatient
providers and nurses

39



Inpatient Subcutaneous Insulin Calculator — Cycle 1

Insulin Lispro (HUMALOG JUNIOR KWIKPEN) Injection Pen 0-75 Units X Cancel

B Administration Details
Order Instructions

Restricted to pediatric patients LESS than 30 kg OR requiring 0.5 unit dese increment

Action Date Tirme Comment
Given D4/23/2024 1200
Route Eite
SUBCUTANEOUS o
Reference Links: = Lexi-Comp » Lexi-Comp Peds = Management of Pediatric Hyperglycemia -
and Diabetes in Non-Critically Patients —asE
Blood Glucese Target - Daytime (mg/dL) Units
100 @ Expected Dose: 0-75 Units
Bloed Glucese Target - Bedtime (mg/dL) Order Concentration: 100 UnitsimL
150

At 0200 only, give correctional insulin if Blood Glucose is greater than (mg/dL) i::] Associated Flowsheet Rows
350

erglycemia Correction Factor ime taken: 423/ ESponsinle
Hyperglycemia C ion F Ti ken: 4232024 oE28 R

[] Shew Details
If no new assessment is needed, check the box to link flowsheet rows to the previous assessment.
@ Carbohydrate Ratio [g/unit)

() Flowsheet data cannot be documented in the future. Flowsheet time has been set to 4/23/2024 0929

EEETTLEINELTS Do not give a commection dose for high blood glucese within 3 hours of the last dose of rapid-acting insulin. Insulin Calculator - Select Current Mealtime

&
Dose: 0-75 (WLUE (-75 Units Mealtime Ereskiast m Dinner Badtime Zam T
Route: SUBCUTANEOUS

Was rapid-acling insulin given within Yas H rQD
previous 3 hours?
Frequency FIVE TIMES DAILY {0200... QID wimeals and bedtime ERipl=gETE(PA NG EELED L T
Starting = Enter Current POC Blood Glucose and Carbohydrate Intake: &
4/2312024 ICLETE Tomorrow Hours | Days Blocd Glucose (mgfdL) 253 TN
fieslllioss Carb Intake (grams) a4 v M
Give 1st Dose Now KNG AT, 0T ]
First Dose: Today 1200 Final Dose: Until Discontinued ra A Calculated Dose {Enler in the "Dose” Field AhDVeJZ |i
04/23 04/24 04/25 04/26 04/27 04/28 0429 04130 Dose (Units) [Rounded Down to Nearest 7 Units
1200 0200 0200 0200 0200 0200 0200 0200 Half Uni]
1700 0700 0700 0700 0700 0700 (07VOO OF00
2100 1200 1200 1200 Egg ggg Egg Egg Insulin Dose Calculation (fCarb Intake (g)}{Carb Ratio Meals and Badtime (giunit)}}+{{{{Eleod Glucoss (mg/dL)HEBG
2100 2100 2100 2100 . .
Insulin Dose Calculation Values (B4415)+{{(253-100)/50)*(253>=100))
Admin Instructions: JoR P £ [/100%
- Additional Instructions
If POC Glucose less than or equal to 70 mg/dL, see hypoglycemia treatment order.
If bedtime or overnight POC Glucose 71-100 mg/dL, see bedtime/overnight glucose management order. = - . .
Additional Instructions {cont.)
Next Required ¥ Cancel

HEALTH Inpatient Insulin Errors 40



Inpatient Subcutaneous Insulin Calculator — Cycle 2

E Administration Details

Action Date Time Comment
Given 07/07/2025 1700
Route Site
SUBCUTANEOUS 1]
_ _ _ . D
Insulin Aspart (NOVOLOG) Injection Pen 0-75 Units e urite

@ Cannotbe arange (3

Ordered:
0-75 Units
Enter comrect dose.

