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	TOPIC: Definitions and surveillance for Type A Gestational Diabetes.   

	 


  

BACKGROUND: 
  

This is our twelfth year of FP/OB Fellowships in Tennessee.  During December the Nashville and Memphis groups held discussions and reviewed literature about risk associated with gestational diabetes mellitus [GDM].  Recently this discussion has raised the issue of when should a gestational diabetic receive insulin?  After all, insulin administration is perceived (rightly or wrongly) as increasing the risk to the point of necessitating referral out of the family practice.  This becomes a slippery slope of increasingly aggressive management. Review of hospital bylaws at 4 major hospitals indicated that administration of insulin required involvement of Obstetrics written in the chart prior to delivery. This consultation has become increasingly difficult to obtain as our obstetricians seek to avoid involvement with any kind of high-risk case other than their own.

  

Examples of aggressive management for GDM have included recommendations for insulin at two-hour postprandial  glucose levels of 120-milligram percent.  In Tennessee, consultants’ recommendations vary, but few have recommended the administration of insulin at these levels. A review by Turok et al [1] cited limited studies claiming to reduce the frequency of macrosomia which is an indirect measure of a rare event; namely shoulder dystocia, and even rarer event; namely brachial plexus injury with permanent paralysis of an arm. This leads to the heuristic fallacy of managing each case with the strategy of catastrophic expectations. This advice is not compatible with community medical practice, which usually does not require insulin for the successful management of GDM.

  

When we started this discussion, faculty, fellows, and residents were uncertain about early referral of gestational diabetics for prescription of insulin such that “tight control” of blood glucose could be achieved. Several cases were referred to perinatology, but follow-up revealed that the consultants managed these cases with diet and surveillance similar to that which had previously been used in the family medicine office. The source data were reviewed starting with an ACOG textbook on evidence based medicine and the Cochrane database. [2]

  

We are concerned regarding the possibility that a specific statement be misinterpreted as a “standard of care.”  The statement reads “Therefore, insulin therapy traditionally has been started when capillary blood glucose levels exceed 105 mg per dL in the fasting state and 120 mg per dL two hours after meals. These cutoff values are derived from guidelines for managing insulin in pregnant women who have type 1 diabetes.”  The authors go onto suggest that insulin might be started at even lower levels. While this may be a potential improvement for GDM, it is premature to mandate insulin on the basis of indirect measures taken from a different disease. Gestational diabetes is not the equivalent of ketosis prone Type 1 diabetes or for women who were already receiving insulin prior to their pregnancy. The much more stable condition of gestational diabetes is appropriately managed in a more conservative fashion with a latitude of practice styles. [3] “When the experts disagree, the ignorant may choose”.

  

If a gestational diabetic requires insulin, could or should that patient be managed in Family Medicine? Since family physicians receive substantial training in the care of ambulatory and hospitalized type 1 diabetics, the answer should be yes. Our fellowship guidelines agree with Turok et al in acknowledgement of increased risk for gestational diabetics. But insulin administration should not prohibit continuing care for these patients. In this community and many others, the prescription of insulin bumps the patient up into a risk category that literally prohibits continuing care by the family physician. For our uninsured patients, premature referral has been a financial disaster. In our hands, close surveillance in the third trimester appears to work equally well in avoiding the complications of macrosomia. A guideline should not be elevated to a standard before its time.
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