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GUEST EDITORIAL

DIABETES & PREGNANCY

he outlook for pregnant women with diabetes 100 
years ago was poor. Diabetes pioneer Elliott Joslin  
described 17 pregnancies between 1898  and 
1917 where only four babies and seven women 

survived. The advent of insulin in the 1920s, and the 
recognition 30 years later that glycaemic control influenced 
outcomes, led to a progressive reduction in maternal and 
perinatal mortality.  By the 1980s, perinatal mortality had 
reduced to 0.65 per cent and maternal mortality to 0.5 per 
cent, but remained 3–5 and 8–10 times above the background  
rate respectively. Of particular concern was the three to 
fourfold increase in congenital malformations.

These statistics were recognised in 1989, when the St 
Vincent’s Declaration set a five year vision that the outcomes of 
pregnancies of women with diabetes should approach those 
of women without diabetes. Over the next 15 years, with 
multidisciplinary care, the development of education tools such 
as Dose Adjustment For Normal Eating and advances in 
obstetric surveillance, there was every expectation that 
outcomes would improve. However, the results of the 
Confidential Enquiry into Maternal and Child Health (CEMACH), 
which examined the outcomes of pregnancies in women with 
diabetes between 2002–2003 in England, Wales and Northern 
Ireland were disappointing, showing the incidence of neural 
tube and cardiovascular defects were three times, and 
perinatal mortality 3.8 times, that in the general population.  

The teratogenic effect of glucose is well 
established, as is the evidence that a woman with 
good glycaemic control is less likely to have a baby 
with a congenital abnormality than one with poor 
control. Since congenital abnormalities are a major 
factor in perinatal mortality, the key to improving 
pregnancy outcomes is improving uptake of 
preconception care (PCC). With only 35 per cent of 
women in the CEMACH audit accessing PCC, 
there was clearly much to be done. The importance 
of PCC was emphasised by the National Institute 
for Health and Care Excellence (NICE) in its 2008 
Diabetes and Pregnancy Guideline and 
preconception is a NICE Quality Standard.

The key components of PCC are intensifying 
glucose control, the use of high-dose folic acid, 
optimisation of complications, advice on lifestyle 
issues and the use of medications that are safe in 
pregnancy. Achieving these goals requires raising 
awareness of PCC, effectively engaging users and 
translating this engagement into optimal pregnancy 
preparation. This issue of Update considers recent 
work in each of these areas.

Improving preconception awareness
In Derby, we have used a multifaceted approach to 

raise preconception awareness by encouraging healthcare 
professionals (HCPs) to adopt an ‘every contact counts’ 
approach to discussing pregnancy and contraception use. 
In this issue I have described the methods we have used to 
raise awareness, and therefore improve the uptake of PCC, 
among South Asian women. Belfast also uses an ‘every 
contact counts’ approach and Valerie Holmes and Aisling 
Gough report on the development of a DVD which has been 
used by HCPs in Northern Ireland to raise preconception 
awareness. The resource is now available as a web-based 
resource for HCPs and users. 

Improving engagement
Qualitative work has looked at factors influencing engagement 
such as the quality of relationship with HCPs, accessibility of 
clinics, overemphasis of risks and setting unrealistic targets 
can be changed. PROCEED used this learning to develop a 
model that took care into the community setting, offered 
women choice of location and mode of contact. Care was 
delivered by the specialist team with an emphasis on shared 
decision-making. In 2012, improved engagement in PCC 
resulted in 70 per cent of women being seen preconceptually. 

Increasing optimal pregnancy preparation
While unrealistic targets can lead to disengagement, it is 
equally important to support women to achieve glucose levels 

as near to the non-diabetic range as is possible 
without problematic hypoglycaemia.  New 
technologies provide the potential for a larger 
number of women to achieve their target glucose. 
In this issue, Helen Murphy describes the 
application of both insulin pumps and closed-loop 
systems in pregnancies complicated by diabetes.  
     The value of regional audit of PCC is shown in 
Medicine Digest (page 44) and was the basis of the 
first National Pregnancy in Diabetes Audit 
(summarised by Nick Lewis-Barned on page 27). 
This confirms continued suboptimal pregnancy 
preparation, with only 40 per cent of women 
achieving HbA1c <7 per cent, 27 per cent 
conceiving on  folic acid and 32 per cent avoiding 
teratogenic drugs. While these results may be 
viewed as disappointing, the fact that 128 units 
participated is an achievement in itself. 

Dr Lewis-Barned states that the audit offers  
the potential to “drive improvements in care 
provision and pregnancy outcomes”. It is this 
development, together with innovative models  
and technologies, which opens up the possibility 
that the St Vincent’s declaration’s vision for women  
with diabetes will become a reality in the not too  
distant future. 

Improving uptake of 
preconception care 

Dr Paru King looks at the challenges around diabetes and 
pregnancy and how recent developments are improving outcomes   
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