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“Although diabetes is a common

of Educaton

Practice Briefs

AWHONN practice briefs can be used as a quick-reference guide that can and should be incorporated into your cinical practice.
Each brief provides a summary of the pertinent detais of each technique and rationale for why it should be used in practice.

condition in the perinatal

period, appropriate

management and support can
lead to positive maternal and

neonatal outcomes.

Multidisciplinary obstetric
teams should establish
standardized protocols for

Optimizing Maternal and Neonatal Outcomes in Perinatal Patients With Diabetes: AWHONN Practice Brief Number 21
Decreased Fetal Movement: AWHONN Practios Brief 20

Perinatal Care for People With 3 History of Metabelic and Bariatric Surgery: AWHONN Practice Srief Number 18

(ACOS Fractios Advisory) Updated Cénical Guidance for the Use of jon for the P

Recurrent Preterm irth

Management of Neviboms with Inutero Substance Exposure: AWHONN Practice Brisf Number 18

Intrapartum Pain Managsment for Peopie on Medication-Assisted Therapy for Opioid Use Disorder Practice Brisf: AWHONN
Practios Brief Number 17

Breastieeing Recommendations for Feople who use Substances: AWHONN Practios Brief Numbsr Number 16

Provision of Human Milk in the Context of Gender Diversity: AWHONN Practice Brief Number 15

Sustained Skin-to-Skin Contact for Healthy Late Preterm and Term Newborns After Birth: AWHONN Practice Brief Number 14
Quantiication of Blood Loss: AWHONN Practice Brief Number 13

Guidelines for Active Management of the Third Stage of Labor using Oxytocin: AWHONN Practice Brief Number 12

Lower Extremity Nerve Injury in Childbirth: AWHONN Practios Brief Number 11

Prevention of Newbom Falls/Drops in the Hospital AWHONN Practice Brief Number @ — Reaffirmed January 2025
Sudden Unexpected Postnatal Collapse in Heathy Term Newborns Practice Brief Number 8 - Reaffirmed January 2025

AWHONN PRACTICE BRIEF "AWHONN

Optimizing Maternal and Neonatal
Outcomes in Perinatal Patients
With Diabetes: AWHONN Practice
Brief Number 21

and immediate

hetes should be closely

ndardized protocol. T

o promote optimal

o Nurses can optimize maternal and neonatal physical and psychological outcomes via effective strategies
throughout the perinatal continuum of care.
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Implications for Practice

Intrapartum Glycemic Control
Glycemic control before labor affects the insulin dose
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control before labor commonly require a higher
Significant risks exist for pregnant patients with  lnsulin dose during labor (OFSU. 2019), During latent
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Intrapartum Glycemic Control

« Blood glucose monitoring: The target blood glucose range in pregnancy is 70 mg/dl to Personal continuous glucose monitors are not approved by the U.S. Food and Drug
100 mg/dl (ACOG, 2018; Dude et al., 2020). For blood glucose levels less than 70 mg/dl or Administration for inpatient use and should not be substituted for point of care testing or to guide
greater than 100 mg/dl, follow the institution’s protocol. Regardless of the type of diabetes, management.
blood glucose « Insulin protocols: Although agreement exists that maternal euglycemia should be maintained
should be monitored every 2 hours when the patient is in early labor and not on an insulin during the intrapartum period, standardized, universal protocols for the management of
drip blood glucose levels for this time period have not been established. A standard insulin

should be monitored every hour when the patient is in active labor and on an insulin drip. protocol for blood glucose results should be developed by the institution’s obstetric service
line.
may be monitored less frequently for a patient with diet-controlled GDM, whose glucose 08

e Fetal monitoring: Continuous fetal heart monitoring during labor for patients at risk of
values are within the normal range. S : : 4
X Lt . . . uteroplacental insufficiency or fetal acidemia, that is, those with uncontrolled diabetes,

may be monitored more frequently when medications such as ephedrine, epinephrine, i : o :
] o . : ) vascular disease, or hyperglycemia, is recommended. Limited evidence suggests that patients
terbutaline, or betamethasone are administered, or in the case of intrauterine with GDM without other risk factors may be candidates for intermittent auscultation;

inflammation, or infection or both. however, more research is needed (Jabak & Hameed, 2022).

