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Geoestational Diabetes
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reept gestational diabetes mellitus, which by definition
occurs onlyin pregnaney, other endocrine discases may
occur in the non-pregnant as well as the pregnant state,
I his presentation is an overyiew of pestational diabetes,
The main
focus is on features peculiar Lo pregnancy, in terms of
clinical findings, investigations and managzement.

and other endocrine discases ot pregnancy.

Gestational diabetes mellitus

Definition : Gestationaldiabetes mellitus is defined as™. .
slucose intolerance with onsct or first recognition during
fucose

pregnancy L is possible that unrecognized ¢

mtolerance michthav e begun carlier or during pregnancy.

Precalence :Prevalence of GDNTyaries tromy [ o 147 aofall
pregnanciesaccording fo s figures. Atour centre, among
[3,408 consecutive persons \\'ilh diabetes, 99 had a
LInaddition 18
had diabetes melhtus who had later become pregnant, and

diagnosis of vestational diabetes women

didnotmeet the eriterion of gestational diabetes mellitus.

Among 66 consecutive women with gestational diabetes
(J;'c range 1Y-44 vears), the weight ranged from 4701 to
910 kg (1 63) and !md\ mass index from 1911 to 36 45
(n2n. I ho fasting, blood slucose ranged between 583mg /
dland 287 myg dl (nHe). A majoritv ot them bad a mﬂll\
history o[ diabetes mellitus in first degree relatives (53
66; 80376,

Itis evident that gestational diabetes canpresentataswide
range o age, weight, podyvmass index and blood sugar,
butwith an underlving theme ot strong tamily history of
diabetes, In Chennai, diabetes mellitus was seenin 1197,
and gestational diabetes mellitus in 05600
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Detection: The American Diabetes Association ¢ hineal
I'ractice Recommendations of 1998 advise that screening,
be performed in pregnant women between 24 and 28
week ef gestation. According to their eriteria, ethni
croup of Asian (implies all Indiansy should be screened.
The other inclusion criteria are

. Age 25 vears or more

J Agce less than 25 vears, if obese (BN egual to or
27 Rg/m)

. Family history of diabetes in first-

more than

devree relatives

The screening tostis a 50 am oral glucose, follovwed by
plasma glucose defermination one hour Iater.

The woman need not be fasting. A vatue equal to or
more than 1O mg 7dl mus
em 3-hour uml clucose tolerance test done

the followed up by a tall
diagnostic 10U

when fasting.
Diagnosis of gestational diabetes According to
Carpenter and Coustans moditication of O'Sullivan and
NMahan's eriteria, GDNM s diagnosed if tollowing a [00em
oral glucose foad two or more venous plasma gliuscose
concentrations are met or exceed -

* Fasting 105 mg Sl
* 1 hour : 190 g s dl
* 2 hour : 165myg 7 dl
" 3 hour 45 myg, dl

Principles of management @ The aim is Lo achieve

cughreemia by diet and it necessary pharmacotherapy
which is insulinin voestational diabetes Both the tetus and
the mother must be closelv monitored Natereol avinan

alucose testing is not useful.

Diet : Dict must provide adequate calories and nutrients
for pregnancy and at the same trve maintoin maternal
cughveemia. Use of sucrose is avoided



nerqy in the first half of pregnancy : 30 keal x standard
hody sweightbetore pregnaney + 130 kealadditional energy

Frergy i the second lralf of pregnancy : 30 keal v standard

body werghtbetore pregnaney - 350 keatadditionalenergy

Obese pregnant women should recernve a restricted
calorie diet. The oot treatment is to normalize blood
clucoseand to it body weight ganyduaring pregnancy
oo Sk,

[t fasting plasma glucoseof Iomg “dlorlessand Jora
two hour postprandiat level of 120 mg /dlor less is not
maintained tvice or more otten at -2 week intervals,
msutin must be used. The purest torm of insulin that
can be attorded (best is human insuling is preferred.
Self monitoring of hlood glucose is ideallyv emploved to
Oral
hypoglveemic acents are not recommended during

prevent hoth hvpo and hyvperglveemia

presnancy. Active htestvle should be encouraged.
Noncalorie sweeteners may be vsed in moderation.
Breast teeding s also encouraged postpartum

Proguosis after deficery - Women with gestational
o diabetes later

-

diabetes metlitus arce atrisk tor developin

o Oral clucose toleranee test must be done at least sis
woeeks postpartum and the womanclassitied. It the result
s normal testimg may be done every three vears, but the
trequency depends on climcal condition. Thev are
cducated onlitestyle maoditications to lessen the risk ot
insulin resistance. Tor contraception Jow dose estrogens
may besatehv used inwomen with previous gestational

Jdrabetes.

