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RCT expectant treatment vs insulin tx for GDM diagnosed by 3 hour GCT and ‘majority’ of self testing values > 95
fasting and > 120 at 2 hours PP. ‘Although treatment of mild gestational diabetes mellitus did not significantly reduce the
frequency of a composite outcome that included stillbirth or perinatal death and several
neonatal complications, it did reduce the risks of fetal overgrowth, shoulder dystocia, cesarean
delivery, and hypertensive disorders.’

No difference in composite of stillbirth or perinatal death and neonatal complications, including
hyperbilirubinemia, hypoglycemia, hyperinsulinemia, and birth trauma. Among treatment group, lower: mean birth weight
(3302 vs. 3408 g), neonatal fat mass (427 vs. 464 g), the frequency of large-for gestational-age infants (7.1% vs. 14.5%),
birth weight greater than 4000 g (5.9% vs. 14.3%), shoulder dystocia (1.5% vs. 4.0%), and cesarean delivery (26.9% vs.
33.8%)
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between those continued on metformin vs metformin + additional insulin.
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Although insulin remains the only Federal Drug Administration-approved agent to treat GDM,oral hypoglycemic

agents are an attractive and increasingly common alternative. Research suggests that glyburide and metformin can each
effectively manage hyperglycemia in pregnancy.
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Summary of OHA vs insulin in GDM requiring medical therapy:
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Key findings for glyburide compared with insulin

- Average maternal FBG and 2-h postprandial glucose levels as well as the proportion of women
undergoing caesarean delivery did not differ significantly between the insulin and glyburide
groups. However, three of the four studies presented had limited power, due to small sample sizes,
to detect significant differences in these outcomes.

- Adverse maternal outcomes, such as maternal hypoglycaemia, were difficult to assess because of
inconsistencies in the definition of this outcome across studies. Only one study evaluated the
proportion of women developing pre-eclampsia; hence, it is difficult to draw any conclusions
regarding this outcome.

- Insulin may be associated with an average 95-g lower infant birth weight when compared with
glyburide, but this difference was not statistically significant and was unlikely to have substantial
clinical relevance, given the small difference in infant size.

- Few congenital malformations or anomalies were reported in either treatment group.

Key findings for metformin compared with insulin

- FBG levels did not differ between the metformin and insulin groups.

- The larger RCT reported a higher proportion of infants with an episode of hypoglycaemia with
insulin compared with metformin; the smaller trial reported no differences, but had limited
statistical power to detect meaningful differences.

- No differences in the proportion of infants with a congenital anomaly between treatment groups
were reported in the larger RCT by Rowan et al. Data on congenital anomalies were not collected in
the smaller trial.

Key findings for metformin compared with glyburide

- FBG levels did not differ between treatment groups;

- almost one-third of participants receiving metformin in the study by Moore et al. required insulin;
- no data were available on episodes of maternal hypoglycaemia; and

- Moore reported that infants were, on average, 200 g heavier in the glyburide group compared with
the metformin group, which is statistically significant and clinically relevant.

Practice points

_ Gestational diabetes is increasing in prevalence, paralleling the trends in obesity and
sedentary lifestyles worldwide.

_ Although limited, obstetrician—gynaecologists and primary care providers have evidence to
support the use of glyburide and metformin as well as insulin in the management of GDM.

_ While there are no long-term safety data on infants whose mothers were treated with glyburide
or metformin, short-term neonatal complications, such as hypoglycaemia, are few in

number and do not differ substantially between treatment groups.

_ When counselling their patients, providers can report that the proportion of infants with
congenital malformations does not differ with the use of oral diabetes medication compared
with insulin.

_ There are no substantial differences in maternal glucose control (FBG and 2-h postprandial)
with the use of oral diabetes medications compared with insulin, but women often prefer and
are more compliant with oral medications.
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In women with gestational diabetes the four times daily regimen resulted in a lower rate of overall neonatal morbidity
than the twice daily regimen (relative risk 0.59, 0.38 to 0.92), and the relative risk for hyperbilirubinaemia and
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hypoglycaemia was lower (0.51, 0.29 to 0.91 and 0.12, 0.02 to 0.97 respectively). The relative risk of hypoglycaemia in
newborn infants to mothers with pregestational diabetes was 0.1(0.04

to 0.74). Giving insulin four times rather than twice daily in pregnancy improved glycaemic control and perinatal
outcome without further risking the mother.
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Diabetes — pregestational well controlled | LPTB/ETB not recommended

* Diabetes — pregestational with vascular disease | 37-39 weeks

* Diabetes — pregestational, poorly controlled | 34-39 weeks (individualized to situation)
Diabetes — gestational well controlled on diet | LPTB/ETB not recommended

« Diabetes — gestational well controlled on medication | LPTB/ETB not recommended

* Diabetes — gestational poorly controlled on medication ‘ 34-39 weeks (individualized to situation)
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Note:

California Sweet Success Guidelines (2012) — management of hypoglycemia (17)

Table 10. PRINCIPALS FOR THE PREVENTION AND TREATMENT OF
HYPOGLYCEMIA (40, 41, 42)
+ Balance activity and food with insulin.
% With the initiation of OGLA or insulin, educate regarding signs and symptoms of
hypoglycemia.
% With the use of OGLA or insulin instruct to always carry quick acting carbohydrate
snacks and glucose tabs.

% Glucagon education must be provided to the significant others of all women who have
type 1 diabetes. Ensure patient has one or two current glucagon kits.

% Glucose targets may be raised for women with hypoglycemia unawareness.
% If hypoglycemia occurs follow the Rule of 15 (40) described below:

#+ Treat with 15 grams of carbohydrate
+ Re-check blood glucose in 15 minutes
+» Expect to see a rise of 15 mg/dL in 15 minutes
If blood glucose = 50 < 70 + symptoms:
# Give 8 oz of non-fat milk. Recheck blood glucose in 15 minutes
<+ Repeat milk if still < 70 + symptoms
<+ Repeat blood glucose every 15 minutes until blood glucose is = 70 x 2
< Use 1/2 sandwich if there is a milk allergy

If blood glucose < 50 + Symptoms:
< Give 4 oz juice ( 4 (4mg) glucose tabs with water).
% Recheck blood glucose in 15 minutes. If = 50 + symptoms, give 8 oz of non-fat milk,
otherwise repeat juice or tabs.
<+ Repeat blood glucose check every 15 minutes until blood glucose = 70 x 2. Hawve snack or
next meal.

If found unconscious:
% Call 911.
< Give GLUCAGON 1 mg SC immediately.
< May be given IM but will take longer to act.

Revised April 2018/BG

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.
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