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And Here We Go Again... She’s Pregnant
and Diabetic. Is She Really Different?

Deborah A. Cruz MSN, CRNP
Jefferson University Hospital
Perinatal Nurse Practitioner/CNS
Delivery Room and High Risk OB

THMOMAS JEFFERSON UNIVERSITY HOSPITAL

Objectives

¢ Identify the prevalence of diabetes and pregnancy

* Discuss the normal physiologic changes of pregnancy that create a
diabetogenic state

¢ Differentiate between gestational and pregestational diabetes

* Verbalize the fetal risk and infant morbidity related to the level of
maternal hyperglycemia

¢ Discuss the implications strict metabolic control on pregnancy
outcomes.

@]ﬂ fferson.

Diabetes: What We Know....

¢ In the US, 23 million people have diabetes (CDC 2008)

* Prevalence of diabetes increased by 13.5% between 2005 and
2007 (NIDDKD, 2008)

¢ Almost 6 million people have diabetes that is undiagnosed
(CDC, 2008)

¢ More than 8 million women in US have pregestational
diabetes mellitus

@]e fferson.
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There Go Those OB People Again!

*Pregnancy + Diabetes =

a. No difference, get
over yourself!

No clue.....
C. Definite differences!

@]e flerson.

Diabetes Mellitus: Women and Childbearing

¢ In the US, women over age 20 account for more than half the
individuals with diabetes (CDC, 2008)

— Only 25% of these women diagnosed (ADA, 2009)
* 6-7% of pregnancies are complicated by DM

— Pregestational diabetes mellitus affects 1.3% of all
pregnancies and increasing due to increase in Type 2
diabetes ( Bell 2008; Lawrence 2008).

— 90% of cases of diabetes in pregnancy are gestational

¢ !5 of these women will develop diabetes later in life

@]e flerson.

Diabetes On The Rise

* Aging population
¢ Urbanization
* Obesity epidemic
* Minority women
— 50% non-Hispanic black women classified as obese (Hunt &
Schuller, 2007)
* Access to medical care
* Exposure of the fetus to hyperglycemia in utero
* Initiatives post delivery: skin to skin and promotion of exclusive
breastfeeding

@]e flerson.






Pregnancy: A Diabetogenic State...
What is it?

Diabetogenic State: Carbohydrate, Protein,
Fat Metabolism Changes in Pregnancy

* Goal: Create metabolic changes that will sustain the mother and allow
continuous nutrients to the baby.

¢ Instigating factors: fetus and placental hormones
* 15t trimester changes(anabolic phase):
— Drop in fasting blood sugar
¢ Insulin production and sensitivity slightly increases

¢ Increased tissue response to insulin— 7glycogen and fat
storage in liver and tissues

¢ End of 1% trimester: insulin sensitivity decreases, with a
responding 1 in insulin production

@]e flerson.

Diabetogenic State: Carbohydrate, Protein,
Fat Metabolism Changes in Pregnancy

* 2nd to 37 trimester changes (catabolic phase):

— Protein and fat breakdown with increased insulin resistance (50 —
75% 3 trimester!)

¢ Placental hormones (prolactin, HCS, cortisol, growth
hormones): act as insulin antagonists

¢ Maternal: maternal lipolysis — maternal fuel source

¢ Maternal glucose sparing becomes fetal fuel by readily
crossing placenta

@]e flerson.
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Blood Glucose Values in Pregnancy

I T S = R

Fasting blood glucose 60-89 mg/dl <90 mg/dl
1 hour postprandial 100-129 mg/dl <140 mg/dl
Mean blood glucose 87 mg/dl <100 mg/dl
Hemaglobin Alc 2% - 5% <%

*demonstrated in women with neither diabetes nor carbohydrate intolerance during pregancy
Metzer et al, 2008

Classification of Diabetes During Pregnancy

* Most common medical complication of pregnancy
* Pregestational: Overt, known diabetic prior to pregnancy
— Type I: Autoimmune process that destroys the pancreatic B cells

— Type II: Disease of insulin resistance and relative insulin
deficiency

¢ Gestational: Diabetes diagnosed during pregnancy

— Carbohydrate intolerance that begins or is first recognized during
pregnancy

White’s Classification

* White’s Classification

— First developed in 1978

— Emphasized end-organ derangement (eyes, kidneys, heart) and
effect on pregnancy outcome

