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DIABETES IN PREGNANCY : I

----- Active space ---

Introduction 00:00:26

Overview :
* Diabetes in pregnancy : Carbohydrate intolerance o¥ variable severity
curing pregancy.
* 3 types : Diagnosed before pregnancy or diagnosed for the Hrst time dur
pregraney,

Classifications :
* Older classification : Priscilla. White.
* Simplest classifcation : Overt and gestational diabetes.
* 30IS FIgO classification : Hyper glycemia. in pregnancy.
- Type | : Absolute insulin de%ciencg
- Type & * Insulin resistance o variable degree.
* Overt diabetes : Diagnosed betore pregnancy, risk factor for congenital
abnormalities
* Gestational diabetes : Diagnosed in and or 3rd trimester but never in first
trimester.
- Pregnancy is inherently diabetogenic : 0/4 hPL (Human placental
lactoger.
- &estationol diobetes mellitus (GOMY : Does rot 1 the risk of any
consen'rtad anomalies.
Types of Hyperglycemia in Pregnancy

Diabetes in pregnancy

Pregnancy in previously
known diabetes

OR

Hyperglycemia diagnosed
for the first time during

pregnancy that meets
WHO criterion for diabetes
mellitus in the nonpregnant
state

May occur anytime during

pregnancy including
the first trimester

.-

Gestational diabetes mellitus

Hyperglycemia during
pregnancy that is not diabetes

Hyperglycemia diagnosed

for the first time
during pregnancy

May occur anytime during
pregnancy but most likely
after 24 weeks



modified white Classifcation Scheme :
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used from 1986 ’(o |994 For d\abe’ces comp\ \cahng pregnancy.
] Fashng plasma. | d-hour pos’cpmnd‘al
_ | alucose level | ple alucose level
Al | Gestational |  <I0S mﬂ/dl. | a0 mﬁ/dl., | Diet
| Al Gestotional | 210S mg/ dL 2140 mS/ dL; | Insulin
& | Overao | <10 1 None | Insulin
10 10 19 10 10 19 None Inswlin
— e — - - - —t - S+
| O | gerore I0 | 230 een 3__re’c\n0j>a’cj_15 | Iosulin |
| F | Ay ] ““3____eﬁh' opathy™ | Insulin |
Proliterative |
R nn5 nn5 o " Inswlin
. retinopathy B
H Any An Heart | Insulin
e * wWhen d\agnosed dunng pregnancy Proteinurio. 2500 ms/ a4 hr betore
30 weekKs’ gestation
Pa&\ophaslolosg
Motemal :
* Pregnancy is a diabetogenic stote d/t increased hormones :
- &strosen. - Cortisol.
- Proges’cerone. - Insulinase.
- Testosterone. - hPL.
- Growth hormone.
o Fas’ms hﬁposlgcemia ond pos{‘prandiol hgperglgcem'\a.
* Increosed Slucose intoke and increased insulin prodtmhon.
¢ put increased insulin resistance occurs @ Maximum in third trimester.
Fetal :
* moternol hgperglgcemia —» Focilitoted diffusion of glucose aeross the
6LUT-I receptors — Crosses the placenta and reaches the fetus.
— . ngerglﬂcemia in Yetus :
= - Hypertrophy of beta. cells in pancreas.
-§ - Increased arowth —> maerosomia) all or gans T Srowth except brain.
- - Increosed fot depos&ion —» Shoulder das’cocia during de\'werg.
L1

- Increased ergthmpoie’dn - Po\ﬂcﬂ’chemia.
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- Decreased Surgac‘t&ﬂ‘t —> RDS. .- Active space ---

Screening & diagnosis 00:08:30

Criteria.:

' ACOG.

* LWHO/FIEO.

* Indian guideline : DIPSI.

ACOgG criteria. :
Sereening : &CT (Glucose chod\ense test).
’ Fas’cins IS not necessary,
* SOg oral glucose given and blood sugar value checked ofter a hours.
* ¥ »140mg/d| : Patient underqoes diagnostic test, OGTT.
D’ngnos‘c‘\c P OgTT.
* 8hours of %Shng.
* 100g oral glucose given o the patient.
* 8lood sugars checked at ¢ Fasting, | hour, & hours and 3 hours.

i Carﬂen‘cer—cous'can . 18O ISS 140

——

Mo:honalidiabe’ces doto. aroup 10S 190 16S 14S

* ¥ more than 4 values are demnged : Diagnosed oS GOm,

WHO/ FI6O eriteria. :
* Test pertormed ot a4 o a8 weeks.
* Fasting for 8 hours (Overnight).
* TS Slucose given

* ¥ one value is deransed it is diagnostic oY DM\

Indian 3uide|‘mes :
DIPSI ¢ Diabetes in pregnancy shml5 groupj aoi4.
* Formulated based on the fact that India. is a low resource developing

country : Involves lesser values, less preparation Yor the female and early
diagnosis.



