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Er vektgkning/fettdepoter sentralt?

* Ogsa ved T1DM ses gkt pregravid BMI, og
forekomst av makrosomi er fortsatt hgy tross
streng bls regulering.

Fgtal veksthemming er sjelden utenom ved
nefropati eller preeklampsi.

o
BMl-appropriate gestational weight gain: W"
12.5-18.0 kg for underweight, \ 4

11.5-16.0 kg for normal weight, -
7.0-11.5 kg for overweight, 4

and 5.0-9.0 kg for obese women

(10M 2009) ]
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Nyfadt dedelighet

Sa hvorfor virker ikke bedret
glykemisk kontroll like bra som vi
hadde forventet?

O Mother TID 1

M Background 0,5
population

0 - T
1975-1998 1999-2004

Norwegian Childhood Diabetes

Registry 1975-1998: RR 2,2 (95%Cl: 1,4-3,4)

Medical Birth Registry of Norway 1999-2004: RR 3,1 (95%Cl 1,5-6.5)

Eidem et al. 2011 Svangerskap ved etablert diabetes. E.Quigstad, OUS
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Type 2 diabetes — er sykdommen
"snillere”?
Type Type
Characteristics n 2 DM 1DM
Age (yn) 23 339 288
BMI (kg/m?) 12 30.2 242
DM duration (yr) 15 59 1.9
Chronic hypertension (%) 6 11.2 55
Retinopathy (%) 13 6.2 253
Mioo/macroalburminuria (%) 10 29 6.2
Prepregnancy care (%) 1 188 ELR
Gestational age at booking fwi) 12 16.2 152
HbA1C (%)
At booking g 7.20 B.06
Second trimester 4 5.70 6.23
Third trimester 7 5.69 6.00

n, Number of papers contributing to esch characteristic.
Balsells Metaanalysis, JCEM 2009
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Gjennomsnittlig insulin dose i svangerskapet
(n=107, mean + SD)
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Insulinbehandling i svangerskap

* Behandlingsmal:
normoglykemi, ogsa etter mat

bls 4.0-8.0 mmol/I

1. trimester: kvalme, HCG-effekter, ofte behov for

dosereduksjon. ﬂ
« Viktig med hyppige malinger, ofte 8-10 ganger daglig, o

vurdér fortlgpende sykmeldingsbehov for a oppna bedret o]
glykemisk kontroll.
« Stigende insulinbehov (resistens) fra uke 18-20,
stabilisering ca. uke 30. -
* Neermest umiddelbart fall i insulinresistens ved partus, “'/7»!_\5“
ma male hyppig! ay
* Novorapid og Humalog gir mindre hypoglykemier i
svangerskapet, for Apidra/Levemir. Lantus anses trygt.
Vi bytter ikke tilbake til Insulatard/Humulin i svangerskapet.
* Pumpebruk gar fint. svangerst abetes

Etablerte mikrovaskulaere komplikasjoner
- ofte mer risikable svangerskap

Svangerskap og nefropati
* 5-10% av gravide med diabetes

Ol

* Risk for preeklampsi ved MA : 42%, ved proteinuri 64%.
« Skal ha intensiv BT behandling:
men det er ikke vist langtidsskade pa nyrefunksjon eller
pavirket overlevelse av svangerskap (follow up 16 years)

ormat et

Progresjon av retinopati hos gravide

* Uvanlig<5%, behov for laser terapi 2%

vala Opic i e

« Oftest forbigaende, varer inn i post partum aret

* Hyppigere ved diabetes >10 ar og moderat/ alvorlig RT

ert diabete:
ou

ettty
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Frardde/vente med svangerskap?

* Nesteningen!