— 2005: American College of Obstetricians and Gynecologists: no
longer actively uses terminology
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Modified White's dassification of diabetes in

pregnancy

Class Description

x “Abnormal GTT 3t any 398 or of any duration treated only by
diet therapy

e Onsat 3t age 20 years or older and duration of less than 10
vears

< Onse at age 10-19 years or duration of 1019 years

o Onsat before 10 years of age, duration over 20 years,

o

" Probfarative retinopathy or vitreous hemorrhage
¥ Neepheepathy with over 500 mgiday protenuna
R | Crtena for both dasses R and ¢

3 Many pregnancy faiures

" Endence of artenosderotc heart disease

i Prioe renai transplantation

Costationst giobetss
AL | Dot controted pestatons dabates

22| sl treted gostatanl Gabates

Classes & through T require insuln treatment.
TT: ghucose tolerance test
Adapted from: Hare, JW, White, JP. Diabstes Care 1980; 3:394.

Screening During Pregnancy

Routine Screening for Gestational Diabetes
— All patients are screened for gestational diabetes between 24-28 weeks
gestation
— Patients at-risk screened earlier and with follow-up at 24-28 weeks gestation

Criteria for Early Screening for GDM
— Previous baby with macrosomia (>4 Kg.)
— First degree relative with diabetes
— Baby with anomaly or unexplained stillbirth
— Woman with PCO
— Obesity (>150% ideal)
— Previous glucose intolerance
— Diabetes symptoms
— Corticosteroid

Routine Screening for Gestational Diabetes
1-Hour GTT

First step in screening

— 50 grams one hour glucose load in a non-fasting state
— Positive result is defined as 130,135 or 140 mg/dl
— Lower threshold — higher yield.

— Threshold of 130 mg/dl yields 90% but subjects more patients to
3-hour GTT
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Screening for Gestational Diabetes

3-Hour GTT
National Diabetes Data Carpenter — Coustan
Group Criteria
¢ Fasting -105 mg/dl ¢ Fasting -95 mg/dl
¢ 1-hour - 190mg/dl ¢ 1-hour - 180mg/dl
¢ 2-hour - 165 mg/dl *2-hour - 155 mg/dl
*3-hour — 140 mg/dl *3-hour — 140 mg/dl

Adapted from Expert Committee for the Diagnosis and
Classification of Diabetes Mellitus. Diabetes Care 2000;23

@]e fferson.

One Step Method for Gestation Diabetes
Screening

* 75-g, 2-hour glucose tolerance test: 1 value >
— FBS: 126 mg/dl
— 1 hour plasma glucose 200 mg/dl

¢ Currently not endorsed by ACOG

@]ﬂ fferson.
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Gestational Diabetes: Maternal and Fetal
Effects

¢ Increased stillbirth rates

— FBS>105 mg/dl associated with increased risk of stillbirth during
the last 4 to 8 weeks of gestation (ADA, 1999)

* Macrosomic infants (>4500 g, ACOG 2000)
¢ Higher cesarean section rates

@]e flerson.

Management of Gestational Diabetes

Pregnancy care
— Diet
* 30kcal/kg/day
* BMI>30: 30% calorie reduction
— Exercise
¢ Physical activity reduced GM (Dempsey et al, 2004)

* Resistance exercise |the need for insulin therapy in women
overweight women with gestational diabetes (Brankston et al.,
2004)

@]e flerson.

Management of Gestational Diabetes

— Medications — only when glycemic control is a problem
¢ Glyburide
* Metformin

* Insulin

— Glucose monitoring: postprandial monitoring
* DeVeciana et al, 1995: A2 DM on insulin
preprandial 1 hr pp

Neonatal Hypoglycemia 21% 3%
Macrosomia 42% 12%
CS Deliveries 1/t Dystocia ~ 39% 24%
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Management of Gestational Diabetes

— *Antepartum testing
— *Delivery/Intrapartum management
¢ Elective induction?
* Elective c-section?
— Postpartum care
* Post delivery
* 6 weeks — 12 weeks

@]e fferson.

Got diabetes?
Thinking about
" having a baby?

Jefferson.

Pregestational Diabetes

¢ Overt diabetes significantly affects pregnancy outcomes
¢ Complications to embryo, fetus and mother are directly associated with
diabetes

¢ Successful outcome is related to glycemic control and degree of
underlying cardiovascular and renal disease

@]ﬂ fferson.
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Prepregnancy Counseling
— Assessment of medical status
— Optimal Glycemic control
— Folic acid supplements
Prenatal Care

Diet
Exercise
Glucose monitoring

Management of Pregestational Diabetes

Oral hypoglycemic agents

Insulin
Antepartum Testing
Delivery

@]e flerson.

