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ABSTRACT 

Diabetes mellitus is a chronic illness that requires continuing medical care and ongoing patient self-management education and support to prevent 
acute complications and to reduce the long-term complications. Moderate to severe maternal hyperglycemia in pregnancy has unique diabetes-
related risks to mother and her unborn baby. So Gestational Diabetes mellitus (GDM) is a carbohydrate intolerance that is not diabetes that has 
developed or been discovered for the first time during pregnancy. Approximately 7% of pregnancies are affected by GDM. Patient with GDM are at 
higher risk for excessive weight gain, preeclampsia, and cesarean sections. Infants born to mothers with GDM are at higher risk for macrosomia, 
birth trauma, and shoulder dystocia. After delivery, these infants have a higher risk of developing hypoglycemia, hypocalcemia, hyperbilirubinemia, 
respiratory distress syndrome, polycythemia and subsequent obesity and type 2 diabetes. So the management of GDM is very important, and its 
management remains a challenge for the obstetricians and endocrinologists. MNT is the most common therapy which suffices for GDM, but when 
required. The pharmacological treatment becomes necessary, and the treatment of choice is human insulin. OHAs have also reached the high tables 
in the management of GDM. Glyburide and metformin have been found to be safe, effective and economical for the treatment of gestational diabetes. 
Let us join hands to manage the GDM effectively, not only for the present generation but also for the generations to come. 
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INTRODUCTION 

Diabetes mellitus is a chronic illness that requires continuing 
medical care and ongoing patient self-management education and 
support to prevent acute complications and to reduce the long-term 
complications. Diabetes care is complex and requires multifactorial 
risk reduction strategies beyond glycemic control. A large body of 
evidence exists that support a range of interventions to improve 
diabetes outcomes [1]. 

Moderate to severe maternal hyperglycemia in pregnancy has unique 
diabetes-related risks in that there are potential long-term 
consequences for two individuals rather than just one: the mother and 
her unborn baby. Gestational diabetes(GDM) has been defined as any 
degree of glucose intolerance with onset or first recognition during 
pregnancy, to differentiate it from pre-diagnosed type 1 or type 2 
diabetes or maturity–onset diabetes of the young (MODY) in women 
that get pregnant. This broad definition of GDM there for includes 
women whose glucose intolerance develop during pregnancy and 
who’s that had preexisting diabetes which had not been diagnosed 
before pregnancy. The distinction here is important as, unlike most 
unborn babies of women who develop glucose intolerance in 
pregnancy, those of women with pre-existing diabetes can be exposed 
to hyperglycemia in the first two trimesters of pregnancy resulting in 
an increased risk of a range of both isolated and multiple 
cardiovascular and other abnormalities (including central nervous 
system and musculoskeletal defects). To try and clarify the situations, 
the consensus panel of the international association of diabetes and 
pregnancy study groups (IADPSG) recently recommended that high-
risk women found to have diabetes at their initial prenatal visit should 
be diagnosed as having over diabetes rather than GDM [2]. 

The basic cause of type 2 diabetes, whose prevalence is rapidly 
increasing worldwide, is genetic factors with the addition of such 
acquired factors as lack of exercise, obesity caused by a high-fat diet, 
stress and aging impairing insulin action, leading to the onset of 
diabetes. In Japan, there is a clear trend towards delayed marriage 
and childbirth, and in future, the number of women with decreased 
carbohydrate tolerance who develop gestational diabetes mellitus 
during pregnancy is expected to increase more and more. It is a fact 
that it is known that the incidence of GDM increases by 

approximately 8 times for pregnant women age 35 y and over 
compared with women aged 25 y or under. 