Reference Links: = Lexi-Comp

» Lexi-Comp Peds

Blood Glucose Target - Daytime (mg/dL)

Order Concentration: 100 Units/mL

100 B Associated Flowsheet Rows
Blood Glucose TarQEt - Bedtime '~mg"d|—:| Time taken: 7712025 1332  Responsble Restore
1 5 U If no new assessment is needed, check the box to link flowsheet rows to the previous assessment.
. . . . . X . (i) Flowsheet data cannot be documented in the future. Flowsheet time has been set to 7/7/2025 13:32:00.
At 0200 only, give correctional insulin if Blood Glucose is greater than (mg/dL)
Insulin Calculator - Select Current Mealtime
350
Mealtime Breakfast m Dinner Bedftime 2am T O
Hyperglycemia Correction Factor Was rapid-acting insulin given within ves [ * 0
previous 3 hours?
50
Enter Current POC Blood Glucose and Carbohydrate Intake:
L
Carbohydrate Ratio {gfunit) Blood Glucose (mg/dL) - ¢
0 Carb Intake {grams) 45 Ll |
Calculated Dose (Enter in the "Dose" Field Above):

Dose (Units) [Rounded Down] 4 Units

Insulin Dose Calculation ({({Blood Glucose (mg/dLj}-{BG Daytime Target (mg/dLj})/{Hyperglycemia Comection

Factor})*{{Blood Glucose (mg/dL)}=={BG Daylime Target (mgfdL)}))

Insulin Dose Calculation Values (((300-100)/50)(300==100))
Additional Instructions

Additional Instructions (cont.)

HEALTH Inpatient Insulin Errors 41



Inpatient Subcutaneous Insulin Calculator — Cycle 3

O & Hyperglycemia and Diabetes in Non-Critically Ill Patients - Pediatrics

Manual: Departmental Policies / Dept. Policies: Pharmacy / Guidelines and Clinical Decision Support / Insulin / Glycemia / Mutrition

« Inpatient hyperglycemia guideline with calculator guidance developed and
circulated throughout hospital.
* Provider education
* New pediatric resident onboarding
* Ongoing education throughout the year
» Pediatric M&M
* Pediatric hospitalists
* Nursing education
« Skills days on all pediatric units
* New hire orientation
« PICU training program
* Inpatient Pediatric Hyperglycemia virtual lecture
« Utilization of Diabetes Champions to do check ins with nurses taking
care of pediatric diabetes patients

Inpatient Insulin Errors 42
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Inpatient Subcutaneous Insulin Calculator — Cycle 4

Insulin Aspart (NOVOLOG) Injection Pen 0-75 Units

Reference Links: » Lexi-Comp » Lexi-Comp Peds « Management of Pediatric Hyperglycemia

and Diabetes in Non-Critically Patients
Elood Glucose Target - Daytime (mg/dL)

100
Blood Glucose Target - Bedtime (mg/dL)
150
At 0200 only, give correctional insulin if Blood Glucose is greater than (mg/dL)
350
Hyperglycemia Correction Factor
20

@ WARNING: Hyperglycemia Correction Factor less than or equal to 20 is for patients with INSULIN RESISTANCE only. Please confirm if this is intended.
| [o]

Carbohydrate Ratio (g/u | _
Title

@ WARNING: Carbohyd| Yes — Patient has a history of INSULIN RESISTANCE and requires a high doze of insulin for correction. ntended.

Mo — Return and correct the Hyperglycemia Comection Factor response.

RULIGLERIG T Do not give a commection dose for high blood glucose within 3 hours of the last dose of rapid-acting insulin

E Details

Dose:

(@ Insulin Aspart

2 Last overridden by Lee, Rachael, RN on Jul 7, 2025 1:32 PM. Reason: Tolerated before
t Daily dose of 0-375 Units (0-75 Units FIVE TIMES DAILY (0200, WITH MEALS AND BEDTIME)) exceeds recommended
maximum of 200 Units by 88%

Override Reason/Comment: = Benefit over risk

SUBCUTANEOUS

Change End Time

Frequency
FIVE TIMES DAILY
(0200, WITH MEALS

Inappropriate alert | Tolerated before  Owverride Reason... »

Route:

Frequency: Change Frequency

Next Dose
Today 1200

Final Dose
Until Discontinued

Remaining Doses

Total Scheduled Doses
Until Discontinued d

Until Disconti i

AND BEDTIME)
Started Previous Admin Doses Given Doses Missed or Held
Yesterday 1700 None 0 4

Admin Instructions: 2% @) &+ & D = || 100%

Prime insulin pen with 2 units prior to administration.
If POC Glucose less than or equal to 70 mg/dL, see hypoglycemia treatment order.
If bedtime or overnight POC Glucose 71-100 mg/dL, see bedtime/overnight glucose management order.

