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Working with parents

Diabetes in pregnancy
Dot Parry, midwife and antenatal teacher, provides an overview on what it means to have diabetes 
during pregnancy, and how NCT practitioners can support women
NCT practitioners are bound to encounter 
parents living with diabetes, particularly 
given the rising incidence of diabetes. 
Currently, diabetes affects an estimated 
3.2 million people in the UK. By 2025, 
the prevalence is expected to be about 
5 million.1   A woman with diabetes may 
mention her condition when booking 
an antenatal class, or may reveal it later. 
Others may develop diabetes in pregnancy, 
possibly during their NCT course. 

Ten percent of people affected have type 
1 diabetes; the other 90% have type 2 
diabetes. What’s the difference?

In type 1 diabetes, the pancreas produces 
little or no insulin, a hormone that helps 
muscle, brain and other tissues to take 
up glucose from the blood following a 
meal. Insulin also helps the liver to store 
any excess glucose that is not required 
immediately. Without insulin, our cells 
cannot take up this vital fuel source and 
are unable to function properly. The 
resulting symptoms range from thirst and 
tiredness to frequent urination and weight 
loss.

To prevent these symptoms, people with 
diabetes have to inject synthetic insulin 
to promote the body’s uptake of glucose. 
Most inject this into a fatty area (e.g. belly 
or thigh) where it is released gradually into 
the bloodstream. Others have a pager-
sized infusion pump that delivers insulin 
continuously into their belly fat and can 
provide an extra dose if needed after 
eating carbohydrate-rich food.

People with type 2 diabetes do produce 
insulin but their muscle, liver and other 
tissues are less able to make use of it (they 
are ‘insulin-resistant’). This can be treated 
with medication to help restore at least 
partly, their sensitivity to insulin. Increasing 
exercise, lowering glycaemic index and 
losing weight can significantly reduce 
insulin resistance.

Diabetics are also advised to carefully 
control their blood glucose levels 
through diet. They need to prefer food 
that releases energy slowly (with a low 
GI, or glycaemic index), such as brown 
pasta and apples, over white pasta and 
mashed potato. It’s not that fast energy-
releasing foods (high GI) are forbidden, 
but they will need to plan ahead to 
manage the resulting blood glucose 
surge (hyperglycaemia). If this continues 
unchecked they will eventually feel unwell 
– usually sleepy and lethargic and cause 

damage to cells such as nerves and blood 
vessels in the long term. 

Individuals can monitor their own blood 
glucose levels by performing a finger 
prick blood test using a pocket sized 
gadget (glucometer), and may have to 
take additional insulin. At other times 
their blood glucose may fall too low 
(hypoglycaemia) causing symptoms such 
as feeling shaky, sweaty, confused and 
dizzy. They will need to eat something 
that can be rapidly absorbed to restore 
normal glucose levels. Some will also carry 
a special gel or an emergency injection to 
help with ‘hypos’.

Diabetes in pregnancy 
Controlling blood glucose levels is 
particularly tricky during pregnancy. 
Women who had diabetes before 
pregnancy may be used to the daily 
inconvenience of blood tests and 
treatments, but they will still need support. 
They will be encouraged to achieve 
very stable blood glucose levels before 
a planned pregnancy2 and may have to 
adjust their treatment, for example, by 
switching from injections to an insulin 
infusion pump (for type 1 diabetes), or 
different medication (for type 2 diabetes). 
Otherwise, unstable glucose levels during 
pregnancy could affect the baby’s growth 
and development. They will be offered 
additional ultrasound scans to check for 
developmental anomalies, and growth 
scans to check that the baby is not getting 
too big or building up fat around the face, 
neck and shoulders. This is less likely if the 
mother achieves tight control of her blood 
glucose levels. 

Pregnant women with diabetes will be 
offered more frequent antenatal check-
ups and contact with a physician or 
obstetrician who specialises in endocrine 
(hormone) disorders, and with a diabetes 
specialist midwife. In the long term, 
diabetes can cause damage to small blood 
vessels in kidneys, eyes and extremities. 
Pregnant women with diabetes will be 
offered more frequent screening for these 
conditions, as well as for pre-eclampsia, for 
which they are at greater risk. 

Women with diabetes may find it difficult to 
accept more monitoring and intervention 
if they are used to managing their own 
condition. Parents may have many mixed 
emotions that they might like to talk 
about.

