Pre-Pregnancy Care for Woman with Type 2 Diabetes Mellitus

(Article contributed by Ms Yong Lai Mee)

The prevalence of Type 2 Diabetes Mellitus (T2DM) among women in childbearing age is increasing. Pre-

existing T2DM in pregnancy increased the risk of maternal and neonatal complications such as macrosomia (big

baby), miscarriage, stillbirth, eclampsia (high blood pressure and its complications) and preterm labour. The

American College of Obstetricians and Gynaecologists and American Diabetes Association emphasized the

importance of achieving optimum diabetes control for promoting the well-being of maternal and reduced fetus

and baby adverse outcomes. Below are some tips to achieve optimum pre pregnancy diabetes care.

Blood Glucose Control

Keep pre pregnancy HbA1C < 6.5% to avoid complications during pregnancy.

Fetal mortality rate increased 4 folds in those with HbA1C >6.6%

Poorly controlled pre pregnancy diabetes increases congenital heart diseases by 3 folds, neural tube
defects increase by 4 folds and spontaneous miscarriages in 30-60% of all pregnancies.

Plan 4-6 months before pregnancy to ensure diabetes control is within target range.

Blood Glucose Monitoring

Aim for Fasting Blood Glucose < 6mmol/mol and 2 hours after meal <8mmol/L.

Check blood glucose daily, frequency 4 to 7 times daily include Fasting Blood Glucose and 2 Hour Post
Meal and Bedtime.

Learn how to self check and monitor blood glucose.

Active involvement of care and self-care yield better diabetes control.

Healthy Dietary Plan

Consume an appropriate amount of carbohydrate to suit lifestyle, maintain blood glucose control and
ideal body weight.

The total amount of carbohydrate (CHO) intake can be monitored using grams, exchange list,
household, or hand measures. Below is a table of practice guide recommended by American Diabetes

Association. (Every exchange consists of 15g Carbohydrate) . For more information, click on these links:

https://www.webmd.com/diabetes/features/carb-counting-for-diabetes-chart

https://www.drugs.com/cg/basic-carbohydrate-counting.html



https://www.webmd.com/diabetes/features/carb-counting-for-diabetes-chart
https://www.drugs.com/cg/basic-carbohydrate-counting.html

Table 3-7: Guide to CHO exchanges for adult male and Female.

Individuals CHO exchanges (per meal)

Between meal snacks

Inactive women 2to4d
Active women or inactive men Jto5
Active men 4to 6

CHO exchanges (snacks)

1to2

CHO: carbohydrate.

Adapted from American Dietetic Association Guide to Diabetes Medical Nutrition Therapy and Education;

2005.%

Plan for protein 15-20% total energy of the day such as lean meat, fish, chicken without skin or soy

protein.

Limit total fat (25%-35% energy intake), saturated fats (<7% energy intake) and minimize trans-fat (<1%
energy intake). Limit intake of saturated fat, such as red meat and processed meat consumption.

Have high fiber diet (20-30 gm fibre/day) by choosing plant-based foods such as vegetables, fruits,

legumes and whole grain cereals.

Avoid consumption of sugar-sweetened beverage, replace it with plain water.

Follow the Malaysian Healthy Plate Model may help increase consumption of vegetables and fruits

limit total fat (25%-35% energy intake), please see the diagram below.

Consult a dietician to develop an individualized dietary plan.
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Physical Activities

Obesity
[ )

cardio-vascular disease.

without physical activity.

exercise.

Increased physical activity to improve diabetes control, weight maintenance, and reduce the risk of

Choose activities that likely to maintain e.g brisk walking.

Exercise at least 3 times/week, preferably most days of the week and with no more than 48-72 hours

The duration of exercise should be at least 150 minutes/week of moderate intensity or at least 75

minutes/week of vigorous aerobic physical activity and at least 2 sessions per week of resistance

List of Moderate and Vigorous Activities

Moderate Activities
(! can talk while | do them, but | can't sing.)

Vigorous Activities
(1 can only say a few words without stopping to catch my breath.)