" Accept | ¥ Cancel

-

Insulin Aspart (NOVOLOG) Injection Pen 0-75 Units

+" Accept | X Cancel

Reference Links:

» Lexi-Comp » Lexi-Comp Peds » Management of Pediatric Hyperglycemia =

and Diabetes in Mon-Critically Patients
Elood Glucose Target - Daytime (mg/dL)

100

BElood Glucose Target - Bedtime (mg/dL)
150

At 0200 only, give correctional insulin if Blood Glucose is greater than (mg/dL)
350

Hyperglycemia Correction Factor

20
@ WARNING: Hyperglycemia Correction Factor less than or equal to 20 is for patients with INSULIN RESISTANCE only. Please confirm if this is intended.

Carbohydrate Ratio {g/unit)
5

WARMNING: Carbohydrate ratio less than or equal to 5 g/unit is for patients with INSULIN RESISTANCE only. Flease confirm if this is intended.
| 'es — Patient has a history of INSULIN RESISTANCE and requires a high dose of insulin for comejis] |

Additional Instructions

Title
Dose: IY&S — Patient has a history of INSULIN RESISTANCE and requires a high dose of insulin for correction.
Mo — Return and correct the Carbohydrate Ratio response.
i Last overridden by Lee, Rachael, RN on Jul 7, 2025 1:32 PM. Reason: Tolerated before
t Daily dose of 0-375 Units (0-75 Units FIVE TIMES DAILY (0200, WITH MEALS AND BEDTIME)) exceeds recommended
maximum of 200 Units by 88%
Override Reason/Comment  Benefit over risk | Inappropriate alert  Tolerated before | Overmide Reason... = [
Route: SUBCUTANEOUS
Frequency: Change End Time | Change Frequency
Frequency Next Dose Final Dose Remaining Doses Total Scheduled Doses
FIVE TIMES DAILY Today 1200 Until Discontinued Until Discontinued Until Discontinued
(0200, WITH MEALS
AND BEDTIME)
Started Previous Admin Doses Given Doses Missed or Held
Yesterday 1700 None 0 4
Admin Instructions: 2% @&+ & D = || 100%

Prime insulin pen with 2 units prior to administration.
If POC Glucose less than or equal to 70 mg/dL, see hypoglycemia treatment order.
If bedtime or overnight POC Glucose 71-100 mg/dL, see bedtime/overnight glucose management order.

O Next Reguired " Accept | ¥ Cancel

HEALTH

Inpatient Insulin Errors

0 Next Required " Accept | ¥ Cancel
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Inpatient Subcutaneous Insulin Errors

2.5

1.5

0.5

HEALTH

Inpatient Subcutaneous Insulin Errors

PRE PDSA (1/2020-12/2021) DURING PDSA (11/2023-3/2024) POST PDSA (4/2024-5/2025)

total errors per month  =——order errors =—administration errors

Inpatient Insulin Errors

44



THE LEONA M. AND HARRY B. & ); ". Cincinnati

' . 2 o
HELMSLEY CONNECTID Children’s

INNOVATION FOR THE CARE
OF TYPE | DIABETES




Y, 090
: - ‘ - incinnati
Objectives & Childrens

ConnecT1D aims to reinforce connections between patients, clinic, and §’)§
community partners to achieve excellent and equitable glycemic and CONNECT,D

INNOVATION FOR THE CARE

psychosocial outcomes for young people with type 1 diabetes.

Get ConnecT1D
— Design ideation

Be ConnecT1D

— Intervention map

Stay ConnecT1D

— Device integration and
partnerships: Rising T1DE, 4T
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ConnecT1D—HCT Key Driver Diagram (KDD)

Project Leader: Sarah Corathers, MD

Revision Date: 8/1/202“ -

Global Aim

Achieve excellent and
equitable outcomes for
children with Type 1 Diabetes

SMART Aims

Decrease mean A1c of
HealthVine T1D patients from
9.4% to 8.2% by
February 1, 2025.

Increase percentage of
HealthVine T1D patients on
CGM with time in range
above 50% from x% to y% by
February 1, 2026

Population

Youth 0-18 yr with Type 1
Diabetes and HealthVine
insurance

Focus Areas & Process Measures

® Cincinnati

S dren’s

Key Drivers

—

Access
Increase the percentage of
HealthVine T1D patients with
consistent clinic visits* from 90% to
95% by February 1, 2025
*Seen in Diabetes Clinic by
medical provider in the last
150 days

Use Epic report to call/schedule patients who
are overdue for follow-up (LOR 2)

Utilize a mobile outreach van (LOR 2) (EB-M) |

sd

/ e——

Expand CGM trial program (LOR 2) |

Initiate access to CGM technology at CCHMC
pharmacy and DME (LOR 2)

Technology
Increase the percentage of
HealthVine T1D patients on CGM
from 58% to 90% by
February 1, 2025.

