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Gestacional Diabetes Mellitus (GDM) 

The existence of different types of diabetes contributes to a var-
ied therapy, conditioned to the advance that this pathology is. In 
Gestational Diabetes Mellitus this condition is no different. In this 
context, this chapter will address Gestational Diabetes Mellitus, 
as well as its risk factors, prevention and consequences of this 
pathological condition.
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Introduction 

MGD is defined as glucose intolerance, of vary-

ing degree of intensity that appears or is diag-

nosed for the first time in pregnancy, and may or 

may not persist after delivery1. It is a disease 

with insidious onset and difficult glycemic con-

trol. Its incidence is variable, depending on the 

population studied and the tests used for diag-

nosis, with an estimated prevalence of 5 to 7% 

of pregnant women in Brazil 2, affecting approxi-

mately 16.5% of pregnancies worldwide3. In a 

previous picture of gestational DM, the chance 

of recurrence increases between 38% and 66% 

of cases. Its high prevalence and high mortality 

rate is considered a serious public health prob-

lem4,5,6. 

The   terminology and diagnostic criteria of "ges-

tational    diabetes" have been used to define 

women with abnormal glucose tolerance onset 

or first recognition during        pregnancy7,8. The   

American College of Obstetricians and Gynecol-

ogists (ACOG)8   recommends that maternal hy-

perglycemia control reduces the risk of macro-

somia; therefore, maternal glucose control is 

recommended for pregnancies complicated by 

diabetes In addition,women with early MDG and 

their children are at higher risk of an adverse out-

come in pregnancy compared to those diag-

nosed between 24 and 28 gestational weeks9.  

However, the existence of diferentes screening 

procedures and diagnostic criteria for MDG are 

being followed so that there is no consensus re-

lated to the diagnostic guidelines worldwide10. 

 

Table 1. Risk factors for gestational diabetes (DG).    

Adapted from Laun  5, Marine13  . Chen12 

 

Risk factors 

There are risk factors that trigger DG in women 

with relatives with a degree of diabetes, history 

of fetal macrosomia, age over 35 years, obesity 

with body mass index greater than 30 kg/m2 (Ta-

ble 1). And even though they had had two or 

more abortions in previous pregnancies, a previ-

ous history of gestational diabetes, they had 

more than four deliveries and glycosuria11 

(GROSS et al., 2002). In addition,  15% of pa-

tients with MGD remain completely diabetic in 

the postpartum period12, having as risk factors 

for the development of multiparitypathogenesis,  

Obesity and overweight 

Family history 

History of fetal or neonatal death 

History of pregnancy(s) with large newborn for gestational age (GIG) or with 4,000 g or more at term 

History of previous GDM 

Repeat abortions 

Histories of fetal congenital malformations 

Polycystic ovary syndrome 

Presence of hypertension or pregnancy-specific hypertensive disease  

Excessive weight gain during pregnancy 

Previous obstetric complications 

Macrosomia or polyhydramnio in current pregnancy 

Age over 25 years 

Short stature 

Smoking 
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obesity, typical early diagnosis of MGD during 

the stages of initial pregnancy, need for insulin 

treatment during initial pregnancy, advanced 

maternal age, macrosomia, weight before preg-

nancy during the stages of initial pregnancy and 

a successive increase in weight before preg-

nancy between subsequent pregnancies12. 

In addition to the risk factors for triggering GDM, 

a hyperinsulinemic state may occur due to de-

creased insulin sensitivity caused partially by the 

presence of diabetogenic hormones, such as 

progesterone, cortisol, prolactin and placental 

lactogenic hormone, aiming to maintain constant 

glucose supply to the fetus14 

Prevention 

Prevention of DG can occur when women have 

normal weight and age up to 25 years, as well as 

have a negative family history for diabetes and 

absence of previous obstetric complications, be-

ing a strategy to avoid the development of DM15. 

In addition to dissp, the heterogeneity of the 

GDM makes it difficult to construct a satisfacto-

rily sensitive risk score for this pathological con-

ditionl6, and the current approaches for preven-

tion of MGD are focused on interventions in diet, 

physical activity or both15. 

Diabetes interferes with pregnancy from a meta-

bolic and obstetric point of view. The incidence 

of malformations depends on the degree of gly-

cemic control at the time of conception, because 

the achievement of euglycemia after Organo-

genesis has no protective or preventive effect17. 

Consequences 

Fetal involvement is due to maternal hyperglyce-

mia. Excess glucose, which, by facilitated diffu-

sion affects it, stimulates the exaggerated pro-

duction of insulin, interfering with its homeosta-

sis18. The consequences of this disorder are 

macrosomia, trauma of the birth canal and 

shoulder distortion, hypoglycemia, hyperbiliru-

binemia, hypocalcemia and polycythemias, neo-

natal respiratory disorders and even intrauterine 

death. This individual in formation may still pre-

sent cardiomyopathy, jaundice, hypoglycemia, 

hypomagnesemia and blood hyperviscosity18. 

Due to extra insulin, the newborn may have very 

low blood glucose levels at birth and have res-

piratory problems, as they are often premature 

and born before the lung has developed19. The 

presence of diabetes during pregnancy makes 

the child prone to being obese, have premature 

insulin resistance and carbohydrate intolerance 

at later stages of his life, and in the future may 

develop diabetes. Congenital anomalies may af-

fect about 7% to 10% of children of women with 

GDM19. 

The andxposition of the fetus to the intrauterine 

medium can have profound effects on the health 

of the fetus in adulthood20. The most common 

maternal complication is hypertension, but this is 

due to pregnancy itself. Women who have had 

Dg are exposed to a higher risk of representing 

this complication in later pregnancies, as well as 

developing DM, hypertension or dyslipidemia21. 

There is also evidence of impaired retinol levels 

in pregnant women with DM in response to the 

evolution of this pathology. This condition makes 

diabetic pregnant women more likely to have a 

marginal biochemical state or vitamin A deficient 

when compared to healthy pregnancy22. This 

condition potentiates the complications caused 

by the evolution of diabetes and makes children 

vulnerable to the development of vitamin A defi-

ciency22. 

A importância de diagnosticar o DG é reduzir o 

risco das complicações maternas e fetais. A 

gestante não tratada apresenta maior risco de 

apresentar rotura prematura de membranas, 

feto com apresentação pélvica e macrossômico, 

há também risco aumentado de pré-eclâmpsia 

(NACHUM et al., 1999).  

Conclusion 

Pregnancy, because it comprises a period of 

change, carries with it risks to the health of preg-

nant women. Aggravating factors such as Ges-

tational Diabetes Mellitus may evolve to a more 

severe and irreparable condition if the pregnant 

woman does not take the appropriate precau-



Francisco Henrique da Silva et al., IRJOG, 2020 3:29 

IRJOG: https://escipub.com/international-research-journal-of-obstetrics-and-gynecology/        1 

tions and preventions in the face of this multifac-

torial pathology, and proper care is needed to 

maintain maternal-fetal health. 
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