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IL 12% DELLE GRAVIDANZE E’ COMPLICATO DA 
UNA FORMA DI IPERGLICEMIA



MACROSOMIA E LGA 
SONO LE COMPLICANZE 
MAGGIORMENTE 
RAPPRESENTATE NELLA 
GRAVIDANZA CON 
DIABETE













LGA

NEONATAL 
COMPLICATIONS





PRIMARY OUTCOME:
- DIFFERENZA DI HbA1c DALLA 

RANDOMIZZAZIONE ALLA 34wk NEL GRUPPO 
GRAVIDANZA

- DIFFERENZA DI HbA1c ALLA 24wk O AL 
CONCEPIMENTO NEL GRUPPO 
PROGRAMMAZIONE  















https://www.siditalia.it/clinica/linee-guida-altri/send/83-linee-guida-e-documenti-di-altri/4727-2019-documento-del-gruppo-intersocietario-amd-sid-siedp





CGM: efficacia in programmazione di  gravidanza



CGM: efficacia in corso di  gravidanza



CGM: efficacia in corso di  gravidanza







(…) a higher CGM TIR in the second and third trimesters was associated 
with a decreased risk of large-for gestational-age and a decreased risk of 
their composite neonatal outcome (shoulder dystocia, macrosomia, 
neonatal hypoglycemia, and neonatal intensive care admission)

(..) increasing TIR by 5% is associated with clinically meaningful 
improvements in outcomes

A systematic review combining data from CONCEPTT with that of the type 
1 diabetes arm of the GlucoMOMS trial also showed evidence for a 
reduction in preeclampsia. This is important because preeclampsia and its 
consequences of growth restriction and preterm births are associated with 
substantial mother and infant morbidity and mortality globally



we show a sustained difference of 0.5 mmol/L 
(9 mg/dL) in mean CGM glucose concentration 
across the 24-h day, every week, from 10 
weeks of gestation onward in women who had 
an LGA infant

Our data show that achieving tight CGM glucose targets 
from early pregnancy (10–12 weeks of gestation) is 
associated with normal birth weight outcomes.





⮚ Our current analysis suggests that aiming for a CGM TIR of 55 to 60% by 10 weeks of 
gestation may be sufficient for normal fetal growth, aiming to achieve 70% thereafter

⮚ Achieving a mean glucose of 7.0 mmol/L (126 mg/dL) and spending no more than 35% 
TAR by 10 weeks were associated with normal fetal growth

⮚ Additional dietary attention, psychoeducational support, and technologic interventions, 
such as closed-loop insulin delivery, may be required for women who do not achieve 
their pregnancy CGM glucose targets by 10 weeks
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studio retrospettivo su 160 donne 
DM1 che abbiano usato CGM 
almeno > 60 % del II e III trimestre







I dati riguardanti l’uso del CGM nel DM2 sono ancora limitati

Spesso derivano da studi che includono donne DM1 e DM2 , ma 
con una percentuale di DM2  generalmente intorno al 25-30%

Gli studi utilizzavano CGM di vecchia generazione (retrospettivi), 
in alcuni CGM ma non in continuo…

Voormolen DN, DeVries JH, Sanson RME, et al.: Continuous glucose monitoring during diabetic pregnancy (GlucoMOMS): a multicentre randomized controlled trial. Diabetes Obes Metab 2018

Murphy HR, Rayman G, Lewis K, et al.: Effectiveness of continuous glucose monitoring in pregnant women with diabetes: randomised clinical trial. BMJ 2008;337:a1680

Secher AL, Ringholm L, Andersen HU, et al.: The effect of real-time continuous glucose monitoring in pregnant women with diabetes: a randomized controlled trial. Diabetes Care 2013;36:1877–1883

Alcuni studi hanno evidenziato una maggior richiesta di insulina 
nel gruppo CGM rispetto a quelle con monitoraggio tradizionale



TIR (70-140 mg/dl)
I 60%-🡪🡪 II 65%-🡪🡪 III 75% TAR (>140 mg/dl)

I 33%-🡪🡪 II 20%-🡪🡪 III 12%





Da 435 articoli, 14 sono stati inclusi in 
questa review

L’uso del CGM è stato utilizzato da un 
minimo di 48-72h ad un massimo di 14 gg

















Grazie per la Vostra 
attenzione
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