Management of Pregestational Diabetes

Preconception Counseling:
— Normalization of Hemoglobin A1C — at least within 1% of normal

Evaluation of vascular disease

* Retinal evaluation

* Nephrology evaluation

Nutrition

* 30-35 kcal/kg./day
* Folic acid replacement

Institute glucose testing — fasting and 2-hour PP

Exercise

Start or refine insulin regiment

@]e flerson.

Frequency of testing during pregnancy in women
with pregestatonal diabetes

Test

Frequency

Hemoglobin A1C
Blood glucose

Urine ketones

Urine protein

Serum
creatinine

Thyroid function
tests

examination

Every 4 to 6 weeks
Home measurements 4 to 8 times daily

During period of illness; when any blood glucose
value is >200 mg/dL (11.1 mmol/L)

Diptstick at office visits, quantitate 24 hour
excretion each trimester in women with
nephropathy

Each trimester in women with nephropathy
Baseline measurements of serum free T4 and TSH

Baseline and then as necessary per retinal
specialist

@]e flerson.
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Management of Pregestational Diabetes

Target Glucose Levels
— Fasting - 60-90 mg/dl
— Before lunch, dinner and bedtime snack - 60-100 mg/dl
— 1-hour postprandial - < 140 mg/dI*
— 2-hour postprandial - < 120 mg/dl
— 3 am — 60-90 mg/dl

@]e flerson.

Management of Pregestational Diabetes

Oral Anti-diabetic Agents:
— Women on these agents prior to pregnancy are advised to change
to insulin prior to pregnancy
* Better glucose control
* Insulin does not cross placenta
¢ Little is known about the effects of these agents on the early
gestation

— Greater acceptability and compliance and less education than
with insulin - need further studies for usage for Type 2 DM and
GDM

@]e flerson.

Management of Pregestational Diabetes

Oral Anti-diabetic Agents:
— Metformin (Beguanides)
¢ Reduce peripheral insulin resistance
* Inhibit gluconeogenesis
* Reduce triglyceride concentrations
* Does cross placenta

¢ Study ( Rowen 2008) — randomized controlled trial for the
treatment of GDM — comparing insulin and Metformin - no
increase in perinatal complications with a tendency to less
severe neonatal hypoglycemia and maternal weight gain

@]e flerson.
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Management of Pregestational Diabetes

Oral Anti-diabetic Agents:
— Glyburide (2" generation Sulfonylureas):
¢ Enhances insulin secretion and peripheral sensitivity to insulin
¢ Decreases hepatic clearance of insulin
* Main side effect — hypoglycemia

* Does not cross placenta — no evidence of fetal
hyperinsulinemia

¢ Randomized controlled study (Langer 2008) — treatment for
GDM - found no difference in macrosomia or LGA infants

@]e flerson.

Management of Pregestational Diabetes

¢ Glycosylated Hgb (HgbAlc)
— Provides assessment of prior diabetic control
— HgbAlc values:

* Normal adults 22-4.4%
* Good diabetic control 2.5-6%
* Fair control 6.1-8%
* Poor control >8%
— Studies indicate an increased risk of congenital anomalies associated
with elevated HbgAlc

® <6.9%-0%
* 7-8.5%-5%
* 10%-25%

@]e flerson.

Management of Pregestational Diabetes

Antenatal Care:

— Insulin requirement:

¢ 18t trimester - 0.7- 0.8 units/kg/daym
* 2nd trimester - 0.8 - 1.0 units/kg/day
* 3 trimester — 1.0 — 2.0 units/kg/day
— Insulin dosing:
¢ Divided 2/3 in a.m. and 1/3 in p.m.
¢ a.m. dose - 2/3 long-acting, 1/3 short-acting
* p.m. dose — ; long-acting, %4 short-acting

11





Management of Pregestational Diabetes

Antepartum Fetal Surveillance
— Viability/dating scan
— Maternal alpha-fetoprotein screening at 16-20 weeks
— Detailed anatomy scan at 18-20 weeks
— Echocardiogram @ 20-22 weeks
— Serial U/S for growth in 2" and 3™ trimester

— Antenatal assessments with NST/BPP weekly from 32-36 weeks,
then twice weekly

@]e flerson.