Originally GDM was defined as decreased carbohydrate tolerance that 
develops or is first identified during pregnancy, but in 2010 the 
definition was changed as following. Thus, GDM is a carbohydrate 
intolerance that is not diabetes that has developed or been discovered 
for the first time during pregnancy. The GDM definition there for does 
not include overt diabetes in pregnancy. Accordingly, hyperglycemic 
disorders that are excluded from the thought to have been overlooked 
until the pregnancy are excluded from the definition of GDM and are 
instead diagnosed as “overt diabetes in pregnancy” [3]. 

Approximately 7% of pregnancies are affected by GDM. It can be 
much higher incidence in certain minority populations, with a 
greater predisposition to diabetes. Patient with GDM are at higher 
risk for excessive weight gain, preeclampsia, and cesarean sections. 
Infants born to mothers with GDM are at higher risk for macrosomia, 
birth trauma, and shoulder dystocia. After delivery, these infants 
have a higher risk of developing hypoglycemia, hypocalcemia, 
hyperbilirubinemia, respiratory distress syndrome, polycythemia 
and subsequent obesity and type 2 diabetes [4]. 

Historic evolution 

The history of GDM dated back to 1964 when O’Sullivan proposed 
specific criteria to interpret the glucose tolerance level in pregnancy 
to identify women at a higher risk for developing diabetes after 
delivery. The criteria were later modified by the National Diabetes 
Data Group (NDDG) in 1979. In 2008, the result of “Hyperglycemia 
and Adverse Pregnancy Outcomes (HAPO)” study was published. 
This major observational study provided us valuable information 
regarding the risks of adverse outcomes associated with various 
degrees of maternal glucose intolerance [5]. 

Epidemiology 

The quoted prevalence of GDM ranged from 1 to 14%. It depended 
on which population was being studied and which screening 
strategies and diagnostic criteria were used. The prevalence in the 
United Kingdom, US, and among European countries was estimated 
to be 5%, 3-7%, 2-6% respectively. Higher prevalence of GDM was 
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noted in African, Asian, Indian and Hispanic women. Once a disease 
of older people, type 2 diabetes was increasingly affecting women 
during their fertile years, many population studies indicated that the 
increasing incidence of GDM parallels that of its type 2 group. 
Together with the new diagnostic criteria which included more 
patients with a lesser extent of hyperglycemia and increasing rate of 
obesity, the prevalence would continue to rise [5]. 

Risk factors 

(1) The age increased risk with increasing age; <25 y old 
considered low risk. 

(2) Ethnicity:  

• Highest risk-Native Americans, Hispanic, Asian decent 

• Moderate risk-African women 

• Lowest risk-Non-Hispanic white women 

(3) Obesity 

(4) Family history 

(5) Past obstetric history 

• Women who have previously delivered a large infant 

• Women with a history of previous GDM [6] 

Pathophysiology 

Pregnancy is a condition characterised by progressive insulin 
resistance that begins near mild pregnancy and progressive through 
the third trimester. In late pregnancy, insulin sensitivity is fallen by 
~ 50%. Two main contributors to insulin resistance include 
increased maternal adiposity and insulin desensitising effects of 
hormones produced by the placenta. The fact that insulin resistance 
rapidly decreases post-delivery suggests that the major contributors 
are placental hormones. 

The placenta produces human chorionic somato-mammotrophs 
(HCS, formerly called human placental lactogen), bound and frees 
cortisol, estrogen, and progesterone. HCS stimulates pancreatic 
secretion of insulin in the fetus and inhibits peripheral uptake of 
glucose in the mother. As the pregnancy progresses and the size of 

the placenta increases, so does the production of the hormones, 
leading to a more insulin–resistant state. In nondiabetic pregnant 
women, the first and second phase insulin responses compensate for 
this reduction in insulin sensitivity, and this is associated with beta-
cell hypertrophy and hyperplasia. However, women have a deficit in 
this additional insulin secretory capacity develop GDM. Beta-cell 
dysfunction in women diagnosed with GDM may fall into one of 
three major categories:  

(1) Autoimmune, (2) monogenic, or occurring on a background of 
insulin resistance (as is most common) [4]. 

