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PREVALENCE 
MEAN 13% - 17 MILLION   

(2-26%)

OBESITY 

Martis, Ruth et al. “Treatments for women with gestational diabetes mellitus: an overview of Cochrane systematic reviews.” The Cochrane database of systematic reviews vol. 8,8 CD012327. 14 Aug. 2018, doi:10.1002/14651858.CD012327.pub2



BMI

SALARIO ATTIVITA’ FISICA



Distribution of maternal obesity

Poston L. Lancet Diabetes Endocrinol. 2016;4:1025–1036.

Prevalence of obesity 
among women of 
reproductive
age varies in other high 
income countries.



Hedeager Momsen, Anne-Mette et al. “Diabetes prevention interventions for women after gestational diabetes mellitus: an overview of reviews.” Endocrinology, diabetes & metabolism vol. 4,3 e00230. 1 Feb. 2021, 
doi:10.1002/edm2.230

10 fold increase 
lifetime risk for  T2D 

50%of women develop 
T2D in 10 years

Highest incidence 
within 5 years after 

GDM 
High-risk

cardiometabolic profile

Obesity and diabetes in the 
offspring

2-fold greater risk for elevated BMI
>3-fold greater risk for an 

abnormal OGTT

GDM RELATED LONG TERM OUTCOMES
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Type 2 diabetes mellitus after gestational diabetes



Bellamy, Leanne et al. “Type 2 diabetes mellitus after gestational diabetes: a systematic review and meta-analysis.” Lancet (London, England) vol. 373,9677 (2009): 1773-9. doi:10.1016/S0140-6736(09)60731-5

Type 2 diabetes mellitus
 after gestational diabetes



Kramer, Caroline K et al. “Gestational diabetes and the risk of cardiovascular disease in women: a systematic review and meta-analysis.” Diabetologia vol. 62,6 (2019): 905-914. doi:10.1007/s00125-019-4840-2

CV RISK  after gestational diabetes



Adam S. Int J Gynecol Obstet. 2023;160(Suppl. 1):56–67.



↑INSULIN RESISTANCE
INFLAMMATION

OXIDATIVE STRESS

BETA-CELL - DYSFUNCTION

OBESITY – GDM- T2D
COMMON RISK FACTORS



The life course perspective of gestational diabetes: An opportunity for the 
prevention of diabetes and heart disease in women

Fu J. 2022;45: 101294 https://doi.org/10.1016/j.eclinm.2022.101294

Women with GDM have a chronic beta-cell defect that leads to rising glycemia even before pregnancy. When pregnant, insufficient beta-cell compensation 
for the insulin resistance of the latter half of gestation yields the hyperglycemia by which GDM is identified. Upon delivery and abatement of the insulin 
resistance of pregnancy, glycemia initially improves. However, the ongoing deterioration of beta-cell function leads to rising glycemia over time that may 
ultimately reach the diagnostic threshold for diabetes.  

Metabolic defects,an adverse cardiometabolic risk factor profile worsens overtime, elevating lifetime risks of cardiometabolic disease outcomes and 
associated advanced complications.



“ pregnancy can be viewed as 
a life event that is 
superimposed upon existing 
tracks of cardiometabolic risk 
and enables the identification 
of women are already on a 
high-risk track (i.e. those who 
develop GDM)”.

Retnakaran r. MetabolismClinicalandExperimental119(2021)154772



Survey on 217 women with histories of GDM who were enrolled in a managed-care plan and who did not have diabetes.

Aim: to assess the associations between risk perceptions and current lifestyle behavioral practices, plans to modify 
behaviors, and recent lifestyle behavior changes.

Results:
- Ninety percent of women recognized that GDM was a risk factor for future diabetes, but only 16% believed that they 
themselves had a high chance of developing diabetes.

- Perceived risk increased to 39% when women were asked to estimate their risk assuming they maintained their current 
lifestyle.

-Women who perceived themselves to be at moderate/high risk more often planned to modify their future lifestyle 
behaviors. 

