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Dexcom G6 and 
Dexcom G7 

• The Dexcom G6 and G7 are advanced continuous glucose monitoring 
(CGM) systems developed by Dexcom, designed to help individuals 
with diabetes manage their condition effectively.

• The Dexcom G6 provides real-time glucose readings directly to your 
smartphone or receiver every five minutes. It features a slim, water-
resistant sensor that can be worn for up to 10 days and a transmitter 
(DO NOT THROW AWAY TRANSMITTER) that sends data wirelessly. 
The system requires no fingerstick calibrations and has an urgent low 
soon alert that warns you of severe hypoglycemia.

• The Dexcom G7 is smaller and thinner than the G6, with a fully 
disposable, all-in-one sensor and transmitter, making it more user-
friendly.

• Warm-up time for the Dexcom G6 is 2 hours, and for the Dexcom G7 is 
30 minutes.

• Both systems are compatible with various insulin pumps and can be 
integrated with other diabetes management apps and platforms.

Dexcom G6 is discontinued by 

manufacturer as of 07/01/2026!



Libre 2, 2 Plus, and 3 Plus

• The FreeStyle Libre 2 and Libre 3 are revolutionary 
continuous glucose monitoring (CGM) systems developed 
by Abbott to assist people with diabetes.

• The FreeStyle Libre 2 features optional real-time glucose 
alarms that alert users when their glucose levels are too 
high or low. The system includes a small, round sensor 
worn on the back of the upper arm for up to 14 days, 
delivering glucose readings through a painless 1-second 
scan using a handheld reader. This system eliminates the 
need for routine finger sticks and offers improved 
accuracy and convenience.

• The latest FreeStyle Libre 3 Plus is a testament to 
progress, even smaller and thinner than its predecessor. 
It’s the world's smallest and thinnest sensor. It provides 
real-time, up-to-the-minute glucose readings automatically 
delivered to your smartphone every minute, eliminating 
the need for scanning. The Libre 3 Plus sensor also has a 
wear time of up to 15 days and integrates with the iLet 
Pump

• The warmup time for the Libre products are 1 hour.

• The Libre 2 Plus integrates with the Tandem X2 pump and 
soon the Omnipod 5 pump. The Libre 2 Plus does not 
require Manual scanning to see the data.

Libre 2 and Libre 2+ are in the process of being 

discontinued. This will certainly happen once a 

couple more pump companies get FDA approval for 

Libre 3+



Trend Arrows 

• This is a Table 
depicting all 3 of 
the commonly available
sensors' arrows and the 
meaning of the arrows.

• The LEAST important 
thing on the display is 
the number!

An easier way to look at the arrows is in 

terms of "points-per-minute". Flat/stable is 

1ppm, slowly rising is 2ppm, Rising is 3ppm, 

rapidly rising is 4ppm.



Medtronic Guardian 
3 and Guardian 4
• The Medtronic Guardian 3 and 4 are advanced 

Continuous Glucose Monitoring (CGM) systems 
designed for individuals with diabetes. These devices 
provide real-time and dynamic glucose information, 
continuously tracking glucose levels and alerting users 
when they go too high or too low. This allows them to 
take appropriate action. 

• The Guardian 3 and 4 sensors are inserted under the 
skin and can be worn for up to seven days (Guardian 
3 is approved for 6 days of wear). They work with the 
Guardian Connect app, which allows users to view 
their glucose levels on their smartphones. Users can 
also receive predictive alerts up to 60 minutes before 
a high or low. The Guardian 4 features advanced 
technology that enables it to communicate directly with 
compatible insulin pumps (Medtronic 780G), providing 
an integrated approach to diabetes management.

• The warm-up time for the Guardian CGM is 2 hours.

New Simplera Sync  sensor --->

Guardian sensors are going away. Simplera and Instinct 

are Minimed's new sensors.



InPen (bluetooth linked Insulin Pen)

• Medication Specific bluetooth enabled 
insulin pen used for Rapid-Acting insulins.

• Mobile Phone phone app links to Dexcom 
G6, Medtronic Guardian sensors.