* Ved alvorlig og ubehandlet
gyesykdom
(meget fa)

¢ Alvorlig nyresykdom med
klart pavirket nyrefunksjon
(meget fa)

* For alle med diabetes:
viktig a planlegge graviditet
(HbAlc< 7.0 %)

Vﬂ Helsedirektoratet Sekialtinnhold n oM 0ss

Nasjonal faglig retningslinje for diabetes

Svangerskap ved kjent diabetes

Sok i kapittelet

Planlegging av svangerskapet ved kjent diabetes type 1 og 2 (fer svangerskapet)
Sterkanbefaling

Behandlingsmal og henvisningsrutiner ved kjent diabetes type 1og 2 i

svangerskapet
Sterkanbefaling

gerskap ved etablert diabete:
E.Quigstad, 0US

reserveslides

Takk for oppmerksomheten!
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MEDICAL MANAGEMENT OF

. PREGNANCY
Noe a lere ? Complicated
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Kontrollskjema
fyllinn:
- pyelegesvar
- planlagte post partum insulin doser
- insulinpumpe doser
- sykmelding
- yrke/arb.giver

SE BAKSIDE

Sammendrag

* Det gar mye bedre med type 1 diabetes enn
tidligere, men det er fremdeles overhyppighet
av perinatal dgdelighet, svangerskapsforgiftning
og misdannelser

* Mer ressurser til kostveiledning og
vektbegrensning?

* Vima ha flere planlagte svangerskap med
HbAlc < 7. 0 % fgr svangerskapet

* Det trengs mer forskning rundt arsakene til
diabetes og komplikasjoner i svangerskapet.

WM LAt f
E Qvistan, S e

Type 2 diabetes svangerskap

» Perinatal mortalitet 4 x sa hgy som ved type 1
diabetes

» Alvorlige misdannelser dobbelt sa hgy som ved type
1 diabetes.

» HbAlc assosiert med alvorlig forlgp for fosteret
» To tilfeller av diabetisk ketoacidose ved type 2 !

» Forlgpet ved type 2 diabetes er forverret
sammenlignet med perioden 1982-90 !

Clausen et al. Diabetes Care 28;323-328,2005

Svangerskapskomplikasjoner
Diabetes sammenliknet med ikke diabetes (OR)

Ethnic
Immigrants  Norwegians
Preeclampsia 3.6 4.7
Low birth weight 2.6 2.1
Macrosomia 55 3.8
Preterm birth 3.0 3.8
Shoulder dystocia 25 3.4
Cesarean section 3.0 4.6

Vangen S et al Diabetes care, 2003
ert diabetes

Hindre for
prekonsepsjonell veiledning

Ble gravid fortere enn ventet

Bekymret for mulig infertilitet

Negativ erfaring med helsepersonell

@nske om et “normalt” svangerskap

Vansker med & komme til kontroll

“"Murphy iR st al’ Diabetic Medicine 2010;27:92-100
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Glargine, detemir, aspart og lispro
i svangerskap:
* Non-inferiority for maternelle og fgtale outcomes, gir i noen
studier lavere fbls.

* Langsiktige negative utfall for barna er forelgpig ikke
publisert.

* Sma studier F
s
B

« Lite data for glulisine (Apidra).

Lv et al Arch OG: Metaanalyse 2015.

Insulin behandlet diabetes:
post partum
Sveert insulin fglsomme
(seerlig ved oppstart avamming)
Hgy risk for hypoglykemi
Insulin dose ved hjemreise 60-70% av
pregravid dose
Tilbake til normale doser innen 1-3 mnd

Post partum kontroll:
BT, albuminuri, gyebunn, prevensjon,

ved etablert diabete:

d, 0US

— gir store problemer

* -vi har begrensede ressurser for KEF
veiledning

* Riget har satser mye sterkere pa dette
(E.Mathiesen)

———

—— : -
Table 12 Tips for Controlling Na
- Lot
rising
crackers Of toast befﬁre

d —
:EEaatt sr:\yall m_eals every 2.5-3
m Avoid (aﬁemed I .
o ab"‘etwpeer\ meals, not with el e
monnk al vitamins after dinner ©

