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Post-partum ¢®
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* The postpartum ggr( also known as the
puerperium, is_ r()@hqse immediately following

childbirth qr@b @@ts approximately 6-8 weeks,
during wh|§ﬁ ‘rbe mother's body returns to its pre-
pregnq@&' a?d’re
Qp 6\6

\2\ d,%llccn‘e time of great change, not only for the
vé‘hgﬂiers body, but also for the new family structure
\Qrtﬁa’r is created with the baby's arrival.

* Coping well during the postpartum period is
important to help new mothers cope with their new
life. Women must learn to care not only for

themselves, but also for their offspring.
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Post-partum in type 1 diabetgS
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* Women wi&@‘@}?e 1 diabetes mellitus face extra
challengg:?\(gﬂ?o soon after childbirth because they
have@ae&ouble role: caring for the baby and

mgﬂggjﬁg their diabetes.

®

\Q) >
O\?{ @‘ﬁ’er giving birth, the need for insulin is drastically
?“\Q,%\reduced (up to 50%), making it necessary to
Q
o8 quickly adjust the therapy.

* Breastfeeding, while important for the offspring,
may represent an added challenge for the mother
with type 1 diabetes in managing the disease.



Insulin therapy in pregestational diabetes o!c}gﬁ@hg pregnancy
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The daily insulin requirement in pregnancy varies considerably over@heé&urse of gestation

Immediately after delivery
insulin requirement drops to
half of pregnancy needs.
Subsecinently,
insulin requirement increases
progressively,
reaching a "plateau” around

the 3¢&th gestational week i Type 2
0 13-6X increase
\\

Conceptien
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Insulin requirement decreases o @
in the first weeks of gestation «@Q Q)AQ’
(10-20%) R @
R
Rl X 10 Wagks 40Weeks 6 Weaks
O{}Q Gestational Age (weeks)

Garcia-Patterson A. Diabetologia 2010; 53:446-451



Management immediately after kmgth
until discharge from hosplgﬁl

&2 e
@ . .
Insulin requirements drop immediately after birth qnd@&«%@nen are at increased risk of
hypodlycaemia in the first hours-to-days after birth. %o\ g\b\
e

Several factors may contribute to hypoglycaemlaahclgdmg
v Continued action of pregnancy msg}\{n’ @gses (due to large insulin doses in late
pregnancy)
v" Continuing to use pregnancy mgﬁ’i &e:loses/pump settings, which may be due to not

changing the settings or not cgéllévmg that the much lower recommended doses are
enough O @\OQ

v" Continuing to aim for ’rlgbhn‘ gb'cqemlc targets of pregnancy

v Reduced hypo aware@'@gg

v Nausea and vomli\m%«\c’

v Breas’rfeedmg @ <
O
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AID use in post-partum
>

& Q}\@\
Pregnant women wﬂh,b‘éq%@etes report feeling vulnerable

when the ability To&*&{@@bl their own blood glucose levels
is taken away cf;?t)@ them during hospital admission for
\ delivery ono&ﬁogé’r partum care, and is instead ‘in the
hands’ of d@s@%xperlenced antenatal and delivery ward

staff. 006 5%
‘2} @Q’

[? sgﬁlportqnt to improve the knowledge of healthcare

\ ?‘ p(@wders and women with diabetes to ensure greater

\é \\%’onsmency in blood glucose management during the

perinatal period, supporting women who are able to self-

& @ manage using insulin pumps and advanced diabetes
technologies.

The automated nature of A@Qs‘z@fl'ems and their ability to adapt to glucose levels in real time could make

them useful tools not on(lzqg’odtﬁlng pregnancy, labor and delivery, but also in the immediate postpartum

period. Q®
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The mqwg&lllenges for AIDs in the postpartum period
are:b&(b%c}\
K S
\Q) Q(b
éc,‘z“ Q&pid adaptability to changes in insulin sensitivity
\gg\(insulin requirement)

* limit the tendency to hypoglycemia

* adapt to glycemic changes during breastfeeding.



