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Abstract

Objective: Achieving good metabolic control in people with type 1 diabetes (T1D) remains a challenge, despite
the evolutions in diabetes technologies over the past decade. Here we investigate the evolution of metabolic
control in people with T1D, where care is provided by specialized centers with access to technology, diabetes
education, and regular follow-up.
Methods: Data were cross-sectionally collected between 2010 and 2018 from more than 100 centers in
Belgium. The evolutions over time of hemoglobin A1C (HbA1c), low-density lipoprotein (LDL) cholesterol,
and systolic blood pressure (SBP) were investigated, together with the evolutions of use of insulin pump
(continuous subcutaneous insulin infusion [CSII]), continuous glucose monitoring (CGM), and lipid-lowering
and antihypertensive drugs. Association of HbA1c with gender, age, diabetes duration, and technology use was
analyzed on the most recent cohort.
Results: The study population contained data from 89,834 people with T1D (age 1–80 years). Mean HbA1c
decreased from 65 mmol/mol (8.1%) in 2010–2011 to 61 mmol/mol (7.7%) in 2017–2018 (P < 0.0001, adjusted
for gender, age, diabetes duration, and technology use). Respectively, mean LDL cholesterol decreased from
2.45 mmol/L (94.6 mg/dL) to 2.29 mmol/L (88.5 mg/dL) (P < 0.0001, adjusted for gender, age, and diabetes
duration), and mean SBP remained stable. CGM usage increased, whereas the use of CSII and lipid-lowering
and antihypertensive drugs remained stable. Gender, age, diabetes duration, and technology use were indepen-
dently associated with HbA1c.
Conclusions: Our real-world data show that metabolic and lipid control improved over time in a system where
T1D care is organized through specialized multidisciplinary centers with emphasis on linking education to
provision of technology, and its quality is monitored.
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Introduction

Treatment of people with type 1 diabetes (T1D) has
changed drastically with the introduction of new insulin

analogues, insulin pumps, and glucose monitoring tools. Still,
international data show that it remains a challenge to achieve
optimal metabolic control in people with T1D.1,2 A worldwide
assessment showed that less than 30% of people with T1D
reached a hemoglobin A1C (HbA1c) <58 mmol/mol (<7.5%).1

Data from the T1D Exchange Registry even show a trend
to deterioration of metabolic control in the United States over
the years, despite the increasing use of novel technology.2

In Belgium, a system focusing on multifaceted, multidisci-
plinary care with emphasis on therapeutic patient education has
been installed in 1988 for follow-up of people with diabetes
treated with intensive insulin therapy. The vast majority of
people living with any form of diabetes requiring intensive in-
sulin therapy (multiple daily injections (MDI) or continuous
subcutaneous insulin infusion [CSII]) have access to specialist
care through a system called ‘‘Diabetes convention’’ (DC),
where hospitals sign an agreement with the National Institute for
Health and Disability Insurance (NIHDI).

Through the DC, hospital-based diabetes centers provide
free-of-charge specialist multidisciplinary care, with ac-
cess to diabetes education and necessary technology (glu-
cose monitoring, CSII) and regular follow-up by a
multidisciplinary team, including an endocrinologist or
pediatrician specialized in endocrino-diabetology, diabetes
nurse(s) and educator, dietician, and psychologist. Almost
all people with T1D adhere to the DC and enjoy full re-
imbursement of insulin analogues, insulin pumps, gluc-
ometers, and test strips or sensors. They have a free choice
between MDI and CSII (since 2008), and free access to
intermittently scanned continuous glucose monitoring
(is-CGM, since 07/2016), and to real-time continuous
glucose monitoring (rt-CGM, since 07/2018, restricted use
since 09/2014).

All centers adhering to this DC are obliged to participate
in a quality assurance (QA) program. Two initiatives were
launched for this purpose: the Initiative for Quality Im-
provement and Epidemiology in Diabetes (IQED) for adult
centers in 2001 and the Initiative for Quality Improvement
and Epidemiology in Children and Adolescents with Dia-
betes (IQECAD) for pediatric centers in 2008. In these na-
tionwide projects, clinical data are routinely collected and
fed back both in national reports and in center individual
benchmarking, to monitor characteristics of diabetes patients
and their care as part of the DC.3,4 Distributed all over the
country, there are 15 pediatric and 102 adult specialized di-
abetes centers treating more than 37,000 people with T1D.

In this study, we examined the evolution from 2010 to 2018
of control of glucose, blood lipids, and blood pressure in people
with T1D followed in a national organized health care system,
where everybody has full access to integrated multidisciplinary
specialist care with emphasis on education and novel tech-
nologies for glucose monitoring and insulin administration.

Research Design and Methods

Data source

This study is a retrospective analysis of data from
patients with T1D collected between 2010 and 2018 in

the IQED and IQECAD databases, performed by all
adult and pediatric diabetes centers in Belgium. For
IQECAD, IRB approval was requested and obtained.

The study population of IQED is limited to adult (aged ‡18
years, and from 2016 on aged ‡16 years) patients. Patients
with a history of pancreas or islet cell transplantation, de-
mentia, or pregnant patients were not eligible for inclusion in
the IQED study. Data from CSII-treated patients were not
eligible for inclusion in the IQED study between 2006 and
2014. More details can be found online.5

The study population of IQECAD is limited to children
and adolescents (aged <19 years). Pregnant patients or pa-
tients not having signed the informed consent were not eli-
gible for inclusion in the IQECAD study. More details can be
found online.6

Each center was asked to review the medical records
and complete a standardized electronic questionnaire with the
patient’s most recent data from the previous year (also called
audit period). Data were pseudonymized. Because the data are
not anonymous, the data are not publically available.

Study cohorts

IQED and IQECAD are cross-sectional data collections.
Study cohorts were created combining data collections from
overlapping audit periods. Patients with missing data on
gender (n = 15), age (n = 9), diabetes duration (n = 1630),
technology use (n = 3412), and HbA1c (n = 1977) were ex-
cluded. Patients ‡80 years (n = 2880) or with a diabetes du-
ration <1 year (n = 2474) were also excluded.

The final study population contained data from 29,376 patients
in cohort 2010–2011 (from 2148 children pertaining to audit
01/2010–12/2010 and from 27,228 adults pertaining to audit 10/
2010–09/2011), from 27,648 patients in cohort 2015–2016 (from
2487 children pertaining to audit 01/2015–12/2015 and from
25,161 adults pertaining to audit 10/2015–09/2016), and from
32,809 patients in cohort 2017–2018 (from 3111 children per-
taining to audit 01/2017–12/2017 and from 29,698 adults per-
taining to audit 10/2017–09/2018). The final study population did
not differ in general patient characteristics from the complete
study population (data not shown).

