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1. Purpose 

1.1. To provide general principles for all aspects of diabetes in pregnancy in accordance 
with NICE guidance, with the aim of improving maternal and neonatal outcomes.  

1.2.  This guideline applies to the multidisciplinary team of Obstetrician, Diabetologist, 
Diabetes Specialist Nurses, Dietician and Midwives and must be adhered to.  

1.3. Non-compliance maybe for valid clinical reasons only. The reason for non- 
compliance must be documented clearly in the patients notes.  

2. Definitions/ Abbreviations 

CBG     - Capillary Blood glucose   

HbA1c - Glycated haemoglobin   

BMI    - Body mass index  

ACR    - Albumin creatinine ratio 

OGTT - Oral glucose tolerance test  

eGFR - Estimated glomerular filtration rate 

A&E   - Accident& Emergency  

DKA   - Diabetic ketoacidosis  

SC      - Subcutaneous  

DSN - Diabetes Specialist Nurse  

CMW - Community Midwife  

BP       - Blood Pressure  

PET    - Pre-eclampsia   

MAU - Medical Admissions Unit  

CDS   -Central Delivery Suite 
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Contact Numbers 

Consultant endocrinologist - Via switchboard  

Diabetes specialist nurse- Ext: 2726 or bleep 044 

                                               Fax (01271 349124)                                 

3. Responsibilities  

3.1.  Diabetic team (Endocrinologist or Diabetic specialist nurse) is responsible for: 

 Ensuring that pregnant women with Diabetes Mellitus are managed in 
holistic approach in conjunction with obstetric team. 

 Ensuring that plan for glcaemic control during labour and post-delivery 
are documented by 36 weeks gestation  

 Training and update of revised guideline on the training days. 

3.2. The Obstetric team is responsible for: 

 Ensuring that pregnant women with Diabetes Mellitus are managed in 

holistic approach in conjunction with Diabetic team. 

 Ensuring that women are managed as high-risk pregnancies and decision 

for delivery is made by 36 weeks gestation. 

3.3. Midwifery team is responsible for: 

 Ensuring women with pre-existing diabetes to take Folic acid 5mg/day until 

16 weeks gestation. 

 Ensuring women who have gestational diabetes in previous pregnancy to 

offer oral glucose tolerance test (OGTT) as early as possible after booking 
or self-capillary glucose monitoring. 

 Ensuring women with risk factors for gestational diabetes undergo 

screening test (OGTT) at 24-28 weeks gestation. 

4. General Principles of management of DIABETES in pregnancy 

4.1. Management of women with Pre-existing diabetes 

4.1.1. Pre-conception care 

 The importance of avoiding unplanned pregnancy should be an essential 
component of diabetes education from adolescence for women with 
diabetes. All women with diabetes should be referred to NDHT Diabetes 
Specialist Nursing team for pre-pregnancy counselling. Women can self-refer 
to this clinic or be referred by their GP, other doctors or midwives. 
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 Establishing good glycaemic control before conception and continuing this 
throughout pregnancy will reduce the risk of miscarriage, congenital 
malformation, stillbirth and neonatal death.  It is important to explain that 
risks can be reduced but not eliminated.  

 HbA1c should be monitored monthly aiming to maintain below 48mmol/mol 
if it is safely achievable, to reduce the risk of congenital malformations. 
Women with diabetes whose HbA1c is above 86mmol/mol should be strongly 
advised to avoid pregnancy and to use contraception.  

 Women should be advised to take folic acid (5 mg/day) until 12 weeks of 
gestation to reduce the risk of having a baby with a neural tube defect. 

 Medications may need adjusting or altering prior to pregnancy e.g. stop 
statins and angiotensin-converting enzyme inhibitors and angiotensin-II 
receptor antagonists. 

 Women with diabetes may be advised to use metformin as an adjunct or 
alternative to insulin in the preconception period, when the likely benefits 
from improved glycaemic control outweigh the potential for harm. All other 
oral hypoglycaemic agents should be discontinued before pregnancy and 
insulin substituted. 

 Women with insulin-treated diabetes should be offered continuous 
subcutaneous insulin infusion (CSII or insulin pump therapy) if adequate 
glycaemic control is not obtained by multiple daily injections of insulin 
without significant disabling hypoglycaemia. 

