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First appointment (joint diabetes and antenatal clinic)
● Offer information, advice and support on glycaemic control (see boxes 7–9).
● Take a clinical history.
● Review medications 
● Offer retinal and renal assessment if these have not been performed in the previous 12 months 

(see boxes 10–11).

Antenatal care
See also the NICE clinical guideline on antenatal care (www.nice.org.uk/CG062).

Offer:
● immediate referral to a joint diabetes and antenatal clinic

● contact with the diabetes care team every 1–2 weeks to assess glycaemic control

● advice on where to have the birth, which should be in a hospital with advanced neonatal resuscitation
skills available 24 hours a day

● information and education at each appointment

● care specifically for women with diabetes, in addition to routine antenatal care, as described below.

Specific antenatal care for women with diabetes

7–9 weeks
● Confirm viability of pregnancy and gestational age.

Booking appointment (ideally by 10 weeks)
● Discuss information, education and advice about how diabetes will affect pregnancy, birth and early

parenting (such as breastfeeding and initial care of the baby).

16 weeks
● Offer retinal assessment to women with pre-existing diabetes who had signs of diabetic retinopathy at

the first antenatal appointment (see box 10).

20 weeks
● Offer four-chamber view of the fetal heart and outflow tracts (see box 12).
● Offer scans that would be offered at 18–20 weeks in routine antenatal care.

25 weeks 
● Offer routine care only (appointment for nulliparous women).

Key:

Appointment including specific diabetes care

Appointment including routine care only

No routine care appointment

continued on page 11

.
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28 weeks
● Offer ultrasound monitoring of fetal growth and amniotic fluid volume (see box 12).
● Offer retinal assessment to women with pre-existing diabetes who did not have diabetic retinopathy at

their first antenatal clinic visit.

32 weeks
● Offer ultrasound monitoring of fetal growth and amniotic fluid volume.
● Offer investigations that would be offered to nulliparous women at 31 weeks in routine antenatal care.

38 weeks
● Offer induction of labour, or caesarean section if indicated.
● Offer tests of fetal well-being for women waiting for spontaneous labour.

36 weeks
● Offer ultrasound monitoring of fetal growth and amniotic fluid volume.
● Offer information and advice about:

– timing, mode and management of birth
– analgesia and anaesthesia (including anaesthetic assessment for women with comorbidities, 

such as obesity or autonomic neuropathy)
– changes to hypoglycaemic therapy during and after birth
– initial care of the baby
– initiation of breastfeeding and the effect of breastfeeding on glycaemic control
– contraception and follow-up.

34 weeks 
● Offer routine care only.

39 weeks
● Offer tests of fetal well-being for women waiting for spontaneous labour.

40 weeks
● Offer tests of fetal well-being for women waiting for spontaneous labour.

41 weeks
● Offer tests of fetal well-being for women waiting for spontaneous labour.

31 weeks 
● No appointment (routine care offered to nulliparous women at 32 weeks).

Summary of recommendations and algorithm
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Box 8 Additional care for women taking insulin

Offer:
● concentrated oral glucose solution to all women taking insulin 

● glucagon to women with type 1 diabetes

● insulin pump therapy if glycaemic control using multiple injections is not adequate and the
woman experiences significant disabling hypoglycaemia.

Advise:
● women to test their blood glucose before going to bed at night

● on the risks of hypoglycaemia and hypoglycaemia unawareness, especially in the first trimester

● women and their partners or family members on the use of oral glucose solutions and glucagon
for hypoglycaemia.

Box 9 Detecting and managing diabetic ketoacidosis

If diabetic ketoacidosis is suspected during pregnancy, admit women immediately for level 2 critical
care5, where both medical and obstetric care are available. 

For women with type 1 diabetes:
● offer ketone testing strips and advise women to test their ketone levels if they are hyperglycaemic

or unwell

● exclude diabetic ketoacidosis as a matter of urgency in women who become unwell.

Box 7 Blood glucose targets and monitoring

● Advise women to test fasting and 1-hour postprandial blood glucose levels after every meal 
during pregnancy.

● Agree individualised targets for self-monitoring.

● Advise women to aim for a fasting blood glucose of between 3.5 and 5.9 mmol/litre and 1-hour
postprandial blood glucose below 7.8 mmol/litre.

● The presence of diabetic retinopathy should not prevent rapid optimisation of glycaemic control in
women with a high HbA1c in early pregnancy.

● Do not use HbA1c routinely in the second and third trimesters.

5 Level 2 critical care is defined as care for patients requiring detailed observation or intervention, including support for a single
failing organ system or postoperative care and those ‘stepping down’ from higher levels of care.
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Box 10 Retinal assessment for women with pre-existing diabetes

Offer retinal assessment:
● as soon as possible after the first contact in pregnancy if it has not been performed in the past 

12 months

● following the first antenatal clinic appointment

● at 28 weeks if the first assessment is normal

● at 16–20 weeks if any diabetic retinopathy is present.

Retinal assessment should be carried out by digital imaging with mydriasis using tropicamide.

Box 11 Renal assessment for women with pre-existing diabetes

Offer:
● renal assessment at the first contact in pregnancy if it has not been performed in the past 

12 months.

Consider:
● referral to a nephrologist if serum creatinine is abnormal (120 micromol/litre or more) or total

protein excretion exceeds 2 g/day

● thromboprophylaxis if proteinuria is above 5 g/day.

Do not offer:
● eGFR during pregnancy.

Box 12 Monitoring and screening fetal development

Offer:
● antenatal examination of the four-chamber view of the fetal heart and outflow tracts at 

18–20 weeks

● ultrasound monitoring of fetal growth and amniotic fluid volume every 4 weeks from 28 to 
36 weeks

● individualised monitoring of fetal wellbeing to women at risk of intrauterine growth restriction
(those with macrovascular disease or nephropathy).

Do not offer:
● tests of fetal wellbeing before 38 weeks, unless there is a risk of intrauterine growth restriction.

Summary of recommendations and algorithm




