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Consider decreasing insulin
dose before 15 weeks by 10% of
total daily dose

First OB visit:
Nutrition consult *

10 AM to 11PM =
basal rate
approximately 1U/hour
11 PM -4 AM = 80%
of basal rate

4 AM —10 AM = 120%
of basal rate

Bolus with each meal
and snack ?

Daily capillary glucose monitoring ¢
Fasting and 1 or 2 hour postprandial |

1 hour <130mg/dL
2 hour <120mg/dL
Review blood sugars Q 1-2 weeks
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. Targets: fasting 60-95g/dL
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On insulin On oral
hypoglycemic
agent

Begin split dose therapy with regular (taken 30 minutes
before meals) and NPH
Dosage:
1% trimester: 0.9 unitskg
2" trimester: 1.0 units/kg
3" trimester: 1.2 units/kg
Interval:
2/3 dose with breakfast split into 2/3 NPH 1/3 regular
1/3 dose in PM with split into 2 regular with dinner and
Y NPH at bedtime

Begin split dose regular and NPH:
e  Regular = 0.3 x total units 70/30 divided by 2

On 70/30 insulin

for AM and PM dose <

total protein and creatinine clearance

e  Routine prenatal labs (add TSH if Type | diabetes)
e  Qtrimester: HgbA1C, creatinine, BUN, 24-hour urine for

e  Baseline EKG if diabetic >10 years or hypertension

e NPH =0.7 x units 70/30 divided by 2 for AM
and PM dose

e  Ophthalmology exam ( if normal exam has been
performed within previous 6 months do not repeat)

A

e Offer comprehensive ultrasound at 18-20 weeks”
e  Genetic counseling only if ultrasound is abnormal

Adjust insulin dose
+ 20% as needed
every 1-2 weeks °
e |[f patient carb
counting for insulin
dosage expect to
decrease carb/
insulin ratio as

4

Assess glycemic control @ 37 — 38
weeks

e If cardiac views abnormal or suboptimal, order fetal pregnancy
echocardiogram progresses °
Evidence of . g 8

e Twice weekly BPP’s maternal : Eigzségﬁ;gz’;fﬁ? ?: \év: eks
starting 32 weeks ® N vasculopathy, Ye trimester 9

e Kick counts starting in nephropathy or
39 trimester poor glucose e Growth ultrasound every 4

control weeks

Clinical estimate of
fetal weight > 4250 gr

Poor glycemic control: mean fasting >

95mg/dL or mean one hour PP> 130 |«
mg/dL

Consider delivery
@ 37 weeks with

>J‘ Good glycemic control ‘

Ultrasound

estimate of fetal
weight °

Consider delivery

38-39 weeks [

EFW < 4500g

EFW > 4500g

Yes

Consider elective
cesarean delivery

mature
amniocentesis Poor control
Good control
Approved 05/26/2004 ‘ Favorable cervix and good dating ‘
Copyright May 2004
UNC School of , Yes—LN
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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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