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Traditional Diabetes Care in Pregnancy

• Obstetrician
• Maternal Fetal Medicine
• Endocrinology
• Separate visits, little cross-communication



Obstacles with Traditional Care
• Multiple appointments
• Time away from work
• Travel from rural areas to urban areas
• Direct and indirect costs



Scope of the problem
• 7-10% of pregnancies complicated any type of DM
• 86% of cases are GDM
• Type 2 DM incidence climbing
• Greatest RF’s (age, obesity) increasing significantly
• Rural south rich in RF (AA, Hispanic, obese)



Objectives

• Who we are
• Our goals
• Patients we serve
• Services Provided

Presenter
Presentation Notes
After this brief presentation, we hope that you have a good understanding of who we are, the goals of our program, the patients we serve, the services we provide, and how to make a referral. Please feel free to unmute yourself and ask questions, or put questions in the chat bar. 



Scope of the problem
• 7-10% of pregnancies complicated any type of 

DM
• 86% of cases are GDM
• Type 2 DM incidence climbing
• Greatest RF’s (age, obesity) increasing 

significantly
• Rural south rich in RF (AA, Hispanic, obese)



MOMs in Control
• A collaborative partnership 

between Carolina Diabetes 
& Kidney Center and Prisma 
Health

• Part of a larger BlueCross 
initiative in collaboration 
with the BlueCross 
Foundation

Presenter
Presentation Notes
Lyons: To address long-term stresses on the human body, early intervention is key. In a woman with diabetes (either Type 1, Type 2 or gestational), there is now abundant evidence that poor blood sugar control during pregnancy can impair health — her own and that of her baby — not only in the short term but also decades later. The damage caused by elevated blood glucose is cumulative over time. As with high blood pressure, high cholesterol, or smoking for decades, high blood sugar causes damage that is often ‘silent’ until something catastrophic happens. And by then, there is structural damage to the tissues of the body, difficult or impossible to reverse. Pregnancy is a critically important focus for our work: setting the stage for long-term future health for both mother and child.  � �Another consideration is the ‘durable benefit’ of metabolic health early in life. For the baby, a well-managed ‘diabetic pregnancy’ followed by a healthy childhood and early adulthood sets a foundation for life-long health. And for a young mother with diabetes, whether Type 1 or Type 2, we now know that a period of good sugar control in her 20s and 30s reduces future risks dramatically, even if things get out of control later on. Finally, pregnancy represents a window of opportunity to educate young women about good diabetes management. We know that young women are highly influential — setting standards for their children, husbands, partners, parents and friends — and thus they are effective at reducing diabetes risk throughout communities.    Lyons: We have three pregnancy centers up and running. They are doing multidisciplinary pregnancy care for women with diabetes. That means at one location the mother will see, not just the specialist obstetrician, but a diabetes doctor and a diabetes educator, a dietitian, and an ophthalmologist for retina screening. Behavioral psychology is checked, too. We ask about home and social circumstances. If necessary, we can connect women to food share programs to enable access to a healthy diet.� �For many moms with diabetes, it’s a huge challenge to find the time and resources to get multidisciplinary care that’s needed. Yet with good management, a pregnancy can be just as healthy for a woman with diabetes as for anyone else — but without it, complications are much more likely. The problems may be obvious, or they may have effects on the child that can’t easily be seen, including increased risk of heart disease and Type 2 diabetes later in life. In other words, the imprint of the diabetic pregnancy may carried with a child for the rest of its life. We can't undo that. We really need to help people get the pregnancy care they need both for their own sake, for the sake of the child and for the sake of the state in the future.



MOMs in Control: 
Team-based management of maternal diabetes

Providers
• Dr. Berry Campbell
• Dr. Lilavivat
• Makala Smith, MS, RDN, CDCES, BC-ADM

Nurse Navigator
• Julia Kimsey, MSN, RNC-OB

Sonographer
• Delaine Barefoot 

• Medical Assistants, front desk staff, and leadership from CDKC & Maternal Fetal Medicine at 2 
Medical Park in Columbia



MOMs in Control
• Joint clinic 2nd and 4th Wednesday
• DM education 1st and 3rd Wednesday
• Follow-up visits as often as weekly & as 

needed
• MFM telehealth visits 1st and 3rd Wednesday
• Frequent telehealth calls



Short-term Goals 
• Safe pregnancy and healthy baby

– Improve glycemic control (A1C & Time in Range)
– Decrease fetal, infant, and delivery complications

• macrosomia
• neonatal hypoglycemia 
• fetal abnormalities
• fetal demise
• FGR
• Birth injuries
• NICU admissions
• Cesarean sections
• ?Preeclampsia?

