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Summary of the Project

WICO implements a team-based, multidisciplinary care model for

women of childbearing age. Our project aims to serve as a critical safety

net for women in the postpartum period, an often-overlooked stage

when many face significant challenges beyond the vulnerable time of

adjusting to life with a new baby.

Primary Goals

* Toreducerisk of diabetes and its complications

Long-term vision

* Prevent or delay future onset of diabetes in South Carolina

Expected

outcomes

1. Improved glycemic control for women with T1DM or T2DM

2. Prevention of T2DM for women with prediabetes or history of

gestational diabetes

3. Achieve optimal weight after pregnancy

4. Improve maternal and fetal outcomes by increasing the number of
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Demographics
Total Patients (n=365)
Life-Stage Preconception 14 (4%)
Postpartum 135 (34%)
General Women's 216 (62%)
Care
Diabetes Type Prediabetes 79 (22%)
Type 1 35 (10%)
Type 2 251 (68%)
Race Caucasian 134 (37%)
African American 212 (58%)
Hispanic 12 (3%)
Other 7 (2%)
Language English 359 (98%)
Spanish 6 (2%)

> Contact

Makala Smith, Co-Investigator
Makala.Smith@prismahealth.org

Acknowledgements

Free SC.

PASMA

HEALTH

Funded by the BlueCross BlueShield of South
Carolina Foundation to support the goals of Diabetes



mailto:Makala.Smith@prismahealth.org

	Slide 1