Increase the percentage of
HealthVine T1D patients on AID
from 53% to 75% by
February 1, 2026.

/’ Use a No CGM List with pre-visit planning (LOR 1) |

—
S

P

Psychosocial
Increase the percentage HealthVine
T1D patients with social work or
BMCP encounter* within the
proceeding 12 months from 55% to
80% by February 1, 2025.
*Visits during DM clinic and appts
outside of DM clinic

4
"
\

Have an embedded psychologist in clinic (LOR 2) (EB-M) |

E—

Create high-risk patient list using data filters for risk
factors (i.e. A1c, no tech, admissions, SDH) (LOR 2)

Collaborate with Diabetes Community Health

Legend

~——

Note: LOR # = Level of Reliability Number, e.g., LOR 1

James M. Anderson Center for Health Sistems Excellence i”i““ iiii ii | I"I ii || ii " ii | ii |i| " ii i

Worker and care manager (LOR 2) (EB-M)

Potential intervention
Active intervertion
Adopted intervention
Abandoned intervention

%

<

A{\\
'




Interventions for Diabetes Patients/Families

Schedul Prepare for Care
eauie » Visit/Check-in # Clinic appt *»  between
appt .
for appt clinic appts

Access
Increase the percentage of
HealthVine T1D patients with
consistent clinic visits* from 90% to
95% by February 1, 2025
*Seen in Diabetes Clinic by
medical provider in the last
150 days

Technology
Increase the percentage of
HealthVine T1D patients on CGM
from 58% to 90% by
February 1, 2025.

Increase the percentage of
HealthVine T1D patients on AID
from 53% to 75% by
February 1, 2026.

Psychosocial
Increase the percentage HealthVine
T1D patients with social work or
BMCP encounter* within the
proceeding 12 months from 55% to
80% by February 1, 2025.
*Visits during DM clinic and appts
outside of DM clinic




Interventions for Diabetes Patients/Families

Schedule Prepare for Care
A apot » Visit/Check-in # Clinic appt »  between
ccess PP for appt clinic appts
Increase the percentage of
HealthVine T1D patients with
consistent clinic visits* from 90% to Schedule HReach out
next appt if patient is Proactive
95% by February 1 , 2025 " Whi"—*_ at Lost to Ensure we Mabile Care outreach to
*Seen in Diabetes Clinic by g cinie ollowue Pre-visit have correct Cerioe patiants wht
d. | d . th | t B planning contact info high ALC
medical provider In tne [as <L Call patient or pt/family ConmecT1D Menu of
150 da S to reschedule Clinics Services
y
if no-show
Remote
Technology mﬁ:ﬁ‘ns
Increase the percentage Of Mext Best Shared Diabetes tech
HealthVine T1D patients on CGM = for tech Decislon- Integration to
fI’0m 58% tO 90% by o barriers Making Cards EMR
[=]
February 1, 2025. _g
= C6M Video i:i:HEml:r:I.fI F':'ltarm
Increase the percentage of Hot Cards and HHC
HealthVine T1D patients on AID
from 53% to 75% by
February 1 ’ 2026 — Next Best Embedded Diabhetes Connectian
E (e tar SDOH Psychologist CHW Events
our Needs in clini
Psychosocial 2 Matter Other PROS e
. = SDOH Questicnnaires
Increase the pergentagg HealthVine ..U?’: Screening 1 Together Diabetes Enhanced
T1D patients with social work or a handout Support Menu schaol
BMCP encounter* within the Jornershies
proceeding 12 months from 55% to
80% by February 1, 2025.
N7 . S Intervention Champlons/Contacts
VISItS durmg DM C||n|C and appts »  Access scheduling appts interventions-- Gail Patten, Sandy Kellam Molly Neely Remate patient monitoring-- Amy Poetker Your Needs Matter SDOH Screening- Nana Jones
outside of DM clinic Pre-visit planning-- Gail Patten Mo Tech List-- Nana Jones, Gail Patten Other PRO questionnaires— Sarah Corathers, Nana Janes
MWabile Care Center-- Internal: Sarah Corathers, Gail Patten; External: Becky Taylor MNext Best for tech barriers— Nana lones Next Best for 5D0H-- Mana Jones

CGM video and hot card-- Nana Jones

Shared Decision-Making cards—- MNana Jones, len Kelly
CGM trial kits— Amy Poetker