* Ballroom and line dancing

* Biking on level ground or with few hills

* Canoeing

* General gardening (raking, trimming shrubs)

* Sports where you catch and throw
(baseball, softball, volleyball)

* Tennis (doubles)

* Using your manual wheelchair

¢ Using hand cyclers—also called ergometers
e  Walking briskly

* Water aerobics

* Aerobic dance

¢ Biking faster than 10 miles per hour
e Fast dancing

* Heavy gardening (digging, hoeing)
¢ Hiking uphill

* Jumping rope

* Martial arts (such as karate)

® Race walking, jogging, or running

® Sports with a lot of running
(basketball, hockey, soccer)

* Swimming fast or swimming laps
* Tennis (singles)

reducing HbA1C. This can be achieved by:
Reduce calorie intake of 500-1000kcal/day from baseline. Eg aim for intake of 1200 to 1500

kcal/day.

Increase exercise to =60 minutes per day/approximately 450 minutes per week.

A combination of reduced calorie diet, physical activity and behavior modification can provide

greater initial weight loss.

Obesity increased the risk of T2DM development in children bearing age women.
The recommended ideal BMI is 18 to 23kg/m? and waist circumference <80cm for women.

A Weight loss of >7% -10% of body weight within 6 months has been proven to be effective in




o Use Meal Replacement Plans as part of the structured meal plan. The meal replacement
product is usually a milk drink formulated with controlled quantities of calories and
nutrients intended to substitute solid food meal. Check with the doctor for the meal
replacement product.

Medication
i) Diabetic Medications
Oral diabetic medications are commonly prescribed for women with T2DM before pregnancy.
e  Metformin has minimal effect on the fetus but may increase the risk of prematurity and associated
with larger offspring.
e Sulphonylurea is associated with increased risk for baby developing low blood sugar level after
delivery.

e There was inadequate data to evaluate the safe use of Sodium-glucose Linked Transporter 2 (SGLT2)
Inhibitors, Dipeptidyl Peptidase-4 (DPP4) Inhibitors and Glucagon-like Peptide-1 (GLP1 - injection)
receptor agonists.

e Due to the teratogenic (causing abnormalities to baby) effect of many oral diabetic medications,
doctors preferred to switch diabetes treatment to insulin therapy prior to pregnancy.
ii)Vitamins
e Folic acid is important for pregnancy to prevent miscarriage and neural tube defects such as spinal bifida.
Therefore, women should start taking it at least 3 months prior to pregnancy.
iii) High Blood Pressure and Cholesterol Medications
e High blood pressure Medication such as ACE inhibitors, Angiotensin Il receptor blockers (ARBs) and
cholesterol medications like statins will be discontinued due to the teratogenicity effect.
e Therefore, it is important to discuss with your doctor prior to embarking on pregnancy so that the high
blood pressure medication can be switch to those that are proven safe in pregnancy.
e |tisimportant to monitor home blood pressure daily and document the readings.
iv) Insulin therapy
e Insulin is safe in pregnancy and not associated with fetal abnormalities.
e Before pregnancy, an intensive insulin therapy is likely to be initiated in the form of a multiple-dose

injection treatment to achieve good blood glucose target.



e |t is important to attend diabetes education session to learn the proper technique of insulin injection
and understand how insulin work.
Eye Check
e The risk of retinopathy progress may double during pregnancy.
e Consult an Ophthalmologist for eye assessment. If eye problem is present, appropriate treatment will
be provided.
Smoking and Alcohol
e Women who smoke during pregnancy increased the risk of fetal death by 91%.
e Alcohol consumption during the 1st-trimester increases the risk of abortion by 4 folds and precipitate
preterm labor.
e  Quit smoking and alcohol prior to conception.
Vaccination
e Vaccination is important to prevent communicable diseases.
e Vaccination is done according to the national clinical guideline recommendation. For more information,
click on the link below:

https://obgyn.com.my/vaccination-and-pregnancy/

Preconception Counseling
e Pre pregnancy diabetes counseling empowered individual with the knowledge of diabetes self-care.
e This session should be done at least 4-6 months before pregnancy allowing time for a medication
review and lifestyle modification to achieve optimal glycaemic control.
e See an Endocrinologist, a Diabetes Educator and Dietician for the pre pregnancy counseling.
Conclusion
Optimum pre pregnancy Care in T2DM reduces the risk of complications during pregnancy. Pre pregnancy

care should be planned with a multidiscipline healthcare team at least 4-6 months prior to conception.
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