Parameters

Data included the most recent anthropometric and biological
characteristics, treatment, results of care, and complications
related to diabetes registered in the patients’ medical file during
the year of audit. Details of the questionnaires are described in
the publicly available reports IQED5 and IQECAD.6

Because at the time of analysis use of rt-CGM was re-
stricted to CSII users, technology use was defined as use of
MDI alone, CSII alone, MDI in combination with is-CGM, or
CSII in combination with is-/rt-CGM.

Treatment with statins as secondary prevention was de-
fined as treatment with statins in patients with a cardiovas-
cular history (CV-history), defined as presence of myocardial
infarction, heart attack, percutaneous coronary intervention,
coronary artery bypass graft, or transient ischemic attack.

Hypertension in adults was defined as having a systolic
blood pressure (SBP) ‡140 mmHg or a diastolic blood pres-
sure ‡90 mmHg.

The low-density lipoprotein (LDL) cholesterol was
calculated by the Friedewald formula7 for the patients
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with triglycerides <4.52 mmol/L (<400 mg/dL) regard-
less the condition of the blood sample (fasted and
nonfasted).

Children and adolescents (‡2 to <18 years) were classified
as overweight or obese using the age- and gender-specific
body mass index (dividing weight by height squared) cutoffs
reported by Cole et al.8 and used by the International Obesity
Task Force (IOTF). These cutoffs lie on the centiles passing,
at the age of 18, through the cutoffs for overweight (‡25 to
<30 kg/m2) and obesity (‡30 kg/m2) for adults.

Statistical analysis

Given that both IQED and IQECAD use sampling tech-
niques, sampling weights were used to obtain estimates
for the entire study population.5,6 These sampling weights
accounted for the 10% or 50% sample, as well as for the
potential oversampling produced by requiring a minimum
sample of 25 patients in IQED.

Overall patient characteristics from cohort 2010–2011,
cohort 2015–2016, and cohort 2017–2018 were tabulated.
For each cohort, the proportions of patients with an HbA1c
<53 mmol/mol (<7%) and <58 mmol/mol (<7.5%) were cal-
culated. For adults, the proportion of patients with an LDL
cholesterol <2.59 mmol/L (<100 mg/dL) and the proportion
with hypertension were calculated. In addition, for adult patients
with a CV-history, the proportion with an LDL cholesterol
<1.81 mmol/L (<70 mg/dL) was calculated. The between-center
variation for HbA1c, LDL cholesterol, SBP, method of self-
monitoring, and insulin use was tabulated by cohort.

Average HbA1c, LDL cholesterol, and SBP by year of age
were plotted for each cohort. Loess regression was used to fit
a curve over the plotted averages. The association of these
variables across years was tested by generalized estimating
equations (GEE), using the identity link function, an ex-
changeable correlation structure (diabetes center), and robust
standard errors, with cohort as an explanatory variable (cat-
egorical). The model was adjusted for gender, age (<15 years,
15 to <25 years, 25 to <50 years, and ‡50 years), and diabetes
duration (<10 years, 10 to <20 years, 20 to <30 years, and
‡30 years). Only for HbA1c, the model was repeated addi-
tionally adjusted for technology use, and when all CSII-
treated patients were excluded from all cohorts (sensitivity
analysis). To investigate the effect of center size, the full
model was repeated with center size as an additional con-
tinuous explanatory variable.

In the 2017–2018 cohort, the association of gender, age,
diabetes duration, and technology use with HbA1c was tested
by GEE as described above. The model was subsequently
used to test pairwise difference of LSMeans of HbA1c by
technology use, Tukey adjustment.

Bar charts show the proportions of patients treated by CSII,
is-/rt-CGM, lipid-lowering drugs, statins, antihypertensive
drugs, and angiotensin converting enzyme (ACE) inhibitors
and/or angiotensin II receptor blockers, by age and cohort.

Results are expressed as proportion (95% confidence in-
terval [CI]), as mean (–standard deviation) for normally
distributed variables, or median (interquartile range) for non-
normally distributed variables. Unless indicated otherwise,
statistical significance was tested using chi-squared tests,
t-tests (unpaired), and Kruskal–Wallis tests. Pairwise com-
parisons after Kruskal–Wallis test were corrected using the

Bonferroni method. GEE model estimates are presented with
their CI, and statistical significance was tested with Tukey
pairwise comparison.

All P-values were two sided. P-values <0.05 were con-
sidered statistically significant.

Data analyses were performed using SAS software version
9.4 (SAS Institute, Inc., Cary, NC).

Results

The characteristics of the three cohorts are shown in
Table 1. The characteristics of the three cohorts were simi-
lar, but median age tended to increase from 45.2 years in
2010–2011 to 45.2 years in 2015–2016 and 46.2 years
in 2017–2018 (not significant), and median diabetes dura-
tion increased from 16.2 years in 2010–2011 to 17.2 years
in 2015–2016 and 17.3 years in 2017–2018 (P < 0.01, sig-
nificant upon Bonferroni correction vs. 2010–2011). CSII
and is-/rt-CGM were introduced in 2015–2016.

Metabolic control

Mean HbA1c decreased from 63 mmol/mol (7.9%) in
2010–2011 to 62 mmol/mol (7.8%) in 2015–2016 (P < 0.0001)
and 61 mmol/mol (7.7%) in 2017–2018 (P < 0.0001 vs. 2010–
2011, P < 0.01 vs. 2015–2016) (Table 1). The proportions
of patients with an HbA1c <53 mmol/mol (<7%) increased
from 22.2% in 2010–211 to 23.8% in 2015–2016 and 25.9% in
2017–2018 (P < 0.0001 vs. 2010–2011, P < 0.05 vs. 2015–
2016) (Table 1). The proportions of patients with an HbA1c
<58 mmol/mol (<7.5%) increased from 38.4% [36.9–39.8] in
2010–211 to 41.8% [40.5–43.0] in 2015–2016 (P < 0.01) and
45.0% [43.8–46.3] in 2017–2018 (P < 0.0001 vs. 2010–2011,
P < 0.001 vs. 2015–2016). Between-center variation for gly-
cemic control is shown in Supplementary Table S1.

Unadjusted mean HbA1c by year of age for the three
cohorts is shown in Figure 1a. Analysis shows a decrease in
the mean HbA1c from 65 mmol/mol [64–66] (8.1% [8.0–
8.2]) in 2010–2011, to 63 mmol/mol [62–64] (7.9% [7.8–
8.0]) in 2015–2016 (P < 0.01) and 62 mmol/mol [61–63]
(7.8% [7.7–7.9]) in 2017–2018 (P < 0.0001 vs. 2010–2011,
P < 0.05 vs. 2015–2016), gender, age, and diabetes dura-
tion adjusted. When additionally adjusted for technology
use, the mean HbA1c decreased from 65 mmol/mol [63–
66] (8.1% [7.9–8.2]) in 2010–2011, to 62 mmol/mol [61–
63] (7.8% [7.7–7.9]) in 2015–2016 (P < 0.01) and 61 mmol/mol
[60–62] (7.7% [7.6–7.8]) in 2017–2018 (P < 0.0001 vs. 2010–
2011, P < 0.05 vs. 2015–2016). Correcting in addition for
center size did not affect the results (data not shown).

