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Gestational Diabetes: 

Management during pregnancy 
  

     nutritional therapy  

    1-2 weeks 

 

 

        physical activity  

  

2018 

GDM, gestational diabetes 



Nutritional therapy 

• Achieve normoglycemia 
• ● Prevent ketosis 
• ● Provide adequate gestational weight gain based 

on maternal body mass index (BMI) 
• (70 to 85 percent) can achieve normoglycemia 
• 40%fat,40%carbohydrate,20%protein 
• ● FBS: <95 mg/dL (5.3 mmol/L) 
• ● One-hour postprandial : <140 mg/dL (7.8 

mmol/L) 
• ● Two-hour postprandial : <120 mg/dL 

 



PHARMACOLOGIC THERAPY 

• INSULIN 

 

• ORAL: metformin 

•             glyburide 

 

 

 



• ACOG and ADA: 

• prefer use of insulin for treatment of diabetes 
during pregnancy  

• FDA didn’t approve oral drug 

• ACOG : 

•  oral agent for women who decline insulin 
therapy recommends metformin over 
glyburide as the preferred oral 
antihyperglycemic agent  



• Society of Maternal-Fetal Medicine 

 

•  concluded metformin is safe first-line 
pharmacologic alternative to insulin 



• FIGO recommends 

•  insulin as the first-line 

•  before 20 weeks of gestation 

•  pharmacologic therapy is needed >30 weeks, 

•  fasting blood glucose is >110 mg/dL  

• one hour postprandial glucose is >140 mg/dL 

• pregnancy weight gain is >12 kg 



Insulin Therapy 



Insulin therapy 

• four-times-per-day regimen  

• Short-acting:4 to 8 U before meals 

 

• NPH before breakfast:6 to 8 U(0.2 u/kg) 

 

• If FBS>90 to 95 ,NPH 4 to 6 U at 11PM 





Oral antihyperglycemic agents 
 

• Metformin did have some benefits: 

• Lower mean birth weight  

    Less gestational weight gain  

 

• Less composite neonatal death or serious morbidity 
• Women should be informed that it crosses the placenta 

 

 

• Begins 500mg twice daily q 12 h to maximum of 
2500mg/d 

 

 



glyburide 

• frequency of treatment failure (lack of 
glycemic control) is similar for glyburide and 
metformin  in most trials . 

• Failure rate: 16 to 17% 

• 2.5 mg every 12 hours 

• Maximum dose:20 mg/d 

• peaked at 2 to 3 hours 

• returned to baseline by 8 to 10 hours.  

 





Treatment 



Risk of Fetal Anomaly Relative to 

Periconceptional A1C 

Guerin A et al. Diabetes Care 2007;30:1-6. 

 Glycemic control pre-conception = essential 



• ADA  and CDA :Hb A1c<  7% 

 

• NICE: HbA1c<6.5 % 

 



macrosomia 

 

Above 4000 ,4500 gram  or greater than 90th or 
95th centile 

• 40-60%of pregnancies with pregestational diabet 

• Around 26 weeks 

• Tight control in the first trimester 

• Correlation between1-hour postprandial glucose 
level and HbA1c 

• Fasting glucose between 29 and 32 weeks 



stillbirth 

• Higher in type 1 and 2 rather than GDM 

• Maternal obesity 

• Higher in macrosomia 

• Possible reasons is hypoxia due to  

• acidosis,cardiac arrhythmias,hypokalemia 

• Higher in woman with moderate untreated 
GDM 



Fetal cardiomegaly 

• Myocardial hypertrophy 

• Hypertrophy of ventricular walls and septum 

• Subaortic stenosis  

• Secondary mitral insufficiency 



polyhydramnious 

• Higher in patient with poor glycemic control 
and LGA fetuses,with higher A1c 

• Fetal hyperglycemia leading to polyuria 

• Decreased fetal swalloing 
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