• On-board bolus calculators with 
extra safety measures built in to help 
prevent low BG's. If the calculator 
recommends a correction, it can be given 
regardless of correction interval.

• Pens dose in ½-unit increments for 
increased accuracy.
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iLet Pump 

• The iLet Bionic Pancreas from Beta Bionics 
is an automated insulin delivery system 
that adjusts to the user's insulin needs. It is 
designed to work seamlessly with the 
Dexcom G6, Dexcom G7, and Libre 3 Plus 
continuous glucose monitors.

• According to their website, there is no need 
for carb counting, corrections, or set basal 
rates. The pump has no traditional settings 
or input requirements except for the ability 
to adjust target glucose and weight in the 
settings. The user must announce their 
meal using the system, and the pump will 
automatically adapt to their insulin needs.

• This pump is CGM Obligate, it's 
capabilities are severely handicapped if 
there is no sensor working!

DON’T OVERTHINK 

THIS PUMP!!! 99% of 

the time, use Lunch > 

Usual. Let it learn!



iLet Pump Pros and cons
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• Less Burden (carb counting less important, user does 
not give corrections)

• Adaptive technology

• Fewer (but purposeful alarms)

• Can be run as Untethered (50% basal by injection)

Pros: 

• Smallest reservoir size

• Sensor Obligate (must have sensor connected for it to 
work Effectively)

• Easy to overthink!
Cons:



Medtronic 
770G/780G

• The Medtronic MiniMed 780G is a groundbreaking 
automated insulin delivery system for individuals with 
Type 1 diabetes. This hybrid closed-loop system uses 
SmartGuard technology to adjust basal insulin and 
correction boluses every 5 minutes based on real-time 
glucose readings.

• The 780G integrates with the Guardian Sensor 3 or 4 for 
accurate continuous glucose monitoring for up to seven 
days. The system prevents high and low glucose events.

• New Simplera Sync  sensor soon to be released

• It is important to suspend delivery anytime the pump is 
disconnected.

These are the current 

pumps and are about to be 

replaced by two new 

pumps (Flex and Fit)



Medronic Minimed pros and cons

• Aggressive algorithmPros:

• Large and bulky pump size

• Guardian sensor is not Non-Adjunct (fingersticks are required)

• "Button Heavy" it takes more button pushes than other 
systems.

• Uses AA batteries instead of rechargeable.

Cons:
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New Minimed pumps coming soon!

• Minimed is breaking away 
from it's parent company 
(Medtronic) and is launching 
several new concepts soon.

• Minimed Flex: FDA Approved 
and launched with Simplera 
Sync.

• Minimed Fit (Tubeless): 
projected 01/2027 Launch

• New algorithm updates 
coming soon!
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Omnipod 5 
(OP-5) 

• The Omnipod 5, developed by Insulet Corporation, is 
an advanced tubeless and wearable insulin delivery 
device designed to serve people with Type 1 
diabetes. The system features personalized insulin 
management through its algorithm that automatically 
adjusts insulin delivery based on individual glucose 
levels and trends.

• It utilizes continuous glucose monitoring data from 
the Dexcom G6/Dexcom G7 or the Dexcom G7/Libre
2 Plus) to predict glucose levels ahead of time and 
make necessary insulin adjustments. It is waterproof, 
discreet, and can be worn on multiple sites on the 
body.

• To get more familiar with the OP-5, check out the 
Omnipod 5 simulator on the App Store or Google 
Play.

Assuming CGM is working, it should 

be kept in Automode.

https://apps.apple.com/us/app/omnipod-5-simulator/id1552469689
https://play.google.com/store/apps/details?id=com.insulet.simulator&hl=en_US&gl=US
https://play.google.com/store/apps/details?id=com.insulet.simulator&hl=en_US&gl=US


Omnipod 5 Pros and cons

Pros:

• Great safeties (cannot go over 3 days on a pump)

• Easiest pump for site changes

Cons:

• Slowest insulin delivery (40 seconds per unit)

• Weak algorithm for helping with high blood glucoses.