To test whether the lack of data of CSII-treated patients
in cohort 2010–2011 biased our results, we repeated the
analysis on a data set where all CSII-treated patients were
excluded from all cohorts. The gender-, age-, and diabetes
duration-adjusted mean HbA1c decreased from 65 mmol/mol
[64–66] (8.1% [8.0–8.2]) in 2010–2011 (N = 29,126) to
63 mmol/mol [62–64] (7.9% [7.8–8.0]) in 2015–2016
(N = 24,272) (P < 0.01) and 62 mmol/mol [61–63] (7.8%
[7.7–7.9]) in 2017–2018 (N = 28,326) (P < 0.0001 vs. 2010–
2011). When additionally adjusted for technology use,
mean HbA1c decreased from 65 mmol/mol [64–66] (8.1%
[8.0–8.2]) in 2010–2011 to 63 mmol/mol [62–64] (7.9%
[7.8–8.0]) in 2015–2016 (P < 0.01) and 62 mmol/mol [61–63]
(7.8% [7.7–7.9]) in 2017–2018 (P < 0.0001 vs. 2010–2011).
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Table 1. Patient Characteristics from Cohort 2010 to 2011, Cohort 2015–2016, and Cohort 2017–2018

Cohort 2010–2011 Cohort 2015–2016 Cohort 2017–2018

N = 29,376 (IQED:
N = 27,228, IQECAD:

N = 2148)

N = 27,648 (IQED:
N = 25,161, IQECAD:

N = 2487)

N = 32,809 (IQED:
N = 29,698, IQECAD:

N = 3111)

Clinical characteristics
Age, years, median (IQR) 45.2 [32.2–56.2] 45.2 [30.2–58.2] 46.2 [30.2–59.2]
Age categories <15 years,

n (% [CI])
1376 (4.7 [4.0 to 5.3]) 1510 (5.5 [4.9 to 6.0]) 1851 (5.6 [5.1 to 6.2])

15 to <25 years, n (% [CI]) 3196 (10.9 [9.9 to 11.8]) 3333 (12.1 [11.2 to 12.9]) 4149 (12.6 [11.8 to 13.5])
25 to <50 years, n (% [CI]) 13074 (44.5 [43.0 to 46.0]) 11295 (40.9 [39.6 to 42.1]) 12815 (39.1 [37.8 to 40.3])
‡50 years, n (% [CI]) 11730 (39.9 [38.5 to 41.4]) 11510 (41.6 [40.4 to 42.9]) 13994 (42.7 [41.4 to 43.9])
Gender, male, n (% [CI]) 17134 (58.3 [56.8 to 59.8]) 15279 (55.3 [54.0 to 56.5]) 18111 (55.2 [54.0 to 56.4])
Diabetes duration, years,

median (IQR)
16.2 [8.2 to 29.2] 17.2 [9.0 to 28.7] 17.3 [9.0 to 29.2]

Diabetes duration
categories <10 years,
n (% [CI])

8700 (29.6 [28.2 to 31.0]) 7823 (28.3 [27.1 to 29.4]) 9382 (28.6 [27.5 to 29.7])

10 to <20 years, n (% [CI]) 8218 (28.0 [26.6 to 29.3]) 7744 (28.0 [26.9 to 29.2]) 8916 (27.2 [26.1 to 28.3])
20 to <30 years, n (% [CI]) 5552 (18.9 [17.7 to 20.1]) 5687 (20.6 [19.5 to 21.6]) 6709 (20.4 [19.4 to 21.4])
‡30 years, n (% [CI]) 6905 (23.5 [22.2 to 24.8]) 6394 (23.1 [22.1 to 24.2]) 7803 (23.8 [22.7 to 24.8])
Age at diagnosis, years,

median (IQR)
23.0 [13.0 to 34.0] 22.1 [12.0 to 34.4] 22.5 [12.0 to 34.7]

BMI categoriesa

Normal weight, n (% [CI]) 13534 (48.5 [47.0 to 50.1]) 12590 (48.3 [47.0 to 49.6]) 15085 (48.1 [46.9 to 49.4])
Overweight, n (% [CI]) 9536 (34.2 [32.7 to 35.7]) 9324 (35.8 [34.5 to 37.0]) 10896 (34.8 [33.6 to 35.9])
Obesity, n (% [CI]) 4812 (17.3 [16.1 to 18.4]) 4142 (15.9 [14.9 to 16.9]) 5373 (17.1 [16.2 to 18.1])
SBP, mmHg, mean [–SD] 126.6 [–16.3] 128.0 [–17.3] 127.8 [–17.1]
LDL cholesterol, mmol/L,

mean [–SD]
2.46 [–0.74] 2.37 [–0.78] 2.27 [–0.73]

LDL cholesterol, mg/dL,
mean [–SD]

95.2 [–28.7] 91.6 [–30.3] 88.0 [–28.4]

HbA1c, mmol/mol, mean
[–SD]

63 [–14] 62 [–13] 61 [–13]

HbA1c, %, mean [–SD] 7.9 [–1.3] 7.8 [–1.2] 7.7 [–1.2]
HbA1c categories
HbA1c <53 mmol/mol

(<7%), n (% [CI])
6518 (22.2 [20.9 to 23.4]) 6582 (23.8 [22.7 to 24.9]) 8482 (25.9 [24.8 to 26.9])

HbA1c ‡53 to
<69 mmol/mol (‡7 to
<8.5%), n (% [CI])

14521 (49.4 [47.9 to 50.9]) 14418 (52.2 [50.9 to 53.4]) 17190 (52.4 [51.2 to 53.6])

HbA1c ‡69 mmol/mol
(‡8.5%), n (% [CI])

8336 (28.4 [27.0 to 29.7]) 6647 (24.0 [22.9 to 25.1]) 7138 (21.8 [20.7 to 22.8])

Method of self-monitoringb

Fingerstick tests,
n (% [CI])

29376 (100 [100 to 100]) 21221 (76.8 [75.7 to 77.8]) 9591 (29.2 [28.1 to 30.4])

rt-CGM, n (% [CI]) — 864 (3.1 [2.7 to 3.6]) 1961 (6.0 [5.4 to 6.6])
is-CGM, n (% [CI]) — 5563 (20.1 [19.1 to 21.1]) 21257 (64.8 [63.6 to 66.0])
Insulin use
2–3 insulin injections,

n (% [CI])
2472 (8.4 [7.6 to 9.3]) 1137 (4.1 [3.6 to 4.6]) 1180 (3.6 [3.1 to 4.1])