Diabetes tech integration to EMR-- Sarah Corathers
CGM at CCHMC Pharm and HHC— MNana lones

ConnecT1D Clinics-- Sarah Corathers, Nana lones, Laura Smith
Menu of Services-- Pat Brady

eVisits-- Yoori Noh

Proactive outreach-- Jen Kelly

In It Together handout-- Jen Kelly

Diabetes Support Menu-- Laura Smith

Diabetes CHW-- Maolly MNeely

Connection events-- Molly Neely

Enhanced school partnerships-- Karishma Tilton

LI B
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Diabetes Center Roles

Interventions for Diabetes Patients/Families

O=MA

= RN Care
Coordinator

schedule Prepare for Care
S *Visit/Check-in » Clinic appt » between
for appt clinic appts

Schedule LS, § f ﬁ

next appt if patient is ﬁ Proactive

while at Lost to Mobile Care outreach to

o E
5 inie Loli-p Pre-visit hal:r:L::ruerwr:t Center pa:e:t;:::i‘th
o] planning contact info ‘ &
< Call patient for pt/family, CannecT1D Menu of
to reschedule Climics Services
if no-show ﬁ
~ Remote Digital
patient Dizbetes
ﬁ ’ menitoring Sick Day tool
Mext Best Shared Diabetes tech
- for tech Decision- imtegration to
? barriers taking Cards EMR
r=] Mo Tech List/
c PV kol ~
ﬁ CGM at
P CGM Video CGM Nk :c::z""
Hot Cards trial kits =
— Embedded Diabetes Connection
Mext Best .
E NI\ for S00H Psychologist cHw Events )
3 Your Needs ini clinic
3 Matter Other PROs
= SDOH Questionnaires
; Screening Enhanced
o School
Partnerships
Intervention Champions/Contacts

Pre-visit planning— Gail Patten

Menu of Services— Pat Brady
eVisits— Yoori Moh
Proactive outreach-- len Kelly

Access scheduling appts interventions— Gail Patten, Sandy Kellam Maolly Neely

Mohbile Care Center— Intermal: Sarah Corathers, Gail Patten; External: Becky Taylor
ConnecT1D Clinics— Sarah Corathers, Nana lones, Laura Smith

Remote patient monitoring— Amy Poetker

Mo Tech List-- Mana Jones, Gail Patten

Mext Best for tech barriers— Nana Jones

CGM video and hot card-- Nana lones

Shared Decision-Making cards— Mana lones, Jen Kelly
CGM trial kits-- Amy Poetker

Diabetes tech integration to EMR— Sarah Corathers
CGM at CCHMC Pharm and HHC-- Mana lones

Your Meeds Matter S00H Screening- Mana lones

Mext Best for SDOH— Nana Jones

In It Together handout-- Jen Kelly

Diabetes Support Menu— Laura Smith

Diabetes CHW-— Maolly Neely

Connection events—- Molly Neely

Enhanced school partnerships-- Karishma Tilton

Other PRO questionnaires— Sarah Corathers, Nana lones




Diabetes Center Roles

Interventions for Diabetes Patients/Families

O=MA

= RN Care
Coordinator

schedule Prepare for Care
S *Visit/Check-in » Clinic appt » between
for appt clinic appts
Schedule ‘ Reach out .
next appt if patient is ﬁ Proactive
while at Lost to Mobile Care witreach to
. E
5 clinic Loli-p Pre-visit hal:r:L::ruerwr:t Center a:e:t;:::'rth
o] planning contact info \ &
< Call patient for pt/family, CunnechD Menu of
to reschedule Climics Services
if no-show
s Remm
patient
ﬁ ITIDI'IITUFII'%
Mext Best Shared ~ DlEItEtE tech
= for tech isi .
? barriers
r=] Mo Tech List/
= PVP tool N
E CCHMC Pharm
Hot Cards trial kits and HHC
— Embedded Diabetes Connection
A A Next Best .
g f; SD;H Psychologist CHW Events
S Your Meeds r in clinic
3 Matter Other PROs
= SDOH Questionnaires
; Screening Enhanced
o School
Partnerships
Intervention Champions/Contacts

Pre-visit planning— Gail Patten

Menu of Services— Pat Brady
eVisits— Yoori Moh
Proactive outreach-- len Kelly

Access scheduling appts interventions— Gail Patten, Sandy Kellam Maolly Neely

Mohbile Care Center— Intermal: Sarah Corathers, Gail Patten; External: Becky Taylor
ConnecT1D Clinics— Sarah Corathers, Nana lones, Laura Smith

