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Barriers to achieve good glycaemig ¢ontrol
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Day to day chqngesc?h insulin needs
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Risk of hypoglycaemia

IIIIT

“_Bianchi C. 2025

Risk of hypoglyca

III




[ [ J [ o [ J O\O
Timeline of development of the artificial géincreas system
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1920s 1980s 2006 2013/ 2015 o° 2% 2019 2020
Insulin Ist commercialized Sensor augmented GS / PLGS Q@‘? KQ%I major dual Commercialized HCL 18t CE (IR in dual hormone
discovered SubQ insulin pump  pump (SAP) éb é\Q hormone HCL study  {Control 1Q) system {Inreda APS)
1960s 1999 Late EGGGK\Q S2013 2016 2020 2020
15t IV 1at CGM Labtco D@c @0 1t smartphone Commercialized HCL Curr.rnt-:rr:mlig:m HCI Lfc-mmcrc:iaﬁﬂ?:-c AHCI
Insulin pump : dies  based HCL study  (Minimed 670G) (CamAPS FX) {Minimea 780G)

Moon SJ. Diabetes Metab J 2021;45:813-839
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Developmental stages of artificial pancreas; Hfevice systems
originally described by JDJ?Eb

\\fo
First Generation Second ghn@ﬁinn Third Generation
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Low glucose Predictive low | Hypogly @P Hybrid clused-- Fully Fully
suspend ' glucose - hype &c . loop ; automated " automated
(threshold ' suspend | S Automated ' closed-loop ' multihormone
suspend) " Pump reduces . but :basal rates ' Manual meal- ' closed-loop
Pump shuts ' insulin Withaidded - wuth meal ' time bolusing ' Insulin plus
off in ' delivery when edture alluwmg time manual- | eliminated ' e.g. glucagon
responseto | predicting {b ‘iﬁsulln dosing . assist ' - or pramlintide
low glucose future R A@ athugh glucose  bolusing
levels hypugl&@g@fia levels
Oé\\\ <
X
Q Lakshman R. Endocr Connect 2023;12(8):e230132
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Key features of SAP and artificial pcmcrgéc:s systems
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Sensor
augmented pump
(SAP)

/e snp R

CGM integrated pump

= SAP with LGS
Suspend insulin delivery
when sensor glucose
reaches low threshold

= SAP with PLGS
Suspend insulin delivery
once sensor glucose
predicted to reach low

\ threshold

e —

Minimize and
prevent hypoglycemia

b

Overnight Hyb
closed loop cluse
(OCL)
/’ H\\\ﬁ r;/ (g\(b @@,
>
N
& &’
@ sPAutomatically
Automatically ';2\ QKQ determines basal insulin

determines the insulin %
infusion rate during Q)\?“ N7

nighttime \év < \Q(‘)
& &
\. o AQ} /

infusion rate all-day

with user-initiated
meal-time bolus

Improved all-day TIR
and TBR

Moon SJ. Diabetes Metab J 2021;45:813-839

Advanced
hybrid closed loop

(AHCL)
4 N

Automatically
determines basal insulin
infusion rate all-day

with user-initiated meal-
time bolus

with automated
correction bolus function

Improved TIR and
time spent in auto-mode
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Advanced Hybrid Closed- Loo&

\‘0\

Send sensor glu@é ﬁ@
(may be via a @

N &

MPC (Model Predictive Control)

Gl trol . _—
a.;gr?tiif"” © PID (Proportional Integral Derivative)

FL (Fuzzy Logic)

Automatically determine
insulin dose
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Automated insulin delivery systems in Typ@oo'i Diabetes:

Q
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a meta-analysis s
RN\
. @Q \b
if& &
Number of N \\(b _
PubMed Number of " 5 Mian diffenancs overall
e Outcomes and subgroups OOMONS hgo\'@%\ {85% CI) effect
Cochrane Library
Web of science Time In range (%) \\0 2@‘0 2008 - b rphpier e
ClinicalTrials.gov S o s o O & e e Uepssensn <001
Hybrid closed-loop 5&\.{0 c}\wm 1734 —— 1067 (8.31 t0 13.44) <0001
bt Time balow rangs (%) Oqt? 6\6 2242 1958 * 1.20 (-1.62 to-0.79) <0001
<20 years > 1495 1210 . 088 (14110-031)  0.002
220 ywars N & 739 740 - -1.B0 (24510 -1.15)  <0.001
<T5% 18 B80S OB - 4183 (-28216-1.03)  <0.001
—- & —- Other insulin-based =7.5% éCJ ‘\Q 41 1637 1353 * .87 (126 10-0.48)  =<0.001
treatments N )
_— A\ \@
Tima &;} 54 1979 1684 =——itp— =107 (<1318 %0 -7.16) <0.001
L E R AID systems \é &Q
@gﬂ:{ﬁ}o 25 1453 1171 o 0.36 (044 1 0.28)  <0.001
N\
L
Randomized clinical trials O B rh Ik o 139 138 — -374(63410-1.14)  0.008
S
> Severs i 21 1134 ar7 * 0.92 (0.65 to 1.31 0,664
{5\ @\(b. hypoglycemia (0 )
* ﬁ @ KQQ(O Aé Diabetic ketoacidosis 8 554 445 - 115047 10280)  0.786
(OQ ‘\c’Q [ T
65 trials (3,623 individuals with T1D). A% ¢ 25 0 25
> Q%

o
S
Q Fan W. Diabetes Metab J 2025;49:235-251



Automated insulin delivery systems in Typ@oq Diabetes:

a meta-analysis of of real- worlc@émdence
34 studies with 635463 users; MiniMed 780G (16), Control-IQ (?), MiniMed 67Q®\ é};bomd other systems (<3 studies each)

TIR (%) N4
TR

- CamAPSFX

Matejko 2024 | Polish users
Smaniotto 2025 | Older users
Thrasher 2024 | Newly initiating
Pinsker 2021 | Overall

Grassi 2023 | Overall

Da Silva 2022 | Overall (post)
Castaneda 2022 | Overall

Arrieta 2022 | Overall (post)
Passanisi 2024 | Overall

Piona 2024 | Overall

Santova 2023 | Overall

Castafieda 2024; Age >15 years
Berget 2021 | Olderaduln;

Stone 2018 | Overall

Smaniotto 2025 | Younger users
Royston 2025 | "Ease—off"boost” off
Matejko 2024 LNon—F\:Iish users
um 2021 | Overall

Cordero 2023 | Adult

Santova 2023 | Overall

Halim 2024 | Overall (post-AHCL)
Alwan 2023 | Overall

Dekker 2024 | Achievement cohort
Choudhary 2024 | Overall (post)
Breton 2021 | Overall

De Meulemeester 2025 | Overall

Da Silva 2021 | Overall (post)
Benhamou 2023 | Overall

Kovatchew 2022 Owverall

Castafieda 2024 | =15 years
Berget 21 | Adults

Arunachalum 2023 | Overall

Lepore 2024 | Overall

Messer 2023 | Overall

Cordero 2023 | Pediatric

Piona 2024 | Overall

Lebbad 2024 | Overall

Forlenza 2024 | Rverage lucose target of 110 mg/dL
Halim 2024 | Overall (post-AHCL)
Graham 2024 | Overall