Diagnosis 

When diagnosing GDM, clinicians must keep in mind that patients 
may in fact have (1) undiagnosed type 2 diabetes, (2) mild abnormal 
glucose tolerance before pregnancy that worsens in pregnancy 
because of increased insulin resistance, (3) normal glucose tolerance 
before pregnancy that become abnormal with advancing gestation, 
or (4) undiagnosed type 1 diabetes when pregnancy coincides with 
the prodromal phase of type 1 diabetes (rare) [4]. 

One study described five screening criteria to determine whether a 
patient is presenting with latent autoimmune diabetes in adults 
(LADA). These include; (1) age of diabetic onset<50 y, (2) acute 
symptoms of polyuria, polydipsia, and or weight loss, (3) personal 
history of autoimmune disease, (4) family history of autoimmune 
disease; and (5) BMI<25 kg/m2

The following diagnostic criteria are based on the 1998 clinical 
practice guidelines for the management of diabetes in Canada [7]. 

. 

Fasting or random blood sugars 

A fasting glucose level>126 mg/dl or a random plasma glucose>200 
mg/dl meets the threshold for the diagnosis of gestational diabetes 
mellitus. 

Testing with 75g OGTT 

The 75g 2 h OGTT is the diagnostic test recommended by the WHO. 
Table 1 summarises the diagnostic criteria for the 75 g OGTT are 
proposed by several medical organisations. 

The 100 g OGTT: in North America, a 100 g glucose load may be used 
in diagnosing GDM. 

 

Table 1: Criteria for diagnosis of GDM with the 75g OGTT 

Organization Fasting 1 h PG 2 h PG Diagnostic criteria for GDM 
WHO >126 mg/dl Not measure ≥ 140 mg/dl One abnormal value 
Clinical practice guidelines for the management of 
diabetes in canada 

≥ 95 mg/dl ≥ 190 mg/dl >160 mg/dl Two or more abnormal  
value 

 

Complications  

1) Increased risks of maternal complications: in the case of 
women with diabetic complications, during pregnancy, there are 
risks that diabetic retinopathy and diabetic nephropathy could 
deteriorate and ketoacidosis could increase. 

2) Increased risks of obstetric complications: Increased incidence 
of pregnancy-induced hypertension, caesarean section, bradytocia 
due to macrosomia, and induction of childbirth. 

3) Increased risks of perinatal complications: increased incidence of 
macrosomia, delayed intrauterine fetal development, neonatal 
complications (hypoglycemia, polycythemia, hyperbilirubinemia, etc.) 

4) In the case of GDM, there is an increased risk of the mother 
developing type 2 diabetes in future. 

5) The incidence of developing lifestyle–related diseases in 
offsprings of mothers with GDM [3]. 

Management 

The aim of treatment is to maintain maternal blood concentration within 
an acceptable range in a normal pregnancy [8]. Among women who have 

GDM and normal fasting blood glucose levels, treatment, as necessary, 
reduces rates of adverse pregnancy outcomes including perinatal 
mortality, neonatal hypoglycemia, neonatal hyperbilirubinemia, elevated 
cord blood C-peptide level, and birth trauma [9]. 

Once a woman has been diagnosed with GDM, a decision must be made 
as to whether she should be treated and if so for how long. Women will 
be diagnosed late in her pregnancy and little time is usually remaining 
from the time of the GDM diagnosis to the time of delivery [10]. It is 
important to recognise that delay in therapy may result in irreversible 
adverse outcomes. Treatment for GDM can encompass three different 
therapies: dietary changes, exercise and pharmacotherapy [11]. 

Monitoring blood glucose at home is important to tailoring specific 
treatment and making adjustment as needed.4

Medical nutrition therapy (MNT) 

Then it is followed by 
appropriate diet therapy which is extremely important during 
pregnancy, a pregnant women patient need to consume adequate 
energy, proteins and minerals [3]. 