AID in women with type 1 diabetes during egﬁ? post-partum

\S ‘\\.
‘ inuati @) Y o
;'\‘ 2 Continuation pha?e \,/% 14 pregnant women fbb\‘\(&\ & ] AID - CamAPS FX

A "\:.'. of an open-label, multicentre, p with type 1 diabetes‘foo @ % ‘Hj (fees) until delivery

- | Q— randomized, crossover trial ) *\rg\ 2 \% g

O R =
D
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i = * In the 24 hours before delqi}%gryfwomen had glucose 110 mg/dL [104-

: 4%WW’=MW . N

: L o 128], with glucose Ieve\lg‘&‘rl\j?}ﬁ (63-140) 86.8%

::: mmmmm 'mm»:s:pwm :i: Amtepartum e, Pﬂ‘x tparuem 0 o

WA Y P & &%

ey T i NS

WMN\M * |n the first 48 {fdg{@ after delivery, women had a median glucose 117
s . mg/dL [1 ogza\i@@], with TIR (70-180) 73.7%
-l 7] . & .
5“’\“""’“\”“"%'*’“"’\“ * No ep@ﬁeé\of maternal hypoglycemia

_ e Q§ 4

i O o°

WW "] ‘ (- | &0 \\Q}

T 5 15 '(&fﬁl}%\%ediqn total daily insulin dose was 53.6% [48.6-73.6] of the
2004 2004 K .

ot - B e Q@Q pFedelivery dose on day 1 post-partum, and 53.5% [46.9-59.9%]
S A Y . . o

wl T et “ . Son day 2 post-partum, with substantial variation among the
B W WAV SVad R e .

A e QO; participants
oo afs Dilivary 0{0

Stewart ZA. N Engl J Med 2016;375(7):644-54



AID in women with type 1 diabetes during eqpﬁ post-partum

;'\‘ ’ Continuation phase (\‘)“ 27 pregnant women 6\ \\(b @ ' AID - CamAPS FX
— il of 2 open-label, multicentre, =y g é\ C Ny e ) .
51 [ S randomized, crossover trial with type 1 dlabe'res(b\\q} @ e until delivery
' I
Vaginal \QJ 6\ Emergency Elective
delivery 0 ’b cesarean cesarean
n= 4\\"> Q\Q) section n=1[2 section n= 11
N
Mean glucose, mmol/L (SD) 6.1}%&?%&\ 7.0 (1.5) 7.0 (1.6)
Mean glucose., mg/dL (SD) 1 1395, 126 (27) 126 (29)
Median time-in-target®, % (IQR) \%&% @7 88.8) 84.4 (48.5. 93.7) 76.5 (48.2, 93.0)
Median time below target, % (IQR) O 34 0.8 (0, 2.0) 0 (0, 2.2)
Median time above target, % (IQR) \é 187 (II 2,22.0) 11.4 (6.3, 50.4) 16.5 (7.1, 51.8)
Median sensor glucose SD, mmol/L (IQR) Q? 1.7 (1.4, 2.0) 1.5(1.2,2.2) 1.8 (I.I, 2.2)
Median sensor U]uwsc SD., mg/dL (IQR) \é Q 31 (25, 36) 27 (22, 40) 32 (20, 40)
Median number of th()U]VLtllTlIL events (IQR&;& 0 (0, 1.0) 0 (0, 1.0) 0 (0. 1.0)
Number of women with a hypoglycemic e@ (84\? 1 (25.0) 3(27.2) 3(27.2)

*The glucose target range during labor dn%Qt:lL\%l) was 3.5-7.8 mmol/L (63-140 mg/dL).
@ \
* During labor and delivery: Q&&:og@ 124+25 mg/dL, pTIR 82% (IQR 49.3-93.0).

* In the first 48 hours aﬂe&de{\?ery glucose 130125, with TIR 83.3% (IQR 75.2-94.6).

* No episodes of seve@ma?ernal hypoglycemia during labor, delivery or the immediate post-partum period.

