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Evidence Grading System



Diabetes in pregnancy
•  Majority Gestational Diabetes Mellitus (GDM)
•  Increased prevalence in GDM and Type 2 

diabetes(T2DM)  [obesity US and worldwide]
•  4.6% by birth certificate
•  8.7% Pregnancy Risk Assessment Monitoring 

System
•  9.2% either

	DeSisto	CL,	Kim	SY,	Sharma	AJ.	Prevalence	Estimates	of	Gestational	Diabetes	Mellitus	in	the	United	States,	Pregnancy	Risk	
Assessment	Monitoring	System	(PRAMS),	2007–2010.	Prev	Chronic	Dis	



Prevalence GDM
Hedderson	et	al.	Paed	Peri	Epidemiol,	2010	



Prevalence rates GDM
•  United Arab Emirates (20.6%), 
•  Qatar (16.3%) 
•  Bahrain (13.5%) 
•   Saudi Arabia (12.5%) 
•  Canada (17.8%)
•  France (12.1%)

Bener	A,	et	a;.	Int	J	Womens	Health	2011;		



Maternal and Fetal risks-poor control/unplanned pregnancy 
•  Spontaneous abortion
•  Fetal anomalies
•  Pre eclampsia
•  Fetal demise
•  Macrosomia
•  Neonatal hypoglycemia
•  Neonatal hyperbilirubinemia
•  *Anencephaly, microencephaly
•  *Congenital heart disease
•  Increased risk of obesity T2DM in offspring later in life

*directly	proportional	to	A1C	first	10	wks	of	pregnancy	



Diabetes in Pregnancy: Recommendations
Preconception Counseling:
•  Starting at puberty, preconception counseling should be 

incorporated into routine diabetes care for all girls of 
childbearing potential. A

•  Family planning should be discussed and effective 
contraception should be prescribed and used until a 
woman is prepared and ready to become pregnant. A

•  Preconception counseling should address the importance 
of glycemic control as close to normal as is safely 
possible, ideally <6.5%, to reduce the risk of congenital 
anomalies. B

Management of Diabetes in Pregnancy:  
Standards of Medical Care in Diabetes - 2018. Diabetes Care 2018; 41 (Suppl. 1): S137-S143



Approximately	60%	of	women	with	
diabetes	only	seek	medical	care	AFTER	they	
learn	they	are	pregnant	

Janz	et	al.	Diabetes	Care	1995	



Preconception counseling
•  Educate all women & teens of reproductive age  

with DM about risks of unplanned pregnancy
•  Include risks of malformations associated with 

poor control
•  Use of effective contraception
•  Use appropriate educational tools (Charron-Prochownik et al.          

Long term effects of READY-girls preconception counseling program. Diab Care 2013)

For a free copy of this booklet, call the American Diabetes 
Association at 1-800-DIABETES (800-342-2383)	



Preconception counseling visits
•  Testing: Rubella, Syphilis, Hepatitis B, HIV
•  Pap smear, cervical cultures, blood typing, Rx 

prenatal  vitamins (400 μg  folic acid)

•  Smoking cessation
•  DM specific: A1C, TSH, creatinine, urinary albumin-

to-creatinine ratio
•  Med review: ACEI, ARB, statin (teratogenic) 
•  Dilated eye examinations should occur before 

pregnancy or in the first trimester
Standards	of	Medical	Care	in	Diabetes	-	2018. Diabetes Care 
2018; 41 (Suppl. 1): S137-S143	



Diabetes in Pregnancy: Recommendations (2)
Preconception Testing:
•  Women with preexisting type 1 or type 2 diabetes 

who are planning pregnancy or who have become 
pregnant should be counseled on the risk of 
development and/or progression of diabetic 
retinopathy.

•  patients should be monitored every trimester and for 
1-year postpartum as indicated by the degree of 
retinopathy and as recommended by the eye care 
provider. B

Management of Diabetes in Pregnancy:  
Standards of Medical Care in Diabetes - 2018. Diabetes Care 2018; 41 (Suppl. 1): S137-S143



•  Test for undiagnosed diabetes at the 1st prenatal 
visit in those with risk factors, using standard 
diagnostic criteria. B

•  Test for GDM at 24–28 weeks of gestation in 
pregnant women not previously known to have 
diabetes. A

•  Test women with GDM for persistent diabetes at 4–
12 weeks postpartum, using the Oral Glucose 
Tolerance Test (OGTT) and clinically appropriate 
nonpregnancy diagnostic criteria. E