• Must use controller OR app to bolus (not both)

• Bulky on the body vs tubing (no infusion site options)

• Connection issues with Dexcom G6 and G7 (weak 
Bluetooth®)
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Tandem X2 
Pump

Tandem X2 is on the left; Tandem 
Mobi is on the right side of the picture.

To get more familiar with the Tandem 
X2 or Mobi, check out the t: simulator 
on the App Store or Google Play or 
check out Tandem pump demos.

• The Tandem t: slim X2 insulin pump, developed 

by Tandem Diabetes Care, is a user-friendly, 

technologically advanced device intended to aid 

individuals with Type 1 diabetes in managing their 

insulin delivery. The t: slim X2 features a touch 

screen and a sleek design, making it modern and 

easy to use.

• One of its key features is its integration with the 

Dexcom G6, Dexcom G7, and Libre 2 Plus 

continuous glucose monitoring systems, allowing 

for automated insulin delivery with its Control-IQ 

technology. This feature adjusts insulin delivery 

based on the user's current and predicted future 

levels, helping maintain optimal glucose control.

• It is important to stop insulin delivery anytime the 

pump is disconnected. 

https://apps.apple.com/us/app/t-simulator-app/id955568377
https://play.google.com/store/apps/details?id=com.tandemdiabetes.slimjim&hl=en_US&gl=US&pli=1
https://www.tandemdiabetes.com/products/software-apps/virtual-pump-demos


Tandem X2 
Pros and cons

• Pros:

• Strong algorithm

• Phone operation in addition 
to touch screen

• Large reservoir (300 units)

• Cons:

• Algorithm is non-adaptive. 

• If bolusing late, the user will 
go low.
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Tandem Mobi

• Newest offering from Insulet

• Tiny (about the size of just the screen on 
the X2)

• Holds 200 units

• 100% iPhone app driven

• Tons of options with infusion sets and 
tubing lengths

• Dexcom G6 and G7 compatible

• Tubeless version projected 2026
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SOON TO BE TUBELESS!



Tandem 
Mobi Pros 
and cons
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Pros:

• Small with many tubing/wear 
options

• Strong Algorithm

Cons:

• Cell phone obligate (iPhone 
only, must use phone to bolus)

• Small reservoir



Common Diabetes Tech Issues – Insulin 
Pumps

● Each day please verify that insulin 
pump has:
○ Sufficient insulin in the pump.

○ Sufficient battery life for the pump.

○ Correct time and date on pump home screen.

○ Pertinent receivers or phone app open. If 
connected to CGM, that CGM reporting 
to pump.

○ Pump site appears intact with NO evidence of 
site being loose or irritated.

Common Pump Issues
● Often not visible.

● Do not trust that just because it looks 
okay, it must be okay.

● May include kinked catheters, catheters 
that fell out or never got in all the way, air 
in tubing/reservoirs, bad insulin, 
empty cartridge, low battery



Common Diabetes Tech Issues - 
CGM
• Each day please verify CGM

o CGM in place (probably want to note when it expires)

o If using receiver ensure device is on/battery charged/glucose data reporting

o If using phone ensure on/battery charged/Bluetooth on and respective app 
open

o If using pump, ensure CGM connected to pump interface

o If using a pump, make sure the factory receiver is turned OFF. The CGM's 
can only connect to one Mobile Device and one Medical device. The pump 
and the receiver are both considered to be Medical Devices.



Ketones in the school setting

• Ketones form in the ABSENCE of insulin action. This means 
that if a single dose of evening Lantus is missed, the child will 
have ketones by morning (when they arrive to school).

• If they arrive to school with ketones, they are either sick or are 
not getting insulin in the home setting.

• Sending the child home because of ketones is sending 
them right back into a potentially dangerous situation.
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Ketone Testing: When and How

Test ketones for any BG >300 or ANY ILLNESS!

1. Inexpensive: Urine test strips. This is easily misperformed and 
misinterpreted. The results are read EXACTLY 15 SECONDS after 
sampling. The best practice is to have them urinate in a cup and YOU 
dip/time it.  All that matters is POSITIVE or NEGATIVE, not quantity.

2. Expensive: Blood testing is precise and fast, hard to “mess it up” and 
misinterpret. NovaMax (Blue meter) and Precision Xtra (Purple strips).