Q*
Stewart ZA. Diabetes Technol Ther 2018;20(7):501-505



AID during intrapartum and early pos’rpq;ﬁum period

- The CRISTAL Study -

Open-label, multicentre,
randomized,
ey

controlled study

& ’b
Since Jan. 2021 (}95 preg?\gﬁ‘ @e
==_2Up to Sept. 2022 <‘/) wyn 1

(HI@@l c\g‘ﬁ 0% —> mean 6.5%)

n (8 -11weeks) AID — Smart Guard
1 diabetes <

Standard care

95 pregnant participants with T1D

] 11
46 in AHCL group

v
49 in SoC group
(intervention)

6 A&\ ” mg/dL

(control) \2\3.5 D8 mmol/L
43 gave birth 46 gave birth 43 SoCt
35.3%
Secondary observational analysis on =0.054 +17.5

differences in glycemic control and safety

O o
> 12
outcomes intrapartum and early postpartum
{b
27 (Si.g@ used |ntrapartum 45 (97, P=0.030

c®

+ CREAN
37 (86.0%) used Early gb %) used
AHCL postparturr:bQ & P=0.146 4
O\

Beunen K

(MDI/pump/SAP + CGM)

Early postpartum

70 180 mg/dL
39 10.0 mmollL

37 AHCLt 34 SoC

8.0% 8.6%
P=0.809

P=0.124

0" P=0.084

. Diabetes Care 2024;47(11):2002-2011



AID during intrapartum and early pos’rp%ﬁum period

- The CRISTAL Study - o\"”
n Open-label, multicentre,
randomized,

A— controlled study
T

"b 2
INTRAPARTUM SARIE
_ wmewmm < ] insuli delivery method

Insulin infusion M MDI
Insulin pump:  CSlI SAP W AHCL

1 dlabetes
Up to Sept. 2022
Pl Sep (HI@@l c\g‘ﬁ 0% —> mean 6.5%)

Standard care
(MDI/pump/SAP + CGM)

(\ 0‘
Since Jan. 2021 @95 pregn n (8 -11weeks) < AID — Smart Guard

Glucose target

W 55mmoliL 1 61 mmol/L

67 mmol/L Temporary
8-3 mmol/L

Active insulin time
(2.3%)

ADVANCED HYBRID CLOSED LOOP

M2nh T 2h307 3h
3h30 4h

Beunen K. Diabetes Care 2024;47(11):2002-2011



Real-world use of Control-IQ™ ’rechnolog)é@\ﬁ?’rer delivery

and AGP during the first pos’rpogﬁm week

Case #1: Days of labour and birth

Artificial rupture of
‘membranes, oxytocin started
I

20

mmol/L

AGP 1* week postpartum

15
10
5

00:00 0200 04:00 0E00 0B:00 1000 1200 1400 1600 1800 20:00 22:00 24:00

mmol/L started PP Profile

Vaginal birth with forceps
I |

B GM

5

: th”\m\/—\

Exercise Activity
was active with a

target range of
140-160 mg/dL

0000 0200 0400 0600 O&CO 1000 1200 14:00

Case #3: Day of birth

1600 1800 20400 2300 24,00

. cGM

N

Urgent cesarean birth for
L Started PP Profile  preaclampsia, no labour
»
“ &
10 C
s S

.-":} ,’ﬁf’ggp{—‘&%
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>
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ol ] @t N

(ol (unis)
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CE00 10:00 1200 1400 1600 1800
ILGS/PLGS EEasal
Activity Exercise [l Bolus

000 2200 2400
Actiity Sleep

2% Very
High

85% Time in
Range

3% Low

Case #2: Days of birth fb
mmol/fL  Started PP Profile  Elective cesarean bi N
a8 i T N

2

>
Q>
a2

AGP 1* week postpartum

15

10

< »

00:00 0200

A
D@w st Bt e Al 00

@w

2 zanl {un : \lQ) = - Balus (Units) o
S :

11

QK%N 0200 04:00 0600 0800 1000 1200 1400 1600 16

mmol/L

00 2000 2200 24:00
NLGS/PLGS Activity Sleep
ENsolus

EWEasal

Case #4: Days of birth

Emergency cesarean birth
Started PP Profile Tklﬁlwmw progress

1% Very
L

AGP 1" week postpartum

B Las/pLes
EBolus

WGasal Activity Sleep

2% Very

Sleep Activity was
active during the
day, with target
range of 112.5—

121 mg/dL

Wang XS. Diabetic Medicine 2023;40:e15086




Recommendations/checklist for op’rlmlzmg Q%n’rrol |IQ use
during labor, birth and pos’r@msfum

a. Program a Postpartum Profile with: gb
(i) 2/3 pre-pregnancy basal rates (m&}éﬁ%’énd of end of
pregnancy basal rate) \,0 o
(ii) 20% weaker correction fac@?s,\tﬁan pre-pregnancy
(iii)  10%-20% weaker 1nsullg@qt%@drb ratios than
pre-pregnancy N @Q