All women with GDM should receive nutritional counselling. The 
meal pattern should provide adequate calories and nutrients to meet 
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the needs of pregnancy [12]. MNT is the cornerstone of therapy for 
women with GDM. Specifically, the management of GDM entails 
calorie and nutrient restrictions and manipulations as a strategy to 
normalise blood glucose levels. The food plan should be designed 
preferably by a dietician so as to fulfil minimum nutrient 
requirements for pregnancy and to achieve glycemic goals without 
inducing weight loss or excessive weight gain. MNT is a self-
management therapy. Education, support, and follow-up are 
required to assist the women in making lifestyle changes essential to 
successful nutrition therapy [9]. 

To satisfy the various needs, the following dietary principles have 
been suggested as suitable for someone with GDM[13-15]: (i) eating 
regular small meals of slowly absorbed carbohydrate to maintain 
blood glucose concentrations; (ii) taking similar portions of 
carbohydrate at meals daily (especially if the GDM is not treated by 
insulin); (iii) allowing the consumption of a moderate amount of 
sugar-containing foods as long as it neither promotes hyperglycemia 
nor excessive weight gain; (iv) eating at least five portions of fruits 
and vegetables per day; (v) eating low-fat dairy foods and 
attempting to drink a pint of milk or its equivalent every day and 
meat/fish/poultry or alternatives; (vi) attempting to eat two 
portions of oily fish per week. In addition the recently revised 
guidelines of the UK National Institute for Health and Clinical 
Excellence for pregnant women with GDM suggest that that pre-
pregnancy BMI is greater than 27 kg/m2

Exercise 

should restrict their energy 
intakes to 105kJ/kg per day or less and combine this with moderate 
exercise of at least 30 min duration per day [16]. 

For vast majority of pregnant women with gestational diabetes, exercise 
will be beneficial and recommended [17]. Exercise decreases peripheral 
insulin resistance and is an appropriate adjunctive therapy to diet for the 
GDM patient [18]. Patients are encouraged to participate in exercise 30 
min several times weekly [19]. In women with relative 
contraindications, appropriate assessment and counselling it may be 
possible to allow exercise in pregnancy. With appropriate caution, 
women with chronic respiratory conditions, obesity and previous 
sedentary lifestyle can be introduced to an appropriate exercise 
programme during pregnancy that may motivate them to continue 
exercise after pregnancy.  

Pregnant women frequently require modifications of their exercise 
regimen because of musculoskeletal or mechanical symptoms such as 
pubic symphysis dysfunction or back pain. The prescription of an upper 
body exercise program, for example, cycle ergometry or water based 
exercise programs can overcome these limitations. By including specific 
exercise advice in the management plan for gestational diabetes, it may 
help validate the women’s request for the support in both the workplace 
and home to allow her to meet these recommendations. As gestational 
diabetes is a relatively common complication, it may be practical to offer 
supervised group exercise such as walking groups, antenatal exercise 
classes or aqua aerobics [17]. 

Pharmacological treatment 

Pharmacologic therapy is most commonly instituted once diet and 
exercise have failed as evidenced by an abnormality in more than half 
of self-monitored glucose values or an abnormal value in those women 
tested weekly [20]. Several studies also concluded that women who do 
not meet established goals with diet and exercise alone have more 
favourable outcomes with pharmacological interventions 

Insulin therapy 

[4]. For 
some women, especially those with a relatively severe form of the 
condition that develops earlier than in the third trimester, GDM cannot 
be adequately controlled by diet and exercise alone. In these cases, 
pharmacological treatment is required to reduce circulating maternal 
glucose concentrations and there for its associated risk of enhanced 
fetal growth and to have no adverse (for example, teratogenic) effects 
on the fetus if the drug used for treatment crosses the placenta [2]. So, 
the mainly used pharmacological treatment in the management of 
GDM are as follows. 

