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early in pregnancy. Women with all
other risk factors (as well as women
with previous GDM who tested
negative in the first OGTT) should be
offered the 75 g OGTT between 24 and
28 weeks’ gestation.  

The recent NICE guidelines5 set out
the criteria for gestational diabetes
diagnosis based on OGTT thresholds,
see table 3, below.

Internationally, GDM diagnostic
criteria published in 2010 by the
International Association of the
Diabetes and Pregnancy Study Groups
(IADPSG)14 are used in many countries
and some parts of the UK.

Management
Women with GDM should be offered a
review in a joint diabetes and obstetric
clinic within a week of diagnosis. They
should be taught self-monitoring of
capillary glucose measurements, and
glycaemic targets are similar to that for
pre-existing diabetes. 

Lifestyle modification with input from
a specialist diabetes dietician is key to
GDM management. The importance of
dietary management alongside blood
glucose monitoring (and insulin where
appropriate) was confirmed in the
Australian Carbohydrate Intolerance
Study (ACHOIS), an important
randomised trial that established a link
between improved glycaemic control 
in gestational diabetes and reduced
adverse perinatal outcomes.15

If glycaemic improvement is
inadequate within one to two weeks,
addition of metformin and/or insulin
therapy may be required.
Glibenclamide is an alternative for

gestational diabetes is associated with
risks to the mother as well as the
developing fetus. The Hyperglycaemia
and Adverse Pregnancy Outcomes
(HAPO) study, a seminal international
study involving 25,505 pregnant
women, suggested a continuum of
increasing risk of adverse events in
association with maternal glucose
levels.12

Importantly, women with gestational
diabetes are at significant risk of
developing type 2 diabetes in the
future.13 

Diagnosis
NICE recommends that women with
certain risk factors for gestational
diabetes are identified at the booking
appointment, see table 2, above.5

Women with a previous history of
GDM may be offered either early 
self-monitoring of capillary glucose
measurements at the booking visit or a
75 g oral glucose tolerance test (OGTT)

Table 3

Oral glucose tolerance test thresholds 
for diagnosis of gestational diabetes5

OGTT measurements
Fasting plasma glucose
OR
Two hour plasma glucose

Table 2

Risk factors for gestational diabetes5

•Body mass index > 30 kg/m2

•Previous gestational diabetes
•Previous macrosomic baby ( ≥4.5 kg)
•A first-degree relative with diabetes
•Ethnic group with a high diabetes population prevalence (South or East Asian,
Middle Eastern, Afro-Caribbean, Hispanic)
• 2+ glycosuria on antenatal screening (or 1+ on two or more  occasions during
pregnancy)

… hence diabetes
screening must
be undertaken on
an annual basis 
in primary care ’

(mmol/L)
≥ 5.6 

≥ 7.8
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gestational
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Diabetes in pregnancy is associated with a five fold 
increase in risk of stillbirth and a two-fold increased risk
of congenital defects compared with the general
maternity population. Fasting blood glucose levels 
above 5.3 mmol/L can directly affect organogenesis,
particularly of the fetal heart and spine. Hyperglycaemia
can cause placental failure and stillbirth and for this
reason early delivery is recommended.

Good blood glucose control prior to conception can 
minimise pregnancy risks towards levels approaching
that of women without diabetes. The recommended
glycated haemoglobin (HbA

1c
) target in preparation for

pregnancy is 48 mmol/mol (6.5%) if this can be safely
achieved. Women with an HbA

1c
86 mmol/mol should 

be strongly advised against pregnancy. 

Statins, ACE inhibitors and angiotensin 2 receptor
antagonists, most oral hypoglycaemic agents and
antihypertensive drugs are contraindicated in pregnancy,
and usually stopped pre-conception. For women with
type 1 or type 2 diabetes, high dose folic acid (5 mg)
should be prescribed to prevent fetal spinal malformation
in those considering pregnancy. Aspirin (75 mg) is
recommended from 12 weeks onwards to reduce 
pre-eclampsia risk.

In normal pregnancy, the increased insulin resistance 
mediated by placental hormone secretion is compensated
by increased maternal insulin secretion to maintain
euglycaemia. Gestational diabetes arises from an inability
to meet these increased insulin requirements adequately.

Lifestyle modification with input from a specialist 
diabetes dietician is key to the management of gestational
diabetes. The importance of dietary management
alongside blood glucose monitoring (and insulin where
appropriate) was confirmed in the Australian Carbohydrate
Intolerance Study (ACHOIS), an important randomised
trial that established a link between improved glycaemic
control in gestational diabetes and reduced adverse
perinatal outcomes. If glycaemic improvement is
inadequate within one to two weeks, addition of
metformin and/or insulin therapy may be required.   

All treatment for gestational diabetes is stopped at
delivery. NICE guidelines advocate a single fasting blood
glucose or HbA

1c
three months after the birth, usually

undertaken in primary care. Women with gestational
diabetes have a significant lifetime risk of developing
type 2 diabetes, hence diabetes screening must be
undertaken on an annual basis in primary care.
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