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Diagnosis of Gestational Diabetes

[ Early universal screening with A1C <6.5% ]

v

[ Routine Screening at 24-28 weeks in patients without history of pregestational diabetes]
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- Any glucose value i !
Normal result 509 GLT 2200 mg/dL3 on Fasting plasma glucose| | patient Declines OGTT or has
2135 mg/dL’ - 9 - 2126 mg/dL on random contraindication?
random screening screening I
A A
Perform confirmatory Options include:

Routine pregnancy management
« Encourage mediterranean diet 3h 1009 OGTT
« Encourage exercise 30 min/day =5 Normal:
days/week FBG: <95 mg/dL
« Reinforce recommended weight gain: 1h pp: <180
o Underweight (BMI<18.5): 28-40 Ibs 2h pp: 155
o Normal (BMI18.5 - 24.9): 25-35 Ibs

« Home glucose monitoring for 1-2 weeks with
fasting and postprandial values using
glucometer. If 230% fasting or postprandial
values abnormal, treat as GDM.

« FreshTest (preservative-free, FDA approved

« Overweight (BMI 25-29.9): 15-25 lbs | (3N PP: 140 alternative)
« Obese (BMI >30): 11-20 Ibs p
1abnormal =2 abnormal
J value values

[

v Y

4 « Refer to nutritionist  Gestational diabetes »
New polyhydramnios  Encourage exercise 30 min/day 25 « Prescribe glucometer, test strips, nutrition,
or suspected LGA® urag ! Yy = and diabetic educator
(EFW=90%) on 3rd days/week « Review lifestyle modifications
i ter OB ult d [ « Goal glucose control:
rimester OB ultrasoun Y « Fasting <95 mg/dL
Consider re-testing at 32 weeks with 1 o 1hr postprandial <140 mg/dL, or
week of home glucose monitoring®”* o 2 hr postprandial <120 mg/dL
« If =2 30% fasting or postprandial fingersticks

high, consider starting medication
« See full management guideline for additional
antenatal recommendations

1) This cutuff has sensitivity of 93%, specificity of 79% against Carpenter-Coustan criteria

2) History of malabsorptive bariatric surgery, recent steroid administration, significant nausea/vomiting in pregnancy

3) ACOG notes that 1 elevated value can be used to actually diagnose GDM; ADA does not specifically state that a single value = 200 is
diagnostic; however, this is extrapolated from ADA/WHO guidelines for random glucose cutoffs. A 50g GCT value = 200 mg/dL has 81% PPV
for GDM on confirmatory OGTT
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6. Roeckner JT, Sanchez-Ramos L, Jijon-Knupp R, Kaunitz AM. Single abnormal value on 3-hour oral glucose tolerance test during
pregnancy and adverse outcomes: systematic review and meta-analysis. Am J Obstet Gynecol. 2016 Sep;215(3):287-97.

7) Lee, SU, Hong, S, Choi, SK et al. Glucose tolerance test with a single abnormal value as a predictor of type 2 diabetes mellitus: a
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*Paucity of data to suggest approach; our institution determined this by clinical consensus. Alternatively, repeat 3h 100g OGTT could be
considered.

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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