‡4 insulin injections,
n (% [CI])

26654 (90.7 [89.9 to 91.6]) 23135 (83.7 [82.7 to 84.6]) 27147 (82.7 [81.8 to 83.7])

CSII, n (% [CI]) 250 (0.8 [0.6 to 1.1]) 3376 (12.2 [11.4 to 13.0]) 4483 (13.7 [12.8 to 14.5])
Noninsulin medication
Biguanides, n (% [CI]) 2267 (8.4 [7.5 to 9.4]) 2467 (10.0 [9.0 to 11.0]) 2987 (10.1 [9.2 to 11.1])
SGLT-2 inhibitorsc,

n (% [CI])
— 22 (0.1 [-0.0 to 0.2]) 323 (1.1 [0.8 to 1.4])

Lipid-lowering drugsd,
n (% [CI])

10966 (41.4 [39.7 to 43.2]) 10687 (39.4 [38.2 to 40.7]) 12918 (40.1 [38.9 to 41.4])

Statins, n (% [CI]) 10604 (39.6 [37.9 to 41.3]) 10090 (40.5 [38.8 to 42.1]) 12199 (41.6 [39.9 to 43.2])

(continued)
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Figure 1b shows the evolution in the proportion of pa-
tients treated with CSII or is-/rt-CGM by age category. In
cohort 2015–2016, patients aged <15 years used more often
CSII (23%) compared with those aged ‡15 years (9%–14%)
and is-/rt-CGM was more often used by patients aged
‡15 years (20%–29%) compared with those aged <15 years
(4%). Compared with cohort 2015–2016, the use of CSII
was similar in cohort 2017–2018, whereas the proportion
of patients using is- or rt-CGM increased (in all age
categories, P < 0.0001). Adjunctive therapy was rare (£10%
metformin, £1% sodium/glucose cotransporter-2 (SGLT2)
inhibitors, Table 1).

The associations of HbA1c with gender, age, diabetes
duration, and technology use are shown in Table 2. Multi-
variable analyses from the most recent 2017–2018 cohort
show that females had a slightly higher HbA1c compared
with males. Patients aged 15 to <25 years had the highest
HbA1c, with all other age groups having a significantly lower
HbA1c. Patients with a diabetes duration between 10 and
<20 years had the highest HbA1c, all other diabetes dura-
tion groups had a significantly lower HbA1c. Compared with
MDI, CSII in combination with is-/rt-CGM led to a signifi-
cantly lower HbA1c (Table 2). Multiple pairwise compari-
son shows that patients combining CSII with is-/rt-CGM
had a lower HbA1c compared with MDI users (P = 0.05) and
MDI with is-CGM users (P < 0.0001) (Fig. 2).

Serum LDL cholesterol control

Mean LDL cholesterol decreased from 2.46 mmol/L
(95.2 mg/dL) in 2010–2011 to 2.37 mmol/L (91.6 mg/dL) in
2015–2016 (P < 0.0001) and 2.28 mmol/L (88.0 mg/dL) in
2017–2018 (P < 0.0001 vs. 2010–2011, P < 0.0001 vs. 2015–
2016) (Table 1). The proportions of adults with an LDL
cholesterol <2.59 mmol/L (<100 mg/dL) increased from
60.6% [58.8–62.3] in 2010–2011 to 64.7% [63.0–66.3] in
2015–2016 (P < 0.01) and 69.5% [67.9–71.1] in 2017–2018
(P < 0.0001 vs. 2010–2011, P < 0.001 vs. 2015–2016). The
proportions of adult patients with a CV-history with an
LDL cholesterol <1.81 mmol/L (<70 mg/dL) increased from
38.0% [31.8–44.7] in 2010–2011 to 45.6% [39.6–51.7] in
2015–2016 and 50.2% [44.3–56.1] in 2017–2018 (P < 0.05
vs. 2010–2011). Between-center variation for mean LDL
cholesterol is shown in Supplementary Table S1.

Figure 3a shows the unadjusted mean LDL cholesterol
by year of age for the three cohorts. Analysis shows that
the gender-, age-, and diabetes duration-adjusted mean
LDL cholesterol decreased from 2.45 mmol/L [2.40–2.49]
(94.6 mg/dL [92.8–96.3]) in 2010–2011, to 2.35 mmol/L
[2.30–2.40] (91.0 mg/dL [89.0–93.0]) in 2015–2016 (P < 0.05
vs. 2010–2011) and 2.29 mmol/L [2.24–2.34] (88.5 mg/dL
[86.6–90.4]) in 2017–2018 (P < 0.0001 vs. 2010–2011,
P < 0.05 vs. 2015–2016).

Table 1. (Continued)

Cohort 2010–2011 Cohort 2015–2016 Cohort 2017–2018

N = 29,376 (IQED:
N = 27,228, IQECAD:

N = 2148)

N = 27,648 (IQED:
N = 25,161, IQECAD:

N = 2487)

N = 32,809 (IQED:
N = 29,698, IQECAD:

N = 3111)

Antihypertensive drugse,
n (% [CI])

10695 (40.1 [38.4 to 41.8]) 9680 (35.5 [34.2 to 36.7]) 11373 (35.1 [33.9 to 36.2])

RAAS inhibitorsf,
n (% [CI])

9149 (34.2 [32.5 to 35.8]) 7941 (32.0 [30.4 to 33.5]) 9571 (32.7 [31.1 to 34.2])

In pediatric centers, treatment with biguanides, SGLT-2 inhibitors, statins, or ACE inhibitors and/or angiotensin II receptor blockers was
not asked; treatment with antihypertensive drugs, treatment with lipid-lowering drugs and blood lipids asked from audit 2015 to 2016. In the
adult centers, pump-treated patients were not eligible for inclusion between 2006 and 2014.

Cohort 2010–2011: BMI missing for 1494 patients; SBP missing for 987 patients; LDL cholesterol missing for 1047; treatment with
biguanides missing for 378 patients; treatment with lipid-lowering drugs missing for 758 patients; treatment with statins missing for 436
patients; treatment with antihypertensive drugs missing for 573 patients; treatment with ACE inhibitors and/or angiotensin II receptor
blockers missing for 449 patients.

Cohort 2015–2016: BMI missing for 1592 patients; SBP missing for 702 patients; LDL cholesterol missing for 2721; treatment with
biguanides missing for 443 patients; treatment with SGLT-2 inhibitors missing for 422 patients; treatment with lipid-lowering drugs
missing for 530 patients; treatment with statins missing for 245 patients; treatment with antihypertensive drugs missing for 354 patients;
treatment with ACE inhibitors and/or angiotensin II receptor blockers missing for 314 patients.