In the case where the patients are unable to achieve glycemic control 
with diet and exercise, pharmacotherapy with insulin is 

recommended. One recommended threshold for initiation of 
pharmacologic therapy requires a fasting glucose>95 mg/dL in 
addition to postprandial levels>120 mg/dl for 2 h or>140 mg/dl for 
1 hour. Insulin therapy is safe and effective and is the gold standard 
against which other therapies for GDM are compared. Regular and 
NPH insulin, and the short-acting insulin analogues lispro (Humalog) 
and Aspart (Novolog) are considered safe for safe [10] 

When the blood glucose levels are rising out of the target range, our 
own insulin production can be ‘topped up’ with an injection of 
insulin at the meal time. We may need to take insulin at one or all of 
our meals. Sometimes the insulin we produced in between our meals 
and overnight may also need to ‘topped up’. This may require extra 
slower-acting insulin at bedtime. We will be advised when how 
much insulin we will need to take by the diabetes team [6]. 

Insulin treatment for women with GDM can be done on an 
outpatient basis. The insulin dosage is maternal weight based. One 
insulin regimen doses insulin at 0.7units/kg actual body weight. This 
dosage is lower than for, non–GDM diabetic patients. This more 
conservative therapy is intended to prevent hypoglycemia. After the 
total daily dose is calculated, two-thirds of the doses is administered 
before breakfast (two-thirds NPH insulin and one-third regular 
insulin) and the remaining one–third is broken up into 2 different 
doses (one–half regular insulin before dinner and one-half NPH 
insulin at bedtime) [10]. 

In order to achieve the near-normal glycemia, a subcutaneous applicator 
of exogenous insulin should have similar pharmacologic properties as 
insulin secreted from the pancreas in healthy individuals. The more 
attempts have been made to remodel insulin molecule with the purpose 
of changing its pharmacokinetic properties into more favourable ones. 
By changing the primary amino acid sequence, changes in the tertiary 
structure can be achieved, which could influence the association of 
molecules as well as the duration of insulin-receptor binding, which can 
also lead to an increased mitogenic action of analogue. The insulin lispro 
can better manage postprandial hyperglycemia than regular human 
insulin without increasing the risk of hypoglycemia. In clinical studies, 
insulin as part given immediately before the meal was more successful 
than regular insulin 30 min prior to a meal in reducing postprandial 
hyperglycemia and number of nocturnal hypoglycemic episodes. 

There is only one report on the use of glargine in pregnancy. The 
patient with type 1 had frequent, severe nocturnal hypoglycemic 
episodes and her NPH was substituted for glargine. The patient had 
previously been free from retinopathy, and it does not occur during 
pregnancy. One prospective nonrandomized study of 445 patients 
has shown a reduction in operative deliveries and birth trauma in 
women with gestational diabetes who are treated with insulin. 
However, the finding of this study remains to be demonstrated in an 
adequately powered RCT. 

There are no specific studies declaring one type of insulin or a certain 
regimen as superior in affecting any perinatal outcomes. A common 
initial dosage is 0.7 units per kg per day, with one dose consisting of the 
total amount given in the morning and one dose consisting of one-third 
of the total amount given in the evening. One-third of each dose is given 
as regular insulin and the remaining two-third as NPH insulin. a recent 
study of 42 women with gestational diabetes supports the safety of very 
short-acting insulin lispro, which can be used with once–daily extended 
insulin ultra-lente. The simplest regimen that will control blood glucose 
level is the best [21]. 

Oral hypoglycemic agents 

Metformin 

Metformin is a tablet that has been used successfully for almost 40 y 
to treat diabetes outside of pregnancy. It is increasingly being used 
during pregnancy as an alternative to or in addition to insulin [6]. 