Take prenat
:Always cary§098 e

t diabetes

2
- »,5\__
Table 13 1,800-Calorie Diet to Control Nausea
Exchanges Food Source
Beforerising 1 starch 6 crackers or 1 slice bread
Breakfast 1 Meat 1 0z low-fat cheese -
25tarch 2 sices bread or 1112 cups cereal
1Fat 1 t5p margarine
Amsnack1tarch 3 cup cereal
1 Mk 8 02 low-fat milk or plain yogurt
Lunch 2 Meat 12 cup tuna o 2 02 urkey or
lowfat chese
1 Vegetable 1 cup salad or a medium tomato
25tarch 2 sices bread, 1 cup pasta, or 23 cup ice
Tha 1 tsp mayonnais or salad dressing
et 11 cantaloupe, 1 /4 cup strawberries,
or small nectarine
sk 12k 3oz low-fat milk
Toeat, 172 sandwich with 1 oz low.-fat meat
TStarch or cheese or 2 breadsticks with 1 62
lowefat cheese
Dinner 3Meat 3 oz chicken o lean red meat,
Baked or brofled
2vegetable 1 cup cooked vegetables (not potatoes,
lima beans, peas,or other tarch)
25tarch 2lices bread, 1 cup pasta, or 23 cup ice
That 1 tsp margarine
1 Fruit 1 small peach
Bedtime snack  1/2 Milk 4 0z low-fat milk o
s 2alicesbread

vigstad, diMde2t 1 Tbsp peanut butter

Insulinpumpe under fgdsel:

Blodsukkermaéling: Som ved aktiv fadsel.

La basaldosen ga under latensfasen (program a).

Halv basaldose ved aktiv fgdsel (program b). Evt koble fra pumpen ved full
apning. Fglg tabellen for "behandling av blodsukker" som star under "aktiv
fgdsel". Dersom kvinnen skal ha insulin -kan insulin dosen gis som
bolusdose pa pumpen av kvinnen selv. Hvis hun ikke er i stand til &
administrere pumpen sely, gis insulin s.c. som vanlig.

Pumpen ma absolutt ikke veere fjernet mer enn 2 timer!

Skulle det oppsta komplikasjoner med pumpen under fgdsel (feks. at
pasienten ikke far insulin fra pumpen) ma blodsukkeret males og
behandling iverksettes utifra tabell ovenfor.

OBS risk for raskt stigende blodsukker med fare for ketoacidose fordi de
ikke bruker langsomtvirkende insulin..

T:;\LIer'rj‘ Prepregnancy Assessment for Diabetic Women

mHistory and physical examination
mGynecologic evaluation
mLaboratory evaluation
* A1Clevel
« Urinalysis and culture .
« 24-h urine for creatinine clearance and total protein
« Thyroid panel: free T4 1.0-1.6 and TSH <2.5 pun
mSpecial studies
« Electrocardiogram or treadmill
« Neuropathy testing if indicated

Table 6 Potential Contraindications to Pregnancy

® Ischemic heart disease

m Active proliferative retlm_)gath

m Renal insufficiency: creatinine
>2 mg/d| or heavy proteinuria

ite treatment) e .
mmHg despy y: nausea/vomiting, diarrhea

y, untreated _ "
clearance <50 ml/min or serul
(>2gl24 h) or hypertension (blood pres:

creatinine

 Severe gastroenteropath

Svange

sure >130/80
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Planlegge
- ogsa for a optimalisere vekt

Table 7 Prepregnancy Diet Calculation

inati  daily calorie requirement: : .