s IS SO s * No fasting required.
* TSq gucose given in 300ml water :
- Usually available in 1009 packs (I teaspoon = Sq and | tablespoon = 15g).
- Should drink within S minutes.
- Inthe & hour waiting period : Preféerablg no food or exercise.
- ¥ patient vomits within 30 minutes of drinKinS : Cancel current test
and repeat next dag
- |¥ patient vomits after 30 minutes : Complete the test.
* IValue is checked a hours postprandial : 1§ > 1409/, diagnosed as &Dm.
* Testis done ideally o the first visit :
- I¥ patient presents at and trimester then ot a4-a8 weeks.
- ¢ beyond a8 weeks : Only a single test is necessary,
- A gap OF 4 weeks necessary i+ 4 tests are pertormed.

Overt DM diagnosis :

Diagnosed it any of the following is satishied :
* HbAlc: ?059%
* R&S 7300mg/dl.

=S Zlatoms/dl.

Universal Testing in GDM

Pregnant Woman in Community

|

Testing for GDM at 1st Antenatal visit
(75 g oral glucose- 2 hr Blood sugar value)

f—l___i

Positive Negative
(2 hr PG = 140 mg/dL) (2 hr PG <140 mg/dL)

| |

Manage as GDM as Repeat Testing at
per guidelines 24-28 weeks

F_—_J__]

Positive Negative
(2 hr PG > 140 mg/dL) (2 hr PG <140 mg/dL)

| |

Manage as GDM as Manage as Normal
per guidelines ANC
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Note :

venous samp\e < ideal but not Prac’c\cal N smaller seﬁings.
n\’cema’dve\g ' A calibrated 3lucome%er can be utilised,

RigK assessment :
Low rigK :

F\Se + L3S years.

&M : Normal.

u)eisht at birth normal.

No Family h/o om or ethnicity at risk of DM (Asian/Atrican populatior.
No h/o glucose intolerance.

No h/o gdm.

Prior birth : Normal birth we\sh'c.

nverage risk : On SOg Slucose chaj\enge test — Blood Sugar >I40m9/ dl,

H‘\Sh rsk *

Pre
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H/ o @& DM In previous presnamg.
Strong ?-am'\lg h/o DM.
Obese pafden’c with hish B,

—concephonal counsel\ing =

Important in overt bm,
Blood sugars should be normal, HbAle <6.S.
6P < 140/90, it on ACEI/ARS : Stopped and switched to an alternative drug,
Ophthalmic evaluation : To /o retinopathy (ndication for LSCS).
eCHO/ cardiac evaluotion.
Thyroid function test.
Advised physical exercises for 30 0 45 minutes x S doys/week : Cycling,
SWinnMing or waJKinS.

- | elucose.

- | \nsulin resistance.

= GdunoneOSenesis -9 ,l, Fetol hﬂpers\gcem'\a.

Antenatal Soods =

HbAle <6 S.
Normal ’chgroid levels.

Oph’chalm'\c exom ¢ Normal.

Obstetrics + * v1.0 * Marrow Programme for OBS-GYN Residents
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dose of insulin
Sam T blood sugar Sam | blood

Maternal complications 00:23:28

. Complica.ﬁors :

Antepartum:
. c:ongen'rtal anomalies :
- HbAle bS : No increase in risk; HbAle >9 : 4 Yold increase in risk.
- wMCanwmqjscnnuwmmuhr«xmﬂxﬁpwx»mﬁﬂ.
- most specific : Caudal regression sequence (Rare).
- G| : Duodenal § jejunal adresio.
- Hidneys : Polyeystic kidney disease.
* pAbortion : 4S% of women with DM,
* Infections : UTV/ fungal (Candidiasis)/ vaginal
* Polynydramnios :
- SDP »8 or AFl 34-aS or amniotic Sluid of aL.
- mild/ moderote or severe.

- mild: M/C and 0% of the time idiopathic.
- 8ig baby — 1 urine output — 1 liquor.
- Increased glucose in amniotic Huid,

Obstetrics + * v1.0 *» Marmow Proaramme for OBS-GYN Residents
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- Congen'rtod anomaltj.
* Pre-eclampsia :
= DAPIT trial : Vitamin C § & against placebo and was found that there
Was No improvement in risk of developing pre-eclampsia. in a. woman
with diabetes except those with less oxidative stress.

- ACO& recommendation | Start aspirin 8imQ (Approx. 'meS) ok 13-38
weeKs in women with gOM.

* Malpresentadion.

* Preterm labour : Aiso d/t polyhydramnios and preeclampsia risk,

* Sudden UD: P\acenkql insu%cieneg, placental abruption, vasculopathy,
* UGSk ! In DM associated vasunoPodchg.

