School of Medicine

Diagnosis of Pregestational Diabetes

[ Prior to 24 weeks' gestation ]
s Y
! ! Patient: rted hist
Early universal screening with [Fasting plasma gluose = 126 mg/dL] [Random plasma glucose = 200 mg/dL] sz?;Drl\:pcour?entllys:r:y
(NS B ek medication
Manage as « Blood glucose measurements 4x daily with fasting

and 1or 2 hour postprandial values
« Consider premeal glucose measurement if
requiring frequent insulin adjustments

Pregestational or early
gestational diabetes’

l « Consider overnight (0200) glucose measurement
« Collect history of if fasting hyperglycemia despite postprandial
diabetes-associated control, or if patient experiences symptoms of
complications nighttime hypoglycemia (e.g., sweating,
« Baseline HELLP labs palpitations, nightmares).
« Initiate LDASA at 12wGA
« 1mg folic acid supplementation Target glycemic range:
CGM use in specific populations3 until 12wGA o Fasting 60-94 mg/dL
« Use pregnancy-specific range . i o Premeal: 60-105 mg/dL
PONAN gnancysp 9 : 2::?;:; Zf\;:gf’gg: of feat +1hr postprandial <140 mg/dL, or
X . . = 2 hr postprandial <120 mg/dL
« Confirm >70% active CGM time « Confirm pneumococcal o Hypoglycemia <70 mg/dL
« Assess time in range (TIR). vaccination (PPSV23 or PCV20) « Treatment of Hypoglycemia:
- ——
Recommend >70% TIR, <25% TAR, « Perform routine antenatal = Adminster 15g CHO, repeat blood glucose in 15 min
and <4% TBR* vaccination screening, including < If unconsious/severe symptoms/refractory,
« Review ambulatory glucose profile influenza, COVID administer 1mg IM glucagon and repeat blood
summary graph to identify timing and « Baseline EKG and/or TTE glucose in 15 min
extent of glucose excursions « Consider thyroid studies « If >30% of values elevated for 1-2 weeks, consider
; « Plan targeted anatomy initiation of pharmacotherapy

ultrasound and fetal
echocardiogram

« Discuss medical alert bracelet,
necklace, or wallet card

« Visits q1-2 weeks

[ If abnormal, refer to MFM ]
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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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