§\
@‘?‘ V\Q;‘\ Optimizing Maternal & Neonatal Outcomes in
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Postpartum Glycemic Control

During the postpartum period, insulin requirements vary widely; close monitoring and dosing
adjustments may be needed.
- In obstetric patients with Type 1 DM, insulin resistance dramatically decreases after childbirth
because of the loss of placental hormone influence. The required insulin dose is 30% to
50% less during the immediate postpartum period in comparison to the prepregnancy dose
(Ringholm et al., 2020).
o Stop insulin after the delivery of the placenta for patients with Type 2 DM (OHSU, 2019).
o Individualize continuation of prepregnancy oral antihyperglycemic medications or insulin
administration and include frequent glucose monitoring.
« Encourage breastfeeding and/or feeding expressed human milk to optimize short- and long-
term maternal and neonatal outcomes (Ringholm et al., 2020).
< Consider adjusting insulin for patients with Type 1 DM because of the increased risk of

nocturnal hypoglycemia.

10
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Optimizing Maternal & Neonatal Outcomes in
Perinatal Patients with Diabetes

Special Considerations

« Glucocorticosteroid administration:
> Assess for hyperglycemic effects that peak at 4 hours to 10 hours after injection. The effects
may continue for 24 hours to 48 hours but may last as long as 3 days to 5 days after
injection.
> Monitor for higher rates of neonatal hypoglycemia and hyperbilirubinemia.
= Consider that most patients may need significantly more than their current insulin
requirements for adequate control because of the varying physiologic responses to
corticosteroids.
- Avoid betamimetic tocolytics in patients with DM.
. Diabetic ketoacidosis (DKA):
> Be aware that pregnant patients are at increased risk of developing DKA at lower blood
glucose levels than nonpregnant patients.
= Manage the plan of care via a collaborative and multidisciplinary approach.
- Transfer patients to a critical care setting with co-management by obstetrics and critical

care personnel.

Optimizing Maternal & Neonatal Outcomes in
Perinatal Patients with Diabetes

Insulin Safety

Ensure all oral antihyperglycemics are stopped before initiation of insulin.
Initiate and maintain dedicated intravenous (IV) lines for the prescribed mainline fluid and IV insulin.

= Use 20 ml of the prescribed insulin solution to prime the IV tubing so the patient receives the full insulin dose

(Dude et al., 2018).

Discard the IV insulin after 48 hours or if exposed to temperatures that exceed 98.6 °F (37 °C; U.S. Food and Drug
Administration, 2017).
Obtain a second registered nurse-independent validation, because insulin is a high-alert medication, in the
following scenarios:

= starting insulin drip,

= hanging a new insulin bag,

o giving an 1V insulin bolus (push),

= changing shifts or handing off to another nurse, and

= using downtime processes when electronic verification is not available.
Monitor for signs and symptoms of hypoglycemia (e.g., pallor, diaphoresis, tachycardia, tremors, irritability,
weakness, confusion, lethargy).
Monitor for signs and symptoms of hyperglycemia (e.g., abdominal pain, nausea and vomiting, altered sensorium).
Continuous fetal heart monitoring may show abnormal fetal heart rate patterns and should be managed with

intrauterine resuscitation techniques.
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Education for Nurses and Other Health
Care Professionals

. Screen all patients for mood and anxiety disorders during the prenatal period. Pregnant patients with diabetes are
at higher risk of depression and anxiety because of the stressors of DM management (OHSU, 2019); therefore,
increased psychosocial care may be needed during the perinatal continuum of care.