Gestational diabetes mellitus 
(GDM)
Some women may develop a temporary 
form of diabetes for the first time in 
pregnancy, a condition similar to type 2 
diabetes called gestational diabetes, in 
which their body becomes less sensitive 
to insulin, causing excessively high blood 
glucose levels. This affects 18 in every 
100 women who give birth in England 
and Wales, and is usually diagnosed by 
a glucose tolerance test in the second 
or third trimester, then disappears after 
the birth. GDM is more common in older 
women, women with high body mass index 
(especially if they have a thick waist) and in 
South Asian, Afro-Caribbean, Black African 
and Chinese women.1

Initial care for GDM usually centres on 
careful diet and monitoring, but if this does 
not control blood sugar levels then they 
may be offered medication and insulin 
injections. It can suddenly mean a whole 
new way of life, having to anticipate blood 
glucose changes with every meal, getting 
used to medications, especially self-
injection, and having to spot sometimes 
subtle symptoms. Women may worry about 
their health and wellbeing, and feel anxiety 
and guilt knowing that their babies are 
more likely to develop diabetes in future.

The birth
Having diabetes may restrict a woman’s 
birth choices. The NICE guideline says that 
women with type 1 and type 2 diabetes 
should be advised to give birth between 
37+0 and 38+6 weeks of pregnancy, and 
that those with gestational diabetes should 
give birth before 40+6 weeks.3 They are 
therefore more likely to have induced 
labour owing to concern for the size of the 
baby and the increased risk of stillbirth. 
Women with diabetes are twice as likely to 
have a baby weighing more than 4kg, and 
three times more likely to have a caesarean 
birth.  

Labour may be highly managed with an 
insulin pump, glucose drip, induction 
drugs and continuous electronic fetal 
monitoring. Women with diabetes might 
feel that an active birth is out of their reach, 
but antenatal practitioners can encourage 
women to plan for an active birth despite 
their diabetes. For example, they can tell 
the inspiring stories of other women who 
achieved a straightforward birth, or show 
pictures of women actively labouring out 
of bed with a drip and a monitor, which can 
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be incredibly powerful. With great support, 
and the ability to help herself, a labouring 
mum with diabetes will feel confident about 
giving birth in a good upright, forward and 
open position that maximises the space 
available to the baby. This may help reduce 
the risk of shoulder dystocia, for example, 
which is higher for the babies of diabetic 
women due to increased fat around the 
shoulders and neck. She may manage her 
glucose levels by herself during labour, 
in hospital or at home.4 A supervisor of 
midwives can alert her care team to a 
woman’s plans in advance, to enable the 
mother to focus on giving birth.

After the birth
Most mothers will have to check their 
blood glucose levels frequently after the 
birth - their insulin requirements can 
change rapidly. Babies may also have 

unstable blood glucose levels and are 
more likely to have breathing problems 
and require admission to a special care 
nursery. Good blood glucose management 
in pregnancy can help minimise such 
early problems, as does skin-to-skin care 
to keep babies warm, and feeding the 
baby soon after birth to help correct a 
low blood glucose level. A baby born to a 
diabetic mother will have frequent heel 
prick tests in the immediate hours after 
birth. These may seem invasive and the 
mother may want to prepare in advance. 
The mother may choose to express and 
store colostrum in late pregnancy to give 
to her baby, until he/she stabilises.5 When 
breastfeeding she will often need to eat 
extra carbohydrate to compensate for 
the energy that is going into her milk. My 
diabetic friend said this was absolutely 
‘flipping brilliant!’

Key points
• Type 1, type 2 and gestational 

diabetes bring many challenges for 

pregnant women and  new mothers. 

• Excellent, personally tailored care 

from a specialist team can help 

a woman maintain steady blood 

glucose levels thereby maximising 

the chance that she and her baby will 

stay healthy. 

• Good blood glucose control helps 

the baby grow normally and have an 

easier and safer transition to life after 

birth. 

• Practitioners can help by 

understanding the implications 

of diabetes and the everyday 

adjustments women with diabetes 

will be making, as well as recognising 

the anxieties they may feel.

• Practical support can be as simple 

as making sure that all parents 

have access to a range of snacks. 

Emotional support might just be a 

case of listening to how hard it is for 

that person on their journey. 
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