Gera 2025 | All with Omnipod 5
Berget 2021 | Young adults

Gera 2025 | All with CIQ

Berget 2021 | Youth

Forlenza 2024 | Average %Iumse target of 120 mg/dL
Meighan 2024 | Overall (self instruct)
Meighan 2024 | Overall (CDCES)
Forlenza 2024 | Average glucose target of 130—150 mg/dL

G

AlD

- Contral-1Q
-@- DBLGT
X
. @ Lo

MiniMed 670/770G

& \OQQ @ MiniMed 670G
P &
3 —@- MiniMed 780G

Omnipod 5

Qé ® 0 . 90,000

O\Q’Q

' N
% 50 - & 100 @ o . 120,000
Mean (standard deviation)

P&himann J. Diabetes Obes Metab 2026 Jan;28 Suppl 1(Suppl 1):13-34



Automated insulin delivery systems in Type,)goélb‘ Diabetes

37 studies 2228 involving subjects treated with seven different H
(CamAPS Fx, Control IQ, DBLG1, iLet BP, MiniMed 670G, MiniMed 780G;@nhd Omnipod 5)

Systems

*

Mean, IV, Q(b . ,\\' Mean, IV,
Study System N random (85% CI) Mean 95% ClI Weight Study Sys1ern»\\® N 6\ random (95% Cl) Mean 95%Cl Weight
Age <18 years | HbA1c <7.7% >
Abraham MB et al. 2025 MiniMed 780G 21 — 51.9 [47.0;56.8] 24% Kariyawasam D etal. 2022 DB o (b B6.2 [65.5;668.9] 2.8%
Boucsein A et al. 2024 MiniMed 780G 36 —— : 570 [514;626) 2.3% Brown S& et al. 2020 s&.ﬂtml I \ 54 BT6 [64.2,71.0] 2.6%
Reiss AL et al, 2022 MiniMed 670G 21 —— §7.8 [526,620] 24% Battelino T etal. 2024 inikd G 99 68.3 [66.9;69.7] 2.8%
Messer LH et al. 2022 iLet BP 112 - 60.0 [58.5;61.5] 28% Benhamou PY et al. 20 DB 63 BBS [66.2,70.8] 2.7%
Abraham MB et al. 2021 MiniMed 670G 58 - 62.5 [594,65.6) 2.6% Kruger D et al. 2022 i 107 BA.0 [67.5,705] 2.8%
Ware J et al, 2022 CamAPS Fx 19 - 63.0 [59.0;67.0) 2.5% Wadwa RP et al. % ﬁml | [#] (33 693 [B6.7;71.9] 27%
Boughton CK et al. 2022 CamAPS Fx 42 —— 84,0 [59.5, 685 25% McAuley SA el al. 0 (bl"-!iniMed 670G €1 B9.9 [67.5.72.3] 2.7%
Kariyawasam D et al. 2022 DBLG1 17 : 66.2 [65.5:66.9] 2.8% Collyns OJ 021 MiniMed 780G &9 704 [68.3;72.5] 2.7%
Breton MD et al. 2020 Control 10 78 L 67.0 [64.8,69.2] 27% von dem et aK@z MiniMed 670G 37 70.8 [68.5;73.1] 2.7%
Battelina T ei al. 2024 MiniMed 780G 98 | 68.3 [66.9,608.7] 2.8% Brown S&%ﬁl_ 209 Control 1Q 112 71.0 [68.8,732] 2.7%
Wadwa RP et al, 2023 Caontrol 1Q B8 - 693 [66T7.71.9] 2T% Bﬁ% yrado J 02z Caontrol 10 16 710 [66.2,75.8] 24%
von dem Berge T etal. 2022  MiniMed 870G 37 o 70.8 [68.5 73.1] 27% W% tal CamAPS Fx 73 716 [70.2,73.0] 28%
Ware J et al. 2022 CamAPS Fx 73 1 716 [70.2;73.0] 2.8% YC 2024 Contral 10 a1 740 [71.8;76.2] 2.7%
Random effects model 680 === 64.1 [61.0; 67.2] 33.9% nari ; Control 1Q 49 T4 [71.9,769] 2.7%
Heterogeneity: = 94,5%, +* = 20,8600, p < 0.0001 : O cAL et al. 2022 MiniMed 670G 30 752 [729;77.5] 2.7%

@ Roesi A et al. 2023 MiniMed 780G 24 790 [78.4;79.68] 2.8%
Age 218 years ! \ ton CK et al. 2022 CamAPS Fx 36 - 799 [77.3,825) 2.7%
Renard E et al. 2024 Omnipod 5 132 B 61.2 [58.3;631] 2.7% \2\ jko B et al. 2022 MiniMed 780G 20 850 [82.2;87.8] 2.7%
Bergenstal RM &t al, 2021 MiniMad 670G 112 | I 63.0 [615;64.5] 2.8% C) andom effects model 1005 e 72.3 [70.0; T4.5] 48.7%
Tauschmann Metal 2018  CamAPS Fx 46 = 65.0 [62.7:67.3] 2.7% . Q Heterogeneity: /% = 98 3%, 1 = 22.4170, p <0.0001
Wilmot EG et al. 2025 Omnipod 5 125 = 65.0 [63.0;67.0] 2 ?e \

Eergenssml RMzg;:I. 2021 Iggtged TROG 1?132 = 2;2 {gig gg.ﬁ] 2\ @6 HbA1e 27.7% i 5 3 . i
ranc 3 el al 1 =1 h 6; o Abraham MB et al. 2025 Minibed 780G 21 —_ 519 [47.0; 58, 2.4
Garg SK et al. 2023 MiniMed 670G 151 - 67.4 [B5.7,69.1 8% @.\ EBoucsein A et al. 2024 MiniMed 780G 36 — 570 [51.4;626] 2.3%
Brown Si et al. 2020 Control 1Q 54 — 67.6 [64.3 2.6“0 Reiss AL et al. 2022 MiniMed 670G 21 — ! 57.8 [52.65,62.9] 24%
Benhamou PY et al. 2019 DBLG1 63 —+ 68.5 [6 L8] , Messer LH et al. 2022 iLet BP 112 - 600 [58.5,61.5] 2.8%
Kruger D et al, 2022 iLet BF 107 o= i ?Dj]&;} Renard E et al. 2024 Omnipod 5 132 - S B1.2 [69.3,63.1] 2.7T%
Meluley 5S4 et al, 2020 MiniMed 670G &1 - o T2 7% Abraham MB et al. 2021 Minibed 670G 58 - 625 (594,658 26%
Burckhardt MA et al, 2021 MiniMed 670G 16 —— 66,7, 2.6% Bergenstal RM et al, 2021 MiniMed 670G 112 =~ B30 [B1.5 64.5] 2.8%
Collyns QJ et al. 2021 Miniled 780G 59 - % [68 ANZE] 2.7% Ware J et al. 2022 CamAPS Fx 19 L 630 [59.0;67.0] 2.5%
Choudhary P et al. 2022 MiniMed 780G 38 = 06, [ v F3.8] 2.6% Boughton CK et al. 2022 CamAPS Fx 42 —— B4.0 [69.5;68.58) 2.5%
Lee MH et al. 2024 MiniMed 670G 5 — C) 70.7, %6, T5.7] 2.4% Tauschmann M et al, 2018 CamAPS Fx 46 = B50 [62.7,67.3] 27%
Brown SA et al. 2019 Control 1Q 112 — % T 8.8, 73.2] 27T% Wilmet EG et al, 2025 Ompnipod 5 125 - 65.0 [63.0,67.0] 2.7%
Garcia-Tirado J et al. 2022 Caontrol 1Q 16 ‘———b [66.2, 7T5.8] 2.4% Bergenstal RM et al. 2021 MiniMed 780G 112 = B7.0 [65.5;68.5] 2.8%
van den Heuvel T et al. 2023 MiniMed 780G 8 T 6 [64.1;83.1] 1.7% Breton MD et al. 2020 Control 12 78 - 67.0 [64.8,69.2] 2.7%