Insurances typically don’t cover either type of testing! Even Medicaid! 
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Pump Trouble Shooting

• Insulin pumps can indeed be a valuable tool, but can also 
be quite dangerous.

• There is no long acting insulin injected, there is only 
rapid/ultra rapid insulins in a pump (rare cases of Humulin R 
U-500)

• This means that if the flow gets interrupted for any reason, 
they WILL start making ketones within Two(2) hours.

(ILet pump can be used with daily basal insulin, which will make pump 
trouble shooting  a bit more difficult)
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Pump Trouble Shooting

• This is why insulin pumps are not easier, they are more 
complex and have more risks associated with them.

• The K.I.S.S. principle does not apply to pump therapy!

• Use CGM data and Ketone testing to troubleshoot the 
insulin pump is actively infusing insulin.
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My Algorithm: Written for Teenagers!

Pump trouble shooting:

1. Using Ketones: If there are ketones, step 1 is to NOT trust 
the pump. 90% of the time, it is a bad infusion site. *see slide 
18*

2. Using CGM: If a bolus is administered and the CGM does 
NOT show a downward turn in 30-45 mins, it may be a bad 
site. The insulin probably isn't going in! (or it's going into scar 
tissue and not absorbing)
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My Algorithm: Written for Teenagers!

• Corrective action: (for all pumps except iLet)

1. Remove pump/infusion set from the body (but don't start the site change, yet!)

2. Calculate correction dose on the pump, press deliver. (This tracks the dose in the 
history/IOB)

3. Give the calculated dose manually (syringe or pen) in an area not usually used.

4. Perform a perfect site change in an area not regularly used (to rule out scar 
tissue interference)

5. Bolus through pump at 2-hour recheck, watch the CGM for the bend. 

• This will reestablish flow of insulin, but will not necessarily

   remove ketones. Only aggressive rehydration does that.
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Managing Ketones in the School Setting

• DO NOT PANIC and send the kid home. That is nowhere in our care plan. The 
ONLY time I will recommend removal from the school setting is if you can’t stop 
the vomiting. Not Home, to the ED!

• You have three (3) tools at your disposal, the same tools the hospital uses: Insulin, 
Water (any fluids), and Zofran® (Ondansetron ODT).

1. Insulin stops the formation of NEW ketones (Presses Pause)

2. Fluids “flush” out the ketones already formed

3. Zofran ODT remove barriers to rehydration

 This begins the 2-hour cycle outlined in the care plan!



A student arrives back 
to school after winter 
break with a  585 BG. 

What do we do?
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Scenario

Three (3) non-accusatory questions need to be asked/answered:

1. Is that blood sugar reliable (could it be a dirty finger?) 

2. Are there any ketones? 

3. Is there any nausea or vomiting? 

These will be the first questions out of my mouth when you are on the phone with 
me. Why the ketones are there doesn’t matter as much as knowing whether they 
are Positive or Negative.

(BG is >300, should have been checked)

Don’t hesitate to give Zofran® early.

Wash hands with soap and water and 

retest to confirm. 
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Preventing DKA

• Begin 2-hour cycle!

1. Start off with ondansetron (Zofran®) ODT. It will take 15-20 mins to start 
working. Zofran can be given every 12-hours or every 8-hours depending on 
body size. Give it even if there is no nausea at that moment, stay ahead!

2. Correction dose of insulin using a fresh insulin pen and given by an adult in an 
area not regularly used. This rules out compromised insulin and scar tissue 
interference as the cause of ketone formation.

3. Aggressive hydration. Keep in mind, we are not drinking to rehydrate them, we 
are drinking to force urination. Handing them a water bottle and sending them to 
class will likely NOT work. The care plan has weight based hydration 
recommendations. Consider these to be MINIMUMS.
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CGM data (and what it means)

• Here are a few slides to get 
more comfortable with data.

• These are real pieces of 
data pulled from our clinic portal 
(all PHI removed)

• One Nurse's name was called 
out for a great reason!
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Late Bolusing Example



Nurse 
Brittany is a 
SAINT!
• She is one of the 

only people 
keeping him out 
of DKA.

