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Gestational Diabetes ( GDM ) 

شيماء محسن الخفاجي                                                                                           -د  

GDM is defined as glucose intolerance of variable degrees with onset or 

first recognition during pregnancy ( especially after 24wks ) . This definition 

includes the possibility that patient may have previously undiagnosed D.M or 

may have develop diabetes coincidently during pregnancy. 

GDM is developed when the insulin receptors do not function properly 

due to pregnancy related factors & this in turn causes inappropriately elevated 

blood sugar level . 

GDM affects 3-10% of pregnancies & 40-60% of women with GDM 

will go on to develop  type 2 Diabetes in their life . 

Classification : 

The white classification of Diabetes distinguish between GDM ( type A ) & 

pre-gestational diabetes . GDM subdivided into : 

Type A  1 : abnormal GTT , but normal blood glucose level , during fasting &                                   

2 hours after meal. Diet modification is sufficient to control blood glucose 

level. 

Type A 2 : abnormal oral GTT  compounded by abnormal glucose level 

fasting & after meals . Additional therapy with insulin or other medications is 

required . 

Criteria for diagnosis of GDM  

Fasting blood glucose  > 105 mg/dl 

1 hr                      > 190 mg /dl 

2hr    > 165 mg /dl 

3hr   > 145 mg /dl  

Risk factors of  GDM 

1. Polycystic ovarian syndrome . 
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2. Previous history of GDM.   

3. First degree relative family history of type 2 diabetes.  

4. Maternal age > 35 years . 

5. Ethenic background ( south Asia, Caribbean &middle eastern) 

6. Over weight or obese (BMI is more than 30Kg/m2).  

7. Previous history  of macrosomic baby > 4 kg.  

8. Previous poor obstetric history.  

9. Smokers.  

10. Others ( excessive thirst , frequency , recurrent UTI , or yeast infection ) .  

Prevention : 

1. Smoking cessation.  

2. Physical exercise &daily walking.  

3. Increase high fibers diet & low carbohydrate intake . 

Pathophysiology : 

The precise mechanism underlying the development of GDM remains 

unknown . The hallmark of GDM  is increased insulin resistance , pregnancy 

hormones & other factors that thought to interfere with insulin action as it 

binds to insulin receptors leads to insulin resistance & prevents glucose 

entering the cells properly causing high glucose level . 

Women with GDM have an insulin resistance cannot compensate with 

increased production in B-cells of pancreases . 

Cortisol , progesterone , HPL , prolactin & estradiol seems to mediate insulin 

resistance during pregnancy& because glucose travels across the placenta , so 

the fetus exposed to consistently higher glucose levels , leads to high insulin 

level in fetus & high growth stimulating hormone , that causes fetal 

macrosomia . After birth high glucose level disappears , leaving newborn with 

angering high insulin level production & susceptibility of neonatal 

hypoglycemia within first 48 hours .   

Screening of GDM : 

1. Non-challenge blood glucose tests  

- Fasting blood glucose. 

- 2 hours post prandial glucose test  

- RBS 
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- Mini GTT-50 GM GLUCOSE 

 

 

2. Screening glucose challenge test ---------- Oral GTT at 24 -28 weeks 

gestations 

Condition 2hours gl. level Fasting gl. level HBA1c 

Normal < 7-8 mmol/L            140 mg 

/ dl 

< 6.1 ( 110 ) < 6.0 % 

impaired FBg < 7.8 6.1 – 7 

110 – 126 

6-6.4% 

Impaired GTT < 7.8 < 7 ( 126 ) 6 – 6.4 % 

DM >  11.1 

      200 mg/dl 

>  7 > 6-5 % 

 

Oral GTT. Should be done in morning after an over night fasting, glucose of 

75g or 100 gm ,  blood glucose have been measured before & after 1 hour , 2 

& 3 hours after meal . 

As glomular filteration rate is increased during pregnancy 50% of pregnant 

woman have glycosuria ,but the  significant glycosuria is:  

1. First trimester glycosuria.  

2. Glycosuria in 2 occasions in 2
nd

& 3
rd

 trimester. 

3. Fasting glycosuria. 

Indications of Oral GTT  

1) Indications in current pregnancy  

 

1. Significant glycosuria  

2. Polyhydramnios in current pregnancy  

3. Macrosomia in current pregnancy ( abdominal circumference >95th. Centile 

for gestational age ) . 