. Continue point-of-care testing glucose monitoring in the immediate postpartum period for patients with GDM
because of the potential for continued glucose abnormalities (OHSU, 2019).

« Individualize continuation of prepregnancy oral antihyperglycemic medications or insulin administration and
include frequent glucose monitoring in the postpartum period.

= Consider reducing the insulin dosage during the first 1 month to 4 months after birth because insulin
requirements remain approximately 21% lower than before pregnancy (Ringholm et al., 2020).

. Expect a physiologic decrease in hemoglobin A,c during pregnancy. Because of blood loss at birth and during the
postpartum period, hemoglobin A, may be low in the first 1 month to 2 months after birth (Ringholm et al., 2020)
and should not be used to determine adequate glucose control.

. Assist in a seamless transition to follow-up care. Follow-up care should be a multidisciplinary collaboration in

which the patient’s risk factors and access to resources are taken into consideration (Choi et al., 2023).

13

‘\ Optimizing Maternal & Neonatal Outcomes in
Perinatal Patients with Diabetes

Postpartum Patient Education

In the postpartum period, educate patients with Type 1 DM and their families about the following:
+ To maintain enough glucose for adequate milk production, maintain appropriate blood glucose levels, and avoid
DKA, patients who breastfeed should consume a daily minimum of 210 g of carbohydrates (Ringholm et al., 2020).
= Aim for glucose values of 72 mg/dl to 126 mg/dl before afternoon and evening meals and 72 mg/dl to 180 mg/dl
at all other times (Ringholm et al., 2020)

- Aim to achieve prepregnancy weight within 3 months to 6 months after childbirth (Ringholm et al., 2020).

14
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“The Assoctation of Wouen's Health, Obstetric und
Neonatal Nurses (\WHONN) supports full practice.
anthorky for advanced practios registered nunes
(APRNs) as independent providers of health carc
services for women and newboris. AWHONN
supports & woman's right to choose und have access to
a full range of providers and settings for pregnancy
birth. and women's health care. Women hive a ight to
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reliable, sl unbiase] information about care
options so they cun make wellinformed choices best
suited to their individual and family needs. A woman's
cholce may be infiuenced by several factors. such a5
health status; porsonal circumstances and prefercnccs.
and Fanily, religious, or cultural values. Clinictans
shoald respect a woman's health care provider choices.

Background
The Role of APRNs
“The APRN designation includes the following roles:
certified nurse-midwife (CNMVeertified midwife,
ccrtificd nurse practitioner (NP), certfied regisered
urse anesthetist (CRNA), and clinical nurse specialist
(CNS), APRNS serve us patient care clinicians, in
ursing beadership roles i health care delivery
organizations. and as faculty in academic stti

“The APRN consensus mexdel core elements include
and education to

boards of nursing rrgulatkm\ an

The Role of CNMs

Midwifery practice inchides health care for women
from adolescence through menopause. Midwives
partner with women to provide evidence-hased,
individualized care that consists of the following
(American College of Nurse-Midiwives [ACNM
021).

o primary care and gynecologic care

o family planning

 preconception care

* Pregancy childbirth, and postpartum period

& wand during the firt 25 days

of life

o treatment of partners for sexually transmitted

infections

Michwifcry practice fcitates nairal processes with
an cxnphass on the holitc care of wornen for their
fumiles and communities. The midhwife collaborates
with and refers women and their newbons to qualified
specalists, as noeded. if complications arise beyond the
midwife's scope of practice.