Remote patient monitoring— Amy Poetker

Mo Tech List-- Mana Jones, Gail Patten

Mext Best for tech barriers— Nana Jones

CGM video and hot card-- Nana lones

Shared Decision-Making cards— Mana lones, Jen Kelly
CGM trial kits-- Amy Poetker

Diabetes tech integration to EMR— Sarah Corathers
CGM at CCHMC Pharm and HHC-- Mana lones

Your Meeds Matter S00H Screening- Mana lones

Other PRO questionnaires— Sarah Corathers, Nana lones

Mext Best for SDOH— Nana Jones

In It Together handout-- Jen Kelly

Diabetes Support Menu— Laura Smith

Diabetes CHW-— Maolly Neely

Connection events—- Molly Neely

Enhanced school partnerships-- Karishma Tilton
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changing the outcome together

INNOVATION FOR THE CARE
OF TYPE | DIABETES

* An eVisit is a self-guided questionnaire that TIR Increase
families can complete via MyChart to request # E-visits | HbA1c Decrease at 12 # Unique

glucose review and insulin adjustment at a time at 12 months months Patients
convenient for them.
0 0 132
L : -0.8% 4.5%
* Once completed, the clinician will respond
within 48 hours. 1.1% 7.3% -
* The e-visit service is billed to insurance and o o 32
: . -1.1% 8.9%
costs less than a telehealth or in-person visit. -
«  Since November 2023, we have completed 627 2% 16%

eVisits for 310 unique patients.
* In preliminary analysis of eVisit data, we see an CPTcode | Description |  Charges | Self-Pay Rates _

almost ~2% reduction in HgbA1C with multiple PO oy %0 BT
visits over 12 months. 11-20 minutes of provider $121 $61.71
time

* Importantly, these wins occur with kids missing 99423 21+ minutes of provider $274 $139.74
less school and parents missing less work. time

Yoori Noh et al. Presented at T1Dx-Ql 11/2024 Chicago; ISPAD 10/2024 Lisbon; Manuscript in preparation
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changing the outcome together

ick Day Management
https://diabetessickday.org

MANAGING TYPE 1 DIABETES )

What To Do When Your Child Is Sick

“¥* Emergency Information

9{) call 911if: () Please Note:
+ Yaur child is warking hard to brasthe, confussd or difficult to wake us + Kesp giving basal /
leng-acting insulin

W,

Pediatric Patient Safaty

Learning Lab

:|_.D[ Contact the Diabetes Center al +1 (513) 636-3005 if:

+ Basal insulin is nesded even .
* You are unsure what te do or what insulin dose to give

when sick and not eating

Process mapping of
diabetes care at home

Simulation of sick-day
scenarios

End-user design sessions to

+ You have treated high/low blood glucose or ketones twice without improvement
* Your child is vomiting, unable to eat or drink, or complaining of stomach pain

& Glucose Guide

Glucose below 70 mg/dL:
* Treat with 15g of fast-acting carbs and recheck in 13 min .
* Repeat until glucose is in target range
* In mznuzl mode, Pump Users should suspand pump for 30

minutes or until glucese is within target range
* If unable to eat or drink, call Diabetes Center and consider

Clucagen injection or naszl spray
Glucose between 70-180 mg/dL:
+ Encourage carb-containing fluids 2nd fallow cycle
6 GCheck glucase with Glucose above 180 mg/dL:

finger stick or G&M * Encourage carb-free fluids and follow cycle

.3 Managing a Sick Day

Repeat these 5 steps every 3 hours
while sick, until feeling well and
ketones are negative twice

+ Call Diabetes Center if no improvement

+ Read emergency information

Step 1

If glucose is above 400 mo/dL three hours after correction dose,
HEDE call the Diabstes Center. [ J

3 | Give insulin for high
glucoss, ketones,

and carbohydrates

Step 4

Galculate insulin
B3| | dose for ketones

‘Sezan OR oode for an online
Kstone comection caloulator

@&®

Step 2

E Gheck for ketones in
blood or urine, even
if glucose is normal

Step 3

g § | Drink caffeinefrae
=10 | fluids and eat as able

{612 az per hour)

The Ambulatery PPSLL is a collaboration between
Cincinnati Children's Hospital, Boston Children's Hospital,