. n, —w—— .

RN otal 2023 Comwoll 49 AT O 7es nvren 2re Garg SK o1 8 2023 Minikted £70G 151 - 574 (657 6911 28%
Christensen MB et al. 2024 MiniMed 780G 20 @& : -@ 751 [T27,77.5) 27% Burckhardt MA et al. 2021 MiniMed 670G 16 —‘—'— 704 [66.7,74.1] 2.6%
Mehuley SA et al. 2022 MiniMed 8705 30 Q éc 752 [T29, 775 27% Choudhary P et al, 2022 MiniMed 780G 36 ' 706 (674,738 2.6%
Rossi A et al, 2023 MiniMed 780G 24 ; 79.0 [78.4;79.6] 2.8% Lee MH et al. 2024 MiniMed 670G 5 70.7 [65.6,75.7] 24%
Boughton CK et al. 2022 CamAPS Fx 35 &Q Q’A 4B 799 [77.3,825] 27% van den Heuvel T et al. 2023 MiniMed 780G 8 736 [64.1;83.1] 1.7%
Matejko B et al. 2022 MiniMed 780G 20 Q . 0 d == B5.0 [82.2;87.8] 2T% Christensen MB et al. 2024  MiniMed 780G 20 75.1 [72.7,77.5) 2.7T%
Random effects model 1548 @. &\ =2 T0.8 [68.6; 73.0] 66.1% Random el‘fecal_t model 5 1223 64.9 [62.6; 67.3] 51.3%
Heterogeneity: 2 =98%, 1 = 28.5805, p < 0.0001 ;\}A é : Heterogeneity: 1° = 81.8%. 1° = 25.4646, p < 0.0001
Random effects model @ Q 68.5 [66.5; 70.5] 100.0% Random effects model 2228 68.5 [66.5; 70.5] 100.0%

iction i . Pradiction intarval pe— 55.9; 81.1
e . S 57O S el MR T ———
Test for subgroup differences: 3 = 11,80.% =0.0006) 50 60 70 B0 Test for subgroup differences: i = 19.43, of = 1 (p < 0.0001) 50 60 70 80

Time In Ranae %) Time In Range (%)

Di Molfetta S. Diabetes Obes Metab 2026 Jan;28 Suppl 1(Suppl 1):3-12



AID systems in Type 1 Diabetes: qucnl(j}gs?}@bf life

.

NS
— . L 257 people with type 1 diabetes A b\ N\

Multicenter longitudinal o7 9 N Follow-up:
e = Multicenter fongitudina on insulin pump (>65% PLGS) + ——> / "eer|  Hybrid closed {pop X2 with Control-Q) ——> ° o' P
s real-life study CGM @i 2 (OQ X 6 mounths

‘ PN
Y N\
"b\ R4
Adolescents n =55 Adugc)%v- zg\{b
Variables TO Mé A M6 - MO W (b%\ Mé A M6 - MO
PAID score 33.2+18.6 346+235 1.4+19.4 \\@46.@ 18.8 39.9+20.8 -6.9+18.1%*
) . > @
(Diabetes distress) (003 )
S
ADDQOL score 1.1£1.0 13+11 0.2+ OQ) .97 0610 09+1.0 0.3£09"
N\
(Quality of life) @O
PSS score 17.2+7.0 171+70 Q\—?\ + i@g 174+ 6.6 15.8+6.8 -1.6+58*
(Stress) . Q
)
GAD 7 score 6.7+53 61+54 %\ (b.\@.é =35 65+51 59+51 -0.6+4.3"
(Anxiety) é?‘ Q\Q
FSS score 30.8+11.9 3%&\0.50&\ 0.1+11.0 343+148 34.4+15.5 0.1+140
(Fatigue) ™\ <
.S
HFS 1l score Q> &9
(Fear of hypoglycemia) 8.2+3.0 (0'6 N%9+35 -1.2+3.7% 62+28 52+3.2 -1.0+3.0**
Godin score 37.3 i@ 6\(0 434 +£255 6.0£18.97 24.1+179 26.5+20.3 24+£19.2
(Physical activity) &QQ 40
PSQIl score @‘QS{\& 6.1+33 -0.3+£25 64+32 6.2+32 -03+26
R
(Sleep) 5\\\ Qé
QSP9 score (Depression)O 7.5+53 7.6+57 0.1+4.0 62+50 57+48 -05+38

* 5<0,05; **p<0,0%\rb
Reznik Y. Diabetes Obes Metab 2024 May;26(5):1962-1966
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Type 1 Diabetes and AID use at differen@@%ges of life




AID use in children

Time in range

and adolescents with Tygg@ 1 Diabetes:

a meta-analysis §\.®’>‘
Experimental Control IV-weighted Q(b X 6,\\
mean difference Favers : Favors . N
Source Mean (SD) TotalNo.  Mean (SD) Total No.  (95%CI), % control ; AID (g\(b @m,% Use of AID systems by YOUth
Abraham et al,*1 2021 62.50(12.00) 58 56.10(12.20) 53 6.40(1.89 to 10.91) B W 0 . .
Ware et al, 22 2022 54.00(17.00) 57 47.00(12.00) 62 7.00(1.67 to 12.33) - — B+ (§b11_9 with TYPe 1 Diabetes was
Messer et al, #5 2022 60.00(8.00) 112 50.00(16.00) 53 10.00 (5.44 to 14.56) N\ 148 . . . o
Breton et al,f 2020 67.00(10.00) 78 55.00(13.00) 22 12.00 (6.13 to 17.87) %\6 104 associated with c||n|cq||y
Tauschmann et al,® 2018 1470(8.00) 11 1.80(5.50) 12 12.90 (7.24 to 18.56) | 110 . . .
Isganaitis et al,* 2021 64.00(8.00) 31 51.00(15.00) 17 13.00 (5.33 t0 20.67) é\\(b_q 6.8 meqnmngI Improvements In
[E] i y B
Gargetal, 32023 (nigh HbA, ) 57.00(7.40) 21 42.10(15.50) 23 14.90 (7.82 to 21.98) (b év—.— 77 mul'rlple measures of glucose
Burnside et al,*2 2022 67.50(11.50) 20 52.50(17.60) 27 15.00 (6.66 to 23.34) (b ‘\ — - 5.9
? - Ll Ll
Boughton et al,” 2022 64.00(15.00) 42 49.00(18.00) 30 15.00 (7.12 t0 22. 88}60 - 6.5 management, |nc|Ud|ng the
Reiss et al, % 2022 18.15(13.01) 21 172(12.99) 21 16.43 (857 10 24.283) \ — - 6.5
Gargetal 32023 (lowHbA,)  67.20(7.10) 7 50.70(14.10) 8 16.50 (5. 40t027‘€b} @6 ——— 35 risk of both hyperg|)’cemid
Total 458 328 11.48 (9. \0% )g <> 100 .
Heterogeneity: 2= 3.04; xi,=12.95 (P=.23); I2=23% C) &Q and hypoglycemlq.
‘é . Q -10 0 10 20 30
?\ Change in time in range, IV-weighted
N\ \Q mean difference (95% C1), %
@img& Control N\ welgnted H b A ]
N mean difference Favors | Favors
Source , éﬁea}\m TotalNo.  Mean (SD) Total No.  (95% CI), % control | AID Weight, % c
Boughtonetal,’ 2022 N\ 6@Y100) 47 B.00(140) 36 -110(-164t0-0.56) —M—— 6.7
Burnside et al,*2 202 \% @00(0 90) 20 7.60(1.00) 27 -0.60 (-1.15 to -0.05) —— 6.6
Breton etal,® 20 Q700080 78 7.60(090) 22 -0.60(-1.02 to -0.18) —— 93
McVean et al,? 20 6.50(0.70) 59 7.10(130) 46 -0.60(-1.02 t0 -0.18) —H— 93
Garg etal 4 (lo } 7.40(050) 7 8.00(080) 8 -0.60(-1.27 t0 0.07) —. 49
Ware 7.60(1.10) 57 8.10 (0.80) 62 -0.50 (-0.85 to -0.15) —— 113
Gar 43 O8high HbA, ) 8.00(0.70) 23 B40(100) 21 -0.40(-0.91t0 0.11) — 71
mésreta( @r022 750(070) 112 7.80(1.10) 53 -0.30(-0.62 t0 0.02) m 12] e
anna: (@ta+ 2021 756(078) 31 784(107) 17 -0.28 (-0.86 t0 0.30) — . 6.0
@ al, %2022 -057(1.15) 21 -0.32(089) 21 -0.25(-0.87 t00.37) —— 5.4
Q> ngnam etal,#1 2021 7.50(1.10) 58 7.60(0.80) 53 -0.10(-0.46 t0 0.26) +—— 110
s\\'\A Q Tauschmann et al, 8 2018 -0.06(050) 11 0.10(0.40) 11 0.04(-0.34t0 0.42) —l— 103
O% Q Total 524 377 -0.41 (-0.58 to -0.25) < 100
Q Heterogeneity: 1°=0.0328; },=18.09 (P=.08); I*=39% :
0 2.0 -1.0 0 10

de Visser HS. JAMA Pediatr 2025 Nov 1;179(11):1162-1171

Change in HbA, ., IV-weighted
mean difference (95% CI), %
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Type 1 Diabetes and AID use at differen@@%ges of life
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Challenges of AID in pregnan@@?

€>\ \\">

\
\\(0@9/b

Implementing AID use during pregnancy requ@@g@\lque configurations including:
* ability to safely achieve the ’ngh’re@@opx(g&gnqncy TIR before conception and

throughout gestation, fz}\@&

X0 &
algorithm adaptability to changg@%&sulm sensitivity throughout gestation,
assertive postprandial msuhQ@dghvery, including a mechanism to respond to
changes in glycemia pos’rpéﬁ\%\q&e“y,
more aggressive gluc@gé\@’rqrge’rs without an increased risk of maternal
hypoglycemia, ,\\éV\@
ability to rapidl d\@p’r to changes in insulin requirements postpartum (through
setting adws’rn@n’r%&%nd algorithm adaptation)
user- frlendl @s{@qrdless of an individual’'s health care status or literacy, to
mammagﬁ)eﬁefl’rs and reduce risks throughout gestation.

@ &

\\e}
OQ

R
Q\(b Jacobs PG. Diabetes Technol Ther 2025;27(S3):S60-S7'1



AID use in pregnant women with Type 1_ Biabetes:

33 studies
involving 450 partecipants

. ‘0
a meta-analysis .o\’?,;\
o2

Study or AID systems Standard care Mean Differenc \(b Maan Difference
Subgroup Total Mean SD Total Mean SD IV, Random, 9 Q IV, Random, 95% CI
Randomized controlled trials \Q 6\
Murphy 2011 12 7725 88 12 7650 1100 O ?%92 3’!4] —
Stewart 2016 17 70.50 8.86 17 58.15 8.86 @5[ dﬁg'ﬂi 31] ~—'—
Stewart 2018 17 6230 8.86 17 60.10 8.86 (Q 2%@ 76; 8.16] —"-—
Lee 2023 61 6820 1050 63 55.60 12@@ | 8.54; 16.66] —
Benhalima 2024 46 6650 10.00 49 63.20 %30 [-1.22; 7.82] -—'—'
Polsky 2024 12 6010 11.08 12 63.4 010&% -3.36 [-12.09; 5.37] — pPTIR
Total (95% CI) 165 \g\ 5.19[ 0.06; 10.32] *"' (63_] 40 mg/dl)
Heterogeneity: Tau® = 31.02; Chi® = 23.18,df = 5 {F' %(9 & Q B 4%
Observational studies
Albert 2023 6 66.25 6 Q 61.50 2.34 475 1.87; 7.63] —'—'-
Daodesini 2023 8 64.99 Xé 5440 7.70 1059 2.27; 18.91] —'—'—
Guibert 2023 13 60. 33\@& 4525 6.27 15.08 [ 11.10; 19.08] i
Levy 2023 10 3§~ @Q 10 6450 16.30 14.10[ 2.50; 25.70] —
Fresa 2024 6 @58 6 67.75 1131 12.16] 2.07; 22.25] ——
Nandam 2024 6 ﬁ% 1570 2 68.10 1200 -0.20[-21.04;20.64)]
Quirds 2024 9%\, Q@S 13.03 53 64.53 16.00 220[-3.24; 7.64] —-'-—*
Total (95% Cl) rjo 98 B.71[ 4.51: 12.90] '
Heterogeneity - 1&@ Chi’ = 24.08, df = 6 (P = 0.0005); I = 75.1% |OT|R
] R & | (63-140 mg/dl)

otal ¢ 273 268 . T7.01[ 3.72; 10.30] | | | |

= - - = i,

Het@ neQ 4u° = 23.54; Chi’ = 47. 83,df =12 (P < 0.0001); I"=74.8% S5 -

for subgroup differences: Chi? = 1. 08, df =1 (P = 0.2880)