• Arrives to school 
super high

• School Nurse fights 
the battle.

• Goes home IN 
RANGE and 
skyrockets to 400+

• Another reason NOT 
to send a child home 
for BG or Ketones!
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Insulin Timing- Cause and Effect

Food

vs.

Insulin
(rapid acting)

Time Carbohydrates

This is NO 
exaggeration!

Immediately!
(Amylase)

Approximately
20 minutes!

20 
mins

20 
mins

20 
mins

Insulin Dose

Blood Glucose 
behaves Logarithmically, 

not Linearly!

1:50

1:5



13yo, male, highly 
motivated, and 
starting his 
"Honeymoon" phase.

• Strong Support network

• Great Logic

• Freely admits he doesn't 
want to self manage even 
though he mostly does.

• Probably does so 
because his "Helicopter 
mom" annoys him.
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Real world examples
CGM and Pump data



Dexcom data (well controlled)



Well controlled (continued)



Dexcom Data (not well controlled)



Not well 
controlled 
(cont.)



Pump Data 
(Tandem 
t:slim)

This is a good example of how 

NOT to use a pump!



AID challenges:

• BG Dips low, the Basal is turned off 
proactively. The low is treated a bit too 
aggressively and the steep rise triggered 
the pump to deliver an auto correction. The 
algorithm looks at the predicted BG based 
on the rate of change.

• Carbs being used are super simple carbs 
and don't last as long as the correction. 
Resulting in another low BG.

• Great job not "Overcorrecting" these lows, 
but we may want to use something slower 
or a smaller amount of carbs.
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Triad of a low 
BG (Proof that 
bolusing late 
works against 

everyone).
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Triad of a Low BG (continued)

• This is where the ramped up basal and auto correction hit first, 
then the manually entered carbs/BG are entered. The 
combination of all three of these will combine and result in a 
Low BG.

• Keep in mind, the BG being entered in the dose calculator at 
this point is significantly higher than if it was entered at the 
recommended prebolus time interval. This means that the 
largest of the 3 components (user entered bolus) is larger than 
it should have been.

• All due to waiting to bolus.
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Pum

This is a daily report of a Tandem 

Insulin pump. This view is Great 

because it shows everything going on 

with the pump and CGM.

The blue lines that look like a city 

scape is showing the pump adjusting 

the basal rate in response to CGM 

data.

The teardrops are the 60% 

SUPPLEMENTAL auto correction

The blue (and gold) bars are user 

entered boluses. GOLD ARE BAD!



Glooko Data (Omnipod)

This is the OmniPod/Glooko Report. The goal 

is to stay at 100% Automated.

Every time you open the controller, look at the 

top right corner of the screen. If it says 

manual, then switch it to Automatic.

Overrides are dangerous! Don't do it!



PuOmp 
data 

(Omnipod) 
cont.

Omnipod 5 data (daily view)

Red Bars are the pump stopping basal 

delivery and the orange is the pump 

Maxing out.

Blue are carbs, purple are boluses.

The Dexcom G6 tracing is a bit 

compressed, it doesn't scale the same 

as the Dexcom apps do. Those same 

spikes and highs actually significantly 

higher than what they look like in this 

view.



Continuous Glucose Monitors (CGM's)

• Why are they better than Fingersticks?
oThey provide alarms at preset ranges

oThey give a direction and magnitude to a number.

oProvide more information for better decision making.

oFewer ways of getting incorrect numbers (no chance of alcohol or "dirty 
finger", not sensitive to temperature or humidity)

• See slide 5 for actual trend arrows
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Common Challenges at school

• Insufficient supplies sent to school. This IS the 
parent/guardian's responsibility. Keep in mind that Medicaid 
DOES limit the amount of supplies per month.

• Parental/Provider management differences. In the end, the 
parent is the responsible party for the outcomes. Document 
anything that differs from the provider's care plan. Work to 
establish a good working relationship with the parents. Conflict 
only hurts the child.