Cohort 2017–2018: BMI missing for 1455 patients; SBP missing for 1078 patients; LDL cholesterol missing for 3342; treatment with
biguanides missing for 263 patients; treatment with SGLT-2 inhibitors missing for 424 patients; treatment with lipid-lowering drugs
missing for 635 patients; treatment with statins missing for 356 patients; treatment with antihypertensive drugs missing for 367 patients;
treatment with ACE inhibitors and/or angiotensin II receptor blockers missing for 387 patients.

aBMI categories for children and adolescents (‡2 to <18 years) are based on the specific BMI cutoffs reported by Cole et al.8; for patients
‡18 years defined as normal weight: <25 kg/m2; overweight: ‡25 to <30 kg/m2; obesity: ‡30 kg/m2.

brt-CGM and is-CGM have been asked from audit 2015 to 2016.
cTreatment with SGLT-2 inhibitors has been asked from audit 2015 to 2016.
dLipid-lowering drugs have been defined as the use of one of these classes: statins, fibrates, ezetimibe.
eAntihypertensive drugs have been defined as the use of ACE inhibitors, angiotensin II receptor blockers, or other antihypertensive drugs.
fACE inhibitors and/or angiotensin II receptor blockers.
%, proportion; ACE, angiotensin converting enzyme; BMI, body mass index; CI, confidence interval; CSII, continuous subcutaneous insulin

infusion; HbA1c, hemoglobin A1C; IQECAD, Initiative for Quality Improvement and Epidemiology in Children and Adolescents with
Diabetes; IQED, Initiative for Quality Improvement and Epidemiology in Diabetes; IQR, interquartile range; is-CGM, intermittently scanned
continuous glucose monitoring; LDL, low-density lipoprotein; RAAS, Renin-Angiotensin-Aldosterone System; rt-CGM, real-time continuous
glucose monitoring; n, number of patients; SBP, systolic blood pressure; SD, standard deviation; SGLT-2, sodium/glucose cotransporter-2.
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Use of lipid-lowering drugs in children aged <15 years
was rare (Fig. 3b). The proportion of patients treated with
lipid-lowering drugs remained stable over the cohorts, but in-
creased by age: about 2% of the patients aged 15 to <25 years,
30% of the patients aged 25 to <50 years, and 70% of the pa-
tients aged ‡50 years. Across cohorts, the proportion of adult
patients aged ‡25 years treated with lipid-lowering drugs as
secondary prevention ranged between 61.5% and 88.1%. The
majority of the adult patients were treated with statins.

SBP control

Mean SBP remained stable over the three cohorts (Table 1),
whereas the proportion of patients with hypertension tended
to increase from 24.8% [23.3–26.3] in 2010–2011, to 29.3%

[27.8–30.8] in 2015–2016 (P < 0.0001) and to 29.1 [27.7–
30.7] in 2017–2018 (P < 0.0001 vs. 2010–2011). Between-
center variation for mean SBP is shown in Supplementary
Table S1.

Figure 4a shows the unadjusted mean SBP by year of
age for the three cohorts. The gender-, age-, and diabetes
duration-adjusted mean SBP was 121 mmHg [120–123] in
2010–2011, 123 mmHg [122–124] in 2015–2016, and
122 mmHg [121–124] in 2017–2018. There were no signifi-
cant differences between cohorts.

Use of antihypertensive drugs in children aged <15 years
was rare (Fig. 4b). The proportion of patients treated with
lipid-lowering drugs remained stable over the cohorts but
increased by age: about 5% of the patients aged 15 to
<25 years, 25% of the patients aged 25 to <50 years, and

FIG. 1. (a) Evolution unadjusted mean HbA1c by year of age for cohort 2010–2011 (red), cohort 2015–2016 (gray), and
cohort 2017–2018 (blue). The solid line shows the fitted Loess curve. (b) Evolution of the proportion of patients (%) with
CSII and CGM (real time or intermittently scanned), by age category. Gray bar represents cohort 2015–2016 and blue bar
cohort 2017–2018. Cohort 2010–2011 is not shown as adult pump-treated patients were not eligible for inclusion in the
IQED study population between 2006 and 2014, and CGM was not available before 2014. CGM, continuous glucose
monitoring; CSII, continuous subcutaneous insulin infusion; HbA1c, hemoglobin A1C; IQED, Initiative for Quality
Improvement and Epidemiology in Diabetes. Color images are available online.
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65% of the patients aged ‡50 years. The majority of adult
patients were treated with ACE-inhibitors and/or angioten-
sin II receptor blockers.

Discussion

This study describes the evolution of HbA1c, lipids, and
blood pressure in people with T1D in Belgium from 2010
to 2018. In Belgium, all people with T1D have access to full

reimbursement of insulin, lipid-lowering drugs, and diabetes
technologies, in a health care system that additionally pro-
vides follow-up and therapeutic education by a multidisci-
plinary team whose quality is monitored by a nationwide
program. Our real-world data show that glucose control and
lipids improved over time.

Achieving optimal metabolic control in people with T1D
is difficult and varies widely among countries. A comparison
of >300,000 children and adults with T1D in 19 different

Table 2. Cohort 2017–2018, Association of Hemoglobin A1C with Gender, Age,

Diabetes Duration, and Technology Use

HbA1c value (mmol/mol) 95% CI HbA1c value (%) 95% CI P

Intercepta 65 64 to 67 8.1 8.0 to 8.3
Gender

Male (Reference)
female +1 0 to 1 +0.1 0.0 to 0.1 0.0124

Age (years)
<15 -3 -4 to -1 -0.3 -0.4 to -0.1 0.0002
15 to <25 (Reference)
25 to <50 -2 -4 to -1 -0.2 -0.4 to -0.1 0.0026
‡50 -3 -5 to -2 -0.3 -0.5 to -0.2 <0.0001

Diabetes duration (years)
<10 -4 -5 to -2 -0.4 -0.5 to -0.2 <0.0001
10 to <20 (Reference) —
20 to <30 -1 -2 to 0 -0.1 -0.2 to 0.0 -0.0220
‡30 -3 -4 to -2 -0.3 -0.4 to -0.2 <0.0001

Technology use
MDI (Reference) —
CSII -1 -3 to 1 -0.1 -0.3 to 0.1 0.4073
MDI + is-CGM +1 0 to 2 +0.1 0.0 to 0.2 0.1623
CSII + is-/rt-CGM -2 -3 to 0 -0.2 -0.3 to 0.0 0.0109

aIntercept HbA1c value = the mean HbA1c value when all explanatory variables are set to their reference category.
Multivariable analysis of association of gender, age, diabetes duration, and technology use with HbA1c. Positive values indicate an

increase in HbA1c compared with the intercept, and negative values indicate a decrease in HbA1c compared with the intercept.
CGM, continuous glucose; MDI, multiple daily injections..

