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5, 10 mg tablets
Maximum dose: 20 mg/day

greater than 50% of postprandial
values = 200 mg/dl

Failed diet/exercise regimen (see box to riteria meeting fail
Gestational Diabetes right) 50% or more of fasting values >
Class A2: OR 95 mg/dl
Antepartum Type 2 diabetes (not PCOS ' OR
Management patients on oral hypoglycemic agents) 50% or more of 1 hour 2
(glyburide) Yos postprandial values = 130 mag/dl
L]
Greater than 50% of fastings =
Glyburide dispensed as 1.25, 2.5, 130 mg/di Switch to insulin
OR ——yes—=

therapy protocol 3

+ Initiate glyburide therapy e

If majority of:

- Fasting values = 95-115 mg/dl: 1.25 mg po
q HS (administer at 10 PM)

- Fasting values = 116-129 mg/dl: 2.5 mg po
q HS (administer at 10 PM)

-1 hr PP values = 131-165 mg/dl. 1.25 mg po
with breakfast

=1 hr PP values = 166-200 mg/dl: 2.5 mg po
with breakfast

+« Recheck sugars in one week
« Hypoglycemia education (refer to handout)

——No

Recheck values in

h J

one week

-

Yes

= 25% of fasting
values < 70 mg/d|
OR
= 25% of postprandial
values < 100 mg/d|

Fasting values low: give
half q HS dose
Paostprandial values low:
give half AM dose

rYes—

Y

mg/dl

<130 mgid! 7

=50% fastings <95 |

= 50% postprandials

A

> 50% fastings
> 130 mg/d|
OoR
= 50% postprandials
> 200 mg/dl

)

No

!

Review sugars @ 2
weeks
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= 50% fastings of 95-129 mg/dl,
increase bedtime dose by:
- 2.5 mg if values 95-114 mag/d|
- 5.0 mg if values 115-129 mg/dl

> 50% 1 hr PP values 131-199 mg/dl,
increase morning dose by
- 2.5 mg if values 131-165 mg/dl
- 5.0 mg if values 166-199 ma/dl

If lunch postprandials 131-199 mg/dl,
give additional dose (¥ breakfast dose)
with lunch ®

Recheck one week
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Notification to Users

These algorithms are designed to assist the primary care provider in the clinical management of a
variety of problems that occur during pregnancy. They should not be interpreted as a standard of care,
but instead represent guidelines for management. Variation in practices should take into account such
factors as characteristics of the individual patient, health resources, and regional experience with
diagnostic and therapeutic modalities.

The algorithms remain the intellectual property of the University of North Carolina at Chapel Hill
School of Medicine. They cannot be reproduced in whole or in part without the expressed written
permission of the school.