Diabetes Care 30:2281–2286, 2007



GDM Follow up - Best practice advice 
Recommendations for postpartum follow-up of all women with GDM:

- Two-hour oral glucose tolerance test (OGTT) at 6–12 weeks postpartum 
using the diabetes criteria applicable to non pregnant women (gold 
standard)

- Include a fasting lipid profile and measurement of blood
pressure, BMI, and abdominal circumference

Adam S. Int J Gynecol Obstet. 2023;160(Suppl. 1):56–67.



Please indicate for your institution the percent of women with GDM performing 
the recommended post‐partum OGTT:

<25%  31.0%
25%–49% 29.0%
50%–74% 18.0%
≥75% 10.0%
Unable to provide an estimate 12.0%

Follow‐up of women with a history of gestational diabetes in Italy: Are we 
missing an opportunity for primary prevention of type 2 diabetes and 
cardiovascular disease?

Italian Survey of the Diabetes and Pregnancy Study Group SID-AMD

Scavini M, Formoso G. DMRR 2020 DOI: 10.1002/dmrr.3411

60% of the diabetes centres
surveyed reported that less than 50% of 
the women with recent GDM performed 
the recommended OGTT between 6‐ and
12‐week post‐partum

International data indicate less then 60% of women were screend after GDM 



From a sample of 2,736 women, OGTT was performed in 941 (34.4%) women, of whom 217 (23.0%) 
developed PPD. 



Adam S. Int J Gynecol Obstet. 2023;160(Suppl. 1):56–67.

FACTORS CONTRIBUTING TO POOR POST-PARTUM FOLLO-UP



Pragmatic advice
If best practice cannot be achieved, consider:

• Fasting glucose at 6–12 weeks postpartum, 

OR

• Glycated hemoglobin (HbA1c)

OR
• Consider combining fasting glucose and HbA1c

GDM Follow up - Best practice advice 
Recommendations for postpartum follow-up of all women with GDM:

Adam S. Int J Gynecol Obstet. 2023;160(Suppl. 1):56–67.



Adam S. Int J Gynecol Obstet. 2023;160(Suppl. 1):56–67.





Cumulative incidence of diabetes in women with a history of 
GDM (A, n = 218) and parous women without a history of 
GDM (B, n = 352) 25–44 years of age.

Cumulative incidence of diabetes in women with a history of GDM 
(A, n = 121) and parous women without a history of GDM (B, n = 
791) 45–59 years of age.

Aroda VR J Clin Endocrinol Metab. 2015 Apr; 100(4): 1646–1653.

Over 10 years, women with a history of GDM assigned to placebo had a 48% higher risk of developing 
diabetes compared with women without a history of GDM. In women with a history of GDM, ILS and 
metformin reduced progression to diabetes compared with placebo by 35% and 40%, respectively. 
Among women without a history of GDM, ILS reduced the progression to diabetes by 30%, and metformin 
did not reduce the progression to diabetes.



Ferrara A. Diabete Care. 2020 Norbert Freinkel Award Lecture

THE VICIOUS CIRCLE OF DIABETES



Mishra S Clinical Epidemiology and Global Health 7 (2019) 418–423

GDM prevention

Consider Inositol 
supplementation in 
women at  high risk 
for metabolic 
disorders



The traditional paradigm for the GDM pregnancy focuses 
on perinatal outcomes. 
Yet GDM may also serve as an indicator of future 
maternal glucose intolerance and a “teachable moment” 
during which women may be alerted to their increased 
risk. 
In turn, this increased risk perception could potentially 
encourage the adoption of preventive behaviors.

CONCLUSION

A shift is needed in the thinking about obesity and 
gestational diabetes; moving from the perception of a short-
term conditions that confers increased risks of large babies 
to a potentially modifiable long-term condition that 
contributes to the growing burden of childhood obesity and 
cardiometabolic disorders in women and the future 
generation.
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