b. Switch to postpartum p(@'ﬁ‘lcf Ust before caesarean birth or at

the start of pushing ¥ \o

. Run Sleep Actml;gﬁtg@hg labour and birth

d. Consider Cont&@?}ﬁ Technology with no Activity enabled if
running tcu%cbo

e. If frequ%q‘f Q@%ﬂglycaemla with breastfeeding, consider
smtglaﬁlg@tﬂ Control-1Q technology with no Activity enabled
Droé‘xcﬁc:lse Activity

O\’b

L)

Wang XS. Diabetic Medicine 2023;40:e15086



Post-partum Diabetes Management: AIC@ settings

- AMD-SID statement - o\
T

Glucose targei >108 mg/dI 100 or 120 n@?g{b -

Active Insulm 11, :8 Adapt as needed 2h @ @‘b 8

> )
Bring back to values close to Brin \‘bagt\ to values close to Bring back to values close
CHO/Insulin §>
those pre-pregnancy thege @fe pregnancy to those pre-pregnancy
@ QO
Insulin sensitivity - éc)‘»- Q&Q Adapt as needed
>
Body weight Update Q,\VQ}QJ - Update

NS 2/3 of th
t -
50% of the basal <§§1’e @? the 50% of the basal rate at the /3 of the pre-pregnancy
basal rate (or 50% of the
S L end of pregndnc% end of pregnancy
(only for manu Qﬁ‘e) el o menyel e basal rate at the end of
’ %kb"\ ¢ pregnancy)

Ease-off m‘o@
Hypoglycemic trend (reduge <?éscll rate and stop Temporary target 150 mg/dl  Exercise mode

< 1252% mg /dl)
Resi V. Acta Diabetologica 2025



Post-partum

AID settings

Suggested settings intrapartum

. . @
infernational consg#sus statement

Suggested settings postpartum

CamAPS FX

RCT data available
intrapartum and up to

6 manths postpa
Diabeloop
Ne data available

iLet

No data available

Increase glucose target to 5.5-6.0 mmol/L
{99-108 mg/dL}; insulin-to-carbohydrate ratios of

rtum™! between 1:12g and 1:15g

No recommendation due to absence of evidence

Mo recommendation due to absence of evidence

Medtronic MiniMed 670/770G

Ne RCT data available

Mo recommendation clue to absence of evidence

intrapartum on automatic
mode; RCT data available
3-7 days onwards until

6 maonths postpa

Medtronic MiniMed 780G

RCT data available
intrapartum and early

postpartum™®

Omnipod 5 (SmartAdjust)

No data available

T s

(99 mao/fdL); increase as needed to a glucose target
6-1 mmal/Lor 67 mmol/L {110 mmol/L or 12
active insulintime of 2 h; increase insulin- t(v\

ratios by at least 50% é
O
No recommendation due to aa@f evl:@ce

Tandem t:slim X2 or Tandem Mobi with Control- I@o ﬁo-v- technology

Data available from a case

series;”"™ RCT on

Sequel Twiist and open source

Little data available; case

reports

O’\

Sleap activity
during labour

o 4"’
‘Y’é' s (
. %bp Top Qom temparary overrides for delivery
Ry 5% of insulin needs, with a target of
D55

QO but do not activate until needed based on glucose, stage
(b of labour, and mode of childbirth

2 IVE

ran§@5 2-%mmoliL (112-120 mg/dL)

going'™

olf/L [99 mg/dL] enabled indefinitely) in advance,

Glucose target of 6.0 mmol/L (108 mg/dL) and u
glucose target was 6-0 mmalfL {108 mg/dL} in
ratios of between 1:12g (non-brea stfeedln

U
el a@h

Adapt glucose targeks{@vee %L%nnul and 7-2 mmal/L(110-130 mg/dL} as needed

0

-2 mmolfL(99-130 mg/dL); adapt aggressiveness in
as neaded

Adapt glucose targets between
hyperglycaemia, normoglycae

Glucose target@? m@ {120 mg/dL, non-customisable); active insulin time of 23 h

c?’6 b\%

&q

Glucose target can most frequently remain at 5.5 mn&) LKQtarget can most frequently remain at 5-5 mmol/L (99 mg/dL); increase as needed to a glucose

t@et of 6-1 mmel/L or 57 mmol/L (110 mmol/L or 120 mg/dL); temporary target of 8-3 mmol/L
Qnso mag/dL) is rarely needed; active insulin time of 2 h; increase insulin-to-carbohydrate ratios by at
least 50% (and an average increase by 80% is needed when breastfeeding)