AWHONN supports the Essential Competencies
for Midifery Practice and Global Standards for
Midhwifery Education as definesd by the
Confederation of Midwives (10N
have been endorsed by the ACNM (2014)
Amencan Colle f Obstetricians and Gynecok
(2020) i the minimumn requirements that should be

for practicing in the United Stat
1CM defines & midwife s a person who has

Ticensure. p
(APRN Consensus Wark Group & Nat
State: Bourds of Nuning NCSBN], 20
Throughout the COVID-19 pundemic, APRNs
established themschves as eriical health care team
bers, fillng gaps regarding scess to care and
shortages of health care clnicians. However, the lack
of certification exaninations for specific desiguated
APRN populations, the lack of stundandzation of

licensure requirements, and differences in scope of

of

spleted a nationally recognized
widhwifery echucational program that is consivent with
the Essential Competencies and the Global Standards

framework. Individuals must pass a nationally

by the American Midwifery Certification Board and
the North American Reggistry of Midwives (NARM
Upon certification, individuals must be registered and
Legally licensesd to practice midwilery, demonstrate:
competency in the mmf...m.fmm M. 2017),
and meet

practice ty for
APRNSs to practice to their fullest capabilities and
address the community’s health care needs during the
pandeic.

in which the mihwf practices (ACNML 2014).
1t is important to distinguish the differences
between a CNMicortified midhwife and a cortified
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Position

“The Association of Women's Health, Obstotric and
Neonatal Nurses (AWHONN) tnaintains that murses
have the right to work in safe and respectful
envisouments five from workplace violence., inchuding
physical or verbal abuse, harassment. intimidation,
bullying, or other disruptive belnvor that occurs 3t
the um’hﬂ- Furthermore. AWHONN strongly

team cobesiveness, decressed stalf morale, lost
productivity. ahsentecism, job dissatisfaction,
professiona] bumout, and increased employee
tumoner (Gates et ol 2011). Furthermore, workplace
viokence fosters medical errors and contributes to poot
paticnt stisfaction and othenvise preventable acrse
outecomes (NIOSIH, 2020, TIC, 2008),

Healh car sctings o g bk
create an extreme kevel of stress for

safe staffing
Tevels, mmnn@ and equipment needed to protect
s on the job and their putients.

Background
Warkplace violence prevalence in health care scttings
s a siguificant public health fssue (
Associution of Healtheare Security and Safcty, )
According to the Ocoupational Safety and Health
Administration (OSHA), approximately T5% of nearly
25,000 workplace assaults reported annually occurned
in health care and social service settings. and workers
health care settings are fo more likely to be.
victimized than workers in private ndustry (The Joint
Commission [T]C). 2015), Workplace: violence-s any
act or threat of physical violence: harassent;
ntimidation: bullying. or other threatening, disruptive
beluavior from patients, patients’ family members,
extemal indiiduals, and hospital personnel occurring
in the work setting that creates an explicit or implicit
challenge to safety, well-being. or health (Arerican
ational Institute for
Occupational Safety and Health [NIOSH], 2020). The
‘most common type of he health care
seting is a physical o verbal assunlt against a health
care worker by a paticnt or visitor (Phillips, 2016 T)
2018).

“The acts of workplace violence against & nusse may
exict a heay physical and emotional toll. The
consoquences can range in intensity from minor to
serious bodily injuries. from temporary to permanent
disability, and from psychological trauma to death
(NIOSH, 2020). The consequences for organiztions
and health care systems inchde harm to staf, loss of

it

Nurses Association, 0., 2015b;

paticnts and their familics, frends, and cmplmxts
Uness, fear, kaneliness, and sechusion are
contributors to agitation and aggression from ;m..u
Eidence suggests that the implementation of national
and local workphce violnce prevention polices,
sitwational awareness, environmental assessment
training, and building organizational trust reduces the
incidence and effect of workplace violence.

