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Background: Insulin resistance and reduced pancreatic beta cell reserve both contribute to 
the development of gestational diabetes (GDM). There are varying degrees of severity with 
some women requiring insulin therapy in addition to the mainstay management of Medical 
Nutrition Therapy (MNT). Identification of factors associated with the initiation of insulin 
therapy could assist in identifying women who are more likely to be successfully managed 
with MNT alone and potentially managed in a lower-risk setting.  
Aim: To compare clinical and laboratory characteristics of women with GDM treated with 
MNT alone versus MNT plus Insulin (MNT+I), to achieve equivalent glycaemic targets.  
Methods: Retrospective audit of prospectively collected de-identified clinical data from the 
Bankstown-Lidcombe Diabetes Centre  database analysed for singleton births in women with 
GDM diagnosed according to ADIPS (1998) Australian criteria(1) (1993-2014). We compared 
MNT women versus MNT+I women across a range of clinically relevant parameters, thence 
assessed the outcome of Large for Gestational Age (LGA) between therapy types.   
Results: The Table summarises clinical and laboratory variables associated with therapy 
type. Prior GDM, previous fetal macrosomia, family history of diabetes, ethnicity, maternal 
age, nulliparity, pre-pregnancy obesity (BMI ≥ 30 kg/m2), maternal weight gain (total and 
according to Institute of Medicine (IOM) criteria(2)), gestational age at diagnosis, fasting BGL 
and HbA1c at GDM diagnosis were all found to be significantly different between therapy 
types. 

 

 

The LGA rate was significantly greater for MNT+I compared to treatment with MNT alone 
(19.9%vs12.0%, p<0.001). 



Conclusions: In this multi-ethnic high-risk cohort of GDM women, there are a number of 
significant clinical variables that are associated with successful treatment with MNT only. The 
identification of these clinical characteristics and laboratory measures may enable prediction 
of which women with GDM are more likely to be suitable for management by MNT alone in a 
lower-risk setting. 
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