Gestational Diabetes Mellitus (GDM): Recommendations

Classification and Diagnosis of Diabetes:  
Standards of Medical Care in Diabetes - 2018. Diabetes Care 2018; 41 (Suppl. 1): S13-S27



•  Women with a history of GDM should have 
lifelong screening for the development of 
diabetes or prediabetes at least every 3 years. B

•  Women with a history of GDM found to have 
prediabetes should receive intensive lifestyle 
interventions or metformin to prevent diabetes. A

Classification and Diagnosis of Diabetes:  
Standards of Medical Care in Diabetes - 2018. Diabetes Care 2018; 41 (Suppl. 1): S13-S27

Gestational Diabetes Mellitus (GDM): Recommendations (2)



Screening and Diagnosis of GDM: One-Step Strategy

Classification and Diagnosis of Diabetes:  
Standards of Medical Care in Diabetes - 2018. Diabetes Care 2018; 41 (Suppl. 1): S13-S27



Classification and Diagnosis of Diabetes:  
Standards of Medical Care in Diabetes - 2018. Diabetes Care 2018; 41 (Suppl. 1): S13-S27

Screening and Diagnosis of GDM: Two-Step Strategy



Management of 
Diabetes in Pregnancy



Glycemic targets in pregnancy
•  Fasting Blood Glucose (FBG) lower than 

nonpregnant [glucose uptake by fetus & 
placenta, Postprandial (PP) hyperglycemia, CHO 
intolerance]

•  Early pregnancy-increased insulin sensitivity
•  2nd & 3rd trimester-increased insulin resistance
•  Monitoring: FBG, PP (PP associated with better 

control & lower risk of preeclampsia)
Manderson	et	al,	Am	J	Obstet	Gyneco	2003;	de	Veciana	et	al,	NEJM	1995;	Jovanovic	et	al	Am	J	Obstet	Gynecol	1991	



Diabetes in Pregnancy: Recommendations
Glycemic Targets:
•  Fasting and postprandial self-monitoring of blood glucose 

are recommended in both GDM and preexisting diabetes 
in pregnancy to achieve glycemic control. Some women 
with preexisting diabetes should also test blood glucose 
preprandially. B

•  Due to increased red blood cell turnover, A1C is slightly 
lower in normal pregnancy than in normal nonpregnant 
women. The A1C target in pregnancy is 6-6.5%; <6% 
may be optimal if this can be achieved without significant 
hypoglycemia, but the target may be relaxed to <7% if 
necessary to prevent hypoglycemia. B

Management of Diabetes in Pregnancy:  
Standards of Medical Care in Diabetes - 2018. Diabetes Care 2018; 41 (Suppl. 1): S137-S143



Glycemic targets in pregnancy
•  Fasting < 95 mg/dL
•  1 hour PP < 140 mg/dL
•  2 hr PP <120mg/dL
•  A1C (fall in pregnancy)

–  Lowest rates of adverse fetal outcomes A1C 6-6.5%
–  <6% optimal 2nd & 3rd trimester

*without hypoglycemia

Standards	of	Medical	Care	in	Diabetes	-	2018. Diabetes Care 2018; 41 (Suppl. 1): 
S137-S143	



Monitoring  schedules
•  GDM: Daily fasting and 1-2hr PP
•  Pre-existing DM: 5-7x a day
•  A1c q 4-6 weeks 



Diabetes in Pregnancy: Recommendations 
Management of GDM:
•  Lifestyle change is an essential component of 

management of GDM and may suffice for the treatment 
of many women. Medications should be added to 
achieve glycemic targets. A

•  Insulin is the preferred medication for treating 
hyperglycemia in GDM as it does not cross the placenta 
to a measurable extent. Metformin and glyburide may be 
used, but both cross the placenta to the fetus, with 
metformin likely crossing to a greater extent than 
glyburide. All oral agents lack long-term safety data. A

Management of Diabetes in Pregnancy:  
Standards of Medical Care in Diabetes - 2018. Diabetes Care 2018; 41 (Suppl. 1): S137-S143



Diabetes in Pregnancy: Recommendations
Management of GDM:
•  Metformin, when used to treat polycystic ovary 

syndrome and induce ovulation, need not be 
continued once pregnancy has been confirmed. 
A

Management of Diabetes in Pregnancy:  
Standards of Medical Care in Diabetes - 2018. Diabetes Care 2018; 41 (Suppl. 1): S137-S143



Diabetes in Pregnancy: Recommendations 
Management of Preexisting Type1D and Type 2D 
in Pregnancy:
•  Insulin is the preferred agent for management of 

both T1DM and T2DM in pregnancy because it 
does not cross the placenta, and because oral 
agents are generally insufficient to overcome the 
insulin resistance in T2DM and are ineffective in 
T1DM. E