Principles of testing for endocrine disorders

[he endocrine syvstem is characterized by chiecks and
Balances, Diagnosis 1~ made of the o arms: one from
Inpothalamus pituitary and second tron te resultant

hormone secretion from the target organ.

When hypertunction is saspected o suppression test is
Jdoncsmore ot the hormone secreted from the suspected
target organis given and the response s seen tor nornual
suppreston In hvpersecreting states this normal

suppression does not oceur !

similarly insuspected hvpotunctionmg states, stunulating
tests are done: by giving a stimulating hormone, itisscen
whether the target gland can respond with secretion of
hormone. I the gland is dystunctional a normal secretory

response is not seen.

Other endocrine disorders

Thyroid dyvstunction s the next common endocrine

Cestational Dbelos aond Dy Dy o e o e

disorder inpregnancy. Ivour database of 20513 patients,
23 had a diagnosis of both pregnancy and thyrond
condition.

[he mmmonvst\\'J.&l\)'pﬁ{lg'ﬂ)idism fon treatment ne L,
closehy followed by thviotoxicosis tuntreated it on
freatment n: 2, ort freatment nchoand others cuch as
autormmuane thyrord disorder tnsl goiter oy anid

tho rord nodule (n:2).

Besides there was one pregnant woman with
hyvpoadrenocortisolism and one with dhabetes msipidins

Thyroid disorders in pregnancy

Assessment of thyvroid function durmg, preghancy is
diffrcult because of overfapping chimcal signs
{lachyveardia tremor, small goitres and clevated fevel o
total T4 1t therefore needs a caretul evaluotion of both
svinptoms, as well as measurement ot IS and free 1
and free T4 hormone levels: Detection of thyrond
atitoantibodies mav helpin diagnosing aulonmnmunity

Preognancy is associated with alterabions m vy ol

function, such as mcoreasced  produaction o
auloantibodies increased glomerular itration ot iodime,
espediaily in todimne deticient regrons, and possible
stimulating eftect of Chortonic gonadotiog inon the 1SH

I'(‘((‘}“t’ﬂl‘

Hypothyroidism : Untreated hvpothy roidism nnapair
fertility. Currently due to carher and effective treatment
untreated hvpothyroidisnm in pregnancy i unconmimon.
Diagnosis and treatment - Flevated serum ISHE Teyv el
together with Tow total or free T4 levels is diagnostic of
primary hypothyvroidism,

Women who have clinncal Teatures of hy pothyrordism
goitie or history of thyroid discase should be screened
by ISEHD Tevel o the tirst visit New v diagnosed
hvpathyvrod svonwen withy pregnancy shoudd be treated
with thyronane in dose close to anticipated requarement
A -0008 me a dav s When possible serume ISE may be
measured four to siv weeks atter starting replacenient
and [4 dose adjusted to normahise TS ey els.

In o report of 20 pregnancies complicated by
hvpothyrordism frome ATINS, News Delhis tve waormen
were diagnosed to be hvpothvroid during pregnanay

Maternal comphications were anemia, pregnaney induced
lwypcrtonnun,, pustpm'tum hunmrrlmgv, mntrauterime
growth retardation and deficient lactation. Perinatal
mortalityvvas 3970

The dose ot thyroxine may need to be upwardiv revised
during pregnancy.
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Neonatal screening for hypothyroidism @ Neonalal
hy pothy rotdisne occurs onee i about 3,500 births and
neonatal screening tor hy pothyvroidism is standard
practice i developed countries: Ideally both serum T4
and ISH are measured. T4 is Tovw and TSH s elevated in
primary hvpothvrotdism. It hyvpothyvroidism s
uncorrected within the first four weeks of birth, mental
impatrment in the child s permanent.

Thyrotoxicosis - [vwo main forms of hyperthyroidism are
described in pregnancy.