Management of Pregestational Diabetes

Intrapartum Management

— Elective delivery @ 39 weeks or with amniocentesis-documented
pulmonary maturity

— IV insulin — mixed in saline solution — 1:1 concentration and t
titrate to maintain blood glucose - 70-120 mg/dl
— IV dextrose — BS < 70 mg/dl or with ketonuria
Scheduled Cesarean Section
— Administer long-acting insulin but hold short-acting insulin

— Hourly glucose monitoring

Intrapartum Insulin Management

STANDARD INSULIN PROTOCOL

For Ilood ghicose (mgdL): Dsulin GTT (unbts) | IVF (a8 125 ec hour)
=100 1] DI NS

100-110 1 D3I NS

111-130 2 DS NS

131-150 3 NS

151170 ] NS

171-190 5 NS

191-210 6 NS

211-230 7 NS

231250 8 NS

TIUH MFM proposed protocol, 2012

11/20/2012

12





Postpartum Management

¢ Insulin requirement — decreases
— Reduce antepartum insulin dosing by %2
— Restart oral agents if effective
¢ Breastfeeding
— Supplement with 500 extra kcal compared to non-pregnant

@]e fferson.

COMPLICATIONS:
SO, WHAT DOES THIS
MEAN TO
MOM AND BABY?2?

@]ﬂ fferson.

Maternal Complications of Diabetes

* Hypoglycemia
— Increased with pregnancy/concern about patient
recognition of glucose < 60mg/dl
¢ Cardiovascular Complication
— Worsening of DM associated vasculapathies
— Hypertension
— Preeclampsia
— Placental insufficiency
¢ Preterm Labor

@]ﬂ fferson.
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Maternal Complications of Diabetes

Diabetic Ketoacidosis

— Life threatening emergency — 5-10% of all pregnancies
complicated by PGDM

— Most common in Type I diabetes

— Acute decompensation with cardinal features of dehydration and
alteration in sensorium

— Characterized by hyperglycemia, ketonemia and acidosis
— Absolute or relative lack of insulin

@]e flerson.

DKA and Pregnancy: What is Different

* DKA at lower glycemic levels
— Check for ketones when blood glucose >200mg/dl
¢ To delivery or not to delivery.....

@]e flerson.

Case Study: DKA

29 year old G3 P0020 at 30 weeks gestation presents to triage with
complaints of flu symptoms, nausea, and fatigue. Has not felt fetal
activity since the previous day. C/O contractions q 2-5 minutes. Initial
baseline FHR 180’s and flat

¢ History of Type II DM on insulin pump

11/20/2012
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Management Plan

¢ Deliver????

* Stabilize and deliver?

@]e flerson.

Admission: Delivery Room

¢ Contracting q 2-5 minutes: administered terbutaline 0.25 mg SQ as
tocolytic
¢ IV hydration
¢ Initial Labs
— ABG: pH - 7.26; PCO2 -19; PO2 - 111; HCO3 - 8; BD - 16
— CBC: WBC - 11.6; Hgb - 16.9; Het - 48.1; plt - 231
— Chemistry: Na - 121; K - 6.1; CL - 84: Bun - 27; Glucose - 600;
creatinine 1.6; anion gap 27,
— BOHB: 77.3 mg/dl
— LFT’s WNL

@]e flerson.
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Arterial Blood Gas Values

Non- Pregnant Patient  Fetus
Pregnant
pH 7.35-7.45 7.40-7.45 |7.26 7.25-7.35
pO2 (mm 85-100 101-108 111 20-30
Hg)
pCO2 (mm | 36-44 27-32 19 40-50
Hg)
Bicarb 24-30 18-21 16 <10
(mEq/L)

¢ Management

DKA Case Presentation

1V hydration - initially 2 liters/hr ; then 250/hr.
Continuous cardiac monitoring/ VS q 30 minutes
IV insulin - 20 units regular insulin /hour
02 via face mask after SATs decreased to 94%
Glucose monitoring

* 12:45 pm - 620 gm/dl

* 15:30pm - 300 gm/dl
IV insulin up to 25/hr
Vaginal exam - 2cm/1/2cm long/ floating
Toco monitoring — contractions - every 2 minutes

11/20/2012
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Post Intervention Gas Results:

*pH: 7.42
*pCO2: 26
*p02:114
*BD: 6.0

¢ O2Sat: 98%

11/20/2012
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Outcome: DKA

¢ Delivered by elective cesarean section at 38 weeks gestation
* Apgars: 8/9
* Weight: 9 Ibs 4 oz

@]e flerson.

Management of DKA

* Goals:
— Find and correct cause
— Lower serum glucose and restore fluid volume
— Correct acidosis and correct electrolyte balance
— Assure fetal well-being

@]e flerson.