 Women with BMI above 27 kg/m2 should be encouraged to start a 
supervised weight reduction diet in line with ‘Obesity: guidance on the 
prevention, identification, assessment and management of overweight and 
obesity in adults and children’ (NICE clinical guideline 43). Women with 
diabetes and BMI above 27kg/m2 can be referred to the dieticians at NDHT. 

 Women with diabetes seeking pre-conception care should be offered retinal 
assessment at their first appointment (unless an annual retinal assessment 
has occurred within the previous 6 months) and annually thereafter if no 
diabetic retinopathy is found. 

  

 Renal assessment, including a measure of microalbuminuria should be 
offered and consider referral to a nephrologist if serum creatinine is 120 
micromole/litre or more or the eGFR is less than 45 ml/minute/1.73 m2 or 
the albumin: creatinine ratio is greater than 20mg/mmol. Renal assessment 
and referral should be carried out before discontinuing contraception. 
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4.1.2. Antenatal management  
 
a. Monitoring blood glucose and ketones during pregnancy  

 Women with diabetes should be advised to test fasting blood glucose 
levels and blood glucose levels 1 hour after every meal during pregnancy.  
Women with insulin-treated diabetes should be advised to test blood 
glucose levels before going to bed at night during pregnancy.  
 

 Individualised targets for self-monitoring of blood glucose should be 
agreed with women with diabetes in pregnancy, considering the risk of 
hypoglycaemia.  

 

 If it is safely achievable, women with diabetes should aim for a target 
blood glucose below the following levels:  
5.3mmol/l fasting  
7.8mmol/l1hour after meals  
6.4mmol/l 2 hours after meals.  
 

 Measure HbA1c at booking for those with pre-existing diabetes to assess 
the risks for the pregnancy. Consider measuring the HbA1c during the 
second and third trimesters for women with pre-existing diabetes to 
assess the level of risk for the pregnancy although it should not be used 
routinely for assessing glycaemic control in the second and third 
trimesters of pregnancy.  

 Offer pregnant women with Type 1 diabetes, blood ketone testing strips 
and a meter, and advise them to test for ketonaemia and to seek urgent 
medical advice if they become hyperglycaemic or unwell. 
 

 Advise pregnant women with type 2 diabetes or gestational diabetes to 
seek urgent medical advice if they become hyperglycaemic or unwell. 
 

b. Antenatal appointments (APPENDIX B) 
 

 For women with pre-existing diabetes early booking (by 10 weeks) is 
advised.   
 

 Women with pre-existing diabetes should be referred urgently to the 
diabetic team to arrange diabetes monitoring and seen at the next 
available combined medical antenatal clinic.  

 

 The combined medical antenatal clinic is a joint diabetes/obstetric clinic 
(i.e. multidisciplinary clinic) run by Consultant Diabetologist or 
Endocrinologist, DSN, Consultant Obstetrician and Dietician for the 
management of pregnancy occurring in: 
Women with pre-existing Type 1 Diabetes 
Women with pre-existing Type 2 Diabetes 
Women with GDM– Gestational Diabetes 
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Women with other endocrine conditions requiring the opinion of the 
multidisciplinary team, e.g. thyroid problems 
 

 Women should be offered contact with the diabetes team for assessment 
of glycaemic control every 1-2 weeks throughout pregnancy 

 

 Booking /nuchal scan to be booked for 12 weeks of pregnancy.  
 

 To reduce the risks of hypertensive disorders in pregnancy, women 
should be advised to take Aspirin 75 mg daily from 12 weeks of pregnancy 
until birth in those with type 1 or type 2 diabetes.  

 

 In addition to the care provided routinely for healthy pregnant women 
(‘Antenatal care: routine care for the healthy pregnant woman’NICE 
clinical guideline 62), antenatal appointments for women with diabetes 
should provide extra care.  

 

 More frequent visits with the diabetes team may be required if glycaemic 
control is poor. Many consultations now occur by telephone. 

 

 Women with diabetes should be offered an ultrasound scan for detecting 
fetal structural abnormalities at 18-20+6 weeks. 

