
Audit of newly introduced gestational diabetes mellitus management 
pathway supported by midwife led metformin prescription 2021-2022

OBJECTIVES
To audit the implementation of MWLMP pathway, reviewing data 6 months before and after 
implementation. Results may be used to predict future workload and resource allocation.

METHODS
Data were extracted from patients’ electronic hospital records. Three GDM management pathways were 
observed; Dietitian led management, MWLMP and HRMOC. 

Data regarding MWLMP 6 months before and after December 2021 were compared. 

RESULTS
424 women with GDM were managed from June 2021-June 2022 in our department. 121 women obtained 
satisfactory glycaemic control with lifestyle and dietary measures, via the dietitian led pathway. 70 women 
were treated with metformin monotherapy and 233 women were treated with insulin +/- metformin (chart 
one).

Data from June 2021- December 2021, before implementation of MWLMP showed 24 women received 
metformin monotherapy. All of these women were seen in HRMOC and had their metformin prescription 
provided by a physician. In comparison, between December 2021 and June 2022 after implementation of 
MWLMP, 46 women received metformin monotherapy. Of these women only 20 were seen in HRMOC and 
had their prescription provided by a physician. The remaining 26 women received their prescription from 
an outpatient diabetes midwife.

INTRODUCTION
Gestational Diabetes Mellitus (GDM) is a condition of hyperglycaemia in pregnancy secondary to increased 
insulin resistance. 3800 women are diagnosed with GDM in New Zealand annually1. GDM carries significant 
risk of adverse maternal and foetal outcomes without timely, effective management. The cornerstone of 
management is diet and exercise. However, those women for whom lifestyle measures are insufficient to 
achieve satisfactory blood glucose levels, may require treatment with metformin +/- insulin2. 

Increasing prevalence of GDM with limited physician hours led us to explore alternative management of 
GDM patients, rather than seeing all in High-Risk Medical Obstetric Clinic (HRMOC). Remote management of 
diabetes during COVID19 aided this.

A Midwife Led Metformin Prescription (MWLMP) pathway to manage GDM was introduced December 2021. 

MIDWIFERY PRESCRIBING 
GUIDELINES AND LEGALITY
Midwifery council prescribing guidelines and hospital legal 
advice were consulted. 

The 1990 Nurses Amendment Act amended the Medicines Act 
1984 to enable midwives to prescribe prescription medicines. 
The New Zealand College of Midwives (NZCOM) expects 
midwives to have appropriate knowledge regarding what they 
are prescribing. It is not expected that Midwives prescribe for 
all antenatal, labour, and postnatal events. NZCOM expects 
Midwives to recognise and action any knowledge deficit they 
may have regarding prescribing3,4.

Legal advice was sought from the CDHB corporate solicitor to 
provide reassurance to midwives involved.

From a legality perspective midwives can prescribe 
medications to “women (and their new-born infant(s)) that are 
under their care, in accordance with their scope of practice as 
defined by the Midwifery Council”. The four key points to this 
are3,4:

1.	 The midwife is registered
2.	 They are working within their scope of practice
3.	 Legal requirements around prescribing are met (correct 

documentation)
4.	 The employer has no competencies issues surrounding the 

midwife prescribing  

Necessary prescribing education was delivered to outpatient 
diabetes midwives and metformin prescribing guidance 
written (figure one and two)5. The process of the pathway was 
explained at clinical governance meetings. Here questions and 
queries were addressed by physicians and managerial staff. 
Physicians were also accessible for advice during clinics or via 
telephone/email. There is ongoing review of the pathway at 
clinical governance meetings.
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ANTENATAL OUTPATIENT CARE FOR 
GESTATIONAL DIABETES 
A condition of high Blood Glucose ( BG ) in pregnancy due to increased insulin resistance. If not 
addressed high BG can result in significant fetal and neonatal adverse outcomes and longer-term 
sequelae for the woman and baby. Therefore, an individualised plan for glucose testing, education, 
management and treatment is recommended if glucose targets are not achieved. 

A management plan, in partnership with women,  including diet and lifestyle modification can often 
achieve improved glucose levels, however most will require medication in the form of metformin and 
or insulin.  