DKA - Case Presentation #2

29 year-old G2 P1001 at 28 weeks (confirmed by 9-week U/S) presented
to L&D

— Consistent prenatal care - 28 week labs not done

— Past medical history - negative; Past Ob history - term SVD with
no complications

— Presented with history of increased thirst, urinary frequency and
N/V for 2 weeks

— Today - worsening S/S; decreased fetal movement since a.m. and
contractions every 2 minutes, no bleeding or LOF

@]e flerson.
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DKA Case Presentation

Initial Evaluation
— Vital signs:
*T-99.2; P — 126 bpm; RR — 32 bpm; BP - 107/62 mmHg.
— Fingerstick glucose- 476 gm/dl
— Pulse oximetry - 99%

— Urine dip:
¢ +3 ketones; +4 glucose; SG - 1.015

DKA Case Presentation

¢ Initial Labs
— ABG: pH - 7.26; PCO2 -18; PO2 - 106; BD - 19
— CBC: WBC - 11.6; Hgb - 16.9; Het - 48.1; plt - 231
— Chemistry: Na - 121; K - 6.1; CL - 84: Bun - 27; Glucose - 1121;
creatinine 1.6; anion gap 27,
— BOHB: 77.3 mg/dl

— LFT’s WNL

Arterial Blood Gas Values

Non- Pregn. Patient  Fetus
Pregnant
pH 7.35-7.45 7.40-7.45 |7.26 7.25-7.35
pO2 (mm 85-100 101-108 106 20-30
Hg)
pCO2 (mm | 36-44 27-32 18 40-50
Hg)
Bicarb 24-30 18-21 8 <10
(mEq/L)
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Fetal Status with Maternal DKA

¢ Viable fetus - continuous electronic fetal monitoring
¢ Lateral position

* Oxygen
¢ Hydration
¢ Correct maternal acidosis/hypovolemia
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Management of DKA

* Goals:
— Find and correct cause
— Lower serum glucose and restore fluid volume

— Correct acidosis and correct electrolyte balance
— Assure fetal well-being

11/20/2012
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DKA Case Presentation

* Management
— IV hydration - initially 2 liters/hr ; then 250/hr.
— Continuous cardiac monitoring/ VS q 30 minutes
— IV insulin - 20 units regular insulin /hour
— 02 via face mask after SATs decreased to 94%
— Glucose
* 12:45 pm - 818 gm/dl
* 13:45pm - 575 gm/dl
— IV insulin up to 25/hr
— Vaginal exam - 2cm/1/2cm long/ floating
— Toco monitoring — contractions - every 2 minutes

@]e flerson.

DKA Case Presentation

¢ Intrapartum Care
— Arterial line inserted — labs and BP monitoring
— ABG’s - 7.21/24/360/9/16.7
— Chemistry - 138/3.8/110/527/24/1.4
— K - rider 20 meq over 2 hours
— BHOB - 55mg/dl;
— Coagulation studies - WNL
— V.E. - 7em/100%/floating (14:45)
— Ineligible for regional anesthesia
— Morphine IVP for pain management
— 1&0/ 2500 cc/1850cc (IV fluids increased to 500cc/hour)

DKA Case Presentation

¢ Delivery

— Patient 10 cms @ 3:30pm

— AROM for clear fluid

— SVD - stillborn female - wt. 1500 gms
¢ Initial Postpartum laboratory studies

— ABG’s - 7.22/29/106/12/14.4

— Chemistry - 141/4.0/116/442/21/1.2

— BOHB - 31.9; phosphate - 1.9

11/20/2012
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DKA Case Presentation

* 24- Hour Follow-up
— 1&O0 - 6315cc’s/3005¢c’s
— Labs:
* Chemistry: 143/120/11/4.3/16/0.7/292
* ABG’s: 7.28/33/143/15/10.7
* BOHB - 10.1mg/dl

@]e flerson.

Management of Diabetic Ketoacidosis

* Maternal mortality — rare
— Profound hypovolemic shock

— Prolonged uncorrected acidosis

— Myocardial infarction
— Cardiac arrhythmias

— Correction of acidosis, dehydration and lower glucose <
150mg/dl - prognosis for mother and fetus greatly improves

@]e flerson.

Management of Diabetic Ketoacidosis

¢ Fetal Effects
— Hyperglycemia can lead to excessive fetal diuresis

— Ketoacids can lead to fetal metabolic acidosis

— Doppler studies demonstrate abnormal flow in the
umbilical and middle cerebral arteries of the fetus

— Fetal heart rate tracings — minimal or absent variability,
lack of accelerations and presence of late decelerations

— Delivery delayed until mother stabilized and fetal testing
remains abnormal

¢ Fetal mortality
— Up to 10% even with aggressive management

@]e flerson.
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Maternal Fetal beta-cell Fetal
hyperglycemia hyperplasia hyperinsulinemia

Deleterious effect of poor glycemic control on fetal
outcome

Major maNermation or spontapacus abartion (percart)
1

3 s4110 | 11127 »127
Hemoglobin A1 (percent)

Combined incidence of major maformation and Spontaneous
abortion according to the hemogiobin A1 (HBAL) value during the
first trmester of pregnancy in 303 women with type 1 diabetes.
‘The risk rose markedly at HbA1 values above 11 percent
(approximately equivaient to a HbALC value of 8.5 percent).