The OSHA Act of 1970 requires that, i addition
to compliance with hazard-specific stan
employers provide a work envimnment for
employees that is “free from recognized hazards that
are cansing or are likely to cause death or serious
physical harm™ (OSHA, n.d.). Employers have the
responsibility, stated in the OSHA Act of 1970, to
lessen the hazard. OSHA's five elements of an
effective workplace violence prevention program
are the following:

anagement  commitment  and  employee
involvement
worksite analysis
hazard prevention and coutrol
safety and health training
recordkecping and program evalution
1t is important to note that these guidelines are not
enforceable regulations, The guidelines are intended
to help organtzations implement ffective workplace
violence prevent

Training and cducation ensure that employees are
sware of potential sccunty hazards and behavioral
s ad honw 10 protest theuselyes and their
cownrkers throngh established polices and procedhires.
Frequent, evidence bused training abes can reshuce the
ikelthood of heing assanlted (NIOSH, 2020, Kocirigues

rds. al
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Position
The Association of Women's Health, Obstetric and
Neouatal Nurses (AWHONN) assests that s nurse
expert witness shond be sclccted based on sill
Kanowledge, and experience in the relevant mursing
,m..:e. for which the nursc will offcr an apinion or
any. Nurses are not hired bused on their
i witha spectfic feility or nursing professional
onganization unless the relationship is material to
witnesy's expertise. Expert opinlons may differ
between clnicians, but testimony should be bused o0
secogaized scientific evidence and best practice
secommendations froum pecr-reviewed sources
Although nurses who are members of AWHONN may
provide: cxpert witess testimony, this does not
represert AWHONN's endorsement. This position
statement offers guidance for nurses providing cxpert
testismony in legal proceedings fnvohing women's
health, obstetric. and neonatal nursing to comply with
AWHONN's Standands for Professional Nursing

FPructice in the Care of Women, Newborns, and le
Across the Life Span (2023) and the American Nurses
Assaciation’s (2013) code of ethics for nurses.
Background

A mursc expert withcss may be hired for various
reasons and play an integral role in medical-legal e
review and litigation, Women's health, obstetric, and
‘neonatal nursing are the subject of itigation due to the
inherently high levels of risk and dynamic nature of
these specalties. 1 s nevesary o make 4 clear
distnction between mexdical maloccurrence and
malpractice (Americ

an College of Obstetricians and

7 Medial maloc

nee

shoukd involve  comprebensive, impartial, and
unbiased analysis of data clements and not cxclude
relevant information to create 3 view favoring either
the plaintif or the defendant. Once facts are
determined, & nurse expert decides if the case s
merit and provides an opinion within the scope of
wursing practice on whether wares insobved with a
patient’s care acted within the standard of care.

Opiions and testimony shall reflect the state of
nursing knowledge at the time of the exent, not what s
nurse expert would have done in their dlinical practice.
These views shoukd be consistent with nationally

nomenclature and practice

recommendations. Knowledge of conmunity
standards may ako be reqired. Tt is recognized that
opiuions may change over time based on evobing
cvidenee or best practice recommendations. For
exunple, ters such a5 “fetal distress” o “reassuring/
nonreassuring fetal status” are not supported by the
stanchardized, descriptive terms set forth in the
National Institute of Child Health and Human
Development conseasus statement (Maconcs ot 2l
200).

With some nuances based on state kaw, the stanciard
of care generaly s defined us reasonable care that
nuree woukd provide in the:sume or similar
cireumstances. This s supported by the nunsing
process, professonal guidelines, tcraure, knovlede,
taining, and experience. Oplasons are bised on facts
and supported by btcrature, These opinsons shall
neither entictze performance that falls within generally
accepted practie standards nor egtimize care that ulls
outside of these standards (Markowitz, 2023). The
nurse should not knowingly provide fase oral or writen
testimony. Nurses sho only offer cavsation testimony

wnrelated to the

in} alowed bused an

A l recires
 demonstution of eglgence. Narse may sl be
calledt upon o offe opinions in extinal prosecutions
regarding the necessity or impact of care.