Adapt glucose targets between 61 mmol/Land 8-3 mmalfL (110-150 mafdL); might benefit from
resetting the pump te prepregnancy settings or spending some time in manual mode before
resuming automation

Sleep activity function can often be continued if pestpartum profile is activated;” if fraquent
hypoglycaemia or fear of postpartum hypoglycaemia then Control-1Q without an activity target range
of 5-2-8-8 mmolfL (112-160 mg/dL) can be used with sleep activity ovemight or, if needed, temporary
use of the exercise activity range of 7.7-8-8 mmeol/L (140-160 mg/dL) can be used

ourself APS—eg, Loopt and Android APS)

Change target to 5-1-7-5 mmol/L [110-135 mg/dL) postpartum; continue temporary averrides until
postpartum settings” are activated; if Android APS experience is very limited, consider the following
setting adjustments: stop dynamic insulin sensitivity factor, reduce the maximum units per hour and
maximum total insulin on board by around 25-50% compared with the pregnancy values, and reduce
the so-called maximum allowed bolus by 25-50%

Benhalima K. Lancet Diabetes Endocrinol 2026; 14:157-177



S
o°
Q
&
@
&
N &
Nella struttura dove Idvqaﬁ @j’ personale di sala parto e
del Reparto (éi?/ g\@ Os’re’rrlcm/Gmecologlq é

adeguatamente m@mraﬁ‘b’ro/formo’ro all’'uso di tecnologie
Q)

avanzate nelle e con diabete mellito tipo 12
O@Qig‘ﬁ P

B y&’q{b ma stiamo valutando la creazione di un
eﬁro’rocollo di gestione condiviso
& QC Si, abbiamo un protocollo di gestione condiviso
\'Z’ D. Si, abbiano un protocollo di gestione condiviso,
ma non sempre viene seguito nelle donne con AID




@
Women’s experiences with Control-IQ technolggy in peripartum
Q

N
(O'qusﬁe participants expressed concern that

* Participants were satisfied with the
experience on the AID and the autonomy 6 é”qff on the postpartum unit lacked

that was given to them to make decisions @ fcmlllqu’ry towards diabetes technologies
O

on their own diabetes management. e @\Q and hesitancy towards the autonomy of
QD \Q’ self-diabetes management.
* Participants expressed trust in Con’rrq‘ﬁl@\
technology to continue qu’romq’reé%r@tﬁm * Some participants felt frustrated and

adjustment while they focusec@gﬁ%\ the
events of their labour {bo@\a birth

judged by staff who performed fingerstick
glucose monitoring on the postpartum unit,

experience. QQOQ, particularly when staff made comments
(b & like “that's high hey?” about minor glucose
QQ, g Y Jd
. @QO elevations.

O\

Wang XS. Diabetic Medicine 2023;40:e15086



Management immediately after hs@?m‘h

until discharge from hosplgﬁl

We recommend p\@‘s\?@‘rtum insulin pump settings be
agreed and dq&'&ug@én’red in the woman’s individual
care plan of,ﬁélt&% weeks.
\fo{b‘&
The p@? r’rum basal rate can be programmed into
’rheob\um% in advance as an additional basal profile;
\Q,fﬁer settings must be programmed after birth.

)&\é \\Q
\%{Q @ As soon as possible after birth (and certainly before

the first bolus) the woman MUST change the pump
seftings to her postpartum settings.

It is commonly advised to omit the bolus insulin for
the first light meal after birth.



Rivaluti la ’rerqp@éi %elle donne con diabete
mellito tipo 1 ql»%cp"o il parto?