Other studies have found an increase in risk at HbALC values
above 9.5 percent.

Data rom: Greene M, Hare JW, Cloherty 1% et ai, Teratology 1989; 39:225.

Fetal &Neonatal Complications of Diabetes

Fetal Complications Neonatal Complications
*IUFD * Prematurity

*IUGR *RDS

¢ Anomalies * Hypoglycemia

* Macrosomia ¢ Birth Injury

11/20/2012
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Congenital Cardiac Anomalies Associated with
Pregestational Diabetes Mellitus

Ventricular Septal Defect Atrial Septal Defect

Central Nervous System and Skeletal System
Associated with Pregestational Diabetes
Mellitus

Neural Tube Defect

Caudal Regression

lé—}"]cfﬁ:mm.
R

Neonatal Complications Associated with Diabetes
Mellitus

Macrosomia
1. ACOG defined as
BW>4500grams
2. Difficult antenatal diagnosis
3. C/S suggested -EFW >4500g
4. Avoid operative delivery
EFW> 4000g and prolonged
2" stage
5. Increased of birth injury
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Fetal/Neonatal Complications Associated with
Diabetes Mellitus

* Intrauterine Growth Restriction

— Placental insufficiency occurs
with increase frequency with
pregestational diabetes and is
usually associated with
preeclampsia

— Preeclampsia is increased with
advanced diabetes and vascular
complications

Neonatal Complications Associated with
Diabetes Mellitus

* Preterm Delivery

— Pregestational diabetes —risk
factor for preterm delivery —
study from NICHD — analyzed =7
461 pregnancies - \
A
A

* 9% of PDM compared to
4.5% non-diabetic
spontaneously delivered
prior to 35 weeks

R

7% of diabetic compared to
2% non-diabetic underwent
indicated PTD

Diabetes Mellitus in Pregnancy

Future:

* Management continues to
improve
— Preconceptual care
— Expert care during pregnancy
— Adherent participants
¢ Excellent perinatal outcome
nearly identical to non-
diabetic women

11/20/2012
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Beyond Carbohydrate:
Healthy Eating for Diabetes
and
Heart Disease

Cheryl Marco, RD, CDE
Division of Endocrinology
Thomas Jefferson University

Of the following, which would be
the best choice for a snack?

a. Unsalted, fat free pretzels
. Fat free frozen yogurt

. A piece of fruit and a small handful of
nuts

You want to offer a healthy choice
for a Superbowl party. Your best
choice would be:

Deli sandwiches with turkey and lean
roast beef on Kaiser rolls

. Chili made with ground beef and kidney
beans

. Chicken wings cooked in BBQ sauce






Your best choice at McDonald’s
would be:

a. Filet of fish
b. Single hamburger
c. Small fries and milkshake

The most important lifestyle change
you can make to lower blood
pressure is:

. Decrease your sodium intake
. Walk 30 minutes most days

Eat more vegetables
. All of the above
A and B only

Your best choice for a special dinner
out would be:

. Prime rib
. Shrimp
Lobster






One of the most important factors in
maintaining weight after dieting is:

Avoidance of desserts and sweets
. Taking a vitamin supplement

Eating breakfast daily

Not eating after 8pm

Which of the following breakfasts
would be the best choice/s?

a. 1 egg, 1 to 2 egg whites, Canadian Bacon and 1
wedge of Laughing Cow light cheese on a 100%
whole wheat English muffin

b. Whole wheat flake cereal, banana, and 1% lowfat
milk

c. Steel cut oats topped with % cup blueberries, ¥4
cup walnuts and cinnamon

d. All of the above

e.Aand C

Farm raised salmon is a better choice
than wild salmon

True or False






Your best choice of salad dressings
would be:

. A commercial fat free dressing

b. Homemade dressing using equal parts
vinegar and olive oil
. Areduced sodium commercial
dressing

Margarine is a better choice than
butter

True or False

There’s a lot of buzz a bout
chocolate being a healthy food. The
best approach to this is:

Eliminate all chocolate — the chocolate
industry is just promoting itself

. Eat several ounces of chocolate daily due
to the healthy antioxidant effect
Eat 100 calories of 60+% dark chocolate
most days






You’ve promised out of town
company a great dinner at a steak
house. A healthy choice would be:

. Sirloin steak
. Beef tenderloin (filet)
Prime rib
. Buffalo
None of the above — best to stay home

Of the following, which would be
the best choice for a sandwich:

. 12-grain bread
. Wheat bread

. Sprouted wheat bread
. 100% whole wheat bread

Which of the following foods has the
most cholesterol raising fat
(saturated fat)?