8| Ketone Guide

About Ketones

+ Ketones can form when a person with diabetes is sick

+ When ketones are present, additionzl insulin iz often nesded

* & high level of ketones can lead to dizhetic ketoacidosis (DKA)

Guidelines
+ Large Ketones (blood ketone level shove 1.5)
« Take insulin for high glucose and ketones
Pump Users:
- Change pump site and use syringe to bolus insulin
- Turn off Auto Mede for 3 hours after using syringe to bolus
« Small to Moderate Ketones (blood ketone level 0.6-1.5)
« Take insulin for high glucose and ketones
Pump Users:
- Check site and change if needed or if you have usedit to bolus
twice without improvernent
« Trace or No Ketones (blood ketone level below 0.6)
« Take insulin for high glucose as usual and follow cycle

co-create updated tools

Pediatric Safety Learning Lab is a collaboration between Cincinnati Children's
Hospital, Boston Children's Hospital, and Brenner Children's Hospital (Wake
Forest School of Medicine) and supported through research funded by the

Agency for Healthcare Research and Quality under award number
R18HS026644.

Cazming La | &nd Brenner Children's Hoapital (waks Fores sohiol ot edcne).

Kirkendall ES, Brady PW, Corathers SD, Ruddy RM, Fox C, Nelson H, Wetterneck TB, Rodgers |, Walsh KE. Safer Type 1 Diabetes Care at Home: SEIPS-based Process Mapping with Parents and Clinicians. Pediatric Quality and Safety 8 (2023):e649.
Delsart, H, Corathers, SD, Fox,C, Geis, G, Brady, P, Smith, E, Kirkendall, E, Walsh, K. Novel Use of a Simulation in Pediatric Type 1 Diabetes Sick-Day Education for Patients and Caregivers. Diabetes Spectrum. In Press.


https://diabetessickday.org/
https://diabetessickday.org/

Integration of ‘ ® Cincinnati

Continuous Glucose Maonitor .
Data into the " Children’s’

Electronic Health Record changing the outcome together

©5M EHR Integration

[ Avbot

« iew | Results Revi (e
Ao oo CGM Abbott Enrollment Order  N/A € @Chartkemew esulls eview (| SnapShot || Demographics || Pati

must be ordered first .
(mu rst) Results Review
Matches By Legal Name (first + last), DOB, 1.Legal first and last name and DOB Searc - s i ®
e-mail in enrollment order must 2.MRN and DOB ~ LABORATORY R... " B T 2028
match LibreView Account 1. Must match Glooko account » CHEMISTRY F @ [ @ Time Mark 2191)27/24
» TOXICOLOGY... :
l + ENDOCRINE ... 7] GENERAL STUDIES 4 A
Order Name CGM Abbott Discrete Data Glooko Metrics » GENERAL ST... POC HGBA1C |
CGM Abbott Daily Log » DEVICEDATA @ 15y wiTH REFLEX TO T4 FREE. R...
CGM Abbott AGP Report 2 EERATOROSY.. CGM DATA & A
» stooL T Glucose Management Indicator EXT I 760
CGM Data - Results Review Results Review » IMMUNOLOGY Average Glucose EXT |17e®
Discrete 2 INFECTIOUS ... % Time Above Threshold (>250 m... I 178
» DIAGNOSTIC ... = ,
olc|VADEI-E= 102 Chart Review-> Other Orders-> Chart Review -> Other Orders-> '» LABORATORY... %'_'me e Tarfe’ “81'259 mo.. |48
of Reports CGM Abbott AGP Report/CGM  Glooko Metrics -> Linked Documents v RADIOLOGY % Time in Target (70-180 mg/dL) EXT | 558
Abbott Daily Log -> Linked -> Report Link » DIAGNOSTIC I... % Time Below Target (5469 mgiaL... |3 B
Documents -> Report Link » ULTRASOUND % Time Below Threshold (<54 mg/... 1B
Days Wom EXT I 126 B
Device Dat N/A Glooko Device Data Flowsheet g | oo TR =R Jusic
DgVICet ata - OOKO Device Data rlowsnhee Glucose Varibility (% CV) EXT |452B
SOt Standard DEV CGM EXT |so®
Device Data - N/A Chart Review -> Other Orders-> fjgg Median CGM EXT |1e0®
PDF Glooko Metrics -> Linked Documents CONNECTID
-> Report Link e s

Table compiled by Michelle I. Knopp, MD — Clinical Informatics; manuscript in preparation
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changing the outcome together