 

 Fetal echocardiogram should be offered to all women with type 1 
diabetes and those with poorly controlled type 2 diabetes in fetal 
scanning clinic, NDDH at 18-20+6 weeks.  

 

 Refer for anaesthetic opinion if co-morbidity meets anaesthetic referral 
criteria or autonomic neuropathy is present.    

 

 Pregnant women with diabetes should be offered ultrasound monitoring 
of fetal growth and amniotic fluid volume every 4 weeks from 28 to 36 
weeks.  

 

 Women with diabetes and a risk of intrauterine growth restriction 
(macrovascular disease and/or nephropathy) will require an 
individualised approach to monitoring fetal growth and wellbeing.  

 

 Routine monitoring of fetal wellbeing (using methods such as fetal 
umbilical artery Doppler recording, fetal heart rate recording and 
biophysical profile testing) before 38 weeks is not recommended in 
pregnant women with diabetes, unless there is a risk of fetal growth 
restriction  
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c. Retinal assessment during pregnancy 
 

 If retinal assessment has not been performed in the preceding 3 
months, it should be offered as soon as possible after the first contact in 
pregnancy in women with pre-existing diabetes and again at 28 weeks if 
the first assessment is normal.  

 

 If any diabetic retinopathy is present, an additional retinal assessment 
should be performed at 16–20 weeks.  

  

 Diabetic retinopathy should not be considered a contraindication to 
rapid optimisation of glycaemic control in women who present with a 
high HbA1c in early pregnancy.  

 

 Women who have pre-proliferative diabetic retinopathy or any form of 
diabetic retinopathy diagnosed during pregnancy should have 
ophthalmological follow-up for at least 6 months following the birth of 
the baby.  

 
d. Renal assessment during pregnancy 

 

 If renal assessment has not been undertaken in the preceding 3 months 
in women with pre-existing diabetes, it should be arranged at the first 
contact in pregnancy. If serum creatinine is 120 micromole/litre or 
urinary albumin: creatinine ratio exceeds 20mg/mmol or total protein 
excretion exceeds 2 g/day, referral to a nephrologist should be 
considered.  

 

 Weekly 24-hour urine collection for protein should be advised for those 
with nephropathy or those who develop PET.   

 

 Thromboprophylaxis should be considered for women with proteinuria 
above 5 g/day.  

 

4.2. Management of Gestational Diabetes 

4.2.1. Screening and diagnosis for gestational diabetes  

a. Screening for gestational diabetes using risk factors is recommended in a healthy 
population. At booking appointment with CMW, the following risk factors for 
gestational diabetes should be determined:  

 BMI above 30 kg/m2  

 Previous macrosomic baby weighing 4.5 kg or above 

 Previous shoulder dystocia  
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 Previous unexplained stillbirth 

 Previous gestational diabetes  

 Family history of diabetes (first-degree relative with diabetes) 

 Family origin with a high prevalence of diabetes: South Asian (India, Pakistan or 
Bangladesh), Black Caribbean and Middle Eastern (Saudi Arabia, United Arab 
Emirates, Iraq, Jordan, Syria, Oman, Qatar, Kuwait, Lebanon or Egypt).   

 Recent steroid therapy  

b. In addition to the risk factors at booking visit, the following conditions should be 
considered as indications of screening for gestational diabetes:   

 Polyhydramnios (deepest pool>10cm) 

 Glycosuria of 2+ or above on one occasion or 1+ or above on more than one 
occasion   

c. The 2-hour 75 g OGTT should be used to test for gestational diabetes in women 
with risk factors at 24-28 weeks.  Screening for gestational diabetes using fasting 
plasma glucose, random blood glucose, and glucose challenge test, urinalysis for 
glucose or HbA1c should not be undertaken 

d. For women who have had gestational diabetes in a previous pregnancy: Either 
early self-monitoring of blood glucose or a 75 g 2hour OGTT as soon as possible 
after booking (whether in the first or second trimester), and a further 75 g 2-hour 
OGTT at 24–28 weeks if the results of the first OGTT are normal. 