Eggs
. Tropical oils such as coconut, palm and
palm kernel oil

. Crackers
. Shrimp






Your best choice for a frozen dessert
item is:

Dixie-cup sized portion of Ben & Jerry’s
ice cream

Fat free ice cream scooped from a %2
gallon container

Full fat ice cream bar

If you want to fight disease and be a
healthier person, the single most
important change you can make is:

Decrease your saturated fat intake
Decrease your sugar intake

Increase your intake of vegetables and
fruits to 8 or more servings daily
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whole wheat English muffin

b. Whole wheat flake cereal, banana, and 1% lowfat
milk

c. Steel cut oats topped with % cup blueberries, ¥4
cup walnuts and cinnamon

d. All of the above

e.Aand C

Farm raised salmon is a better choice
than wild salmon

True or False






Your best choice of salad dressings
would be:

. A commercial fat free dressing

b. Homemade dressing using equal parts
vinegar and olive oil
. Areduced sodium commercial
dressing

Margarine is a better choice than
butter

True or False

There’s a lot of buzz a bout
chocolate being a healthy food. The
best approach to this is:

Eliminate all chocolate — the chocolate
industry is just promoting itself

. Eat several ounces of chocolate daily due
to the healthy antioxidant effect
Eat 100 calories of 60+% dark chocolate
most days






You’ve promised out of town
company a great dinner at a steak
house. A healthy choice would be:

. Sirloin steak
. Beef tenderloin (filet)
Prime rib
. Buffalo
None of the above — best to stay home

Of the following, which would be
the best choice for a sandwich:

. 12-grain bread
. Wheat bread

. Sprouted wheat bread
. 100% whole wheat bread

Which of the following foods has the
most cholesterol raising fat
(saturated fat)?

Eggs
. Tropical oils such as coconut, palm and
palm kernel oil

. Crackers
. Shrimp






Your best choice for a frozen dessert
item is:

Dixie-cup sized portion of Ben & Jerry’s
ice cream

Fat free ice cream scooped from a %2
gallon container

Full fat ice cream bar

If you want to fight disease and be a
healthier person, the single most
important change you can make is:

Decrease your saturated fat intake
Decrease your sugar intake

Increase your intake of vegetables and
fruits to 8 or more servings daily
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Diabetes Self Management Education

Community Based Follow Up and
Ongoing Support

Neva White DNP, CRNP, CDE

OBJECTIVES

* Discuss the components of the Center for
Urban Health’s community- based diabetes
initiatives.

* Identify successful strategies in utilizing an
interprofessional healthcare team to optimize
diabetes self management follow up and
support.

OBJECTIVES

¢ Explore community- based behavioral and
lifestyle strategies in achieving optimal patient
outcomes.






Center for Urban Health
(Community Health)

Interprofesional Team

MD, MPH
* PhD, MPH

* MS

* M.Ed

* MS, RD, LDN

* DNP, CRNP, CDE

11/20/2012

ARCHES Model “3a);
Population Health

— Access and Advocacy

— Research, Evaluation, and Outcomes
Measurement

— Community Partnerships and Outreach

— Health Education, Screening and
Prevention Programs

— Educating Health Professions Students

and Providers
« Medical, Nursing, MPH Students, Residents, Fellows

Evidence Based DSME

National Standards for Diabetes Self-
Management Education

Funnell et al. (2012) National standards for
diabetes self management education.
Diabetes Care 35 (1), S101-S108.
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National Standards for DSMT

Structure Process Cutcome

[— 21 Organization #81 Assess/Intervens
Evaluste

b= #2: Target Population

#09: Documentation

‘ DSMT Outcomes Standards (AADE)

[~ #4: Coordinator

#1. Behavior Change: The unique outcame
me ssurement for DEMT
| 5. Inetructional Team #2. ARDE7 Seven Self-care Behaviors: To
! measure effectiveness of SMT at individual
and population levels
=61 staff Continuing E4 #3. Measurement Interval: Behaviors should
be evaluated at baseline and at reqular
IS s utcane
#4. Dutcomes Continuum: To demonstrate the
link between DSMT and behavier change
#5, Individual % Aggregate Dutcomes: To
guide both patient care and servicesfCQTin
the diabetes program

