
  

.

decompensation, often with atypical presentations. Despite 
this, local data remain limited. We describe the clinical 
profile, precipitating factors, and outcomes of DKA in 
pregnancy in a tertiary centre, with emphasis on potentially 
preventable triggers. 

CASES
Nine pregnant patients with DKA were identified from a 
retrospective review of all cases admitted for DKA from 
2002 to 2025. Mean age was 31.67 ± 5.20 years; all were 
Malay. The majority had type 2 diabetes mellitus (55.6%), 
followed by type 1 diabetes (33.3%) and latent autoimmune 
diabetes in adults (11.1%). The mean period of amenorrhea 
was 19.67 ± 12.62 weeks.

Infection was the leading precipitant (44.4%), with 
additional triggers including insulin omission (22.2%), 
hyperemesis gravidarum, preterm labor, steroid exposure, 
and perioperative fasting. Most diagnoses were made in 
the emergency department (55.6%).

Biochemical parameters reflected significant severity (mean 
bicarbonate 7.89 ± 2.98 mmol/L; anion gap 25.00 ± 5.81), 
with 88.9% classified as severe DKA. Intensive Care Unit 
(ICU) care was required in 77.8% of cases. The majority 
(77.8%) were admitted to the ICU unit, with a median time 
to resolution of 13.00 ± 12.00 hours (interquartile range 
[IQR]), and the median hospital length of stay was 7.00 ± 
5.00 days (IQR).

Complications during treatment included hypokalemia 
(33.3%), acute kidney injury (22.2%), and hypoglycemia 
(11.1%). Rebound DKA occurred in one-third of patients. 
All patients were discharged clinically stable. Outcome 
data demonstrated pregnancy loss in three cases and one 
preterm birth.

Conclusion
DKA in pregnancy remains a severe and resource-intensive 
condition. This series highlights missed opportunities in 
prevention, with modifiable precipitants such as infection 
and insulin omission commonly identified. The high 
severity at presentation suggests delays in recognition. 
Early detection, optimized metabolic care, and targeted 
preventive strategies are crucial to improving maternal 
and fetal outcomes.
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Introduction
Severe hypertriglyceridemia, though rare in pregnancy, 
is a clinically significant condition that poses substantial 
maternal and perinatal risks. 

CASE
We present a case of a 42-year-old pregnant female 
with class I obesity and pre-existing type 2 diabetes 
mellitus, with a booking hemoglobin A1c 12.1%. Her 
poorly controlled diabetes was complicated by nephrotic 
syndrome, with a 24-hour urine protein 4.9 g/day. She 
also had bilateral diabetic retinopathies requiring multiple 
sessions of panretinal photocoagulation. Throughout the 
pregnancy, her triglycerides rose progressively, peaking 
at 30 mmol/L by 33 weeks. Investigations revealed normal 
thyroid function, urea 4.8 mmol/L, creatinine 66 umol/L, 
and albumin 26 g/dL. The patient was hospitalized at 33 
weeks of gestation and started on an intravenous insulin 
infusion along with a very low-fat, low-carbohydrate 
diet prescribed by a dietitian. Pulmonary embolism was 
diagnosed during evaluation for maternal tachycardia, and 
subcutaneous enoxaparin was initiated. One week after 
admission in 35 weeks of gestation, the baby was delivered 
via emergency Caesarean section due to fetal distress. The 
baby was small for gestational age, with a birth weight of 
1.9 kg, below the 10th percentile for gestational age, and 
required admission to the neonatal intensive care unit with 
oxygen support for pneumonia-related respiratory distress. 
Post-delivery, intravenous insulin infusion and dietary 
control were continued, reducing her triglyceride level to 
the lowest level of 8.3 mmol/L. Both mother and baby were 
discharged well. Lipid-lowering agents such as rosuvastatin 
and fenofibrate were started after breastfeeding stopped, 
aiming to normalize her triglyceride levels. 

Conclusion
Hypertriglyceridemia in this patient was the result of 
uncontrolled diabetes mellitus with nephrotic-range 
proteinuria. Severe hypertriglyceridemia can cause acute 
pancreatitis and/or hyperviscosity syndrome, both of 
which are life-threatening to the mother and baby. Thus, 
rapid reduction of triglyceride levels is crucial. This case 
highlights the importance of achieving good diabetes 
control prior to pregnancy, with strict adherence to 
treatment and enhanced patient education.
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