FIG. 2. Pairwise difference of LSMeans (Tukey adjustment) of HbA1c by technology use (MDI: n = 8914; CSII: n = 678;
MDI+is-CGM: n = 19,413; CSII+is-/rt-CGM: n = 3805) (adjusted for gender, age, and diabetes duration), and the 95%
confidence intervals of mean difference. Pairs whose intervals contain 0 are not significantly different upon Tukey cor-
rection. MDI, multiple daily injections; is-CGM, intermittently scanned continuous glucose monitoring; rt-CGM, real-time
continuous glucose monitoring.
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countries or regions across the world showed that the pro-
portion of people with T1D that reached an HbA1c
<58 mmol/mol (<7.5%) varied between 15.7% and 46.4%
among people aged <15 years, between 8.9% and 49.5% aged
‡15 to <25 years, and between 20.5% and 53.6% aged
‡25 years (data collected between 2010 and 2013).1 Possible
explanations for this wide variation between countries and
regions are differences in data sources (national, regional,
and clinical studies), differences is population characteris-
tics (such as diabetes duration and complications), and dif-
ferences in the organization of health care systems, such as
access to medication and diabetes education.1

In our study population for the same period, 40% of those
aged <15 years had an HbA1c <58 mmol/mol (<7.5%), 31%
of those aged ‡15 to <25 years and 39% aged ‡25 years (data
not shown). In addition, 21% of those aged <15 years had an

HbA1c <53 mmol/mol (<7%), 18% of those aged ‡15 to <25
years and 23% aged ‡25 years (data not shown). These
proportions are high given the national span and real-world
nature of our study. In Belgium, almost all people with T1D
are followed in specialized diabetes centers through the DC,
and subsequently included in the IQED and IQECAD studies.
In studies where the study populations are not representative
for real world, HbA1c levels are often higher than reported as
study populations are biased by geographical variations in
socioeconomic status and access to health care services,
or selection of well-motivated highly insured people like is
often the case in clinical studies.

Important to note is that we excluded people with a dia-
betes duration <1 year and older than 80 years. We believe
that these two populations are not relevant in the study of
quality of diabetes care: the first year after diagnosis, patients

FIG. 3. (a) Evolution unadjusted mean LDL cholesterol by year of age for cohort 2010–2011 (red), cohort 2015–2016
(gray), and cohort 2017–2018 (blue). The solid line shows the fitted Loess curve. (b) Evolution proportion of patients (%)
treated with lipid-lowering drugs by age category. Red bar represents cohort 2010–2011, gray bar cohort 2015–2016, and
blue bar cohort 2017–2018. In pediatric centers, LDL cholesterol value was not asked in cohort 2010–2011. Lipid-lowering
drugs have been defined as the use of one of these classes: statins, fibrates, ezetimibe. In pediatric centers, treatment with
statins was not asked; treatment with lipid-lowering drugs was asked from audit 2015 to 2016. LDL, low-density lipoprotein.
Color images are available online.
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still (partially) maintain some residual insulin production,
making diabetes management less challenging, and older
patients often represent a group that through natural selection
is showing good diabetes outcomes.

A major finding in our study is the improvement in metabolic
control over the past 8 years. Our gender-, age-, and diabetes
duration-adjusted mean HbA1c significantly decreased by
3 mmol/mol (0.3%): from 65 mmol/mol (8.1%) in 2010–2011
to 62 mmol/mol (7.8%) in 2017–2018. This observation is in
contrast to the findings in the T1D Exchange Registry where no
improvement and even worsening of metabolic control, in
particular HbA1c, was seen over the years.2 They reported a
6 mmol/mol (0.6%) increase in mean HbA1c (from
62 mmol/mol (7.8%) in 2010–2012 to 68 mmol/mol (8.4%) in
2016–2018 (P < 0.001), adjusted for age, diabetes duration,
self-monitoring of blood glucose, and use of CGM), despite the

fact that more than half of the patients were treated with CSII
(57% in 2010–2012 to 63% in 2016–2018) and CGM use had
more than quadrupled (from 7% to 30%, respectively).

In our study, control improved, even in the adolescent
ages, at least partially mediated by the introduction of tech-
nology, in particular, combined CSII and is-/rt-CGM. A
major evolution over time is the increased use of is-/rt-CGM.
The proportion of people with T1D using rt-CGM doubled
from 3% in 2015–2016 to 6% in 2017–2018, while the share
of is-CGM increased more than threefold from 20% to 65%
(data not shown). The increase in use of is-CGM should be
interpreted with caution as is-CGM was only introduced late
in the 2015–2016 cohort study period explaining the initial
low proportion of patients using this technology. Never-
theless, our data confirm that the increased use of CGM is
based primarily on the growing use of is-CGM.9

FIG. 4. (a) Evolution unadjusted mean SBP by year of age for cohort 2010–2011 (red), cohort 2015–2016 (gray), and cohort
2017–2018 (blue). The solid line shows the fitted LOESS curve. (b) Evolution proportion of patients (%) treated with antihy-
pertensive drugs by age category. Red bar represents cohort 2010–2011, gray bar cohort 2015–2016, and blue bar cohort 2017–
2018. ACE-inhibitors = ACE-inhibitors and/or angiotensin II receptor blockers. Antihypertensive drugs have been defined as the
use of ACE-inhibitors and/or angiotensin II receptor blockers or other antihypertensive drugs. In pediatric centers, treatment with
ACE-inhibitors and/or angiotensin II receptor blockers was not asked; treatment with antihypertensive drugs was asked from
audit 2015 to 2016. SBP, systolic blood pressure. Color images are available online.
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Analysis of the 2017–2018 cohort confirms an association
between HbA1c and technology use. The adjusted mean
HbA1c was significantly lower in patients using sensor-
augmented CSII compared with MDI alone. Multiple pair-
wise comparison showed that the introduction of CSII only
or is-CGM only did not impact significantly on HbA1c,
whereas those with sensor-augmented CSII had a lower
HbA1c compared with MDI users (with or without is-CGM).
These findings are in line with other studies showing im-
proved outcomes upon CGM such as reduced HbA1c levels,
less severe acute diabetes complications, improved quality
of life, or higher treatment satisfaction.2,10–18 In contrast to
other studies but confirming the results of a recent real-world
study,19 the introduction of is-CGM in MDI patients could
not statistically impact on HbA1c.