Diabetes Education at Jefferson

DISH

Diabetes Information and Support for Your Health

Department of Family and Community Medicine
Friday Mornings from 8:30AM- 11:00AM

Shared Medical Visit






Shared Medical Visit

¢ Health maintenance- brief primary care visit,
diabetes care focus

¢ Individual action plans
* DSME group class

Individual counseling

* Group Support

11/20/2012
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A study published in the Journal of the American Board of Family Medicine
reviewed all group-visit articles published from 1974 through 2004.
Researchers reported that treatment in group visits

¢ reduced obesity;

¢ reduced blood pressure and cholesterol;

¢ improved quality of life;

¢ improved health behaviors;

¢ increased patient satisfaction;

¢ improved doctor-patient relationships;

* improved control of mean blood glucose;

« decreased emergency and urgent care visits, as well as referrals to
other specialists;

¢ decreased HbA1c levels; and

« led to better medication compliance and increased self-efficacy
(i.e., judgment of their capabilities to carry out the specific tasks
necessary to achieve a desired goal).

Jefferson Diabetes Center

DEAP

Diasetes Ebucarion
ACCREDITATION PROGRAM

Mﬁf American Associalion
2/ of Diobetes Educators

http://www.diabeteseducator.org/

National Standards for DSMT

Structure Process aptcome

=& Assess/Intervens

|—#1: Crganization
Ewvaluste

= 2: Target Population

‘, DSMT Outcomes Standards (AADE)

[ =4 Coordinator #1. Behavior Change: The unique outcome
meazurement far DSMT
#2. ARDE7 Seven Self-care Behaviors: To
measure effectveness of DESMT at individual
and population levels
=61 Staff Continuing Ed #3. Measurement Interval: Echaviors should
be evaluated 2t baseline and at reqular

IS . cutcome
#4, Dutcomes Continuum: To demonstrate the

link hetween DSMT and behavior change

#5. Individual & Aggregate Dutcomes: To
quide bath patient care and servicesfCQlin
the diabetes program

= #5: Instructional Team
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Self-Care Behaviors ; !

Healthy eating
Being active
Monitoring
Taking medication
Problem-solving
Healthy coping
Reducing risks

Jefferson Diabetes Center

Community -Based
Diabetes Self Management
Education

Community Based Education
Follow up and Ongoing Support






Faith Based Site

11/20/2012
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Being Active

Diabetes Support Group
St. Matthew AME Church- 7 years and counting

Community Based Education
Follow up and Ongoing Support
-
Divahetic

http://www.divabetic.org/
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Community Based Education
Follow up and Ongoing Support

DIVABETIC Makeover Your Diabetes

Feel Fabulous! [

Join women and men living with diabetes.
for this makeover

. ene, o, e o) oo ma
[

e ety s e e s
[ —————

Diabetes Education
Free Event

Saturday, October 13,2012
1am -4pm

Registration starts at 10:30 a.m.
Jefferson Alumni Hall, First Floor

o 10th and Locust Streets
To Register Call
7, 800~ JEFF-NOW (1-800-533-3669)

Sponsorec by Thomas. Jarson Universdy Hospitls

i
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Divabetic

¢ http://www.youtube.com/watch?v=0Abi Hxc
711&feature=relmfu

Community Based Education
Follow up and Ongoing Support

Monthly Divabetic Club Meetings

e http://www.youtube.com/watch?v=opuwnwqg
3b8E

» 3" Thursday of each month 12PM- 1PM
1-800- Jeff- Now

11





Diabetes Plate Poetry

The Diabetes Plate Poetry Project

i f

¢ http://www.youtube.com/watch?v=BB86NJgy
VAc&feature=youtu.be

11/20/2012

, My Action Plan
Patient Name

Choose one of the following activities that you would like to discuss and work on as a goal:
Healthy Eating Being Active Monitoring Taking Medication Problem Solving Healthy Coping Reducing Risks

@&5% A &%

st barriers you might run into and how you will deal with them:

Barriers

Plan to Overcome

Conviction/ Confidence Scale

How sure are you that you can complete your goals(s)? Circle your response.

Not at all convinced Totally convinced

1 2 3 4
Describe Your Plan

What:

How:

When:

How often:

SIGNATURE:

Connecting People to Information
and Resources

Mindfulness
Meditation

-

«< &

i
—
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American Diabetes Association
Leadership Summit
A\ B

3rd Annual Community
Leadership Summit

November 27th, 2012

4.
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