Nurses who serve s expert witnesses review case
facts and identify applicable stundards of care based on

the dlinical circumstances. A medical record review

pert assists the court i
complex. technical. or scientific ssues. However. for
purposes of court festimany, only a judge may
determine whether a witness i qualified to provide
expert testimony in accordince with applicable Lnw
Qualificaions of wn expert witness are outlied by
state or federal mles of civl procedure and
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Position

Diversification of the health care workforee aligss with
the Assockation of Women's Health, Obstetrc and
Neonatal Nurses (AWHONN) strtegic gouls. In the
21st contury, rescarch supports the continuous efforts
to attract, develop, and foster a diverse workforce.
AWHONN mnaintains that developing a diverse nursing
workforce is an essential component to attractng the
argest posible pool of taent und achieving bealth
equity for childbearing people, newborns, and
individuals Hhiroughout their life span by increasing

the pust decude. It s prodicted that the
population may be majority non-White by 2050 (Vespss
et al. 2020). The nursing workforee, though, is not

P the U.S. popuk
as anly 19% t0 24% of registered nurses (RNs) self-
reported us being non-White/Gancasian (
Coundl of State Boards of Nussing [NCSBN|, 2021;
US. Burean of Labor Statistics, 2020).

While diversity in nursing has improved for the
Astan community. which represents 6.1% of the total
population and 9.1 of the total body of nurses, other

‘concordance n patient- AWHONN
oppases discrimination in the mursing workforce based
on abilit. age. generation, ethnicity. gender identity,
national origin, race, religion, and vevual orientation
AWHONN acknowledges that as our knowledg of
diversity continues to cvolve, so will our definition of
workforee diversity.

Background
The U.S. maternal mortabity rates remain high. Adverse
bisth outeommes for Black women remai

el high, with a . that is 3 to 7 times
that of White wormen (Howell, 3018 Hoyert, 2022). Thi
y is sccond to women in the American Indian/
Aluska Native commanity. Addiionall, the disparate
care provided n the care of Black and Americun Tndian/
Alaska Native: individuals and other people of color
(BIPOC) is well documented (Mastino, 2022).

Accardi
demogruphic chancteristcs of the nursing workforce
should more closcly match the population at lage to
enbiance interactions snd communication (National
Academies of Sciences, Engineering, and Medicine
[NASEM). 2016). Therefore, an increase in the

achieving concondance I patient -nurse relationships
(Hoyent, 2022)

Race and Ethnicity

Although the US. population is becoming increasingly
diverse, the current nursing workforce does not reflect
the nation’s population. The U.S. Census Burcan
(2021) indlicated that 57% of the population ideutified
s White in 2020, however, the population that
Wdentificd as multiracial has increased by 276% over

ps. such as Afic
populations, have room for improvement. African
Americans make up 12% of the population and
represcnt only 4% of the mursing workforce, The
disparky between the Hispanie population and the
number of Hispanic nurses is even greater: Hispanic
individuals represent 183% of the population;
haweser, they represcnt only 7.4% of the nursing
workforve (NASEM, 2016).

Schools of mursing and colleges of health sciences
have an integral role in contributing to diversity in
nursing. A prerequisite for diversification of the

with strategc recruitment wnd
0 cnter the field Student recruitmeat strategics

qire purp ?
the populition. Between 2010 and 2019, Black student
enllment remained virtually unchangred, advancing
from 5.3% to 5.8% (Hamplon et aL, 2022). Black
students are more bkl to expericnce racism and
other structural burrers such a attendiong schools with
out-ofdate resources and competing financial
.J.l.‘a...\ that imgact scademic performance.
that includ

holistic a“-\m-h, considering life experiences and the
evaluation of written essays over interviews, can help
climinate this harrier for prospective students.

Changing admission crteria will increase the
diversity in enrollment, but work is also needed to
support students throngh the program until gradbation.
Black students have expressed a lack of helonging as
well as feelings of discrimination, difficulty in keeping
pace with the camicubum, and financial challenges
(National Commission to Address Ractsm in Nussic
2). Mentorship programs that focus on the
develapment of basic skills such as math and writing
indlusive of financial incentives have improved
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