Our data indicate, however, that the availability of CSII
and is-/rt-CGM alone does not explain the improved meta-
bolic control over the cohorts. When additionally adjusted for
technology use, the mean HbA1c still significantly decreased
from 65 mmol/mol (8.1%) in 2010–2011 to 61 mmol/mol
(7.7%) in 2017–2018. Our hypothesis is supported by the
findings of the Prospective Diabetes Follow-up Registry
(DPV) registry showing a significant improvement in meta-
bolic control in children and adolescents with T1D between
1995 and 2009, which could not completely be explained by
changes in insulin treatment.20

Besides an improved metabolic control, our data also show
a significant improvement in lipid control over time. The
proportions of adults with LDL cholesterol levels in target
significantly increased from about 60% in 2010–2011 to
about 70% in 2017–2018 (from 40% to 50%, respectively, for
adults with CV-history). This is in line with the proportion of
people with T1D with dyslipidemia observed in other stud-
ies.21,22 The improvement in lipid control over time was not
associated with an increase in proportion of people with T1D
treated with lipid-lowering drugs. As reported by others,22

the use of lipid-lowering drugs strongly increased by age:
about 2% of the patients aged 15 to <25 years to 70% of the
patients aged ‡50 years. Patients with CV-history were more
likely to receive lipid-lowering drugs (from about 60% to
about 90% for adults aged ‡25 years). The further decrease in
LDL cholesterol over time might be explained by treat-to-
target with more potent lipid-lowering drugs. IQED does not
collect information about molecules used or dose changes to
help to understand the evolution reported.

We did not find a change in blood pressure control. Upon
adjustment for gender, age, and diabetes duration, the pro-
portion of adults with T1D with hypertension remained stable
over time (about 20%, data not shown), which is comparable
with the results reported in other studies.21,22 As for lipid-
lowering drugs, treatment with antihypertensive agents in-
creased strongly by age.

We attribute the success of the metabolic control in
Belgium to the central organization of diabetes care in the
contractual system of the DC, where specialized multidisci-
plinary centers provide diabetes care combining access to
diabetes technology with therapeutic education by dieticians
and diabetes nurses, stimulating optimal self-care. Several
studies report the importance of structured diabetes education
in reducing HbA1c levels.20,23–27 In addition, these specialist
diabetes centers are required to participate in a QA program
with feedback reports with anonymized benchmarking and

regular meetings where results are discussed. Such quality
control programs have been shown to reduce between-center
variation and improve diabetes care.3,20,28–30 Making global
reports public also promotes international comparison.

We believe our study is unique in that it represents unbi-
ased ‘‘real-world’’ data from a large, national population of
children and adults with T1D. Given the central organization
of our health care system, we estimate that almost all people
with T1D are followed within specialized diabetes centers
and are thus captured within the QA-programs.

We do acknowledge some weaknesses of our study. The
data are retrospectively collected and self-reported by the
centers as part of a mandatory QA program. This could give
rise to doubtful validity of the data. The QA programs use the
following measures to prevent this: the authorities have no
access to the database, publically available reports only show
national data (no center-individual data), centers must keep a
list of the registered people for a possible future quality audit,
and the programs are monitored by and performed by endo-
crinologists who recognize the importance of the program.
Hence, we assume that the data collected through the QA
programs reflect the true diabetes care provided as part of
the DC.

Another disadvantage of our study is the lack of data on
CSII-treated people in our study population between 2006
and 2014. As stricter HbA1c targets can be reached using
CSII,18,31,32 the inclusion of CSII users in 2015–2016 and
2017–2018 might explain the decrease in HbA1c noticed.
However, when repeating the analysis in patients without
CSII, a similar decline in HbA1c was shown. As a third
weakness, we recognize the lack of granularity of data, for
example, on the nature of antihypertensive agents and—
fourth—data to quantify the role of diabetes education.

Conclusion

Our study shows that access to a nationwide quality-
controlled health care system that combines access to
medications and diabetes technology embedded in multidis-
ciplinary follow-up and therapeutic patient education by a
specialized diabetes team is associated with improved met-
abolic control over time in people with T1D.

Author’s Contributions

A.L., F.N., and C.M. developed the concept and design
of this study. Data analysis was performed by A.L. All au-
thors made substantial contributions to the interpretation
of results. A.L., F.N., C.M., K.D., C.D.B., A.V., and P.O.
drafted the article and all authors contributed to the critical
revision of the article for important intellectual content. All
authors approved the final article for publication. A.L. had
full access to the data and accepts responsibility for the in-
tegrity of the data and accuracy of the data analysis.

Acknowledgments

This article is written on behalf of the Belgian Group
of Experts IQED and IQECAD. The members of the IQED
Group of Experts are L. Crenier, C.D.B., K.D., A.L., C.M.,
F.N., P.O., M. Vandenbrovcke, V. Vanelshocht, and A.V.
The members of the IQECAD Group of Experts are V.
Beauloye, D. Beckers, K.C., S.C., M. Den Brinker, S.

574 LAVENS ET AL.

D
ow

nl
oa

de
d 

by
 7

8.
20

.6
7.

15
9 

fr
om

 w
w

w
.li

eb
er

tp
ub

.c
om

 a
t 0

8/
23

/2
1.

 F
or

 p
er

so
na

l u
se

 o
nl

y.
 



Depoorter, K.D., L. Dooms, D. Klink, M-C. Lebrethon, J.
Louis, K. Logghe, N. Seret, S. Tenoutasse, J. Vanbesien, S.
Van Aken, and R. Zeevaert. We would like to thank the staff
of all the Belgian specialized diabetes centers for the data
collections.

Author Disclosure Statement

No competing financial interests exist.

Funding Information

The IQED and IQECAD QA programs are funded by the
Belgian National Institute for Health and Disability Insurance
(NIHDI).

Supplementary Material

Supplementary Table S1

References

1. McKnight JA, Wild SH, Lamb MJE, et al.: Glycaemic
control of Type 1 diabetes in clinical practice early in the
21st century: an international comparison. Diabet Med
2015;32:1036–1050.

2. Foster NC, Beck RW, Miller KM, et al.: State of type 1
diabetes management and outcomes from the T1D exchange
in 2016–2018. Diabetes Technol Ther 2019;21:66–72.

3. Debacker N, Nobels F, Vandenberghe H, et al.: Organiza-
tion of a quality-assurance project in all Belgian multidis-
ciplinary diabetes centres treating insulin-treated diabetes
patients: 5 years’ experience. Diabet Med 2008;25:179–185.

4. Doggen K, Debacker N, Beckers D, et al.: Care delivery
and outcomes among Belgian children and adolescents with
type 1 diabetes. Eur J Pediatr 2012;171:1679–1685.

5. Initiative for Quality improvement and Epidemiology in
Diabetes (IQED). https://www.sciensano.be/en/projects/
initiative-quality-improvement-and-epidemiology-diabetes
(accessed April 15, 2021).

