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Gestational Diabetes: Medication
Management
(Poorly controlled despite nutritional & exercise therapy}

Hypoalvcemia
- check blood glucose
-15 grams CHO, repeat blood

Reinforce diet, exercise (30 minutes per |
day physical activity)(16); continue

1 hour post prandial < 140
2 hour post prandial < 120
2am-6am > 60

glucose monitoring (FBS and PP)

glucose in 15 minutes

Ref: 1-4

Discuss benefits and risks of

Unconscious;
-Glucagon 1 mg IM
-repeat blood glucose in 15-20 min

insulin versus oral agents.*
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« Preferred medical management in pregnancy?
« Initiate insulin therapy and provide hypoglycemia education
« Insulin targeted to specific abnormal glucose if able (ie NPH at night if
only fasting value is elevated)
« If pan-elevated, would use weight based dosing regimen: See
insulin/Medication Therapy Dosing

> 30% of values above
upper range

]
' ]
| Adjust dose weekly. Typical
dose adjustments are
10-20% fo TDD

+Continue current medications, self blood
glucose monitoring
* Antenatal management of diabetes in

~ Patient opts for
- insulin treatment
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« Metformin*

« Safe first line pharmacologic alternative to insulin?
« Dose: 1000-2550 mg daily (qd to bid)

« Start at 500mg bid

Glyburide not currently not
standard of care for
treatment, but may

considered if metformin or

insulin declined or
contraindicted

>30% of
values above upper
ange** =

pregnancy on medications

« Insulin:
= Most effective means to control hyperglycemia associated with GDM
= Does not cross the placenta
= Recommended as first line therapy by ACOG and the ADA due to absence of long term neonatal
follow-up after in-utero exposure to metformin
= Requires multiple daily injections

Yes
Yes No
| Adjust dose weekly | =Continue current medications, self glucose testing
| S . of diabetes in pregnancy on |
| medications
[ Mo
| At max dose and with >30% of
| values abnormal
= Metformin:
= The need for adjunctive insulin to achieve control is necessary for 26-46% of women on
metformin

» Crosses the placenta with fetal concentrations similar to maternal concentrations

< Long term studies in offspring exposed to metformin in utero more limited, but reassuring
° Less gestational hypertension than insulin

© Gl side effects

*Extended release metformin is not well studied in pregnant patients.
Recommend immediate release metformin.
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