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GDM

UPDATE ON GUIDELINES 2025
JH

Screening and diagnosis of GDM

Risk factors for GDM )
BMI > 30 kg:‘mz (pre-pregnancy or on . ) R .
entry to care) New diagnostic criterid = see next slide!
Ethnicity (Asian, Indian subcontinent,
Aboriginal, Torres Strait Islander,
Pacific Islander, Maori, Middle
Eastern, non-white African)
Previous GDM
Previous elevated BGL
Maternal age 2 40 years
Family history DM (1*! degree
relative or sister with GDM)
Previous macrosomia (birth weight
> 4500 g or > 90" percentile
Previous perinatal loss
Polycystic Ovarian Syndrome
Medications (corticosteroids,
antipsychotics)
Multiple pregnancy
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Guideline: Gestational (GoM)

Flowchart: Screening and diagnosis of GDM
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Queensland Clinical Guideline: Gestational Diabetes Melitus (GDM)

Flowchart: Intrapartum of andlor insulin
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Hypoglycaemia signs & symptoms
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Queensiand Clinical Guideline: Gestational Diabetes Melitus (GDM)

Flowchart: Postpartum care of women with GDM

Al GDM
Yes No
therapy?
BGL monitoring
‘Confirm metformin and/or insulin has been Cease monitoring after birth

ceased after birth (vaginal or C/S)

« Monitor BGL QID for 24 hours (preprandial Fostpart

and before bed)

« If all preprandial BGL between 4—8 mmolL,
cease monitoring 24 hours after birth Breastfeeding

« Support and encourage BF with advice,
information and skiled lactation support

« Allroutine care

BGL <4.0 mmollL

O L AR L C LR )  Consider administration of antenatal EBM,

© Trea hypoghcaernia if available
o Seek medical review
o Consider g1z [T 7|
hourly « Keep wam
« Early feeding within 30-60 minutes of birth
BGL > 8.0 mmollL « BGL monitorin
« It any preprandial BGL > 8.0 mmollL « Refer to QCG Newbor hypoglycaermia
o Seek medical rev
o Continve BGL monitoring Disct
« Insulin rarely required postpartum « Consider routine critera o inform readiness
off indicated, prescrive lower dose than for discharge
required during pregnancy Discuss recommendations for:
Refor to online version, desiroy printed copies aftdrau&GTT at 612 weeks posparium to screen
IV therapy (if any) for persistent diabetes
+ IfBGL > 4.0 mmollL and diet tolerated cease + Contraception inclucing options

mainiine IV fluids
L

) « Benefits of optimising postpartum and
ht,

regular exercise.

« Annual HbA1c and altemate glycaemic
testing if considering another pregnancy

« Lifelong screening for diabetes (every one to
three years)

« Early glucose testing in future pregnancy.

gestatonal diabetes
an.

Gudeine.

BGL self monitoring

BGL monitoring recommended to all with diagnosis
Recommend 4x a day -

» Before breakfast and 1hr post prandial (PP) or

» Before Breakfast and 2hrs post prandial

BGL targets (Trends more important)

» Fasting < or = to 5mmol/L
» 1hr PP < or =to 7.4mmol/L
» 2hr PP < or =to 6.7mmol/L
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» If BGL elevated on 2 occasions at same test pint within 1 weék
review:

» Diet interventions
» Exercise interventions

» Pharmacological interventions

Antenatal schedule of care for
GDM

Testing (if risk factors)

Early OGTT or HbA1c (at entry to care) 24-28 week OGTT

Date ordered ! / Date ordered / /

O Not ordered O Declined O Not ordered O Declined

Q Other. Q Other

OGTT Result (mmol/L) OGTT Result (mmol/L)

Fasting Fasting

1 hour 1 hour

2 hour 2 hour

HbA1c Result (mmol/mol)

Plan Plan

0O OGTT at 24—28 weeks gestation QO Routine antenatal care

0 Commence GDM care (24—28 week OGTT QO Commence GDM care
not required)
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At Initial GDM Diagnosis

Discuss/Review/Refer

U Review history

O Diabetes Educator consult

0 Dietitian review

O Psychosocial assessment/support
0 BGL self-monitoring

O BMI (pre-pregnancy)

QO Physical activity, lifestyle advice
0 Baseline ultrasound scan (USS)

Q Initial laboratory investigations
Q If Diabetes in Pregnancy:

Considerations

Previous GDM, medications

For GDM education within 1 week of diagnosis
Within 1 week of diagnosis

Refer as required

Commence self-monitoring

Discuss healthy weight gain targets

Include smoking cessation

At 28-30 weeks

Q Serum creatinine

U Optometrist/ophthalmologist review for diabetic

retinopathy
QO Microalbuminuria for diabetic nephropathy

Each Visit

Discuss/Review/Refer

Considerations

A Clinical surveillance

0 Weigh

O Test urine

0O Review BGL self-monitoring record

QO Psychosocial assessment/support

U Fetal growth and wellbeing (including AC)