Other complications :

Diabetic nep\'roPathg :
* Albumin in urine, 30 o 300mg/ashr : No risk,
* 7300 : macro albuminuria, can lead to chronic HTN § pre-eclampsio.
* monitored with : KFT, LFT and urine tests.

L !

Meumpdthﬂ :
m/c affects stomach — Gastroparesis / hyperemesis.

Qet'mpaihg :
* most dreaded complication.
* Indication for elective caesarean section : Valsalva. causes 1 10P.
* Types : Non proliferative, pre proliferative (Cotton wool spots) and
proliferative (Laser coagulation done beyond first trimester).

Diabetic ketoacidosis
* m/cintype 1 DM, mortality rate.
* Risk factors : Hyperemesis, inFection, beta agonists, steroids, non compliance
to insulin/ insulin pump failure.
* Diagnosis : Abdominal pain, nausea, vomiting § altered sensorium (Severe).
* Lab : Obtain A&& to document degree o acidosis present; measure glucose,
creatinine, ketones, § elec’crolg{e levels ot | to & hour intervals.

- Low-dose IV 0.3-04 u/lsg.
- maintenance : 310 u/tr.

Obstetrics + * v1.0 - Marrow Programme for OBS-GYN Residents



* Fuias:
- |sotonic sodium chioride 3 L, then 0.45% salire,
- Total replacement in irst 1a hours oF 4G L.
- 1L in first hour.
- 500-1000 mL/hr for a—4 hours.
- 350 mL/hr until 80 percent replaced.
* Gucose : Begin S% dextrose in 04S% saline when glucose plasma. level
reaches 450 mg/dL (14 mmol/L).
* Potassium:
- 1% initially normal or reduced : An infusion rate up to IS-30 meg/hr may
be required.,
- 1§ elevated, wait until levels decrease into the normal range, then add
to intravenous soludion in a concentration of 40-30 meg/L.
* Bicarbonate : Add one ampoule (44 meqg) to | L of 04S normal saline it serum

PH is <11,

-«-- Active space ----

Intrapartum complications :
* Increased risK ot
* Perineal tear : Can lead to traumatic PPH.
* Instrumental del'\verg.
* LSCS.
* Shoulder dﬁstocia.

Postpartum complications :
* Sepsis.

* Lactation Yailure.

* PPH.

Fetal complications 00:40:04

Overview :

’ Electrolgfe imbalances :
- Hypocalcemia. Ca’™ < 8,
- memu

* Hyperbilirubinemia. : Increased risk in o preterm baby d/t immadture liver.
- 1 Fetal glucose — 1 oxygen requirement I = 1 hypoxia. — Leads

to increase in bilirubin, RBC  breakdown, increased erythropoiesis.
* | Surfactant : RDS and hypoxic ischemic encephalopathy,
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Neonatal hﬂpox'\a at birth,

MACrosoMmia.

RCOG classities as ?4.5Kg, Indian guidelines classities as ?4K0.
Indication Yor ceasarean section.

Increased risk of cardiac dysfunction d/t ventricular hypertrophy —
Sudden 1ud.

Fetal acidemia. = pH imbalance causing sudden IUD.

Di?#icurg i delivery : McRoberts maneuver or LSCS.

Shoulder dgstociw
* Delay in delivery of the shoulder after del very of the head : »S minutes.
* Downward traction does not aid in deliverB.
* Anterior shoulder > posterior shoulder.

* Rigk Yactors
- Dm. - Arrest o labor.
- Post term pregnancy, - Prolonged ladbor.
- emi 730, - ﬂnencephal5 bab}j.
- Induction o¥ labor. - Macrosomic babuy,
manaaement ' HELPERR.
* Call Yor help
. &p‘sio’fom5.

Legs are hyperfiexed : meRoberts manoeuwre (in macrosomia) —
Straightening of sacrum against lumbar spine — Straightening o pubic
samphﬂsis ongle —> gasy shoulder deliverg.
Pressure : Fundal/ suprapubic pressure with heel of hand.
gnter the vogina.
- wood's manoeuwvre Displace the posterior shoulder b5 80 results in
freeing of anterior shoulder.
- Rubin’s manoeuvre : Rock fetus side 4o side /abduct the shoulder in
reach — gisacromial diameter reduces — Easy to deliver.
Goskin manoceuvre : Roll onto all Yours in knee chest position.
Troumatic (Last resort) :
- 2ovanelli manceuvre — pelivered fetal head is pushed back in Yor an
emer gency LSCS.
- Cleidotomy : To create space for del very,
- 53mph53io’com5 * Fracture pubic s5mphﬂsis to create space and deliver.

Obstetrics + + v1.0 « Marrow Programme for OBS-GYN Residents
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