• Oppositional children. Refusing to come to the nurse office, take 
insulin, etc. Resource officers can be utilized if the child or 
family remains obstinate.
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Common Challenges (cont.)

• Getting care plans from the provider. This is the PARENT's 
Responsibility. In my clinic, each patient is given two(2) copies 
at each visit. It is also printable 24/7 through MyBSWHealth. 
The clinic cannot fax to schools (HIPAA concerns, Volume of 
patients, and other issues).

• Precise carbohydrate counting and insulin timing in the school 
setting. Pumps can deliver insulin doses as accurate as 
1/2000th of a single mL/cc. That accuracy should be matched 
by the carb counting in order to achieve the benefit of the AID's. 
Carb count is off by 10% and nobody thinks anything about it... 
if a pump is off by 10% and suddenly everyone panics. It's 
the same thing!
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New section for discussion!

• Let me know how well this is received.

• The intent is to open dialogue and spark new lines of thought.

• We need to break away from dogmatic thinking. "BTTWIABD" may be comfortable, but it isn't 
helping anyone.
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The clinic hears the 
strangest things! 
Not all of them are 
true, not all are 
false... but all of 
them make me 
stop and think “Run 
that by me again?”

• Names have been changed to protect the 
innocent!

• Not pointing fingers, just addressing the issues.

• These are real interactions that happened in 
clinic.

• Let's have fun with this and open up the 
discussion!
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Parent reported: 
“The school 
nurse told us that 
they wouldn’t let 
our child start 
school unless 
they had a 
CGM/Pump.”

• Depending on the family’s financial situation, 
those technologies may not be an option at this 
time. The family may be a new onset and the 
use of an insulin pump may actually be 
dangerous.

• Some people don't want more than one device 
attached to them at once.
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Nurse Reported: 
“The family said 
they switched 
insulins and 
now they don’t 
have to count 
carbs anymore.”

54

This is a common misconception when switching 

from using NovoLog/HumaLOG for 

meals/corrections to NovoLog 70/30 or HumaLOG 

75/25.

Blended Insulins are fixed doses. No variation 

based on BG/Carb intake. These require the use 

of a separate Rapid-acting insulin for corrections.

Instead of counting carbs and dosing according 

to Carbohydrate ratios, they DO need to count 

carbs to a set and fixed number. Eating a wide 

range of carbohydrate amounts will result in 

chaotic BG’s. (Fixed insulin requires fixed 

amounts of carbs).



Child Reported: 
“The nurse 
hands me the 
pen and I give 
my own insulin 
in the 
bathroom.”

• This means the injection was not witnessed. 
The child could be injecting into scar 
tissue/lipohypertophy (best case scenario) or 
simply squirting it down the toilet/sink (worst 
case scenario). Child logic is different than 
adult logic and does a child want to poke 
themselves with a needle?

• General rule of thumb: If you didn't see it go 
through the skin, it didn't happen!
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Parent/Child 
Reports: “The 
nurse doesn’t 
trust the 
pump/InPen 
calculations, so 
he/she does them 
manually for all 
doses.”

• Advanced technologies like InPen and insulin pumps 
use some complex math for more accurate dosing. 
These calculations often account for overlapping doses 
to help minimize the frequency and severity of low BG’s. 
This safety measure has several names based on the 
individual company’s choice of description.  Insulin On 
Board (IOB) and Active Insulin Time are two of the more 
common terms. These calculations are not fun to do 
manually. We recommend using the dosing calculator 
100% of the time for every dose. If there are problems 
with the outcomes, then we can address those. If the 
calculator isn’t being used, then any changes to the 
ratios/targets are useless because they aren’t being 
used anyway.

• *** IGNORE the InPen recommendation to “eat Xg of 
carbs” when entering a normal range BG. For example: 
if the target is set to be 120, and the BG before lunch is 
100 and flat. The InPem will recommend to eat carbs to 
get the kiddo up to the Target BG.  This is a type of 
reverse correction and relies heavily on super accurate 
carb counting, and absolutely confirmed correction/carb 
ratios.
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Bolus Calc

Gluroo (it's awesome!)



Nurse Reported: 
“Child refuses 
to come to the 
clinic for BG 
checks or 
Insulin.”

