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Introduction 
 

• The Prevalence of diabetes in pregnancy 

 

• Types of diabetes 

 

• Risks of uncontrolled diabetes in pregnancy 

 



PRECONCEPTION COUNSELING 

Recommendations 

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 A1C 
<6.5% (48 mmol/mol), to reduce the risk of congenital anomalies. B 

 



PRECONCEPTION COUNSELING 

• Routine diabetes care 

 

• Family planning and effective contraception 

 

• A1C <6.5% (48 mmol/mol) 

 

• Education 

 



Preconception Testing 

Recommendation 

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. 

Dilated eye examinations should occur before pregnancy or in the 

first trimester, and then 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 

 



Preconception Testing 

• Diabetic retinopathy 

 

• Dilated eye examinations 

 

  -Before pregnancy or in the first trimester 

 

  -Every trimester and for 1-year postpartum 

 

• Virus Tests 

 



Preconception Testing 

• Pap smear 

 

• Prenatal vitamins 

 

• Smoking 

 

• Diabetes specific testing 

 

• Teratogenic drugs 



GLYCEMIC TARGETS IN PREGNANCY 

Recommendations 

Fasting and postprandial self-monitoring of blood glucose are recommended 

in both gestational diabetes mellitus 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% (42–48 mmol/mol); <6% (42 mmol/mol) may be optimal if this can 

be achieved without significant hypoglycemia, but the target may be relaxed 

to <7% (53 mmol/mol) if necessary to prevent hypoglycemia. B 

 



GLYCEMIC TARGETS IN PREGNANCY 

• Fasting and post prandial self-monitoring 

 

• HbA1C: 6 –6.5% (42–48 mmol/mol) 

               <6% (42 mmol/mol) 

               <7% (53 mmol/mol)     



GLYCEMIC TARGETS IN 
PREGNANCY 

• Insulin-independent glucose uptake 

 

• Diabetogenic placental hormones 

 

• Consistent amounts of carbohydrates 



GLYCEMIC TARGETS IN PREGNANCY 

• Insulin Physiology 

 

• Glucose Monitoring 

 

• American College of Obstetricians and 
Gynecologists 



GLYCEMIC TARGETS IN 
PREGNANCY • Fasting <95 mg/dL (5.3 mmol/L) and 

either 

 

• One-hour postprandial <140 mg/dL (7.8 mmol/L) or 

 

• Two-hour postprandial <120 mg/dL 

(6.7 mmol/L) 

 

 

*Women with type 1 diabetes 



A1C in Pregnancy 
 

• A1C <6 – 6.5% (42 – 48 mmol/mol) 

 

• An individualized target of <6% (42 mmol/mol) 

to <7% (53 mmol/mol) 

 

• A1C levels fall during normal pregnancy 

 

• A secondary measure of glycemic control 



A1C in Pregnancy 
 

• A1C <6% (Second and third trimesters) 

 

• HypoglycemiaLBW 

 



MANAGEMENT OF GDM 
Recommendations 

• Lifestyle change is an essential component of management of gestational 

diabetes mellitus and may suffice for the treatment of many women. 

Medications should be added if needed to achieve glycemic targets. A 

• Insulin is the preferred medication for treating hyperglycemia in gestational 

diabetes mellitus 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 

• Metformin, when used to treat polycystic ovary syndrome and induce 

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

 



MANAGEMENT OF GDM 

• Life style change 

 

• Insulin 

 

• Metformin and Glyburide 

 

 -Oral agents lack long-term safety data 

  

 -Metformin in Polycystic ovary syndrome 



MANAGEMENT OF GDM 

• GDM Complications 

 

• Diet,exercise and lifestyle counseling 



MANAGEMENT OF GDM 

1-Lifestyle Management 

 

• Fasting <95 mg/dL (5.3 mmol/L) and 

either 

 

• One-hour postprandial,140 mg/d L 

(7.8 mmol/L) or 

 

• Two-hour postprandial,120 mg/dL 

(6.7 mmol/L) 



MANAGEMENT OF GDM 

• 70 – 85% of GDM patients 

 



MANAGEMENT OF GDM 

• 2-Medical Nutrition Therapy 

 

• Individualized nutrition plan 

 

• Adequate calorie intake 

 

• Dietary Reference Intakes (DRI) 

 

 



MANAGEMENT OF GDM 

• 175 g of Carbohydrate 

 

• 71 g of Protein 

 

• 28 g of Fiber 



MANAGEMENT OF GDM 

3-Pharmacologic Therapy 

 

• Insulin is the first-line agent 

 

• Sulfonylureas 

 

• Metformin 

 

 -ovulation induction in polycystic ovary syndrome 



MANAGEMENT OF PREEXISTING 
DM1 and DM2 IN PREGNANCY 

Insulin Use 

Recommendation 

Insulin is the preferred agent for management of both 

type 1 diabetes and type 2 diabetes in pregnancy because 

it does not cross the placenta, and because oral agents 

are generally insufficient to overcome the insulin 

resistance in type 2 diabetes and are ineffective in type 1 

diabetes. E 

 



MANAGEMENT OF PREEXISTING 
DM1 and DM2 IN PREGNANCY 

1-Insulin Use 

 

• Preferred agent 

 

• The physiology of Insulin in pregnancy 



MANAGEMENT OF PREEXISTING 
DM1 and DM2 IN PREGNANCY 

2-Preeclampsia and Aspirin 

 

• Low-dose aspirin 60–150 mg/day 

 

• From the end of the first trimester until the baby is 

born 



MANAGEMENT OF PREEXISTING 
DM1 and DM2 IN PREGNANCY 

3-Type 1 Diabetes 

 

• Risk of hypoglycemia 

 

• Pregnancy:a ketogenic state 



MANAGEMENT OF PREEXISTING 
DM1 and DM2 IN PREGNANCY 

4-Type 2 Diabetes 

 

• Weight gain 

 

-Overweight women:15 –25 lb  

-Obese women:10 –20 lb 

 

• Associated hypertension and other comorbidities 



Preeclampsia and Aspirin 
 

Recommendation 

Women with type 1 or type 2 diabetes 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 

 



PREGNANCY AND DRUG 
CONSIDERATIONS 

Recommendations 

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, 

angiotensin receptor blockers, statins) should be avoided in 

sexually active women of childbearing age who are not using 

reliable contraception. B 

 



PREGNANCY AND DRUG 
CONSIDERATIONS 

• Target of blood pressure in hypertensive patients 

 

• Avoidance of Teratogenic drugs  

 

ACE inhibitors 

ARB 

statins 

 



• Blood pressure in pregnant versus nonpregnent 
patients    

 

• The adverse effect of low blood pressure on fetus 

 



Drugs 

• Safe drugs  

 

 

• Unsafe drugs and adverse effects 

 

ACE inhibitors-ARB 

Statins 

Diuretics  

 



Postpartum care 

• Psychological  

 

• Support for self care 

 

• Lactation and benefits of breastfeeding 

 

 



Gestational Diabetes Mellitus 

• Initial Testing 

 

• Postpartum Follow-up 

 

• Prevention of progression to type 2 diabetes 

 



Conclusion 

 

 

 

 

 

• GDM prevalence is increasing due to obesity 

• Preconception testing includes;lab data,screening 
tests,drug review 

• Physiology of insulin during pregnancy 

• Treatment targets 

• Management of GDM 

• Management of preexisting DM1 and DM2 

• Pregnancy and drug consideration 
 



Questions? 

•How do we manage GDM? 

•What are our treatment goals in diabetic 
pregnant women? 
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