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Summary of Project

Wellness and EmpOwerment for all 
Women (WOW) has established linkage 
between an existing successful maternal 
diabetes program at Prisma Health, MOMs 
in Control of Diabetes (MOMs), 
to postpartum primary care ensuring an 
intentional continuum of care for women 
of reproductive age with diabetes or 
history of gestational diabetes (GDM).

Key foundational components 
accomplished include:

•  The development of a multidisciplinary 
primary care team including primary 
care physicians, diabetes care and 
education specialists, nurse navigator 
and a community health worker (CHW).

•  Collaboration between primary care 
and ob-gyn utilizing streamlined 
referral workflow and warm handoffs 
between WOW and MOMs teams. 

Primary Goals

• Primary care establishment for women 
of reproductive age with diabetes or at 
risk for diabetes, including women 
with history of GDM. 

• Smooth postpartum transition of care 
between ob-gyn and primary care.  

• Improve diabetes management for 
women with diabetes by providing 
multidisciplinary care including 
diabetes care and education 
specialists. 

• Focus on retention in primary care by 
utilizing nurse navigation, community 
health worker services and 
collaboration with MOMs. 

• Improve glucose tolerance test (GTT) 
completion rate for women with 
gestational diabetes.

• Identify and address social drivers of 
health (SDOH) and connect patients to 
resources. 

Key Partners and Collaborators

MOMs Upstate

FoodShare Greenville

Exercise is Medicine Greenville 

Meals on Wheels  
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Conclusion

• Multidisciplinary care in WOW has shown 
positive impacts on patients’ HbA1c with 
the largest benefit seen in women with 
Type 2 diabetes.

• Previous large cohort studies indicated 
postpartum diabetes screening of 10-39% 
in women with history of GDM.1,2 WOW 
accomplished 63% completion in similar 
population. 36% of these patients were 
timely identified to have new onset 
Prediabetes or Type 2 diabetes.

• Challenges persist especially for women 
with GDM to successfully establish and 
maintain primary care. Further work is 
needed to explore and address patient 
specific SDOH and provide coordinated 

maternal-newborn and dyad care.3

Discussion

• Figure 1 demonstrates a statistically 
significant HbA1c decrease for women with 
Type 2 diabetes and a clinically significant 
HbA1c decrease for the ones with Type 1 
diabetes.

• Retention of patients in the program so far 
is greater than 50% for all categories as 
demonstrated in Figure 2.

• Figure 3 demonstrates that 63% of eligible 
patients had appropriate postpartum 
screening with GTT/HbA1c and 36% had an 
abnormal GTT.

• Consistent rise in GTT completion is 
demonstrated through grant year 2024 as 
seen in Figure 4.
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