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Antenatal Management of Diabetes

Gestational Diabetes Early Gestational Diabetes Pregestational T2DM
(<24w GA)

l
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« No antenatal testing — -
+ Growth ultrasound: - - « Antenatal tgstlhg: Twice
once at 32-36w « If >30% of fasting or postprandial values ’ weekly beginning at 32 weeks
- . abnormal, consider pharmacotherapy. « Growth ultrasounds: g4w
* Timing of dellvery: [ beginning at 28 weeks
39w0d-40w6d
Medication-Controlled X
- « If well-controlled on metformin or
glyburide, and unable or
« Antenatal testing: unwilling to utilize insulin, may
o Gestational Diabetes: Weekly at 32 weeks, continue these medications
twice weekly at 36 weeks (sooner if poor « Discontinue any other oral
glycemic control) hypoglycemic agent and convert
o Pregestational/Early Gestational Diabetes: to mutiple daily dose insulin
Twice weekly at 32 weeks (sooner if poor
glycemic control)
« Growth ultrasounds: g4w beginning at 28 weeks
v ) ) )
Insulin Metformin Glyburide .
« 1st line and does not cross placenta « Considered 1st line alternative to insulin;! « 2nd line. Crosses placenta, is associated Declines Treatment
« Basal-only insulin is considered appropriate however, monotherapy fails in 14-46% of wtih increased maternal/neonatal
for patients with isolated fasting individuals and transplacental passage hypoglycemia, and is inferior to insulin for
hyperglycemia may have short and/or long-term effects glycemic control
« Multiple daily dosing and continuous on offspring growth/risk of obesity « Dosing: 1.25-2.5 mg daily/BID, max dose
insulin inf are both « Discontinue medication after first 20 mg/day
reasonable trimester if insulin is initiated
« Dosing titration may be patient or « Dosing:
provider-led o IR (preferred): 500 mg daily/BID, max
+ Refer to "Medi Dosing Guidelif for dose 2550 mg/day
Di inP " for additional details o XR: 500 mg daily, max dose 2000
[ mg/day
Y o May switch to insulin at any time or with
« Adjust medication by maximum dosing and >30% abnormal
10-20% of total daily values
dose until target
glycemic control attained
v '
A
Consider hospital evaluation if: « Increase frequency of antenatal testing to twice weekly if 1) SMFM only, not considered first line by
« Indication for betamethasone and ongoing insulin titration due to poor glycemic control ACOG or ADA
poor glycemic control « Timing of delivery: 36-39 weeks, pending glycemic control
« Persistent uncontrolled o Well-controlled gestational diabetes: 39w0d-39w6d
hyperglycemia = Poorly controlled gestational diabetes: 37w0d and 38w6d may
« Suspected DKA be justified

. o Poorly-controlled pregestational diabetes: 36w0d-38w6d
. t h I
zgvg;fe or rzcurrgnz dypc?g yeemia o Delivery between 34w0d and 36w6d weeks O days reserved
+ Significant drop in 3rd trimester for (1) failure of in-hospital glycemic control or (2) abnormal
insulin requirements suggestive of fetal testing

uteroplacental insufficiency « Consider offering cesarean delivery if EFW > 45009 at 36 weeks

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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