O If pharmacological therapy commenced

0 Review suitability of model of care
(Low risk not suitable if Insulin or Metformin required)

O Review next contact requirements
(increase frequency if: suboptimal BGL, early
diagnosis, diabetes in pregnancy, pharmacological
therapy commenced)

Review for complications (e.g. preeclampsia)
Review weight gain trends, diet, exercise
Investigate ketonuria, proteinuria
Review patterns, trends and mean BGL
Refer as required

USS 2—4 weekly as indicated

0 Follow-up contact within 3 days:

0 Weekly diabetes educator review

U Dietitian review

O Low risk GDM

U Diabetic Clinic

0 Obstetric

Q Other

O Fortnightly until 38 weeks

O Fortnightly until 36 weeks

O Weekly until birth

U Other
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Intrapartum management for GDM
requiring Insulin and/or Metformin

Monitor BGL 2/24

BGL
result?

{ Symptoms of hypoglycaemia
unger
Palpitations, dizziness, sweating
Headache, irritability
Tingling around lips, fingers
Blurred vision
Confusion/lack of concentration
Behaviour changes
Loss of consciousness i

I

(Hyperglycaemia

* Review clinical circumstances
(e.g. stage of labour, intake)

Option 1:

* Repeat BGL in 1 hour and
reassess requirements

Option 2:

» Consider Insulin infusion

\

BGL: Blood Glucose Level CS: Caesarean section
GDM: Gestational Diabetes Melitus I0L: Inducticn of

(Hypoglycaemia

« Cease Insulin therapy

» |f symptomatic, treat hypoglycaemia
and repeat BGL in 15 minutes.

« If asymptomatic and receiving Insulin,
repeat BGL in 15 minutes and
reassess

« If asymptomatic and not receiving
Insulin, repeat BGL in 1 hour and
reassess (or earlier if symptoms
develop)

* Review clinical circumstances (e.g.

labour OGTT: Oral glucose tolerance test <: less than
>; greater than

stage of labour, intake)

Queensiand Clinical Guideline: Gestational diabetes mellitus Guideline Mo: MN15.33-V1-R20

Mode of Delivery

GDM
Insulin or Metformin

Mode of

Vaginal (spontaneous or IOL) Elective CS
Day before procedure

Metformin
« Cease when labour established « Cease Metformin 24 hours
prior to procedure

« Give usual Insulin the night
before procedure

Insulin
¢ Cease when labour established
» |f morning IOL (and labour not
established)
o Eat breakfast and give usual
rapid acting Insulin
o Omit momning long or
intermediate acting Insulin
« If afternoon IOL (and labour not
established)
o Give usual mealtime and
bedtime Insulin

Day of morning procedure
* Fast from 2400 hours

« Omit morning Insulin

\




Postpartum care for all GDM

Pharmac:

No Pharmacological therapy

Cease BGL monitoring after birth

after birth (vaginal or CS)

BGL monitoring

» Target BGL < 7.0 mmol/L

= Monitor BGL QID for 24 hours (preprandial
and before bed)

« If all preprandial BGL between 4—7 mmol/L,
cease monitoring 24 hours after birth

BGL < 4.0 mmol/L

« If BGL < 4.0 mmol/L or diet not tolerated
o Seek medical review
o Consider IV fluid 12 hourly

BGL > 7.0 mmol/L
= If any preprandial BGL > 7.0 mmol/L
o Seek medical review
o Continue BGL monitoring
« Insulin rarely required postpartum
olf indicated, prescribe lower dose than
required during pregnancy

IV therapy (if any)
« If BGL 2 4.0 mmol/L and diet tolerated cease
\_ mainline IV fluids after birth

J

References

» QLD Maternity and Neonatal Clinical Guidelines
>

Postpartum

+ All routine care is indicated

Breastfeeding

=+ Women with GDM are less likely to BF and
to BF for shorter duration

= Support and encourage BF with advice,
information and skilled lactation support

+ Metformin and Insulin are safe during BF

Newborn care
* Keep warm
» Early feeding within 30—60 minutes of birth
+ If baby has fed effectively
o BGL before 2 feed or within 3 hours of
birth
« If baby has not fed effectively
© BGL at 2 hours of age
« BGL every 4—6 hours pre-feeds until
monitofing ceases
« Refer to QGG Newbom hypoglycaemia

Discharge
= Consider routine criteria to inform
readiness for discharge
« Advise of benefits of optimising postpartum
and inter-pregnancy weight
* Recommend OGTT at 6—12 weeks
postpartum to screen for persistent
diabetes.
+ Recommend lifelong screening for diabetes|
at least every 3 years
L Early glucose testing in future pregnancy

» ACRRM Rural Clinical Guidelines — Obstetrics and Women's Health

2018
>

» King Edward Memorial Hospital Clinical Practice Guidelines
>
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