Q\’b

Favours Standard care Favours AID systems

Stamati A. Acta Diabetologica 2025; 62:441-452



AID use in pregnant women with Type L\@lobe’res
- The CIRCUIT Randomized Clinical Trlg{)\

a * E Multicenter

open-label

A @;’sfem (Tandem with Control IQ) Follow-up:

. A . .
Since June 2021 %{_/ 94 pregnant women with Type 1 diabete until 6 weeks

> = randomised Up to July 2024 before 14 weeks’ gestation \(b \
j trial 8\\, Pre-trial insulin delivery method + CGM postpartum
? (0‘0
N
r& ¢
N
Time in pregnancy-specific glucose range by gestational B@M %@ﬁnanqr Time in pregnancy-specific glucose range by time of day
Mean percentage of time o5 - Q b\ 100-
in pregnancy-specific glucose range O
\2 Q(b Closed-loop (n=44)
85 Cd‘z\ %) -
Closed-loop system o osegd4Qop (n=44)
6 5 l4/° 75 e 6\
Standard care 50_3%

The closed-loop system significantly increased
time in the pregnancy-specific glucose range

Timein pregnancy-specific glucose
range, median %

Time in pregnancy-specific glucose
range, median %

by 3 hours per day: > K\ Standard care (n=44)

Mean adjusted difference, 12.5% (5\ \(0' Standard care (n=44)
(95% Cl, 9.5% to 15.6%); P < .001 PR\ ——— , i , )
éQ 12, 16 18 20 22 24 26 28 30 32 34 36 38 12 &M 6 AM 12 M & PM 12 aMm
QK OQ Gestation, wk Time of day
RGN
NP
> R

O\(OQ Donovan LE. JAMA 2025 Dec 23;334(24):2176-2185
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Benefits of technology in older people wi L@\Odlqbe’res
key barriers to its Use,®

Diabetes technology options

Insulin pumps

Domains to be assessed in older people with diabetes
before using and regulany while using technology:

- E-literacy - Hearing

« Cognition = Physical function
and frailty

- Dexterity = Living setting

- Visual acuity - Social context

Promoting reduction in glucose variability
and minimising risk of hypoglycaemia

Potential positive outcomes (benef]

Reduced nisk of cognitive. @uoﬂd ll-outs
i and its K hyper; ycaemia

Regression or reduced Reduced risk
progression of frailty of italisation

"

&
N
@ « @Ju,,,mm

a caregiver
\® 6\5\('?““9 in a care home

% In&quaie training of community
specl‘bt teams on diabetes technology

Tim, gsﬂ‘alnts within health organisations
and lengthy consultations for older
people with diabetes

and support
constraints

\{b

Healthcare system

Barriers to the

and

Difficulties with procedures involved

in the use of CGM, smart pens and pumps,
such as replacing the smart pen cartridge,
the pump infusion set or the CGM sensor

Difficulties in obtaining CGM and pump supplies

Operational
difficulties
with diabetes
management
tools

use of
Lack of access to devices and
B ) Cognitive technology in Access to instruments necessary ta optimise
Cogpnitive decline and problem- older people and literacy the use of diabetes technology

o ) solving
Deteriorating problem-solving limitations

skills

Inability to interpret a large amount
of data from CGM or pump

systems and take action

accordingly

in diabetes

technology (8.9 Wil ot ko)

Low level of technology, digital
and e-health literacy

Physical and
sensory challenges

Lack of access to services
specialising in diabetes technology

Impaired dexterity

Reduced visual acuity

Frailty and disability interfering
with diabetes self-care

Maltese G. Diabetologia 2024; 67:2085-2102



AID in older adults with Type 1 Digb”\g’res

* v . .
Multicenter Three Hybrid closed | HC&'- t:slim X2 with Control-IQ)
. Si Sept. 2020 82 adults (65-86 . . )
E randomized inee >ep ? ults { } years) —> 12-week Predictive Io@luca@suspend (PLGS- t:slim pump X2 with Basal-IQ)
—_— al Up to Dec. 2022 with type 1 diabetes iod . ] ) )
crossover tria periods Sensor-q@e.n@» pump (SAP - t:slim X2 pump + CGM without automation)
DY AN
@&
100% 6.0% . . O Hybrid Closed Loop
= (b' \\(b E Predictive Low Glucose Suspend
T onn o X72) ‘\(b' [=] Sensor-Augmented Pump
o 50% - AN 6\
E =80 =81 =AD H=T5 130 \
% a0% — E NeT8  c7E B N=TY H LS N _ (b%
— MN=TT E = M=TR =TT E
é 70% g}g\?& *@ re
o 6 3.%\@ .
% 60% < & c} H=T _— MBI eTg =75 =BT
§ el | L] -
= 50% OQ) K “2o% E E Q E Q E
)
E  a0% - ) %] o>
= i 1.0% = L—
= % :ﬁiguilaolf:il-ﬁoliuﬂ Suspend ® KQQ
0% - [®] sensar-Augmented Pump é) . Q
T T T T 0.0%
Weeks 5-6 Wesks 7-8 Weeks 9-10 Weeks 11-12 ?~ 6\ | T T |
A\ < Weeks 5-§ Weeks 7-3 Weeks 9-10 Weeks 11-12
8%
80% — Sensor-Augmented Hybrid Closed
Pump (N=78) Loop (N=81)
o 7% —e— Median —— Median
50% — % 25%-75% IQR 25%-75% IQR
3 Mo NeT? R il
S o s 177 ere 5% -
£ 8
% 30% o H=H0 N=81 sy E 4%
- =
© E E . 0& S 3%
£ 20% ~ %) S
10% Q> ’\C) 8
S\ %ﬁ‘!&lu Closed Loop £ .|
.\} ictive Low Glucose Suspend
0% N\ ansar-Augmented Pump
T T C) T T 0% - »
Weeks 5-6 Weeks 11-12 ! ! ) 1 : :

Kudva YC. NEJM Evid 2025

Hour of the Day

20:00
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AID system use in type 2 dlqbet;e"s

- The 2IQP Study - Q\’b
wf e
j . s (Tandem with Control IQ)
i ! E Multicenter Since June 2023 319 individuals Q?Eb X Follow-up:
E\ randomised Up to June 2024 with insulin-treated type 2 diabetes 13 weeks
: trial rial insulin delivery method + CGM
_— \fb ‘?}\
N O
RS
Time in glucose target range (70 to 180 mg/dl) over 13 weeks Time in gb@osewarget range according to hour of day over 13 weeks
> 2

Mean Percentage of Time

in Target Range

100- \‘b \\6

AID (N=214)