4. Large for date fetus in current pregnancy ( BW>95th. Centile  

5. Recurrent UTI & moniliasis.  

6. Abnormal Mini GTT ( 50 gm ). 
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2) Indications in previous pregnancies  

1. Previous unexplained stillbirth  

2. FHX of first degree relatives having DM. 

3. Recurrent abortions.  

4. Previous GDM in previous pregnancies. 

5. Previous macrosomia.  

Others : 

1. Obesity  

2. Age > 35 years  

3. Ethnic group(  

Complications of GDM 

1) Maternal complications : 

1. Pre-eclampsia  

2. Recurrent vulvovaginal moniliasis.  

3. Increased  incidence of boil  

4. Increased incidence of operative  delivery ( ventoes , forceps & C/S )  

5. obstructed labour 

6. Post operative  infection  

7. PPH  

8. Recurrent miscarriage & Preterm labour  

9. Long term DM in 50% of women   

 

2) Fetal complications  

1. Macrosomia  

2. Polyhydramnios  

3. Preterm labour 

4. RDS( 6 times).  

5. Unexplained IUD  

6. Traumatic delivery  

7. Shoulder dystocia 

8. Increase incidence of structural & chromosomal malformations, the pathog 

nomonic  one is sacral agenesis. 

 

3) Neonatal complications  
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1. Jaundices  

2. Polycythemia  

3. Hypoglycemia  

4. Hypomagnesemia 

5. Tetany &hypocalcemia 

 

 

Management of GDM 

The management should be shared by multidisciplinary team & its goal is to 

reduce the risk of GDM for both mother & fetus to decrease both maternal & 

prenatal mortality &morbidity . 

 Monitoring of glycemic control  

 
The 1 hour patpordial glucose level is more effective in monitoring & should 

be < 7g/dl & HbA1c < 7% .Glycemic control should be carried out along 

dietary control & insulin therapy . 

Oral hypoglycemic agents are not recommended in pregnancy as they cross 

the placenta causing : 

1. Teratogenicity  

2. Hyperinsulinemia & uncontrollable hypoglycemia  

3. Difficult dose adjustment  

Dietary control  

This adjusted by 3 major meals & 4 snakes , last one at bed time  with 30-35 

kcal/kg/day  for non obese & 25 kcal/kg/day for obese woman . This is include  

 

40-60 % carbohydrate  

20-30% protein  

20-30% fat  

 

 Insulin control : 
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 Insulin treatment in woman with GDM can reduce the likelihood of delivery 

of macrosomic baby, it is indicated if : 

1. FBS > 6 mmol/L  

2. 1 hour postprandial > 7.2-7.8 mmol/L  

3. Macrosomia in third trimester  

4. Failed dietary control after 2 weeks  

Insulin therapy should be adjusted  according to gestational age & its 

requirement increase double in 2
nd

 trimester, and 3 times in third trimester . Its  

dosages are: 

  

               0.5 iu/kg/day in first trimester,  

               0.6-0.7 Iu/kg / day    in 2
nd

 trimester,  

                & 0.8 Iu/kg/d  in 3
rd

 trimester. 

 these dose subdivided to soluble & Lente insulin or soluble insulin only with 

halving the night dose to prevent neoternal hypoglycemia. The glycemic 

control is monitored 5times /day, twice weekly in good controlled patient & 

daily follow up for badly controlled patient.       

 Screening for maternal & fetal wellbeing  

 Delivery  
The timing of delivery in patient with GDM remains debatable .When 

glycemic control is good & there is no supervening complications such as 

abnormal fetal growth, the delivery should be at 39-40 weeks of gestation, 

while in badly controlled GDM or at presence of complications ,the delivery 

should be  at 36-37wks gestation . C/S is indicated if the fetal weight > 4500 

gm or 4-4500 gm with additional risk factors . 

Once steroid indicated, diabetic glycemic control with doubling insulin 

requirement for 72 hours should be carried out. The patient commenced 

dextrose infusion and insulin therapy at morning of surgery . A sliding scale 

should be used , but once placenta is delivered insulin requirement fall & it 

returns to pre-pregnancy level . 

 If patient is breast feeding, insulin should not be discontinued  immediately 

but should be reduced 76% before being stopped. 
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Contraception : 

In breast feeding , COCP is relatively contraindicated , progesterone only pills 

is useful option, IUCD & barrier method used also, if patient is not breast fed , 

COCP is not contraindicated .  
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