e. Diagnosis made using the criteria defined by the World Health Organization. 
(Fasting plasma venous glucose concentration greater than or equal to 5.6 
mmol/l or 2-hour plasma venous glucose concentration greater than or equal to 
7.8 mmol/l). The HAPO study found increasing morbidity with rising fasting 
glucose above 5.2mmol/L with the rate of fetal macrosomia directly proportional 
to the fasting glucose.   

f. The midwife requesting the OGTT takes responsibility for checking the result and 
informing the DSN team (x 2726) if abnormal. This responsibility should be 
delegated to a colleague if the requester is on leave. Arrangement should be 
made for the woman to be seen by the diabetes team within 1 week. Dietary 
advice and glucose monitoring will be commenced ASAP before a clinic and scan 
appointment can be made. 

g. There is no evidence on value of OGTT in screening or diagnosing GDM after 32 
weeks gestation. Therefore, capillary blood glucose monitoring may be 
considered after discussing with diabetic team for following pregnant women 
presenting after 32 weeks gestation with 
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 Polyhydramnios (deepest pool >10 cm) 

 Glycosuria of 2+ or above on one occasion or 1+ or above on more than 
one occasion   

 Accelerated fetal growth confirmed on the growth scan 

             Provided the outcome of CBG monitoring would be expected to change the future 
antenatal management.  

4.2.2. Management of women with gestational diabetes during pregnancy 
 

a. Self-monitoring of blood glucose. Targets for blood glucose control should be 
determined in the same way as for women with pre-existing diabetes.    
 

b. Information covering:  
 

 The role of diet, body weight and exercise  

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

 In most women, gestational diabetes will respond to changes in diet and 
exercise.   

 Some women (between 10% and 20%) will need oral hypoglycaemic agents 
and/or insulin therapy if diet and exercise are not effective in controlling 
gestational diabetes  

 The importance of maternal glycaemic control during labour and birth and 
early feeding of the baby to reduce the risk of neonatal hypoglycaemia  

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

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

 
c. Hypoglycaemic agents 

 

 A trial of diet and exercise to all should be offered to all women with a 
fasting blood glucose of <7.0mmol/l.  
 

 Hypoglycaemic therapy with metformin should be offered to women with 
gestational diabetes if diet and exercise fail to maintain blood glucose targets 
during a period of 1–2 weeks or if ultrasound investigation suggests incipient 
fetal macrosomia (abdominal circumference above the 70th percentile).  

 

 If metformin is not tolerated or unacceptable to the woman or blood glucose 
targets are not being met, then insulin should be advised.   
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 Immediate treatment with insulin, with or without metformin, should be 
offered to all women with fasting blood glucose value of >7.0mmol/mol or 
above at diagnosis.  

 

 Immediate treatment with insulin, with or without metformin, should be 
offered to all women with fasting blood glucose of between 6.0 and 6.9 
mmol/l at diagnosis who have foetal macrosomia or polyhydramnios.  

 

 Glibenclamide should be considered for women in whom blood glucose 
targets are not achieved with metformin but who decline insulin or women 
who cannot tolerate metformin 

 

4.3. Steroids and Diabetes 

4.3.1. Steroids should be given if pre-term delivery is being planned but there is no 
evidence to support their use in diabetes after 36 weeks. May seriously 
increase glucose levels temporarily, consider admission if poor control. 

4.3.2. If the patient is already on insulin, the doses may need to be increased 
significantly by 40 % or more at the time of the first steroid injection, for a 
period of 24-72 hrs. Blood glucose monitoring will be required at least four 
times a day. If the blood glucose is greater than 12mmol/l on two occasions in 
24 hours, consider titrating therapy to manage the hyperglycaemia. 

4.3.3. As the steroid dose is reduced, any diabetes treatment may need to be 
titrated down in keeping with blood glucose results.  

4.3.4. If steroid is prescribed, always inform the diabetes team (x2726) 

4.4. Acute medical or surgical illnesses 

4.4.1. Advise pregnant women with diabetes (Pre-existing or Gestational) to seek 
urgent medical advice if they become hyperglycaemic or unwell and should be 
given emergency contact numbers. (DSN 01271322726 for office hours and CDS 
01271322605 for out of hours). 

4.4.2. Women with insulin-treated diabetes should be advised of the risks of 
hypoglycaemia and provided with a concentrated glucose solution. Women 
with type 1 diabetes should also be given glucagon; women and their partners 
or other family members should be instructed in their use. 