@OQ’(OG\
‘2} @Q’
O'.L
A. I\é\ &
BK\eS@‘\glopo circa 4 settimane
Sl, dopo circa 3 mesi

& \fz;f) Si, al termine dell’allattamento
R @‘
‘Q \\0@
2




Nelle donne cogo d@bbe’re mellito tipo 1, il

controllo gllce@'ﬁ'\@ nei mesi successivi al parto:
o‘?’&b\

A. Sokﬂ’gmen’re migliora

B. $%§q tendenzialmente stabile

& cForequen’remen’re peggiora
(5@%,@ Non so




Postpartum glycemic control in women with ’r@ygﬁ% 1 diabetes
A\S)

p— . pr >
" K
W 8 J‘L Real world data Since 1999 (bb. > 250 pregnant women
L 5 Up 10 2011 S withtype 1 diabetes
- @@ )
.0 X0
@
Solid line = pregnancy planning Dot'réﬂoli@%% not planning

8.01 851

[e]
o

Meight (kg)
&, 2

%.8

6-12 6-12
at term morn 8 at term months at term months
50L, T . IR A2 601, : . A . 224, : . . .
pre- 06 @ X 12 pre- 06 >12 pre- 06 512
conception months (bQ months conception months months conception months maonths
\$

Cyganek K. Diabetes Care 2013;36(5):1083-7



Quality of life during post-partum in ’ryp)é’\ol diabetes

>\\ \\(b'

trial

. Multicenter

&)1
%‘9
)

176 with GDM
245 pregnant % 30 with type 1 dlabefe's‘\\’b—@
\.

women

39 healthy controls
3'

Q bﬁgll SF-36 Health Survey and the Center
for Epidemiological Studies-Depression
(CES-D) Scale in third trimester of

b\ pregnancy and after delivery

Depression specific (CES-D)

26 -
24 -
22 -
20 -
18 -
16 -
14 -
12

10

—+ - Healthy - ® - T1\DM —— GDM

3rd trimester

ro%
N\ @
> AQ’

@
Heqlgb\’rea‘f’d'red Quality of life (SF-36)

Physical corQ;g%rbeﬁ’r summary

Mental component summary

—- h@? T1DM —a— GDM - —+=Healthy - 8- TIDM —a— GDM
55 1 o 60 -
Q) >
50 é?‘ \Q 35 1
QA 50 e ————

7 -3

45 + \% - ‘. ol -

(:) \ - “n 45 R L T =

3 ) -
R % -
PNELN 35 -
X @
O XN .30 : .
3rd trimester After delivery 3rd trimester After delivery

Higher. @&e@‘mdlcafe a more favorable physical functioning and psychological well-being

S

°

Dalfrad MG. Qual Life Res 2012; 21:291-298



AID during the first 6 months pos’rp@’r’rum
The AIDAPT Study - o\’z’

;\‘ , Open-label, multicentre, 1 124 pregnant women (8 -11weeks) AlR‘b%C’@mDS FX — 25 6 months

e randomized, with type 1 diabetes

’S't rﬁu d postpartum
= controlled study (HbA]c 6.5-10% = mean 7.7%) \( oo ey > 24 extension

