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Insulin

Case Study Responses

Expert Opinion provided by Derek LeRoith, MD, PhD
Chief, Division of Endocrinology, Diabetes, and Bone Disease 
Mount Sinai School of Medicine, New York, New York

Note: Readers are encouraged to visit www.InsulinJournal.com to review the details of a Case 
Study published in the July 2008 issue of Insulin.

This was the case of a 28-year-old woman with a 25-year history of type 1 diabetes mellitus, who visited her doctor for 
preconception counseling.

Question	1.	 What is the target glycosylated hemoglobin (A1C) before conception and during gestation?
Answer:	 a.	 <6%

It is clear from multiple studies that maintaining normal blood glucose and A1C levels before conception is critical. 
Failure to do so is associated with increased risk of miscarriage.1 Because fetal development during the first trimester is 
the period of organogenesis, poor control is associated with increased incidences of fetal abnormalities, particularly 
central nervous system and cardiac abnormalities.

Question	2.	 What are the targets for glucose during pregnancy?
Answer:	 c.	 Fasting <95 mg/dL and 2-hour postprandial <120 mg/dL 

As described above, good control of blood glucose levels early in pregnancy reduces the risk of fetal abnormalities 
(similar to that in the general nondiabetic population).2 Continued maintenance of normal blood glucose levels prevents 
macrosomia, which is associated with increased difficulties during labor and post partum. 

Question	3.	� If the patient is found to be pregnant during this visit, what additional evaluations should be performed 
for surveillance of complications and management?

Answer:	 d.	 Full ophthalmologic exam, including retina exam

Because diabetic retinopathy may progress during pregnancy, it should be identified early and followed.3 Interestingly, 
progression of retinopathy may point to other microvascular events and has been related to reduced fetal growth.

Question	4.	 What is the target thyroid-stimulating hormone (TSH) during pregnancy?
Answer:	 b.	 <2.5 mIU/L

Thyroid physiology changes during pregnancy, with increased thyroid binding globulin causing significant changes in  
the normal ranges for both total and free thyroxine and triiodothyronine, and for TSH.4 To prevent hypothyroid mothers  
from adversely affecting fetal neurological development, TSH levels should not rise above 2.5 mIU/L, an indication  
of hypothyroidism.5
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Readers are invited to consider a new Case Study (see page 241) and submit responses to www.InsulinJournal.com 
before the deadline.