Metformin improves insulin sensitivity and would be expected 
therefore to improve tolerance in pregnancy by reducing the 
physiological rise in insulin resistance that occurs during pregnancy 
[22]. The biguanide metformin during pregnancy has mostly been 
studied in the first 12 w of gestation for patients with polycystic 
ovary syndrome (PCOS). Preliminary studies have shown that in 
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women with PCOS, metformin may be safe and may reduce risk of 
miscarriage and development of GDM when used for the entire 
pregnancy. Metformin may also have a role in therapy for GDM; a 
multicenter trial is underway in Newzealand to address this 
questions [4]. 

Metformin works by allowing to work insulin more effectively, so a 
smaller amount of insulin will work better. This can mean that your 
own limited insulin production may be enough to regulate blood 
glucose levels with metformin to boost its action. Metformin can also 
been useful in addition to insulin injections. Using them together can 
keep insulin doses lower. This can help prevent excessive pregnancy 
weight gain and therefore improves pregnancy outcomes. Unlike 
insulin, metformin does pass across the placenta. There have been a 
number of studies to look at the safety of metformin in pregnancy 
and your diabetes doctor in the clinic will be happy to discuss this 
with you. Metformin is not an option for everyone. 

There are also certain medical conditions or pregnancy 
complications that may mean insulin would be a better choice. Some 
people (2 out of every 10) experience side effects from taking 
metformin, such as stomach upsets. These can be minimised by 
starting on a low dose, and by building the dose up slowly and by 
taking the tablet with or immediately after food [6]. 

Glyburide 

This sulfonylurea has been identified in the past several years as an 
alternative to insulin therapy for the treatment of GDM. Its primary 
action is to enhance insulin secretion. Glyburide does not significantly 
cross the placenta. Several studies have found that glyburide serves as a 
suitable alternative to insulin for treatment of GDM with similar 
perinatal outcomes. A survey performed by the American colleges of 
Obstetricians and gynaecologists found that 13% of Obstetricians and 
maternal–fetal medicine specialists were using glyburide as a first–line 
agent in the treatment of women with GDM who failed to achieve 
glucose control with diet. A disadvantage to taking glyburide is that it 
sometimes takes>1 w to observe the effect of titration. However, it is 
inexpensive and less invasive than insulin and has been found to be as 
effective as insulin therapy for GDM treatment [4]. 

Glyburide is a category C medication in pregnancy. Hypoglycemia 
may occur with all sulfonylureas, and glyburide is no exception. The 
incidence of hypoglycemia with glyburide ranges from 1 to 5%. The 
most common adverse effects are gastrointestinal and (nausea, 
vomiting, dyspepsia) and dermatologic (pruritis, urticaria, erythema, 
and maculopapular eruptions). Elevations of liver function testes 
have been reported, but jaundice is rare. The overall incidence of 
adverse effects ranges from 3.2 to 4.1 %. 

Identifying those women who might fail glyburide therapy in 
pregnancy is important when deciding medical therapy for the 
treatment of gestational diabetes. Conway in an observational trial 
to examine factors predicting failure of glyburide treatment in 
gestational diabetes found that among women with high FPG levels 
greater than or equal to 110 mg/dl, 24% failed to respond to 
glyburide. Studies focusing on the transfer of glyburide into the milk 
of lactating mother have been performed. There were no cases of 
neonatal hypoglycemia, and it appears that breastfeeding is safe in 
women receiving glyburide. However, the drug has not been 
endorsed by any decision-making body for routine use in GDM [9]. 

Acarbose 

Acarbose has not been systemically analysed in the treatment of 
pregnant women with diabetes. There is a report from Mexico on six 
women in whom glycemic regulation was achieved with acarbose, 
and the pregnancies were complicated by deliveries of healthy 
babies. The potential unfavourable (although not proven) influence 
of acarbose on pregnancy could be due to the increased amount of 
starch in the bowels of the women treated with acarbose. The 
bacterial breakdown of starch leads to the accumulation of butyrate, 
which could increase the prostaglandin E secretion, with negative 
consequences on pregnancy. 