Graves” discase mayv have onset before or during
pregnancy. Hyvperthvroid women on treatment should
dealty not conceive while toxic. [tis ditficult to identify
tivrotovicosis during pregnancy because both have
<imilar features such as tachycardia, heat infolerance,
perspiration. emotional lability and palpitation,
Features sugaesting thy rotovicosis are id lag, proximal
muscle sweakness and coitre. Biochemically, serum froe
FHievelsare high, and serum TsE low. Radionucleide
scans shoutd not be done during pregnaney. When
antedating  pregnancy,  thyroid-stimulating
immunoglobulins mav be high enough to induce fetal
hyperthvroidism. The soal ot antithyroid treatment in
prognancy is to use antithyroid drugs, avoiding
overdose, which could result in goitre and / or fetal
hypothvroidism.

Gestational transient thyrotoxicosis is associated with
direct stimulation ot maternat thyvroid by human
chorionic vonadotrophin. It is usually transient, seen
attheend of the first trimester, and frequently associated

with hypermesis,

Neonatal thyrotovicosis is o related condition that
occurs aboutonee i 70 cases of thyrotonic pregnancy.,
fois mosthy due to transplacental passage of thyroid
stimudating antibodies from the mother. Itis manitested
by irmtability, tachy cardia, hvpertension, poor weight
gain, thyroid enlargement and exophthalmos.
Freatment consists ot sedatives and digitalization as
necessary, iodine and antithvroid drugs (methimazole
and carbimarzole 5-10myg - kg 'd, ineight hour intervals).

Treatment of toxicosis in pregnancy - The treatment is
ditticult. Medical therapy is the method of choice. Both
carbimazole and propvithiouracil cross the placenta, but
propylthiouracit is traditionally the preferred agent if
anarlable. Fetal heart rate should be monitored and the
dose ofantithy roid adjusted it fetal tachyeardia oceurs.
Fhe level of free T4 in the mother is best maintained at
the upper inutot normal. T actation is also best av oided in
women faking antithy rord drugs
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Inastudy reported from India I3 women (16 pregnancies)
required antithvroid drug therapy during pregnaney . The
drug dosage remained the same during pregnancy ineight
women; itwas increased in five and reduced in three, Druag,
therapywas therefore reported to control thyrotoxicosts
during pregnancy with improved maternal and tetal
outcomes.

Diabetes insipidus

Diabetes insipidus is a rare complic onof pregnancy

Isually polvuria begins in the third trimester and resolves
postpartum. Women with pre-existing diabetes insipidus
are treated with desmopressin, without anyv change in
dose. Thereis no evidence of fetal morbidity or mortality
associated with this drug. Diabetes insipidus is a rare
cause of oligohvdramnios during pregnaney and is
identified by 24 hour urine volume and serumeelectrolvtes.

Pituitary diseases and tumours

Pituitary adenomas are the most common pitnitory
disorder in pregnancy . Prolactinomas are the most
common of the hormone-secreting pitaitary adenomas,
If the tumour is a microadenoma the risk of enlarcement
during pregnancy is less than 2% in contrast to 1570 risk
with Treatment
macroadenomas include stopping bromocriptine when
pregnancy is diagnosed and reinstituting it with tumaour

macroadenomas. options in

enlargement, continuous bromocriptine  throughout
pregnancy and prepregnancy surgical debulking ot the
tumour.

The risk of developing visual loss is generaliv less in
microadenomas, in contrast to macroadenomas (where
the size of the pituitary tumouris > o) b,

Treatment for pituitary timours is generatly deferred until
after delivery.

Parathyroid disorders

Parathvroid disorders are uncommon in women of
childbearing age. Total serum calcium is lower innormal
pregnancy butionized serum calcium is normal

Privary hyperparathyroidism : Primary hyper-
parathyroidism is commonly caused by a single
parathvroid adenoma. The mother may develop acute
pancreatitis, hvpercalcemia and toxemia. When maternal
hypercalcemia is significant prematurity and neonatal
hypocalcemia may develop.

Hypoparatiyroidism : Hypoparathyroidism, though rare
in pregnancy may develop atter surgical thyroidectomy
The dose of vitamin D and calcium do not change during
pregnancy. Serum calciuny should be regularly monitored,