Management of Diabetes in Pregnancy:  
Standards of Medical Care in Diabetes - 2018. Diabetes Care 2018; 41 (Suppl. 1): S137-S143



Education
•  Increased risk of hypoglycemia in 1st trimester
•  Hypoglycemic unawareness
•  Educate patient, family KEY
•  Ketone strips-prevention & detection of DKA at 

lower BG levels than prepregnancy
•  Decreased insulin requirements at and after 

delivery



Monitoring of pregnancy complicated by diabetes
•  GDM:

–  Serial ultrasound (US) in 3rd trimester
–  Non Stress 34-36 wks, then weekly

•  Pre-existing T1:
–  Level II US and fetal electrocardiogram at 20 wks, then f/u 

4-6 wks
–  Nonstress test at 32 wks,then weekly
–  Opthalmologic eval
–  24hr urine initially and in each trimester
–  Daily fetal movement counts (beginning at 28 wks)

Homko.	Women	&	Diabetes	in	ADAs	Complete	Nurses	
Guide	to	diabetes	care,	3rd	Ed	2017	



Diabetes in Pregnancy: Labor & Delivery
•  Blood glucose < 100 mg/dL
•  Insulin and/or glucose infusion

•  Reported incidence 25-40% of hypoglycemia in 
infants of DM mothers.

Homko.	Women	&	Diabetes	in	ADAs	Complete	Nurses	
Guide	to	diabetes	care,	3rd	Ed	2017	



Diabetes in Pregnancy: Recommendations
Preeclampsia and Aspirin:
•  Women with T1DM or T2DM should be 

prescribed low-dose aspirin 60-150 mg/day 
(usual dose 81 mg/day) from the end of the first 
trimester until the baby is born in order to lower 
the risk of preeclampsia. A

US Preventive Task Force
Management of Diabetes in Pregnancy:  
Standards of Medical Care in Diabetes - 2018. Diabetes Care 2018; 41 (Suppl. 1): S137-S143
Rolnik et al. NEJM 2017



 Other Risk Factors for preeclampsia
•  Previous history
•  Mother or sister
•  Obesity (BMI> 30)
•  Carrying > 1 fetus
•  Renal disease
•  HTN
•  PCOS
•  RA
•  Lupus

Leveno,	K	et	al.	Chesley’s	Hypertensive	Disorders	in	Pregnancy	2009	



Diabetes in Pregnancy: Recommendations
Pregnancy and Drug Considerations:
•  In pregnant patients with diabetes and chronic 

hypertension, blood pressure targets of 
120-160/80-105 mmHg are suggested in the interest 
of optimizing long-term maternal health and 
minimizing impaired fetal growth. E

•  Potentially teratogenic medications (i.e., ACE 
inhibitors, ARBs, statins) should be avoided in 
sexually active women of childbearing age who are 
not using reliable contraception. B

Management of Diabetes in Pregnancy:  
Standards of Medical Care in Diabetes - 2018. Diabetes Care 2018; 41 (Suppl. 1): S137-S143



Postpartum Care
•  Psychosocial assessment, self care support
•  Lactation-longer term metabolic benefits
•  Women with GDM: 4-12 weeks testing
•  GDM associated with 50%-70% after 15-25 yrs
•  Women should be tested every 1-3 yrs 

(depending upon risk factors)

Standards	of	Medical	Care	in	Diabetes	-	2018. Diabetes Care 
2018; 41 (Suppl. 1): S137-S143	



Postpartum care
•  Nurses Health Study-decreased risk of T2DM 

after GDM in women who followed healthy eating 
patterns (Tobias et al, Arch Intern Med 2012:172:1566-1572)

•  Metformin & intensive lifestyle intervention for 
prevention of T2DM or delay progression in 
women with prediabetes & history of GDM (DPP)

•  Contraception

Standards	of	Medical	Care	in	Diabetes	-	2018. Diabetes Care 
2018; 41 (Suppl. 1): S137-S143	



Postpartum care in preexisting T1DM & T2DM
•  Insulin sensitivity increases with delivery
•  Returns to pre-pregnancy levels 1-2 weeks
•  Hypoglycemia prevention in women taking 

insulin (breastfeeding, erratic sleep and eating 
schedules)

Standards	of	Medical	Care	in	Diabetes	-	2018. Diabetes Care 
2018; 41 (Suppl. 1): S137-S143	



Diabetes	Education	is	KEY!	

Thank	you	