– Reduce unplanned maternal hospital admissions



Long-term Goals

• Long term risks of GDM, diabetes, and other associated complications

• Increase participation of women with GDM in diabetes prevention program 
postpartum.

• Increase screenings for high-risk obstetric patients through in-clinic fundoscopic 
examination, depression screening, referral to mental health care, and increased 
patient surveillance with less patient burden. 

• Increase establishment of postpartum primary care and continuation of endocrine 
specialty care in a resource poor population. 



Patient Population

• Pregestational T1DM
• Pregestational T2DM
• Newly diagnosed GDM
• Women at high-risk for developing DM



Other Study Goals
• Demonstrate enhanced outcomes with tight control
• Demonstrate enhanced compliance from joint approach 

in rural setting
• Demonstrate effect of CGM on patient buy-in, 

compliance, and control
• Compare follow-up rates after delivery compared with 

historic controls
• Encourage early pregnancy screening in HR patients



High Risk for DM

Presenter
Presentation Notes
Initial consult with MFM, baseline labs, and encourage attendance to GDM class.



Glycemic Control



Services we provide
• Maternal-Fetal Medicine Consult 

• Individualized follow-up diabetes and obstetric 
care

• Endocrine Consult • Glucose meter instruction 

• Co-management of diabetes during pregnancy 
and postpartum by endocrine and MFM

• Insulin injection instruction 

• Nutrition counseling by registered dietician • Insulin pump prescription and management

• Group diabetes education by RD, CDE and 
endocrinologist (2-hour class)

• Continuous blood glucose monitoring

• MFM Ultrasounds • Remote patient monitoring 

• Peer to peer consults • Food Share SC Partner

• Spanish interpreter services by phone 
• Care coordination and patient support by RN 

Navigator



MOMs in Control: Sumter
• First Joint Clinic: Sept 9, 2020
• 12 full joint clinic days to date
• 18 – avg follow-up visits per clinic day
• 11 – avg new patients per month
• <5% no-show rate

Presenter
Presentation Notes
The next few slides show what we’ve accomplished to-date



• 76 patients seen to-date (through April 8)
– 55% AA
– 34% Caucasian
– 8% Hispanic
– 18% type 2
– 8% type 1
– 74% GDM



• 58 MFM ultrasounds completed
• 14 GDM classes with 72% participation rate
• 7 IRIS exams completed (started mid-March) 

– 1 moderate case of retinopathy identified and 
referral to retina specialist made

• 50 boxes of fresh produce and fruit provided 
to patients

Presenter
Presentation Notes
Our GDM class is a 2 hour class that is taught by Dr. L and Makala. The first half focuses on the pathophysiology of diabetes and the second half focuses on how insulin and nutrition impact BS. Our goals is to screen type 1 and type 2 mothers once per trimester and PP



FoodShare SC
• Partnership increases access to fresh 

fruits and vegetables
• First box free
• Subsidized cost for subsequent 

orders to incentivize healthy eating 
habits

www.FoodShareSC.org

Presenter
Presentation Notes
Small Box: $5 cash or SNAP for all clientsLarge Box $10 cash or SNAP for all clients – about 25lbs of produce and fruit 



Helpful Tips for Referrals

At time of referral…
• Lancets, strips, and meter sent to patient’s pharmacy
• Patient encouraged to check BG 6-7x daily: fasting, before meals, and 1 

hour after meal
• Blood sugar and food logs given to patient, along with target goals



When is the best time to make a referral? 

ANYTIME after diagnosis but the earlier in 
gestation, the more useful for the patient and her 

pregnancy

Presenter
Presentation Notes
Preconception is ideal



Which patients do I refer? 
• Pregestational DM, GDM, or high-risk for DM
• Patient noncompliance
• Transitioning on to pharmacotherapy
• You believe the patient can benefit from a different 

perspective and possibly approach

Presenter
Presentation Notes
Basically a review 



Future Study Direction
• Enhance DM care with focus on preconception 

consultation
• Increase clinic time with MFM using telehealth visits
• Expand/enhance care using community health 

worker
• Create similar clinic at Richland campus



Questions? 
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