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Gestational Diabetes Mellitus (GDM) is
glucose intolerance of any severity
(IGT/IFT/DM) detected in a pregnant
woman who was not known to have the
abnormalities prior to conception.
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* GDM has higher prevalence rate
involving 7% of pregnant woman in Euro-
American population & 3.8% of African
pregnant woman according to WHO

criteria.

* Incidence of GDM in Bangladesh is 6.7%
among Bangladeshi pregnant mothers

Ref: 1.Diabetes care 26:ss-520,2003
2.ADA: GDM(Diabetes care 2009)
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* Depending on the population sample and
diagnostic criteria, the prevalence may
range from 1% to 14% resulting
approximately > 200000 cases per year of
all pregnancies complicated by diabetes,
GDM accounts for 90%.
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+Significant portion of GDI\/I cases b{/came
normal after delivery.

NV

+0nce GDM woman becomes
normoglycaemic after delivery, she has
increased risk of developing GDM in
subsequent pregnancies.

+Some of them have an increased risk of
developing diabetes after preghancy
conversion rate of up to 3% per year.

Ref: Diabetes Metab Res Rev 19(259-270),2003



ADA and WHO criteria for Diagnosis of GDM

ADA WHO

75 gm OGTT 75 gm OGTT
Fasting (mg/dl) 95 126
1-hour(mg/dl) 180
2-hour(mg/dl) 155 140

Ref. Diabetes care
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Detection and Diagnosis of Gestational
Diabetes Mellitus

+Recommendations

Screen for undiagnosed type 2 diabetes
at the first prenatal visit in those with risk
factors using standard diagnostic criteria.
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Risk factors Enumerated

+ BMI > 25 kg/ m?
+ Physical Inactivity
+ First degree relative with diabetes

+ High risk race/ ethnicity(e.g. African,
American, Latino, Native American, Asian
American, Pacific Islander)

+ Women who have delivered a baby weighting
> 9lb or previously diagnosed as GDM.
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ypertension ( 2140/90 mmof&ﬁ\g“dr on
nerapy for HTN)

+ H
2

DL cholesterol <35 mg/dl and/or TG>
50 mg/dl

+Women with PCOS

+AlC =>5.7%, IGT or IFA on previous testing
+Other features of Insulin resistance
+H/O CVD ,severe obesity, acanthosis

N

igricans.
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Standard Criteria for diagnosis of diabetes

+A1C >26.5% or
+FPG > 126 mg/dl (7.0 mmol/L)

+2 hours plasma glucose > 200 mg/dl (11.1
mmol/L) during an OGTT

Or
+In a patient with classic symptoms of
hyperglycemia or hyperglycemic crisis, a
random plasma glucose > 200 mg/dl(11.1
mmol/L)
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Recommendation-2

In pregnant women not known to have
diabetes, screen for GDM at 24-28 weeks
of gestation using a 75 gm 2 hrs OGTT

and specified diagnostic cut points.



\S\creenlng and diagnosis of GD // “
S

+Perform a 75 g OGTT with plas\ma glucose
measurement fasting and at 1 and 2 hour at
24-28 weeks of gestation in women not
previously diagnosed with overt diabetes.

+ The OGTT should be performed in the
morning after an overnight fast of at least 8
hours.
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The diagnosis of GDM is made when any
of the following plasma glucose values
are exceeded.

—Fasting 292 mg/dl ( 5.1 mmo

-1
—2

n =180 mg/c

n =153 mg/c

(10.0 mmol/
(8.5 mmol/I)

/1)
)
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Recommendation 3

Screen women with GDM for persistent
diabetes 6-12 weeks postpartum.



Recommendation 4

Women with a history of GDM should
have lifelong screening for the
development of diabetes or prediabetes
at least 3 years.
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+Pregnancy-a diabetogenic  condition
characterized by insulin resistance with a
compensetory increase in beta cell
response and hyperinsulinaemia.

+[nsulin resistance usually begins in the
second trimaster and progress
throughout pregnancy.

