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Assessing pregnant women for Gestational Diabetes 
1. Indications

1.1 Background
Gestational diabetes occurs as a result of an underlying problem of insulin resistance and impaired beta cell fun
pregnancy (Claus 1998). It is associated with increased risk of Type 2 diabetes mellitus in later life.

1.2 Aim/purpose
To Identify women with gestational diabetes

To reduce the potential risk to mother and baby.

Reduce the chances of baby growing large for gestational age, increasing the likelihood of birth trauma, i
section

1.3 Patient/client group
All pregnant women with risk factors for developing gestational diabetes.

1.4 Exceptions/ contraindications

1.5 Options
See se href="/ClinicalManagement/Diabetes/Pages/Type1andType2DiabetesinPregnancy.aspx" target="_blank"
and pre conception care.



An OGTT should also be carried out if:-

Macrosomia is diagnosed in the current pregnancy (Abdominal circumference on US >95th Centile)***

There is polyhydramnios of any cause***

***If these are diagnosed after 34 weeks then do not organise an OGTT – refer to diabetes team who will teach 
monitor pre breakfast and one hour after meals for 1 week. The results will then be reviewed and a managemen

Where possible, women in at risk groups should be identified at their booking visit and the first OGTT booked in
26-28 weeks (extension 2218 at Salisbury District Hospital). If an OGTT is abnormal the patient should be refer
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Any results which show gestational diabetes should be referred to diabetic team and seen in next joint diabetes
an HbA1c should be checked to exclude pre-existing diabetes.

Other tests should not be used to assess for gestational diabetes (fasting or random glucose of HbA1c)

If patients do have a blood glucose checked at other times they should be referred for an OGTT if:-

Fasting glucose (>2 hours after food) is ≥ 5.6 mmol/l

Non-fasting (random) glucose is ≥7.8mmol/l

Women should be referred directly to the combined diabetes antenatal clinic if their blood glucose has be

Any glucose is ≥11.1mmol/l

or Fasting glucose ≥7mmol/l an OGTT is not necessary

Following Diagnosis
Patients with a positive GTT will be seen to be shown how to monitor their blood glucose (BG) levels and given 

They will be offered an appointment in the combined antenatal clinic within 1 week to see members of the multid
(consultant diabetologist, diabetes nurse specialist, dietician, diabetes midwife, obstetrician)

The Diabetes specialist nurses will maintain regular contact with women and identify those whose BG levels are
i.e. fasting > 5.3mmol/l, 2 hours after meals > 7.8mmol/l.

Hypoglycaemic therapy (usually metformin first with insulin if needed – see NICE guidance) will be considered f
if diet and exercise fail to maintain blood glucose targets. These women will be closely monitored throughout an
telephone in between appointments.

Those women whose BG are well controlled with diet alone will be reviewed in the Joint diabetic antenatal clinic
growth. USS to assess fetal growth and liquor volume is usually repeated every 4 weeks.

Particular information that will be given to the women during their care over the last trimester is as follows:-

the role of diet, body weight and exercise for now and the future health of the woman and her family.

the increased risk of having a baby who is large for gestational age, which increases the likelihood of birth
caesarean section

the importance of maternal glycaemic control during labour and birth and early feeding of the baby in orde
hypoglycaemia

the possibility of transient morbidity in the baby during the neonatal period, which may require admission 

the risk of the baby developing obesity and/or diabetes in later life

How and when the follow up blood tests take place. At 6/52 and at 1 year then annually after that.

At 36 weeks:-
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Post-natal care
NB. Once the placenta has been delivered there is a rapid decline in insulin requirements – be vigilant w
measurement and the sliding scale insulin (DCAC 2000)

Management of  Women With Gestational Diabetes Post-Delivery (Insulin/Metformin or

2.3 Potential complications / Risk Management
Any women with positive result to be seen at next joint diabetes ANC
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