- ?eggig\;rﬂtaxﬁ‘r(\go(ua;by) pre-gravid body we»ghrt‘ ﬂf)r no{)msae!-v\?:s:g;\:‘v(\éohr;ﬁa:ngl <25)
- 2.2 Ib) pre-gravid body weight for obe N >30)

: %2 Ii?ek?a\llﬁv%é, subtra?ct 500 kcal from daily requirement or increase exercise

istribution of calories: . ) -
" ?ls\}:rl::l‘)llgncarbohydrate (consistent amount of daily carbohydrate intake may

beneficial) .
« saturated fat intake <7% of total calories

« Intake of trans fat minimized

« Dietary cholesterol limited to <200 mg/day

Svangerskap ved etablert diabete:
E.Quigstad, OUS

Svangerskap ved etablert diabete:
E.Quigstad, OUS

Effekter av graviditet
« Endret spisemgnster
« Gkt insulin behov fra uke 18-28

Bkt betydning av god glykemisk kontroll
(ideelt HbA1c <6.1%)

« Gkt risiko for alvorlige hypoglykemier
« Risiko for forverring av etablert retinopati
« Risiko for forverring av etablert nefropati

« Lavere nyreterskel for glukosuri

diabetes.

Taylor, R. et al. BMJ 2007

Svangerskap ved
EQu

Bedret monitorering?
Closed loop:

A B

Glucose
0 T D\

=

Sensing Delivery
(glucose sensor) (insulin pump)

L3

(control
algorithm)

* Stewart, Murphy et al.
* Data ventes 2017

Svangerskap ved etablert diabetes.
£.Quigstad, OUS

e ot

proportion of values

025

0.00

o &% 78% 16% == Closed loop young
% % 77% 20% === Closed loop adults

2 4 & 8 10 12 14 16
plasma glucose (mmol)

36% = CSll young
36% === CSlladults

6 &8 10 12 14 16

Begrense vektgkning: viktig for perinatal
morbiditet i T2DM svangerskap?

17 women (29%) gained <5 kg, and 41 gained >5 kg. Median GWG
was 3.7 kg (-4.7 - 5 kg) and 12.1 kg (5.5-25.5 kg), resp.
Prepregnancy BMI was 33.5 kg/m? (30-53) vs. 36.8 kg/m?(30-48 ),
P =0.037, and median HbAlc 6.7% at first visit in both groups and
5.7 and 6.0%, P = 0.620, in late pregnancy, resp.

GWG <5 kg was associated with lower birth weight z score (P =
0.008), lower rates of LGA infants (12 vs. 39%, P = 0.041), delivery
closer to term (268 vs. 262 days, P = 0.039), and less perinatal
morbidity (35 vs. 71%, P = 0.024) compared with pregnancies with
GWG >5 kg. o

Asbjgrnsdottir 2008, Parellada 2014 Il II




Gestational weight Appropriate
gain (GWG) Pvalue
EQ: oversette 17.7(10-30)  131(6-16) 85(-2to1l)  <0.001

Prepregnancy—8 257 216 87 0.003

weeks, g/week (-303t02,016) (-335to0515) (-385t0463) .
8-21 weeks, 405 293 171 <0.001

g/week (42-818) (-177to 717)  (-692 to 338) :
21-36 weeks, 640 444 <0.001

g/week (271-1,173) (27-771) (100 to 533) :

Offspring birth weight decreased across the groups 3,681 [2,374—
4,500] vs. 3,395 [2,910-4,322] vs. 3,295 [2,766-4,340] g [P = 0.02]
resp). In regression analysis, GWG (kg) was associated with
offspring birth weight (g) (B = 19; P = 0.02) when adjusted for
prepregnancy BMI, HbA, at 36 weeks, smoking, parity, and
ethnicity.

Severe neonatal morbidity was comparable across the GWG groups.

erskap ved etablert diabete:

Secher DC2014:s0,0us
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Diabetes og lungemodning

Celeston Chronodose/12mg Betapred
2 doser med 24t intervall.