P O
¥
Baseline™ Postpartumt Adjusted treatment  pvalue for pvalue for (b\'\rb KQ)
(95%Cl) effectt fb. ‘\A i
Hybrid closed-loop ~ Standard care Hybrid closed-loop ~ Standard care 60\' C)\ ;? 100 = H}fbfld dlosed |00|J
(n=28) (n=29) (n=28) (n=29) = [ Standard care
CGM data, h NA NA 3893 (622) 3636(989) NA NA NA b 5 90
Number of participants§ =
From 0to3 months 26/28 7129 2628 7729 ‘g 80
3to6 months 25/28 24/29 25/28 24/29 . - o
Percentage of time with glucose levels 73% (14%) 70% (13%) 72% (12%) 54% (17%) 00037 b= 70+
39-10.0 mmoljL =
From 0to 3 months 74% (14%) 70% (13%) 75% (12%) 57% (16%) 15% (7t023) %\ \ _E 60
3to 6 months 73% (13%) 72% (13%) 70% (9%) 50% (19%) 16% (7 to 24) D =
Percentage of time with glucose levels 50% (15%) 7% (12%) 51% (11%) 33% (13%) NA ?N Q\? E L0
3978 mmoliL
From 0to 3 months 50% (15%) 47% (12%) 54% (12%) 35% (12%) NA %& = ] 4 % TA R § 40+
3to 6 months 51% (15%) 48% (12%) 48% (10%) 30% (15%) NA {g) NA I
Percentage of time with glucose levels 22% (15%) 2% (12%) 26% (12%) 42% (18%) . n 0055 078 ( 180-250 mg / d |) = 30
>10-0 mmol/L (SD) )
From 0to 3 months. 22% (15%) 22% (12%) 22% (13%) 39% (17%) 6%( 5% o o - 9% T AR ) 20
3to 6 months 21% (15%) 21% (12%) 28% (10%) 7% (21%) 71 % 2 tn 6 = = =
Median percentage of time with glucose 3% (1to9) 3%(1to7) 7%((3to11) 15% 8{0% 0029 018 (>25O mg/dl) E
levels >13.9 mmol/L (IQR) o 10+
From 0to3 months 3% (1t09) 3% (1t07) 4% (21010) 13 zz \679%( 16t0-2) E E
3to 6 months 2% (1t07) 2% (10 6) 8% (4t012)) St mg -12% (20t0-3) E E = 0 T T T
Median percentage of timewithglucose ~ 50% (31t06:8)  46%(23t0118)  2:4% (15to 4 2 6%6 52)  -07%(-20t005) 049 078 Oupto 4upto 8upto 12upto 16upto 20upto
levels <3.9 mmolfL (IQR) 4weeks  Bweeks 12weeks 16weeks 20weeks 24weeks
From 0to3 months 50%(311068)  46%(23t0118)  25% (14&%) z& (20t050)  -08%(22t006) - = )
3to 6 months 49%(31t068)  40%(23t0129) z%}.] 3Q 2 2%(11t060)  -06%(20007) - . 4-week period
Median percentage of timewith glucose ~ 12% (02t022)  07% (03t034) @F 030008  06%(02t013)  -02%(060001) 033 078
levels <3.0 mmol/L (IQR)
From 0 t03 months 12%(02t022)  07% (03to s > 04%(031007)  06%(02t012)  -03%(-08t001)
3to 6 months 10%(02t022)  0-6%(03 tg\ 04%(021007)  05%(02to15)  -02%(-06t001)

Lee TTM. Lancet Diabetes Endocrinol 2025;13(3):210-220
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Open-loop = Closed-loop
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controlled trial ") ~out Eigst postpartum week SAP
S »
NG
L\@’b ‘\AQ’
; Nl
Theme Subtheme lustrative quote Q‘b \.\"o

Preventing lows is great Great “when it works” “Yeah, it's been r@ﬁ’y @gd. Actually, my blood sugar has been really good. And it’s given the peace of
but not everything mind forjust\}gm , knowing that it's adjusting as needed for my background insulin, and it's been,

it's defini as'{Q.' (Participant 08, 24 weeks postpartum)
Specifically to prevent “lows™  “Well, tl\?au[@[(ﬁode has really helped with ovemight lows. So, it’s definitely nice when we're already
kind &ey Q up in the middle of the night to deal with [baby] and helping out there. And so not having
%é with night lows. It's been great.” (Partner 05, 24 weeks postpartum)
. eld’ was sick, and in the hospital for like 4 days, it was good to be in automode because | wasn't
@ea@& because they were draining the infection. So, | was happy when | was in the hospital because it
6{0 \. very ... | was doing very well in automode.” (Participant 01, 12 weeks postpartum, auto mode)
\\Q;

Q0

Quintanilha M. Can J Diabetes 2024;48(8):502-509.e2
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Diabetes management during breas’rfeegb%g period
in mothers with type 1 dlqlgd’(gs
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diabetes rouhn§ during breastfeeding period during breastfeeding period
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Conclusions: the aid of AID o
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v Advances in ’rechnot@b\g\ are transforming diabetes

/ mdnagemen’r also in @%ghomcy
Q
Q, -
S é\

v The au’roma’red q?(%mre of closed loop and its ability to adapt
to real- hme@@lg@%se levels make it well suited for use during
pregnan@?‘ {aaudmg labor, delivery, postpartum period and
brea;\@g@ﬁng

QQ~ oo
v Mo\(e‘eover AID may reduce women's stress and the burden of
@ m\anagmg diabetes also in the postpartum period, when the

Kc,@“ mother has to dedicate a lot of time to caring for her baby.
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unite for diabetes
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for listening!
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