4.4.3. Women with Type 1 diabetes should be offered ketone strips and a ketone 
meter and advised to test for ketones if they become unwell or develop 
hyperglycaemia as a matter of urgency. 



Diabetes in pregnancy   
   

13 
Obs&Gynae   

4.4.4. Pregnant women who are suspected of having diabetic ketoacidosis should 
be admitted to MAU. If a pregnant woman has acute medical or surgical 
illnesses, she should be admitted to the appropriate medical or surgical ward. A 
clear obstetric plan must be outlined and adhered to in such cases. 

4.5. Diabetic ketoacidosis 

4.5.1. Diabetes ketoacidosis is confirmed by the following diagnostic criteria. 

 Capillary blood glucose above 11.0 mmol/l or known diabetes mellitus, 
and  

 Capillary ketones above 3.0 mmol/l or urine ketones ++ or more, and 

 Venous pH less than 7.3 and /or bicarbonate less than 15.0 mmol/l 

4.5.2.    Immediate management –restoration of the circulating volume is priority. 

 If systolic BP is below 90 mmHg, give 500 mls 0.9% sodium chloride over 
10-15 minutes 

 If SBP remains below 90 mmHg repeat whilst requesting senior input. 

 Once SBP above 90 mmHg, give 1000ml 0.9% sodium chloride over next 
60 mins. 

 Addition of potassium is likely to be required in this second litre of fluid. 

4.5.3.  Commence a fixed rate IV insulin infusion-50 units human soluble insulin (Act 
rapid) made up to 49.5 ml 0.9% sodium chloride solution and infuse using a 
syringe driver at 0.1 unit/kg/hr. on estimated weight (i.e.; 7 ml/hr. if weight is 
70 kg) 

4.5.4. If the patient normally takes long acting analogue [Glargine (Lantus) or 
Detemir (levemir)], continue at usual dose and time. 

4.5.5. Consider involving the ITU/critical care team 
 

4.6. Hypoglycaemia (Appendix A and see “Hypoglycaemia in adults with diabetes 
mellitus-Hospital management guidelines)  

4.6.1. Be aware that the rapid-acting insulin analogues (aspart and lispro) have 
advantages over soluble human insulin during pregnancy and consider their 
use.  

4.6.2. Advise women with insulin-treated diabetes of the risks of hypoglycaemia 
and impaired awareness of hypoglycaemia in pregnancy, particularly in the first 
trimester.  
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4.6.3. Advice pregnant women with insulin-treated diabetes to always have 
available a fast-acting form of glucose (for example, dextrose tablets or 
glucose-containing drinks).  

4.6.4. Provide glucagon to pregnant women with type 1 diabetes for use if needed. 
Instruct the woman and her partner or other family members in its use. 

 

4.7. Intrapartum care 

4.7.1. Timing and mode of delivery 
 

a. Discuss the timing and mode of birth with the woman during the third trimester. 
A plan for management of diabetes during labour or caesarean section should 
be documented in orange “Diabetes in pregnancy” hand held notes by diabetic 
team at 36 weeks of gestation.  

b. Advise women with pre-existing diabetes and no other complications to have an 
elective induction of labour or elective caesarean section between 37+0 and 
38+6 weeks of pregnancy. Consider elective birth before 37+0 weeks if there are 
any metabolic or other maternal or foetal complications. 

c. Advise women with gestational diabetes to give birth no later than 40+6 weeks 
and offer elective birth to those who have not delivered by this time. Consider 
elective birth before 40+6 weeks if there are any maternal or foetal 
complications for those women with gestational diabetes.   

d. Inform DSN team of any woman with pre-existing diabetes admitted in labour. If 
out of hours, follow the plan documented in diabetes handheld notes and if 
urgent, contact duty medical registrar.  

e. Continuous electronic fetal monitoring is recommended for all women with 
diabetes due to the increased perinatal mortality rate.  

f.  Paediatrician and NICU should be informed of impending delivery. 

4.7.2. Glycaemic control  
 

a. Insulin-treated diabetes 
Spontaneous Labour:   

Continue normal diet and insulin until labour established.   