@ke basal- og méltidsinsulin:

Dag 1 (1. dose Celeston) | Uendret insulindose

Dag2 @k med 30% fra utgangsdose
Dag3 @k med 40% fra utgangsdose
Dag4 @k med 20% fra utgangsdose
Dag5 @k med 10% fra utgangsdose
Dag 6 Tilbake til utgangsdose

Bls > 8mmol/I: 4-6 IE ekstra.hurtigvirkende

E.Quigstad, 0US

Diabetes og forlgsning

« Vurder induksjon ved uke 38 (T1DM), bgr forlgses ved termin
« Latensfase: vanlig insulinregine dersom i form og godt neeringsinntak.
« Aktiv fgdsel: bls hver time, mal : Glucose goal: 4-6 mmol/l.

« Start glucose infusjon: 50mg/ml/kg kroppsvekt

Bls <3,5mmol/| 60kg 180ml/t — 80kg 250 ml/t — 100kg 300ml/t

Bls 3,5-6,0 mmol/I 60kg 90ml/t — 80kg 125 ml/t — 100kg 150ml/t

Bls 6,1-8,0 mmol/I 2IE HV insulin sc, dersom hgy etter 2t, gjenta etter
protokoll.

Bls 8,1-10,0 mmol/I 4IE HV insulin sc, dersom hgy etter 2t, gjenta etter
protokoll.

Bls >10,0mmol/I 6IE HV insulin sc, dersom hgy etter 2t, gjenta etter
protokoll.

Bevisstlgs?200mg/ml 40 ml iv umiddelbart , gjenta etter 10min dersom fortsatt
bevisstlgs.
Stopp infusjon etter fadsel dei‘s’&“‘ﬂg'é;lg’i—g’[&g%’,’sd‘-‘l‘z;b mmol/l.

Manglende normalisering av fosterets

EQ: i .
“Erunuse- og oksygen-konsentrasjoner?

Fetal and placental weights were increased in GDM compared to normal (N)
pregnancies, despite similar gestational age. Placental histology was consistent
with altered villous morphology.

GDM fetuses were significantly more hypoxic (0, saturation: N 63.2 + 13.9; GDM
53.8% 14.6%, P < 0.01; 0, content: N 5.5 + 1.4; GDM 4.8 + 1.2 mmol/, P < 0.05).

Glucose (N 3.4+0.5,GDM 3.9 + 1.2 mmol/l, P < 0.05) and lactate (N 1.32 + 0.49; GDM

1.64 +0.75 mmol/l, P < 0.05) concentrations were significantly increased in the
umbilical vein in GDM compared to N fetuses.

Thus, fetuses from gestational diabetic mothers have increased umbilical
glucose concentrations despite normal maternal glucose levels and a reduction
in oxygen saturation and O, content together with increased lactate
concentration, reflecting altered fetal metabolism.

Suggesting that 'good maternal metabolic control' achieved by currently used
methods of monitoring glucose control is not sufficient to ensure a normal
oxygenation status and metabolic milieu for the fetus in GDM pregnancies.

Svangerskap ved etablert diabetes.

E.Quigstad, OUS Taricco BJOG 2009

Diabetes og blodtrykksykdom i
svangerskapet

* Konsensus:

behandle BT >160 og/eller >105mmHg)

Mild hypertensjon: lite evidens/ingen konsensus.

* Behandling er vist nyttig for mild hypertensjon

ved T1 og T2 diabetes,
vi sikter derfor mot behandlingsmal
<130 and/or <80mmHg

Svangerskap ved etablert diabetes.

Sibai*OBstéet Gynecol 2002/) Mat Fetal Med 2010

Strengere/mer detaljert
insulinregime?

Table 9 nsulin Dosage Regimen for Diabetic Pregnancy 1200pre -

Taowe

(6 sig 1 dose) - 3% of g1

s, I 1he 3..m. B s 91, then cll he doctor for a3 .. raid nslin scle vl

"o the prelonch r3pid

t diabetes.
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Svangerskapsplanlegging
- er vi gode nok?

B With proper counseling and man-
agement by the primary care physi-
cian, the outcome of most pregnancies
complicated by diabetes can approach
that for the general population

B General guidelines for prepreg-

nancy counseling and management of

women with preexisting diabetes are:

* Ensure that pregnancy is plan
counsel the woman about contra-
ception methods.

rly identify for the woman and
her parter the risks of congenital
anomalies and spontancous abor-
tions and thei relation to glucose
control.