> k
209 oL rb{b &6\ 204 Control (N=104)
104 Base-1 2 3 4 5 6 7 &Q)Q QAQ 10+

- Sl AR LIPS 0 S N S 0.0 0 1 S U 0 5 1 U U S 0 B S
0 T T T T T | N T T T T T A ¢ 4 )
Base- 1 2 3 4 5 6 9&7'- Qé\ 9 10 11 12 13 o o ¥ 22 b.’*c{%’*q‘hﬁq’*@’*%@@“ AR QAR hQ,\Q%QqQﬂPQﬁQ

line Q;\“
’\(OQWEEI( Hour of Day

Kudva YC. N Engl J Med 2025;392:1801-12



AID system use in type 2 didb@tﬁg\s

G\@‘ A\(
. - . 254 individuals highS-peiide
a*E MU:'ce'jfe; Since June 2023 With type 2 diabetes (b}&b’\\,& Follow-up:
E\\ ran o.mllse Up to June 2024 treated with AID system rq(: é-\pep'ride 13 weeks
—— tria (Tandem with Control 1Q) (0*{0‘\\0*@
£
P 2
- OBaseline  J1@Weeks
- Q
a \(b Q
[-0.8% | & [-0.8% ]
9.0 - SRS

2 8 (n = 129) (n = 40)

S
Hirsch IB. Diabetes Care. 2025 Dec 1;48(12):2061-2066



AID system use in type 2 diabetes: a meta g?wlysw

Time in range

&

\’0\

9 studies, accounting for 714 adults with type 2 d)b@be&tgfs

AID Comparator \
Study Total Mean SD Total Mean SD Mean Difference \(b' N}@ 95% ClI Weight
Bally L 2018 70 75.9 285 66 499 344 —:—-'-—-% 6’\\, 6.00 [15.35;36.65] 11.2%
Borel A 2024 17 76.3 121 17 62.0 12.1 O \ 14.33 [6.18;22.48] 13.1%
Boughton CK 2021 26 571 143 26 425247 —-—Cg 14.60 [3.63;25.57] 11.0%
Daly AB 2023 26 66.3 149 25 323247 fb—@'— 34.00 [22.75;45.25] 10.8%
Herzig D 2022 22 842 86 22 643 254 M 19.90 [8.69; 31.11] 10.8%
Kudva YC 2025 214 64.0 16.0 104 52.0 21.0 @_\\A 12.00 [7.43;16.57] 15.7%
Kumareswaran K 2014 12 447 285 12 23.0 344 OO &, 21.67 [-3.60;46.94] 4.3%
Reznik Y 2023 11 63.0 94 14 36.6 22.0 Q@ \L— 26.40 [13.61;39.19] 9.7%
Taleb N 2019 15 904 8.1 15 84.2 13.2 @Qﬁb_’b : 6.20 [-1.64;14.04] 13.4%
N\ i
Random effects model 413 301 C)\z\ QQ’Q) o 18.43 [12.40; 24.46] 100.0%
Prediction interval é \Q [-0.07; 36.92]
Heterogeneity: 1% = 68.6%, t° = 54.8663, p = 0.0013 \?‘ 9° I ' ' [ '
\6—10 0 10 20 30 40 50
\e Time In Range 70-180 mg/dL (%)
&\é &\()
w Q‘.omparator
Study Total SO otal Mean SD Mean Difference Mean 95% Cl Weight
Daly AB 2023 (%bb 7@0 8 25 8712 - -1.40 [-1.96;-0.84] 31.8%
Kudva YC 2025 9 \(07 309 102 7711 : i -0.40 [-0.65;-0.15] 38.1%
Reznik Y 2023 K@ 7406 14 881.0 — -1.40 [-2.03;-0.77] 30.1%
Random eﬁects@od%gzm 141 < -1.02 [-1.71; -0.32] 100.0%
Predlctlonlé‘2 al, O [-3.87; 1.84]
Heterogenqu,s @\7% % =0.3145, p = 0.0003 ! ! I I I !
Q 4 -3 -2 -1 0 1 2
HbA1c (%
Q\fo‘? S

Di Molfetta S. Diabetes, Obesity and Metabolism 2026; 0:1-10

of RCT

HbATc
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Use of AID systems in end stage kidney dlseage7hc:emod|qu5|s
mitigating features of AID against pathophysiological challenges oé@ abetes management in ESKD

&
*  Glucose concentration of the dialysqte @
Hyoeralycemia * Insulin resistance \fb ,g\
ypergly * Impaired beta-cell secretion ()\Q 6\
c° ‘b - Glycemic
* Decreased gluconeogenesw&\(b 4 yqriqbimy
Hypoglycemid * Impaired insulin cleqrqne@unQQQegrqdqhon
* Impaired counterreg r(Cb rmonal response
*  Nutritional deprlv%’rrdn B
&q
Pathophysiological challenges e \Y
in ESKD AID mitigating feature
 Increased risk of hypoglyce- « Automatic suspension of insu el upon detection of impending hypoglycaemia
mia » Low glucose alarms helpfu octQtnal hypoglycemia or cases of impaired hypoglycemia awareness
+ Algorithms can be adju \.rent hypoglycemia on dialysis days by altering glucose target or by using ‘activity/exercise
mode’ ’b Q}e

« Impaired insulin clearance .

e Increased insulin resistance
« High glucose variability

Most systems allﬂfg&d,ku@ﬁnent of active insulin time

Automatic ad&@r&@?of basal insulin and correction bolus delivery factor at every few minutes based on CGM and pump
data.

Healthn;@% cfﬁ*sn::-nals can access AID data illuminating discernible patterns in insulin requirements glucose variability,
allﬂw,;@f eaningful intervention thereby reducing the risk of clinical inertia due to the complexity of glycemic profile

Abbreviations: ESKD = End stage kidn@@‘ﬁisease, AID = Automated insulin delivery, CGM = Continuous glucose monitor.

Q\

Pavlou P. Expert Rev Endocrinol Metab 2026 Mar;21(2):111-121



AID system in patients with diabetes and CK"/hemodlqusw

e N

ﬂ Randomised (o) ls 40 individuals AID fO@w\QJ\ﬁGM

'-, an omls;e. | (24 type 1 diabetes, 16 type 2 diabetes) USU&%W& each for 8 weeks

f crossover ria - with advanced CKD/ hemodialysis
E 1] \\(& e@sequence
Y
Run-in (n=40) Usual care (n=40) \Qhk& n=38) pvave |
X

Percentage TIR

0.61
Lu JC. Diabetologia 11 May 2026

<0.001

<0.001

<0.001

<0.001

0.053

39 7.8 10.0 139 mmoll
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Use of AID systems in end stage kidney dlSGCIS@?hCIemOdICHYSIS