INNOVATION FOR THE CARE
OF TYPE | DIABETES

Median Alc by & Month Interval

e Consistent clinic visits > 90%
e Psychology and/or Social Work visit > 70%
e CGM use increased from 56% to 92%

e Insulin pump use increased from 50% to
70%

e Mean HbAlc over time among Healthvine
population decreased by 0.6%, with a

Baseline Cohert Alc Histogram [Baseline vs Current]

Timepoint @ Baseline © Recent

&0

concurrent improvement of 0.4% in the non- o o

HealthVine cohort demonstrating that a o i % 2
focus on closing health equity gaps can still = . mEEE,
drive improvement for the entire population 58 N =

— 5 & 7 & 9 10 M 12 13 14



Next Steps and Questions S5 QU Ghiren's

changing the outcome together

CONNECTID ... cons . ano warey s
] ] ] P TYPE | DIABETES. HEILMSLEY
° Ongomg qualltylmprovement
— Sustain and spread high impact interventions
— Decreasing time to AID following new onset diagnosis —
— Reducing hospital days, Well ConnecT1D program ey e e
— Closing health equity gaps - 95 you? Check out our stories!
- & o o ter ot
o Pa rt n e rs h i ps / call 513-636-3005.
— a7 A/

— Rising Tide Alliance

* With appreciation to the entire ConnecT1D team,

ﬁ @ Cincinnati

Cincinnati Children’s Diabetes Center and center for Q. Children’s

Digital Health, T1DX-Ql network, and support from The
Helmsley Charitable Trust




Next meeting
Pediatric: September 23rd 3:30 pm - 5:00 pm EST

110



	Slide 1
	Slide 2: Agenda
	Slide 3: Learning Session November 11-12, 2025, Atlanta, GA
	Slide 4: Learning Session Abstracts
	Slide 5: Annual Survey deployment
	Slide 6: 2025 Annual Survey Topic Areas
	Slide 7: Invoice deadline SOW work ending in June 2025
	Slide 8: Center Presentation
	Slide 9: Problem Areas in Diabetes-Teen (PAID-T) Implementation  PI: Tamara Hannon, MD, MS Site Coordinator: Katie Haberlin-Pittz, MPH, CHES®, CHWC 
	Slide 10: Diabetes Team 
	Slide 11: Background
	Slide 12
	Slide 13: Aims
	Slide 14: Fishbone Diagram
	Slide 15: Key Driver Diagram
	Slide 16: PDSA 1
	Slide 17: Observations/Barriers PDSA 1
	Slide 18: PDSA 2
	Slide 19: Observations/Barriers PDSA 2
	Slide 20: PDSA 3
	Slide 21: Observations/Barriers PDSA 3
	Slide 22: PDSA 4
	Slide 23: Observations/Barriers PDSA 4
	Slide 24: PDSA 5
	Slide 25: Observations/Barriers PDSA 5
	Slide 26: PDSA 6
	Slide 27: Current Observations/Barriers PDSA 6
	Slide 28: Current results – Number of Patients Screened with PAID-T 
	Slide 29: Current results - Monthly Screening Rate 
	Slide 30: Future Plans
	Slide 31: Sources:
	Slide 32: Thank you!
	Slide 33: Diabetes Devices: Inpatient Subcutaneous Insulin Calculator
	Slide 34: About Us: UCD Pediatric Endocrinology 
	Slide 35: Demographics
	Slide 36
	Slide 37: Inpatient Insulin Delivery
	Slide 38: Key Drivers
	Slide 39: PDSA
	Slide 40: Inpatient Subcutaneous Insulin Calculator – Cycle 1
	Slide 41: Inpatient Subcutaneous Insulin Calculator – Cycle 2
	Slide 42: Inpatient Subcutaneous Insulin Calculator – Cycle 3
	Slide 43: Inpatient Subcutaneous Insulin Calculator – Cycle 4
	Slide 44: Inpatient Subcutaneous Insulin Errors
	Slide 45: T1DX-QI Collaborative Call 
	Slide 46: Objectives
	Slide 47
	Slide 48
	Slide 49
	Slide 50
	Slide 52
	Slide 53
	Slide 54
	Slide 58: E-visits, asynchronous care
	Slide 59: S ick Day Management
	Slide 61: CGM EHR Integration
	Slide 63: ConnecT1D Results 2022-2025
	Slide 64: Next Steps and Questions
	Slide 66: Next meeting