DIAGNOSIS  

SCREEN ALL WOMEN AT BOOKING WITH GLYCATED HAEMAGLOBIN (HbA1c) 
• Those with an elevated booking HbA1c ≥ 41 to 49 mmol/mol refer to the Diabetes in Pregnancy 

Team at Christchurch Women’s Hospital (CWH). 
− one week home BG  testing QID at diagnosis, if normal further week of testing between 24-28 

weeks and at any stage if clinical concern 
− those who decline testing, offer dietary education/advice and organise oral glucose tolerance 

test (OGTT) at 24 weeks. Repeat OGTT at 30 weeks’ gestation if there are clinical concerns 
− health coaching to improve diet and activity levels. Enquire about other social determinants of 

disease – such as disrupted sleep, stress, food security, transport 
− those with BG readings outside the targets follow the gestational diabetes treatment pathway 

(Appendix C) 

Targets Fasting BG (FBG)  ≤ 5mmol/L one-hour 
post meal ≤ 7.4mmol/L 

• Those with a booking HbA1c ≥ 50 mmol/mol, commence BG testing and refer to physician clinic at 
CWH for assessment as likely pre-existing diabetes. 

AT RISK GROUPS OFFER OGTT BETWEEN 24-28 WEEKS GESTATION 
• BMI > 30 kg/m2 
• Previous macrosomic baby weighing > 4.5 kg or > 90th centile customised 
• Previous gestational diabetes mellitus (GDM) * (offer OGTT at 24 weeks and repeat at 30 weeks if 

negative) 
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METFORMIN PRESCRIBING FOR GDM 
Metformin may be offered to women with confirmed GDM who have not achieved adequate control 
of BG levels on diet alone. Metformin is a safe and effective alternative to insulin for glycaemic control. 
Women treated with metformin have reduced weight gain in pregnancy, reduced risk of hypertension 
and neonatal hypoglycaemia compared to women treated with insulin. 

Inadequate control is defined as three or more BG levels outside the target of FBG ≤ 5mmol/L and/or 
one-hour post meal of ≤ 7.4mmol/L over seven days.  

If FBG is > 7mmol/L, metformin alone is unlikely to be sufficient to control glucose levels and insulin 
should be initiated, with or without metformin.  

Metformin should be avoided if there is evidence of significant renal impairment (eGFR < 45 
mLs/minute), ongoing maternal weight loss, sepsis, significant gastrointestinal upset, pre-eclampsia or 
conditions putting women at increased risk of lactic acidosis such as prolonged fasting and hepatic 
insufficiency (LFTS 2 x upper limit normal). 

Avoid metformin if evidence of fetal growth restriction on a customised GROW chart, as this may be 
an indication of a placental problem. Metformin can still be used if a constitutionally small fetus but 
seek physician advice if < 30th centile.   

Dose should be commenced at 500 mg daily increasing to 500 mg twice daily with further increases to 
a maximum of 2.5 g daily in divided doses as required to achieve BG targets and as tolerated. 

Metformin should be ceased if there are significant gastrointestinal side effects such as vomiting and 
persistent diarrhoea.  

METFORMIN IMPORTANT PRESCRIBING POINTS  
Avoid if:  
• Significant fetal growth restriction which may reflect placental insufficiency (can use if 

constitutionally small fetus) 
• Ongoing maternal weight loss 
• Maternal contraindications such as sepsis, significant GI upset, pre-eclampsia, renal failure or     

conditions that put women at risk of lactic acidosis 

**Check renal and liver function before starting 

OBSTETRIC REVIEW FOR WOMEN WITH GDM ON TREATMENT:  
• At 36-37 weeks with a scan     
• Generally OG1/OG3 team 
 
 
 
 
 

DISCUSSION AND CONCLUSIONS
424 women were referred to our unit during this 12-month period. Normally most would have seen 
a physician +/- midwife in HRMOC and prescriptions would be provided by the physician. Following 
the introduction of MWLMP, our data concludes that workload on physician clinic was reduced. 

Despite the pathway, some women were still seen in clinic by a physician. Reasons for this included: 
an initial lag period for midwifery training and education, other medical history contributing to high-
risk pregnancy, patient preference for physician reassurance or women requiring addition of insulin 
to achieve satisfactory glycaemic control.

Midwife led metformin prescription was a novel concept in our unit, particularly because we 
do not currently have a nurse prescriber on the team. Overall the introduction of MWLMP has 
resulted in timely management of GDM, freeing up physician appointments for those with high risk 
pregnancies.
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