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Gestational Diabetes

< 20 weeks> 20 weeks

Nutrition consult to begin ADA diet1

• Underweight (BMI <18.5): 35-40 kcal/kg/day
• Normal weight (BMI 18.5-24.9): 30 kcal/kg/day
• Overweight (BMI 25-29.9)
• Obese (BMI 30-34.9)
• Morbidly Obese (BMI >35)

Patient education regarding home glucose monitoring
• Fasting and 1-hour post prandial4

• Daily testing
• Targeting Fasting <100, Target 1-hour <1301

Evaluate glycemic control in one week
• Maybe managed at local health department or low risk UNC Clinic

Nutrition counseling on 
33% caloric restriction 
25 kcal/kg/day of ideal
prepregnancy weight2,3

> 2 of 7 fasting values between 95-105
Or

1-hour post prandial between 130-140

> 2 of 7 fasting values >105
Or

1-hour post prandial >140

Fasting values between <95
Or

1-hour post prandial <130

1st time 2nd time

• Asses compliance
• Reinforce diet  
  education
• Ensure understanding 
  of plan
• Continue daily testing
• Reassess glycemic 
  control in one week

O
nc

e

Referral to UNC Monday or Thursday 
Diabetes Clinic

• Kick counts
• Await spontaneous labor
• Consider induction at 40 weeks if favorable  
  Bishop score
• Begin once weekly NST and AFI at 40 weeks1

• Consider induction of ALL at 41 weeks
• If undelivered at 41 weeks with clinical 
  suspicion for macrosomia, consider ultrasound 
  for EFW if not previously obtained

Encourage continued 
compliance

Decrease testing frequency to 
3 times/week if good control 

maintained

<36 weeks: review glycemic 
control every other week

>36 weeks: review glycemic 
control every week

Clinically assess EFW at 38 
weeks or at labor if <38 weeks
If planning vaginal delivery and 
BMI > 30 or clinical suspicion 

for macrosomia, consider 
obtaining ultrasound

Yes

Ultrasound estimate of 
fetal weight7

<4500 grams

>4500 grams

Yes

Counsel patient and 
discuss elective 

cesarean section8

<4500 grams >4500 grams

Clinical decision to 
proceed with elective 

cesarean section

>39 weeks by ACOG criteria 
or delivery otherwise 

indicated

Ye
s

Wait until 39 weeks
Or

Consider amnio to document fetal 
lung maturity8,9

• LBC>35,000
 Or

• FLM > 70
Or

• +PG if LBC<35,000

N
o

Elective cesarean 
section

Y
es

Yes

Consider repeat 
amnio in 1 week if still 

<39 weeks

N
o

See Gestational Diabetes Diagnosis 
Algorithm 

Referral to UNC Monday or Thursday 
Diabetes Clinic
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NOTIFICATION TO USERS

These algorithms are designed to assist the primary care provider in the clinical management of a variety of 
problems that occur in pregnancy.  They should not be interpreted as standard of care but instead represent 
guidelines for the management of these patients. Variation in practice should be taken into account such factors 
as characteristics of the individual patient, health resources, and regional experience with diagnostic and 
therapeutic modalities.  The algorithms remain the intellectual property of the University of North Carolina 
School of Medicine at Chapel Hill.  They cannot be reproduced in whole or part without the expressed 
permission of the school.
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