+|nsulin sensitivity is reduced by as much
as 80%.
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In pregnancy there is mcreasedﬁsec; tlon
of hormones —

—Progesterone
—Cortisol
—Placental lactogen
—Prolactin
—Growth hormone

Responsible for major part of insulin
resistance.
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0 min 10 min

Patern of insulin secretion after meals -

GDM patients also have
an impairment of
compensatory increase
in  insulin  secretion
particularly first phase
insulin  secretion-may
be a marker for
deterioration of B cell
function.
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+Subset of GDM women have evidence of
Islet cell auto-immunity. Reported

prevalence is 1.6 to 38%

+Also evidence in favour of Insulin auto
antibodies and glutamic acid
decarboxylase antibodies.

+The women may develop autoimmune
form of diabetes in later life.



+In 5% of all cases of GDM, inability to
compensate for insulin resistance is the
result of defect in B-cell e.g. mutation in
glucokinase.

Ref. Diabetes metab Res Rev 19: 259-270,2003
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~Fetal complications

+ Macrosomia

+ Neonatal
hypoglycaemia
. . High blood
+ Perinatal mortality gffcoseof’evels
in mother

+ Congenital
malformation

+ Hyperbilirubinaemia
+ Polycythaemia
+ Hypocalcaemia

+ Respiratory distress
syndrome

¥
Brings extra glucose
to baby ) }

w o
/

L | Causes baby to put
on extra weight




" Picture of congenital malformations /

Hydrops fetalis Sirenomelia
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~Waternal complications

+Hypertension
+Pre eclampsia

+|ncreased risk of caesarean delivery

+|ncreased risk of development of frank
diabetes mellitus
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~ "Glucose monitoring e /
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+Self monitoring of blood glucose s
recommended.

£ 4th international conference on GD
recommends-

»Capillary blood glucose
»Preparandial < 95 mg/dI
»1 hour post prandial <140 mg/d|
»2 hour PP < 120 mg/dI

+ ACOG guidelines are the same except

»1 hr PP conidered at the either 130 mg/dl or
140 mg/dl.



" Tone prospective study of found nat- /

»Women with GDM mean bloed glucose

87-104 mg/dl had similar incidence of
IJUGR and LGA infants comparable to
control group.

»Women who had mean blood glucose <87
mg/dl had increased incidence of IUGR.

»Women who had mean blood glucose
>104 mg/dl had higher incidence of LGA
infants.

+ S0 we should treat hyperglycaemia in GDM

Ref. Am. J. obs. Gynae 164:103-111, 1993
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+|n women with GDM who require insulin
therapy adjustment of their dose should
be based on post prandial rather than
preprandial glucose levels.

+This will decrease neonatal
hypoglycaemia , macrosomia, and
caesarean delivery for CPD.
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i Medical nutrition therapy
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Goal of MNT are to-

—Provide adequate nutrition for mother
and fetus

—Provide sufficient calories for maternal
weight gain.

—Maintain normoglycaemia.

—Avoid ketosis.
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~WMedical nutrition therapy
£In normal weight women with GDM

recommended daily calorie intake is 30
kcal/kg/day.

+In GDM with overweight, (BMI> 30kg/m2)

33% calorie restriction is recommended (25
kcal/kg/day).

+ More aggressive calorie restriction would
induce ketosis result in reduced 1Q infants
and impaired psychomotor development.
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* WMedical nutrition therapy *
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+Carbohydrates should be distributed
throughout the day.

+Eating 3 small to moderate meals and 3
snacks per day is recommended.

£Limiting car

oohydrate to 40% of the total

body calorie intake is the target.
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“Exercise

Based on the potential beneﬁ‘.s of
exercise in women with GDM, the ADA
recommends starting or continuing a
programme of moderate exercise in
women without medical or obstetrical

contraindications.
Ref Diabetes care 27:588-590. 2004



Insulin therapy is the most
commonly used treatment when
MNT fails to maintain blood
glucose.



Currently OHA are not recommended by
ADA or ACOG
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~“Antepartum fetal assessmen
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+Usefulness of fetal uItrastnds to help
guide the management of patients with
GDM.

+0One study found that a fetal abdominal
circumference >70™ percentile at 30
weeks gestation was associated with
increased risk of macrosomia.

Ref. Diabetes care 1904-1910, 2001.
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Peripartum considerations

ACOG recommends counseling women
about possibility of caesarean section
without labour when estimated fetal

weight is >4500 gm.