Acarbose is poorly absorbed from the gastrointestinal tract, and two 
preliminary studies have suggested efficacy in reducing postprandial 

glucose excursions in GDM but with the expected high frequency of 
cramping. A small proportion of this drug may be absorbed 
systemically, and safety and potential transplacental passage have 
not been fully evaluated [9]. 

Monitoring glycemic control 

The success of the treatment during GDM depends on the glycemic 
control maintained with a meal plan or pharmacological 
intervention. To know the effectiveness of treatment, monitoring of 
glycemic control is essential. 

• Women with type 1 or type 2 diabetes need pre-pregnancy 
counselling to maintain blood glucose levels. For women with type 1 
and type 2 diabetes who are already on treatment, intensive 
monitoring is required from the day one of conception. They will 
have to do self-monitoring of blood glucose or get the levels checked 
at a laboratory at least once a week to adjust the dosage of insulin. 

• Once target blood glucose is achieved, women with GDM till the 
28th

• After the 28

 week of gestation require monitoring of both fasting and 2-h 
post-breakfast once a month and at other time of the day as the 
clinician decides. 

th

• After 32 w of gestation, monitoring should be done once a week 
till delivery.  

 week of gestation, the monitoring should be more 
frequent, at least once in two weeks, if need be more frequently. 

• In high-risk pregnancies, the frequency of monitoring may be 
intensified with SMBG. 

• Continuous glucose monitoring devices are available, but this 
equipment needs special training, and furthermore is expensive. 
These devices may be useful in high-risk pregnancies to know the 
glycemic fluctuations and to plan proper insulin dosage [12]. 

Pharmacist’s role 

A diagnosis of GDM implies that the patient and baby will have an 
increased chance of complication before, during and after delivery 
and that future pregnancies are also more likely to be complicated 
by diabetes or GDM [23]. It is important for women with GDM to be 
proactively treated and followed after delivery to prevent or 
minimise unfavourable outcomes. Pharmacists can help educate the 
patient regarding the various pharmacotherapy options available to 
her. A diagnosis of GDM is understandably an additional 
complication when so much is already happening to the patient’s 
body. The women will need guidance in blood glucose testing. It is 
important that we as pharmacists encourage the women with GDM 
to be compliant with recommendations for her diet, exercise, blood 
glucose monitoring and medications she needs to be taking. Well 
controlled glycemia is important for preventing serious medical 
problems for the mother and the fetus [10]. 

CONCLUSION 

In the management of gestational diabetes, the clinical condition of 
individual cases needs to be identified over time, and in addition to 
the cooperation of family members, multidisciplinary management 
and treatment are provided by obstetricians, gynaecologists, 
nutritionists, paediatricians, cardiovascular specialists, 
nephrologists, ophthalmologists, and nursing staff. 

Optimal management of GDM remains a challenge for the 
obstetricians and endocrinologists. MNT is the most common 
therapy which suffices for GDM, but when required. The 
pharmacological treatment becomes necessary, and the treatment of 
choice is human insulin. Rapid-acting insulin analogs are a possible 
alternative to regular human insulin. Data on long-acting analogs are 
very sparse, so these analogs cannot be recommended in pregnancy 
for the time being. From insulin to OHAs has been a great journey in 
GDM. OHAs have reached the high tables in the management of GDM. 
Glyburide and metformin have been found to be safe, effective and 
economical for the treatment of gestational diabetes. They are also 
found to be safe for infants who are breastfed. More studies are 
needed to identify the risks and benefits of these, and other, oral 
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hypoglycemic drugs before they can be recommended as first-line 
drugs for the treatment of pre-gestational and gestational diabetes. 
However, they can definitely be used in situations where insulin 
administration is not feasible or not accepted by the patient. 

Optimal treatment of GDM requires a team effort on the part of 
obstetricians and endocrinologists; above all, what is required is an 
active and alert clinician. Let us join hands to manage the GDM 
effectively, not only for the present generation but also for the 
generations to come.  
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