• This is obviously not safe at all. Self-
management of diabetes without supervision is 
rare. Social pressures can also contribute. The 
children often don’t like the attention that 
technology, leaving class early, and the extra 
steps bring to their diagnosis.  Age has 
NOTHING to do with the child’s ability to self-
manage. The #1 determinant of whether a child 
is ready to assume responsibility or not is 
Emotional Maturity. I can name 2-3 
exceptionally mature children, I can ask them 
advanced application based questions and 
they will ask me questions back because they 
want more information before making a 
decision. I also know some 21yo’s I wouldn’t 
trust with my dog!
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Nurse Phone 
Call (2 slides)

• School Nurse Phone call: sent from the call center.

• “School Nurse

• Main symptom/complaint: Nurse is concerned about the ratio of 
the insulin/novalog. Patient is bottoming out with the dosage 
given and will have to be picked up from school. Nurse gave 2 
units yesterday instead of 4 and patient did fine with no carbs 
needed and readings stayed constant.

• This is affecting her school activities.

• When giving 4 carbs are needed all day and numbers still stay 
low.

• Additional Details: wanted to let the provider know, will fax 
diabetic log also.

• Return Call Requested? No

• Patient's preferred method of contact: Phone # as listed above"

• Sending the child home is also going to effect her school 
activities!

• The message isn't quite coherent, could be due to relaying a 
message through the call center, or just a difference in 
terminology.

• Did the nurse deviate from the care plan? Yes! Is she in trouble? 
No! She made a judgement call in the moment and it 
was possibly in the best interest of the child!
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Nurse Phone 
Call
Slide 2
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Parent reported: 
“We were hoping to 
get it added into both 
boys plans that the 
school nurse can 
refill the tubing and 
insulin in their 
pumps. She is willing 
to learn and do it, but 
she needs it in writing 
that she can. ”

• This is akin to needing written permission to 
place a pen needle on an insulin pen.

• Every family should be training their school 
staff on the basic operation of the pump.

• What would happen if the pump wasn't refilled 
and infusion set replaced? A switch to manual 
injections would be mandatory or Ketones 
would form within two(2) hours.
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Parent reported: Next 
school year, 
the school 
district has a zero-
tolerance no cell 
phone policy.

• When a patient's CGM is paired to a mobile 
phone, it is considered a Medical Device.

• Tandem Mobi insulin pump is 100% cell 
phone controlled and most other companies 
are going to be app-based in the near future.

• Medical exemption will be necessary, but 
parental controls are strongly encouraged.
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Other Random 
issues

• Split Dosing – Dividing a dose into 2-3 smaller 
doses. This is great for Children that you aren’t 
sure will eat the whole meal. Give half up front, 
and the other at the end if they finish all of their 
carbs. This will prevent super high spikes that 
happen whenever bolusing late and will 
minimize low BG’s if the child doesn’t eat 
everything. The same amount of insulin is 
being delivered, so this is not a deviation of the 
written care plan. It's an “application of 
finesse.” This also a great technique for Pizza 
and other foods that are high in Protein/Fat.
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Injection/infusion site rotation

• Most children fixate on the 
location of injections and site 
placements.

• When Insulin is involved, 
the site must be rotated 
to avoid Lipohypertrophy

• Lipohypertrophy will prevent 
absorption of insulin and delay 
the onset of doses further.



Site Changes – 
show of hands: 
“How many families 
have trained you on 
how to change pump 
sites at school?” “Do 
you have all of the 
required supplies on 
hand?”

• I encourage EVERYONE involved with a 
child using an insulin pump (RN, LVN, 
Aides, UDCA’s) to become familiar with 
their technologies. Technology is NOT 
going away, it’s only gaining speed and 
complexity. Keep in mind, if a pump has 
any sort of failure, the child with T1D will 
begin to make ketones within 2 hours. This 
means we have to identify the problem 
early, then take corrective action quickly to 
avoid a bad situation. Pumps are NOT an 
“Easy Button”.
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Supplies At School

• Supplies often have limitations set 
by insurance. Medicaid only allows 5 strips 
per day if using insulin, and that's WITH 
a Prior Authorization. That's only 5 tests a 
day!

