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Objective
To compare the glycaemic control

. and perinatal outcomes achieved by
fasting and postprandial home glu-

; cose monitoring with that achieved
by fasting and preprandial home glu-
cose monitoring in women with ges-
tational diabetes who require insulin
treatment.

Design
Randomised controlled trial.

Setting
2 hospitals in California, USA.

Patients
66 pregnant women (mean age 30 y,
85% Hispanic) who had gestational
diabetes and required insulin at or be-
fore 30 weeks of gestation. Exclusion
criteria were pregnancy with > 1 fetus,
history of diabetes before pregnancy,
preexisting hypertension or renal dis-
ease, or autoimmune disorders.

Intervention
Women were allocated to either fast-
ing, preprandial, and bedtime capil-

Commentary
This study by de Veciana and colleagues shows
that treating gestational diabetes diat requires
insiiiin by controlling postprandial rather than
preprandial glucose results in less maternal
hyperglycaemia (and, by inference, Fetal
hyperglycaemia and hyperinsulinaemia) and
less fetal macrosomia and neonatal hypo-
glycaemia. Because the pathophysiology of
gestational diabetes involves insulin resistance
and insufficient postprandial insulin release,
it is logical that postprandial testing would be
most likely to detect hyperglycaemia and that
targeting insulin therapy to these patients
would be the most efficient way to lower die
haemoglobin A|C concentration.

Fetal macrosomia or even shoulder dys-
tocia, however, are only surrogate end points.

lary-blood glucose monitoring
(preprandial group) (n = 33) or fast-
ing and 1-hour postprandial moni-
toring (postprandial group) (n = 33).
Women in both groups were evalu-
ated weekly by a perinatal diabetes
team. Women received split-dose
insulin regimens, adjusted to achieve
fasting blood glucose concentrations
of 3.3 to 5.0 mmol/L and preprandial
concentrations of 3.3 to 5.9 mmol/L
in the preprandial group and post-
prandial concentrations of < 7.8
mmol/L in the postprandial group.

Main Outcome Measures
Glycaemic control and obstetrical
and neonatal outcomes.

Main Results
Mean glycosylated haemoglobin val-
ues were lower in the postprandial
group than in the preprandial group
(6,5% vs 8.1%, P = 0.006); mean
birthweight was also lower (3469 vs
3848 g, P = 0.01). Postprandial moni-
toring led to fewer caesarean sections
for cephalopelvic disproportion than
did preprandial monitoring (12% vs
36%, P = 0.04). {This absolute risk
reduction (ARR) of 24% means that 4
women would need to do postprandial
monitoring during their pregnancy
(NNT) (rather than preprandial mon-
itoring) to prevent 1 additional wo-
man from requiring a caesarean

section for cephalopelvic dispropor-
tion, 95% CI2 to 27; the relative risk
reduction (RRR) was 67%, CI 14% to
88%,}* Fewer babies born to mothers
in the postprandial group than to
mothers in the preprandial group
were large for gestational age (12%
vs 42%, P = 0.01) {ARR 30%; N N T
3, CI 2 to 11; RRR 71 %, CI 28% to
89%}*; had a birthweight > 4000 g
(9% vs 36%, P= 0.01) {ARR 27%;
N N T 4, CI 2 to 13; RRR 75%, CI
27% to 92%}*; or had neonatal hypo-
glycaemia (3% vs 21%, P = 0.05)
{ARR 18%; N N T 5, CI 3 to 34;
RRR 86%, CI 18% to 98%}*.

Conclusion
Fasting plus postprandial blood glu-
cose monitoring improved pregnancy
outcomes in women with gestational
diabetes who required insulin therapy.
Source of funding: Not stated.

For article reprint: Dr. M. de Veciana,, De-
partment of Obstetrics and Gynecology, Di-
vision of Maternal-Fetal Medicine, Eastern
Virginia Medical School, 825 Fairfax Av-
enue, Suite 310, Norfolk, VA 23507, USA.
FAX 804-626-0168.

'Numbers calculated from data in article.

The goal is to decrease fractures or persis-
tent nerve injury. Although this study can-
not address these rare end points, other work
suggests that many women would have to
be treated to eliminate 1 serious injury (I).
Reducing blood sugars does reduce fetal
weight but does so across all weiglit ranges.
Thus, the consequence of less macrosomia
is a higher number of infants who are small
for their gestational age.

This study identified women with gesta-
tjonaf diabetes by identifying those with risk
factors or by doing routine screening; it did
not state whedier the adverse outcomes oc-
curred in those with or without risk factors
for diabetes. Whether those without risk fac-
tors for diabetes have the same risk for ad-

verse outcomes or the same opportunity to
benefit from treatment as those with risk fac-
tors is not known.

Nevertheless, this study strongly suggests
that if gestational diabetes is going to be
treated, it is the postprandial giucose that
should be monitored and controlled.

George D. Canon, MD
Regina General Hospital

Regina, Saskatchewan, Canada
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