* Provide reaistic informai
chronic complications of type
diabetes, their potential impact on
pregnancy and childbearing, and
the effect of pregnancy on chronic
complications.

hout
1

* Assess the woman’ fitness for preg-
nancy, paying special attention to

factors permitting, pregnancy
should be encourage

* Provide genetic counseling, includ-
ing the risks of advanced maternal
age, if applicable.

* Provide realistic information about
addional medical costs asociated
with a pregnancy complicated by
diabetes,such a3 cxtr officevishe,
possible hospitalization, special
tests, and possible intensive neona-
ulca

* Achieve optimum control of blood
glucose levels before conception.
Tdeally, A1C should be normal or
near normal before discontinuing
contraception. N

* Encourage good general principles
of healt, natition, and hygiene,
including cessation of smoking and

alcohol consumption. Prescribe a
prenatal vitamin with folate as part
of the preconception treatment
plan

* Identify any problems requiring

retinopathy, er-
ension, neuropathy, and schemie
heart discase.

* Mentity any gynecologic sbnor-

malites before conception, and
treat inferiliy as early a0 possible
in view of the risk to pregnancy
associated with increasing duration

safabbtesantiidoimeiig minernal
a0e Snigh/fpseadidUs

* Once the decision is made to
attempt pregnancy, provide appro-
priate optimism that carcful glyce-
mic control and meticulous
obstetric care results in an excellent
outcome in the vast majority of
patients

* Diagnose pregnancy as carly as

Table 1-—Primary and secondary outcomes during closed-loop and conventional CSII

Closed-loop delivery csit P
Primary outcome
Plasma glucose time in target
Percentage of time in target (63-140 mg/dL) 81 (59-88) 81 (54-90) 075
Secondary outcomes
Plasma glucose outcomes
Mean plasma glucose (mg/dL) 108 (99-121) 104 92-108) 035
SD of plasma glucose (mg/dL) 252(234-378) 288252414 069
Hypoglycemia
ercentage of time hypoglycemic <63 mg/dL 69(1.3-12) 7.5 (3.6-18) 048
0600-2.1) 150.0-27) 017
00(00-0.2) 03(0.0-1.5) 004
Symptomatic hypoglycemia 8 17
Episodes >45-54 mg/dL 8 2
Episodes >36-45 mg/dL 5 5
Episodes <36 mg/dL 0 3
LBGI* 2409-35) 33(1.9-5.1) 003
Hyperglycemia
Percentage of time hyperglycemic >140 mg/dL 140 (6.8-28) 67(5.8-22) 075
Percentage of time hyperglycemic =180 mg/dL 0200-60) 00(0.0-6.2) 078
High blood glucose index 08(03-16) 04(0.3-14) 081
PAEE (kJ/kg) 23.4(19.7-27.0) 212(190-22.1) 009
Insulin
Tnsulin infusion (unitsh) 07(05-09) 080.51.1) 035
SD insulin infusion rate 09(0.5-1.0) 02(0.2-0.5) <0.001
Plasma insulin 120 (101-146) 107 §2-145) 088
Data are median (interquartile range), unless otherwis indicated. *LBGI assessed the duration and extent of hypoglycermia.
2528 Dumeris Cane, vouuaee 34, Decenen 2011 OV ECT o Ve CTADTETCTT care diabetesjournals.org

E.Quigstad, OUS

Evaluation of screening and progression of

diabetic retinopathy during pregnancy

in Irish women with pregestational diabetes

Observational, n=185

Attendance at prepregnancy care was associated with
receiving adequate screening (odds ratio 6.23; Cl 3.39-11.46

(P <0.001)).

Among those who received adequate evaluations (n = 185),

48 (25.9%) had retinopathy progression.