When in established labour, nil by mouth, or not eating, increase CBG monitoring to 
hourly and commence IV insulin infusion if 2 consecutive readings are 8mmol/l or 
above. The IV insulin prescription for maternity should be used (see appendix C)  

Intravenous dextrose and insulin infusion should be considered for women with type 
1 diabetes from the onset of established labour  

             If blood glucose falls below 4.0mmol/l follow guidelines for hypoglycaemia.   
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            If using an insulin pump this may be continued during labour and caesarean section if 
the anaesthetist has agreed. An individual plan will be documented in both the hand-held 
and the medical notes.  

Planned Induction of labour:   

Usual insulin (including basal insulin) dose to be given, while having prostaglandin, 
prior to and on the morning of planned amniotomy provided that the woman will be 
able to eat breakfast as usual.   

             As soon as regular strong contractions have started, follow guidelines for 
spontaneous labour above.   

                    Elective caesarean section   

Book first on list in the morning.   

Nil by mouth from midnight. Check blood glucose at 07.00. Omit rapid acting insulin 
with breakfast.  

Long acting insulin at pre-pregnant dose to be given. 

Replace short acting with IV insulin infusion (see Appendix C) to be established no 
later than 07.30 hours  

.   

If afternoon caesarean section booked, give usual morning insulin with breakfast and 
start IV infusion of insulin no later than 11.00.  

Hourly CBG monitoring from then and aim to keep within 4.0-8.0mmol/l range.  

             After delivery, continue IV insulin infusion at 50% until woman is eating and drinking 
normally.  

              Recommence s/c insulin at pre-pregnancy dose with the woman’s next meal. Then 
discontinue IV insulin after 30 minutes. 

                  Emergency caesarean section 

 CBG should be monitored every 30 minutes from induction of general anaesthetic 
until after the baby is born and the woman is fully conscious.   

              Consider IV insulin infusion (see Appendix C)  

b. Diabetes NOT treated with insulin. 

Spontaneous Labour:   

When labour is established or nil by mouth, CBG level should be checked hourly. Aim 
for BG levels 4-8 mmol/l.   
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If BG is 8 mmol/l or above on 2 occasions, contact DSN (x2726 or bleep 044) and/or 
consider IV insulin infusion (see Appendix C)  

If taking oral hypoglycaemic agents discontinue when in established labour or if nil 
by mouth  

Planned Induction:   

As above for spontaneous labour  

Elective Caesarean Section:   

Omit oral hypoglycaemic agents on morning of procedure  

Emergency Caesarean Section:  

CBG should be monitored every 30 minutes from induction of general anaesthetic 
until after the baby is born and the woman is fully conscious.  Consider IV insulin 
infusion (see Appendix C) 

4.8. Postnatal care 

4.8.1. Type 1 diabetes 

 Post-natal insulin doses should be reduced immediately to pre-pregnancy 
requirements. Monitor CBG levels pre-meals and bedtime at least for those 
on SC insulin. 

 They are at increased risk of hypoglycaemia, especially when breastfeeding 
and they should be advised to have a meal or snack available before or during 
feeds. 
 

4.8.2. Type 2 diabetes  

 Women with pre-existing Type 2 diabetes who are breastfeeding can 
resume or continue metformin and/or glibenclamide immediately following 
birth; however, it is likely that reduced doses will be required. Other oral 
hypoglycaemic agents should be avoided while breastfeeding.  

 

4.8.3. Gestational diabetes  

 Hypoglycaemic treatment should be discontinued immediately after birth.  

 CBG should be performed 2 times (random times) in the first 24 hours after 
delivery to exclude persistent hyperglycaemia.  Contact Diabetes team if 
both readings are above 12mmol/l 

4.8.4. Information and follow up after birth 

 Women with diabetes who are breastfeeding should avoid any drugs for 
diabetes complications that were discontinued for safety reasons prior to or 
at the start of pregnancy. 
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 Women with pre-existing diabetes should be referred to their routine 
diabetes care arrangements. Women should be reminded of the 
importance of contraception and the need for pre-conception care when 
planning future pregnancy.  