OQ)
R4
DK\ Follow-up Key Glycemic Hypoglycemia
Study (Year) Design/Setting Population AID System/Algorithm éco{n;aa r Duration Outcomes Findings Notes
Chaudhry et al. 2024  Single-center case 4 adults with TID  Medtronic MiniMed 780 (Q)\YB 4.5 months  tTIR; ‘time above No change in TBR; no Feasibility of AID in HD; real-world
series on HD SmartGuard ‘baselme (2-9 range severe outpatient use First evidence in T1D
months) hypoglycemia
Pavlou et al. 2025 Real-world multi-center 9 adults with TID  Omnipod 5 Sman@ &\\Q’Pre -AID 7 months TIR t 39.7 - No significant TBR First real-world evidence of significant
case series on HD Medtronlc 7 baseline (1.5-25 59.8%; | GV; change benefit with AID in a T1D dialysis
SmanG months) 4 HbA1c population
Boughton et al. 2021 RCT open label 26 adults with T2D Cambnd Ily @gd Joop Standard 2 x20days TIR t 37.7 - +TBR (p=0.04); no  Only RCT; robust evidence of benefit
2-center crossover on HD insulin (crossover) 52.8%; lmean severe events
trial (outpatient) therapy glucose
Bally et al. 2019 Post-hoc inpatient 17 adults with T2D F@’ doé@’loop insulin Conventional 8 days 1TIR +37.6%; +GV No increase in Post-hoc analysis of a short-term inpatient
analysis of open on HD (in rb I@ insulin (28.4 vs 32.3%) hypoglycemia study; improved stability
label RCT hospital) 'Q)Q 40 therapy
Note: 1 indicates increase; | indicates decrease. \ @
Abbreviations: TIR = Time in Range; TBR = Time Below Ran@@v éﬁ\ose Variability; HD = Hemodialysis; ESKD = End Stage Kidney Disease RCT = Randomized Controlled Trial.
X HO
& <

O\Q’Q

Pavlou P. Expert Rev Endocrinol Metab 2026 Mar;21(2):111-121



AID system in patients with type 1 DM and CK@ on hemodialysis
S \\‘b\

ESKD on hemodialysis 1 w&r& Ta@n Control 1Q Follow-up: 7 months
using AID systems @wn@mnlpod 5

Real-world data

(o) ié 9 individuals with type 1 diabetes and EE 2 with W‘%e\&m)(;

o 0‘
%O

Mean pre-AlD #SD) Mean \@S&Q&?D =#SD) Difference post-AlD (A) P-value

TIR (%) 397 (£17.1) i&é‘ ?8 1) 20.1 0001
Time in very high range (%) 304 (+£195) 0146@&123 -16.1 0.01
TBR (%) 4 (+54) o\ (?}ef‘f 4 (£13) -26 0.1
Mean BG (mmol/L) 13.1 (+2.4) \@&q\*\ 98 (1.9 -33 0.0002
GV (%)° 398 (+38) @é\ O 338 (£65) —6 001
DI (U)* 358 (128 @\ 296 (£7.1) —6.2 005
Hemaodialysis day TIR {%ﬁ 32 7 (:I:{b??,p 623 (=149) 296 0.002
Hemodialysis day TDI (U)k SQféEé@ 269 (£5.8) —032 043
HbATc (mmol/mol)’ ?5«% (128 56.1 (48.5) -225 0.003
Weight** § 77.:19,8 (+196) 718 (+159) -25 023
=

Pavlou P. J Diabetes Investig 2025; 16: 2027-2032



AID systems in patients with diabetes unde@@omg dialysis
- The AID-DIAL-CAL Study - b\%@

.(\ S
0 Y
B T 14 individuals
Longitudinal retrospective O ‘19 (2 type 1 diabetes, 12 type 2&}% éb@ Follow-up:
pilot real-world analysis ~ on hemodmlyslsé\ 3 - 12 months
in AID therapy (Mmlg 7 )
2 o’
\\® K@ 54 70 180 2% me/dL
Monday Dialysis day Deose tot giorn. 59,6U Tot basale 69% | 41,0U Tot bolo 31% | 18,6U { Bolo 70% [ 130U + Correzione auto 30% | 56U } P — ®® \46 _19 b 29 mmollL
= b\b S
wal 4,(,@\ 6,7 4
e 23,4
. | bl 4 4 |§$ %\Q s
|l @3 @\@
B th & e?‘ S
QS &
Tuesday Non Dialysis day gion. 57,00 Totbasale 61% | 340U Totbolo39% (221U  { Bolo 66%, Q’D +°t® auto34% 76U } ool Y
| [ 72,4
| 63,2
42 0|3 0v2
,\\\ <2 | s o S/ M
Non-dialysis Dialysis

Succurro E. Acta Diabetol 2026 Apr 15
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AID systems in patients with diabetes unde@gomg dialysis

- The AID-DIAL-CAL Study - § (1}\@'
&S
- B Joe 14 individuals N
- i Longitudinal retrospective 0 JE (2 type 1 diabetes, 12 'rype 2 ea@ Follow-up:
‘ ~ pilot real-world analysis = on hemodialysis on hem sk@' 3 - 12 months
) in AID therapy (MlnllA 7}&
o \\’0 @
5 82
Baseline 3-months 6-months  12-months \fb{b K\\\Q - -
N=14 N=14 N=10 N=8 €>° X
OQ’ 6\ 234 #39 26.9
Sensor use 81.3£20.3 93749 88.8£12.6 95522 Q> :
%) %
Mean sensor 169.9+19.1 156.9+£21.3 158+10.7 161 i’?%
glucose (mg/
dl)
CV (%) 26.6+5 26.5+3.9 28.8+6.5 %&z‘% Q&
GMI (%) 74+0.5 71405 7.1+0,3N 7&05
) 724 72.9 Batt
& @ 63.2 '
o
> (@
IR -0.3 -0.2 0.2 r0.0
LT o Y e -0.0 /-0.0 - 0.1 ~0.0
.&' Qﬁﬁf: 13.9 st 4 .
é’\\' QQ Baseline 3 months 6 months 12 months
@QO (N=14) (N=12) (N=10) (N=8)
\C
Q Succurro E. Acta Diabetol 2026 Apr 15



AID systems in patients with diabetes unde@@omg dialysis
- The AID-DIAL-CAL Study - 6\0&@

.(\(‘) h\
B 14 individuals
Longitudinal retrospective O ‘15 (2 type 1 diabetes, 12 1ype 2 ep@ Follow-up:
pilot real-world analysis = on hemodialysis on hem sk% 3 - 12 months
in AID therapy (M|n| §&
\\(b @
PWD on dialysis using AID system: Quality of life ® M on dialysis using AlID system: Quality of life
WHOQoL-Bref questionnaire 096 6\ OQol-Bref questionnaire
Suniicrcitie baf < > 20 Before using After using
uali ife before AlD syste AID em
usingtz‘lD system 83 a1,7 41,7 éo - em ™
(29) 60
N @

Quality of life after

using AID system
Health status before

z 50
40
+O
using AID system 16,7 41,7 > '1'3{% “
oY W

20

He‘alth status after 0 16,7 25

using AID system
\Q 4 10
0% 10% 20% Wg &&% 60% 70% 80% 90% 100%

Y« 0

\> NQ‘le’puor orgood ®Good ®Verygood

Physical score Psychological score  Environment score

Succurro E. Acta Diabetol 2026 Apr 15
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@o

AID and hypoglycaemia awareness in ’ry@e " diabetes:

Q\(b R\
a metanalysis &S 4
b\
rvational studi W
Observational studies @ ’b@
HCL-AID Standard of care Std. Mean Differen@ (b\'\ Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95‘&(]3\\ IV, Random, 95% CI
Beato-Vibora et al. 2024 1.74 1.6 /5 2.27 1.BB 75 25.9% -0.30 [- D (g \ —
Crabtree et al. 2023 19 12 207 23 14 208 715% -0.31[Q®0, @ ' 3
Malone et al. 2021 4.5 1.05 3 5.17 1.17 3 1.0% =0. 48@*2 @ 1.18] -
Nattero-Chavez et al.2023 19 16 5] 3.6 0.8 b 1.6% [6 2, 0.04] =
Total (95% CI) 291 292 100.0% G%EZ@-G 49, -0.16] &
Heterogeneity: Tau® = 0.00; Chi* = 2.04, df = 3 (P = 0.56); I’ = 0% ®® @Q)(b _52 _51 s fIL 25
Test for overall effect: Z = 3.86 (P = 0.0001) C) . QK Favours HCL-AID Favours Standard of care
)
Q> o
. . SEN
Randomised controlled studies N\ N

HCL-AID Standar Qk‘carg\ Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean 5D 22 tal Weight IV, Random, 95% ClI IV, Random, 95% ClI
Burckhardt et al. 2021 4 165 8 47507 @ 8 357%  -0.45[-1.45,0.55] 0
Lee et al. 2024 128 182.2 51 {@25 4 17.7% -1.88[-3.63, -0.13] 4 =
McAuley et al. 2022 2.5 1.9 15 (& .i@ 1.9 15  46.6% 0.00 [-0.72, 0.72] L

N @

Total (95% ClI) < 27 100.0% -0.49 [-1.35, 0.36] ’r~
Heterogeneity: Tau® = 0.27; Chi* = 3. %F ‘2\ =0.14); I = 48% _52 —Il P Il Jz

Test for overall effect: Z = 1.13 (P Q\

O\Q’Q

Favours HCL-AID Favours Standard of care

Efthymiadis A. Journal of Diabetes & Metabolic Disorders 2024; 23:2251-2261
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N (b.‘
\OQ\

AlID: other scenarios &0

3 ® .
RS
\Q . @‘

32"‘\» . oye
o Diabetes pos’r-pqncreqsec’romy/pqncs“eq’rl’rls

< 2.
" Cystic fibrosis
SFEO

Prolonged fasting /Ramadan

=
¢ Gastroparesis/enteral nutrition
O@ '\OQ

Intellectual diasability

©@°
- % LN\ ) °
= N\, Haspiralization

y 75

N X N X X



AID: guidelines

N\
&
5

QO

7.25a AID systems are the preferred
insulin delivery method over MDI,
CSll, and sensor-augmented pumps
in people with type 1 diabetes, A
adults with type 2 diabetes, A children
and adolescents with type 2 diabetes, E
and those with other forms of insulin-
deficient diabetes. B, C, D, E Choice of
an AID system should be made based
on the individual’s circumstances, prefer-

ences, and needs. E

15.19 Automated insulin delivery (AID)
systems with pregnancy-specific glucose
targets are recommended for pregnant
individuals with type 1 diabetes. A

15.20 AID systems without pregnancy-
specific glucose targets or a pregnancy-
specific algorithm may be considered
for select pregnant individuals with
type 1 diabetes when used with assis-
tive techniques and working with expg:-
rienced health care teams. B ‘(-\,2‘

7.5 People with diabetesiysi \@GM,
continuous subcutaneo ?ﬁs@'lnfusion
(CSII), and/or AID fomsdialgetés manage-
ment should ha{f'g\c g§fiued access to

devices across- wd\@rty payors, regard-
less of agecp? evels. E
76 C en@nd adolescents should

be x@ipperted at school in the use
\\c’ii.a es technology, such as CGM

7.25b Consider AID systems for se-
lect people with type 2 diabetes
treated with basal insulin not achiev-
ing individualized glycemic goals.
B Choice of an AID system should
be made basedon the individual’s
circumstances, preferences, and
needs. E

7.3b When prescribing an autgx\a@@\

insulin delivery (AID) syst$& J \ple
with diabetes and t C ivers
must receive edgn @10 how to
use and troublesi{oot t@osystem. This
education sho@@ Sur at regular in-
tervals as de@. Education should
include ﬁli n of the integrated
syst Qan@}ts data, including upload-
lrlgborﬁéharing data to monitor and

Oé%j@@therapy. C

Sa

Osy% \s, CSlI, connected insulin pens,
AID systems. E

7.7 For adults with diabetes using
diabetes technology, reasonable ac-
commodations in educational and
work settings should include having
sufficient time to manage their de-
vices and respond to high and low
glucose levels. E

ADA. Diabetes Care 2026; 49 (Suppl. 1): $150-S165 — $321-5,338

.(b,’

7.8 Consider early initiation, includ-
ing at diagnosis, of CGM, CSII, and
AID depending on a person’s or care-
giver’s needs and preferences. C

7.8a There should be no requirement
of C-peptide level, B the presence of
islet autoantibodies, B or duration of
insulin treatment C before initiation
of CSll or AID.

7.9 Standardized reports for all CGM,
CSll, AID, and connected insulin devi-
ces with a minimum of a single-page
report, such as the standardized CGM
report and weekly summary, should
be available and utilized. Options for
daily and weekly reports and raw
data should be available. E



AID systems are for everyone, but...is everst%ne for AlD?

Despite the clinical benefits, several factors prevent unwg@c@adopﬁon:

Disparity in Access Policy and Insurance a Psychological and
and Uptake Hurdles ’ lifestyle barriers
e N s S ~N e N
b\\’ > Perceived workload for
Racial and High cost@ﬁﬁ?}?J nsurance configuring, managing,
socioeconomic divides @-barriers and troubleshooting the
S technology
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.&\ (§® ) ( A
P o
Health literacy and C)Q‘“ Requl Issues related to
| barri S egulatory delays bility of devi
anguage barriers & AQ} wearability of devices
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Geographic inequitie
living without sp@@lalﬁed
endocrinolos{z% behind
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Conclusions: the aid of AID "
\
xS \\">
b\

v" Technological advances are ’rrqnsfgﬁn@ the management of type 1
diabetes at all ages, including pre@ﬂ%{&y
0.;0 2
\ comioss cornot [ v The automated nature of cjb gb‘?oop and its ability to adapt to real-time
[ =~ B glucose levels may mpr@)eéglucose control and quality of life across a
range of populq’rlon\é\malébmg it a viable choice for many, if not all.

However, for op@%g@ use of diabetes technology, it is essential to improve
the knowled WSkI”S of both healthcare professionals and users.

Q}
Inequn@ @adlqbe’res technology access and utilization remain a critical
pub{&bhéhl’rh barrier, directly widening the gap in health outcomes based on
r@@eé_&moeconomlc status, and geography.
\A’OQK\\
et

O\Q’Q



unite for diabetes
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for listening!
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