Increasing booking systolic blood pressure (OR 1.03, CI 1.01-
1.06, P = 0.02) and greater drop in HbAlc between first and
third trimesters of pregnancy (OR 2.05, Cl 1.09-3.87, P = 0.03)

significantly increased the odds of progression.

A significant proportion of women continue to demonstrate
retinopathy progression during pregnancy.

Svangerskap ved etablert diabetes.

E.Quigstad, 0US

Egan AM J Diab Res 2015

ISRCTN;
Closed-loop in pregnancy day and night home feasibility study (CLIP 24/7)

8 DOI 10.1186/ISRCTNS3316328

Condition category  Prospective/Retrospective

Overall trial status

Date assigned

Recruitment status

Table 3 Goals to improve gradually dosed-loop performance

Factor Desirable improvements

i delvery Faser

Glucose sersing
isuln moduiaton

Duathomone sysems
Commurication between glucose sensorand sl More relisble comectiity; Tandardaed communiction prorocol

Human factors: fechuced sz of devices, enhanced e of use snsing and deliery from 3 snge body
port

ngerskap ved etablert diabete
ad, 0US
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Insulinkarakteristika

Table 23 Insulins by Comparative Action

Onset ()
Rapid acting [manufacturer]
insulin lispro (analog) [Lilly] <03-05
Insulin aspart (analog) [Novo Nordisk]  <0.25
\nsuhn gluhsme (analog) [Sanofi Aventis] ~ <0.25
Regular 1sovub4e) [Lyny, Novo Nordisk] 05-1
Intermediate a
NPH (isophane) [L»Hy Novo Nordisk] 2-4
Long acting
Inculin glargne (analog) [Aventis 24
Insulin detemir (analog) [Novo Nordisk] ~ 0.8-2
(d
dependent)
Combinations
50% NPH, 50% regular [Lilly] 051
70% NPH, 30% regular [Lilly] 05-1
75% NPL, 25% lispro [Lilly] <025
50% NPL, 50% lispro [Lilly] <025

70% aspart protamine,
30% aspart [Novo Nordiskl g

Peak (h)
05-25
05-1
1-1.5

23

410

Relatively flat
Relatively

flat

skap ved e¥@iASt diabetdual

Effect]
duration (h)
3-65
35
35

36
10-16
20-24

Dose dependent;

12h for 0.2 Urkg;
20h for 0.4 Urkg,

Binds to albumin.

TE

US




Highlights
ngchological Impact of
Diabetes and Pregnancy
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Recommended Daily Caloric Intake
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Kostplan
hos normalvektig kvinne

Meal
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Sice whole-wheat toas
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Snack
" medium apple

Lunch
5 sices whole-wheat bread
3 oz water packed tuna

2op mayonnaise

soack
G whole wheat crackers
S Yo sugar free peanut butter
T s

Dinner
"2z ean meat,fish or poultry

H

3 t5p margarine

Snack
" oz fatfree milk
V2 cup high-fiber cereal
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Hypertensjon:
Behandling

Hvile, saltfattig diett
KI: ACE-I / ATBR2

Hyppigst brukt:

Labetalol tabl. 100 mg x 2, opp til 200 mg x 2-3.

Max plasmakonsentrasjon etter 1-2 t.

Nifedipin tabl 10 mg x 2, opp til max 40 mg x 2/24t. Effekt
etter 45-60 min. Retard preparat: 30 mg x 1 evt. 30 mg x 2
Metyldopa tabl. 250 mg x 2-3. Opp til 500 mg x 3.

Effekt etter 3-8 t, full effekt 12 t.

Vurder kombinasjon for a redusere BV

Veileder i fodselshjelp 2014

Svangersk etablert diabete:

Closed loop day and night feasibility study (CLIP 24/7)
Cambridge, UK

Primary outcome measures

8 mmol/L, as recorded by continuous glucose monitoring (CGM) durin

Secondary outcome measures

. EQ: oversette

system for 2

Overall trial start date

Overall trial end date

3111212016
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