 Women who were diagnosed with gestational diabetes should be offered: 
Lifestyle advice (including weight control, diet and exercise) and a fasting 
plasma glucose measurement at 6-13 weeks after birth to exclude diabetes. 
If a fasting plasma glucose test has not been performed by 13 weeks, offer 
an HbA1c. 

 Women should be informed about the risks of gestational diabetes in future 
pregnancies and should be offered early self-monitoring of blood glucose or 
an OGTT in future pregnancies.  

5. Monitoring Compliance with and the Effectiveness of the 
Guideline 

5.1. Any concern or non-compliance with this guideline that is identified through the 
investigation of clinical incidents, claims or complaints will be reviewed as per the 
Trust Policies regarding Incidents, Claims and Complaints, and may result in an audit 
and/or amendment to the guideline. 

5.2. Monitoring of implementation, effectiveness and compliance with these guidelines 
will be the responsibility of the senior clinical/ management team. Where non-
compliance is found, it must have been documented in the patient’s medical notes.  
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Appendix A: Treatment of Hypoglycaemia 

 

 

 

 

 



Diabetes in pregnancy   
   

20 
Obs&Gynae   

 

Appendix B: Specific antenatal care for women with diabetes. 

Appointment Care for women with diabetes during pregnancy 

Booking 
appointment (joint 
diabetes and 
antenatal clinic) 
ideally by 10 weeks 

Confirm viability of pregnancy and gestational age. 

Make sure Folic/Acid 5mg has been taken up to 16 weeks gestation. 

Discuss information, education and advice about how diabetes will 
affect the pregnancy, birth and early parenting (such as 
breastfeeding and initial care of the baby). 

Take a clinical history to establish the extent of diabetes-related 
complications (including neuropathy and vascular disease) and 
review the medications. 

Measure HbA1c levels for women with pre-existing diabetes to 
determine the level of risk for the pregnancy. 

Offer retinal and/or renal assessment if these have not been 
undertaken in the previous 3 months. 

Offer self-monitoring of blood glucose or a 75 g 2-hour OGTT as soon 
as possible for women with a history of gestational diabetes who 
book in the first trimester. 

16 weeks Offer retinal assessment at 16-20 weeks to women with pre-existing 
diabetes who showed signs of diabetic retinopathy at the first 
antenatal appointment. 

 Offer self-monitoring of blood glucose or a 75g 2-hour OGTT as soon 
as possible for women with a history of gestational diabetes who 
book in the second trimester. 

20 weeks Offer an ultrasound scan for detecting fetal structural abnormalities, 
including examination of the fetal heart (four chamber view of the 
fetal heart and outflow tracts, 3 vessels) 

28 weeks Offer ultrasound monitoring of fetal growth and amniotic fluid 
volume. 

Offer retinal assessment to all women with pre-existing diabetes. 

Women diagnosed with GDM as a result of routine antenatal testing 
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Appendix C: IV Insulin infusion prescription for maternity 

https://www.northdevonhealth.nhs.uk/wp-
content/uploads/2018/06/Insulin-infusion-final.pdf  

at 24-28 weeks enter the care pathway.  

32 weeks Offer ultrasound monitoring of fetal growth and amniotic fluid 
volume. 

36 weeks Offer ultrasound monitoring of fetal growth and amniotic fluid 
volume. 

Offer information and advice about: 

 Timing and mode of delivery 

 Analgesia and anaesthesia 

 Changes to hypoglycaemic therapy during and after birth 

 Management of the baby after birth 

 Initiation of breastfeeding and the effect of breastfeeding on 
glycaemic control 

 Contraception and follow-up 
 

DSN to write a plan of glycaemic control in “orange notes” 

37+0 to 38+6 weeks Offer IOL or Cs if indicated to women with type 1 or type 2 diabetes 
with no other complications. 

Offer IOL or Cs if indicated before 37 weeks if metabolic or other 
maternal and fetal complications are present. 

40+6 weeks Advise women with uncomplicated GDM to give birth no later than 
40+6 weeks. 

Women with diabetes should also receive routine antenatal care according to the schedule 
of appointments in “antenatal care: routine care for the healthy pregnant woman” (NICE CG 
62) with their community midwives. 

https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/06/Insulin-infusion-final.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/06/Insulin-infusion-final.pdf