6. Initiative for Quality Improvement and Epidemiology in
Children and Adolescents with Diabetes (IQECAD).
https://www.sciensano.be/en/projects/initiative-quality-
improvement-and-epidemiology-children-and-adolescents-
diabetes (accessed April 15, 2021).

7. Friedewald WT, Levy RI, Fredrickson DS: Estimation of
the concentration of low-density lipoprotein cholesterol in
plasma, without use of the preparative ultracentrifuge. Clin
Chem 1972;18:499–502.

8. Cole TJ, Bellizzi MC, Flegal KM, et al.: Establishing a
standard definition for child overweight and obesity
worldwide: international survey. BMJ 2000;320:1240.

9. Cardona-Hernandez R, Schwandt A, Alkandari H, et al.: Gly-
cemic outcome associated with insulin pump and glucose sensor
use in children and adolescents with type 1 diabetes. Data From
the International Pediatric Registry SWEET. Diabetes Care
2021. Article ehead of print, published online March 2, 2021.

10. Beck RW, Riddlesworth T, Ruedy K, et al.: Effect of
continuous glucose monitoring on glycemic control in
adults with type 1 diabetes using insulin injections: the
DIAMOND randomized clinical trial. JAMA 2017;317:
371–378.

11. Battelino T, Conget I, Olsen B, et al.: The use and efficacy
of continuous glucose monitoring in type 1 diabetes treated

with insulin pump therapy: a randomised controlled trial.
Diabetologia 2012;55:3155–3162.

12. Pickup JC, Freeman SC, Sutton AJ: Glycaemic control in
type 1 diabetes during real time continuous glucose moni-
toring compared with self monitoring of blood glucose:
meta-analysis of randomised controlled trials using indi-
vidual patient data. BMJ 2011;343:d3805.

13. Ludwig-Seibold CU, Holder M, Rami B, et al.: Continuous
glucose monitoring in children, adolescents, and adults
with type 1 diabetes mellitus: analysis from the prospective
DPV diabetes documentation and quality management
system from Germany and Austria. Pediatric Diabetes
2012;13:12–14.

14. Lind M, Polonsky W, Hirsch IB, et al.: Continuous glucose
monitoring vs conventional therapy for glycemic control in
adults with type 1 diabetes treated with multiple daily in-
sulin injections: the GOLD randomized clinical trial.
JAMA 2017;317:379–387.

15. Charleer S, Mathieu C, Nobels F, et al.: Effect of contin-
uous glucose monitoring on glycemic control, acute ad-
missions, and quality of life: a real-world study. J Clin
Endocrinol Metab 2018;103:1224–1232.

16. DeSalvo DJ, Miller KM, Hermann JM, et al.: Continuous
glucose monitoring and glycemic control among youth with
type 1 diabetes: international comparison from the T1D
exchange and DPV initiative. Pediatr Diabetes 2018;19:
1271–1275.

17. De Ridder F, den Brinker M, De Block C: The road from
intermittently scanned continuous glucose monitoring to
hybrid closed-loop systems. Part B: results from random-
ized controlled trials. Ther Adv Endocrinol Metab 2019;10:
2042018819871903.

18. Miller KM, Beck RW, Foster NC, et al.: HbA1c levels in
type 1 diabetes from early childhood to older adults: a
deeper dive into the influence of technology and socio-
economic status on HbA1c in the T1D exchange clinic
registry findings. Diabetes Technol Ther 2020;22:645–
650.

19. Charleer S, DeBlock C, Van Huffel L, et al.: Quality of life
and glucose control after 1 year of nationwide reimburse-
ment of intermittently scanned continuous glucose moni-
toring in adults living with type 1 diabetes (FUTURE): a
prospective observational real-world cohort study. Diabetes
Care 2020;43:389–397.

20. Rosenbauer J, Dost A, Karges B, et al.: Improved metabolic
control in children and adolescents with type 1 diabetes.
Diabetes Care 2012;35:80–86.

21. Shah AS, Maahs DM, Stafford JM, et al.: Predictors of
dyslipidemia over time in youth with type 1 diabetes: for
the SEARCH for diabetes in youth study. Diabetes Care
2017;40:607–613.

22. Shah VN, Wu M, Polsky S, et al.: Gender differences in
diabetes self-care in adults with type 1 diabetes: findings
from the T1D Exchange clinic registry. J Diabetes Com-
plications 2018;32:961–965.

23. Cooke D, Bond R, Lawton J, et al.: Structured type 1 di-
abetes education delivered within routine care: impact on
glycemic control and diabetes-specific quality of life.
Diabetes Care 2013;36:270–272.

24. The REPOSE Study Group: relative effectiveness of insulin
pump treatment over multiple daily injections and struc-
tured education during flexible intensive insulin treatment
for type 1 diabetes: cluster randomised trial (REPOSE).
BMJ 2017;356:j1285.

THE EFFECT OF INTEGRATED CARE ON T1D OUTCOMES 575

D
ow

nl
oa

de
d 

by
 7

8.
20

.6
7.

15
9 

fr
om

 w
w

w
.li

eb
er

tp
ub

.c
om

 a
t 0

8/
23

/2
1.

 F
or

 p
er

so
na

l u
se

 o
nl

y.
 

https://www.sciensano.be/en/projects/initiative-quality-improvement-and-epidemiology-diabetes
https://www.sciensano.be/en/projects/initiative-quality-improvement-and-epidemiology-diabetes
https://www.sciensano.be/en/projects/initiative-quality-improvement-and-epidemiology-children-and-adolescents-diabetes
https://www.sciensano.be/en/projects/initiative-quality-improvement-and-epidemiology-children-and-adolescents-diabetes
https://www.sciensano.be/en/projects/initiative-quality-improvement-and-epidemiology-children-and-adolescents-diabetes


25. Hermann JM, Miller KM, Hofer SE, et al.: The transatlantic
HbA1c gap: differences in glycaemic control across the
lifespan between people included in the US T1D Exchange
Registry and those included in the German/Austrian DPV
registry. Diabetic Med 2020;37:848–855.

26. Prahalad P, Zaharieva DP, Addala A, et al.: Improving
clinical outcomes in newly diagnosed pediatric type 1
diabetes: teamwork, targets, technology, and tight
control—the 4T study. Front Endocrinol (Lausanne)
2020;11:360.

27. Kordonouri O, Lange K, Biester T, et al.: Determinants of
glycaemic outcome in the current practice of care for young
people up to 21 years old with type 1 diabetes under real-
life conditions. Diabetic Med 2020;37:797–804.

28. Hermans MP, Elisaf M, Michel G, et al.: Benchmarking is
associated with improved quality of care in type 2 diabetes
the OPTIMISE randomized, controlled trial. Diabetes Care
2013;36:3388–3395.
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