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}List goals and targets for glycemic control 

}Describe strategies for improving outcomes 
in children and teens with diabetes, including 
use of new technology 

}Apply principles of management in interactive 
case scenarios with group discussion  



}The ultimate goal in diabetes care delivery is 
to òprovide care that results in normal growth 
and development, high quality of life, and 
lowest possible risk of acute and long - term 
complications. 

}This goal is best accomplished by helping 
children and families become proficient in 
self - management, remain motivated 
throughout childhood and adolescence while 
mentoring children to develop into 
independent, healthy adults. ò



}HbA1C reflects mean blood glucose over the 
prior 3 to 4 months and is the only long - term 
glycemic control measure with robust 
outcome data

}Multiple studies in diverse populations have 
shown elevated HbA1C values are associated 
with chronic complications of diabetes

}Chronic hyperglycemia has adverse effects on 
neurocognitive function and brain structure 
and development in children and adolescents.

} 2018 ISPAD Clinical Practice Consensus Guidelines 

} doi: 10.1111/pedi.12737





ADA position statement: 

A1C Goal for youth with type 1 diabetes <7.5%  
(Across all age groups) 

The ADA emphasizes that glycemic targets should be
individualized with the goal of achieving the best 

possible control while minimizing the risk of severe 
hyperglycemia and hypoglycemia. 

Diabetes Care 2019. 

A1C goal statement has not been revised, but lower A1Cs without 
increased risk of hypoglycemia may now be possible. 



}Glycemic control important (A1C <6.5) 

}Avoid hypoglycemia 

}Weight loss - even modest will help 

}Reducing insulin resistance ðexercise/ 
activity goal: work up to 60 min/most days 

}Avoid or treat comorbidities (HTN, 
dyslipidemia, sleep apnea) 

}Early onset T2DM has greater morbidity and 
mortality  than T1DM (Micro - and Macro - CV 
disease) 



} There are now 3 approved drugs for treatment of type 2 
diabetes in youth age 10 & up: (ADA, June 2019). 

ƁMetformin only (max dose 2000 mg/day) unless A1C is 
8.5% or higher, then need additional treatment needed

ƁInsulin (basal only unless presenting in DKA)

ƁLiraglutide (injectable GLP - 1 receptor agonist) 

¶Incretin mimetic

¶Increases insulin release from the pancreas ðglucose 
sensitive -

¶Contraindicated if there is a FH of thyroid cancer

¶GI side effects, titrate dose slowly 

¶Helps with weight loss 



}A1C is an average of glucose  levels ðcan 
have considerable variability in BG that is not 
reflected in A1C. 

}A1C and estimated 

average glucose: 

} NGSP.org 

National Glycohemoglobin Standardization

Program 

HbA1
C% 

eAG
(mg/dl) 

5 97

6 126

7 154

8 183

9 212

10 240

11 269

12 298



}YES! 

} It remains the gold standard for overall 
glycemic control and only measure that has 
robust outcome data. 

}Hemoglobin A is a minor component of 
hemoglobin to which glucose binds . 

}For tracking glycemic control over time, A1C 
gives us an idea of how much glucose that 
red blood cell has been exposed to over itõs 3 
month life span. 



}And NO! 

} A1C is only one measure of glycemic control 
and  does not take glucose variability into 
account at all . 

}Individuals  can have extreme high and low 
BG and have the same A1C as someone who 
has stable BG in or near target range. 

}Time in target range can be calculated for 
individuals using CGM devices and give a 
much better picture of overall glycemic 
control. 