• I typically recommend sending 1/3 
of their supplies to school.

• It is the Parent's responsibility to maintain 
supplies at school.



BSW Pedi Endo Care Plans

• Very thorough by school nurse request, can be very long 
depending on the individual. Currently under revision and will 
be shorter and more concise!

• Includes technology clauses (cell phone, CGM receiver, 
pumps, InPen, etc.)

• Dosing calculations or pump settings

• Sick day management (ketones in the school setting)

• Do NOT send the child home for high BG's or Ketones.
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Care Plan
Page 1

Contact 

information and 

setting up 

expectations
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Care Plan 
Page 2
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Care Plan
Page 3

Treating without 

"overtreating" and causing 

more issues.

Look at footnote 2: this 

applies to AID (pumps) and 

those in their Honeymoon 

period.
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Care Plan
Page 4 Ketone management!

The 2-hour cycle is in 

white boxes, this is the 

key!

Additional notes are in the 

colored/shaded areas.
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Care Plan
Page 5

Zofran dosing and fluid 

intake recommendations 

for ketone management.

Don't hesitate with the 

Zofran!
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Care Plan
Page 6
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Care Plan
Page 7
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Care Plan
Page 8

Shaded areas have the 

actual settings/dosing 

guidelines.

White areas are 

explanations for the 

dosing

All together in one place!
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Care Plan
Page 9

Provider signature block

This also includes 

signature blocks for 

parent and student.



Honeymoon explanation

• Confusing time for many people because this is all new to them 
and they are trying to find some semblance of cause/effect.

• Then the pancreas contributes in addition to administered 
insulin and cause lows.

• The goal during the honeymoon is in 2 areas:
oPrevent the formation of bad habits due to complacency

▪ Dosing late

▪ Inaccurate carb counting

▪ Not following up on high BG's

oMinimize the pancreas contribution (preventing spikes and highs)
▪ Don't "poke the pancreas"! Let it sleep.
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"Honeymoon" phase explanation
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"Honeymoon" 
Phase 

explanation 
(cont.)



"Honeymoon" 
Phase 

explanation 
(cont.)



"Honeymoon" Phase explanation (cont.)​
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"Honeymoon" Phase explanation (cont.)​​
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"Honeymoon" Phase explanation (cont.)​​​
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"Honeymoon" Phase explanation (cont.)​​​​
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"Honeymoon" Phase explanation (cont.)​​​​​​
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"Honeymoon" Phase explanation (cont.)​​​​​
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"Honeymoon" Phase explanation (cont.)​​​​​​
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"Honeymoon" Phase explanation (cont.)​​​​​​​
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Take Home Points

• Inefficient use of insulin leads to unnecessary weight gain, 
that leads to the need for more insulin (if there is more body 
mass, it takes more insulin). Feed forward loop.

• When using most AID's, dosing late causes more after meal 
lows 1.5-2 hours after the meal. When is the child’s 
PE/Recess?

• If you can avoid stimulating the pancreas (during the 
honeymoon) or the pump, the chances for 
lows drops significantly.



89

Take Home Points

• Delivering insulin sufficiently before carb intake 
enables the use of weaker ratios. This means a more 
efficient delivery, uses less insulin, and causes less 
after meal lows.

• Work together with family, clinic, coaches, teachers to 
get insulin on board earlier (pumps deliver slower than 
injections).
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Contact Information

BSW Pediatric Endocrinology at McLane Children’s

1901 S.W. HK Dodgen Loop

Temple, Tx 76502

Phone: 254-935-5048 

Fax: 254-935-5045
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McLane Children’s Staff

Dr. William P. Bryant, MD

Dr. Matthew D. Stephen, MD

Dr. Stephen Ponder, MD, CDCES

Krishnaswamy J. “Jo” Rao, MD

Susie Leavelle, PA-C

Bradly Hinrichs, RN, CDCES

Brant P. Foster, RN, CDCES

Wendy Estrella, BSN

Erin Scallorn, MS, RD, LD, CDCES
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