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COS’E IL DIABETE
GESTAZIONALE?

* Sindrome: una delle grandi sindromi ostetriche
* |perglicemia in gravidanza
* | risultati del’ HAPO Study

* Conseguenze ancora non del tutto esplorate sull’ambiente
intrauterino e quindi sulla salute futura del nascituro




GRAVIDANZA, DIABETE
&
INFIAMMAZIONE

Impact of Systemic Inflammation
on the Progression of Gestational Diabetes Mellitus

Tove Lekva" - Errol R. Norwitz™ - Pil Aukrust"** . Thor Ucland '




FETAL GLUCOSE STEAL
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OGTT & INSULINEMIA FETALE



RISCHIO DI MORTE INTRAUTERINA

Immortal Time Bias in the Study of Stillbirth Risk Factors
The Example of Gestational Diabetes
Sennifer A Hureheon® Forema Krer® K 8 Soveph™® Keover Safe™® and Kemerh Lind
Resalis: Although gestanoaal diabetes was protective agamst stull-
barth when neluding all berths (relative fsk = RS [5% conlidenoe
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GDM & OBESITA

The Hyperglycemia and Adverse

Pregnancy Outcome Study

Associations of GDM and obesity with pregnancy outcomes

Patrick M. CATALANO, Mp! Donaip R. CousTaN, Mp®

H. DAvID MCINTYRE, MD> Davip R. HADDEN, mp?*

J. KenNEDY CRUICKSHANK, MD> BENGT PERSSON, MD, PHD®

Davip R. McCANCE, Mp”* Mosue Hop, MD

ALaN R. DyER, PHD’ JErEMY J.N. OATs, mp'!

Boyp E. METZGER, MD° FOR THE HAPO StuDY COOPERATIVE
LynN P. LOwE, PHD> RESEARCH GROUP

ELisABETH R. TRIMBLE, MD’

D1ABETES CARE, VOLUME 35, ApPriL 2012

and maternal obesity are indepen-

dently associated with adverse ma-
ternal and neonatal outcomes (1,2). Both
share common metabolic characteristics
such as increased insulin resistance, hy-
perglycemia, and hyperinsulinemia, and
GDM may impart distinct effects on clin-
ical outcomes independent of obesity

G estational diabetes mellitus (GDM)




OUTCOME NEL GDM E
OBESITA

Model I Model 11
Outcome N No. OR 95% CI OR 95% CI
Birth weight >90th
percentile'
No GDM, no obesity 17,244 1339 7.8 1.00 1.00
GDM, no obesity 2,791 401 144 199 (@1.77-2.25) 219 (1.93-247)
No GDM, obesity 2,247 278 124 168 (1.46-192) 1.73 (1.50-2.00)
GDM, obesity 935 203 21.7 329 (2.79-3.89) 3.62 (3.04-4.32)
Cord C-peptide >90th
percentile”
No GDM, no obesity 14,886 916 6.2 1.00 1.00
GDM, no obesity 2,419 386 16.0 290 (2.54-3.30) 249 (2.17-2.85)
No GDM, obesity 1,829 201 11.0 1.80 (1.52-2.12) 1.77 (1.49-2.11)
GDM, obesity 751 168 224 4.14 (3.43-5.00) 3.61 (2.94-442)
Primary cesarean’
No GDM, no obesity 15,673 2,522 16.1 1.00 1.00
GDM, no obesity 2,442 564 231 148 (1.33-1.65) 125 (1.12-1.40)
No GDM, obesity 1,868 430 23.0 1.80 (1.60-2.03) 151 (1.33-1.71)
Preeclampsia’
No GDM, no obesity .
GDM, no obesity . (1.40-2.05) (1.43-2.11)
No GDM, obesity (2.95-4.08) (3.31-4.62)
GDM, obesity (4.26-6.46) (4.81-7.42)
at >90th percentile
No GDM, no obesity 14367 1,143 8.0 1.00 1.00
GDM, no obesity 2,338 331 142 191 (1.67-2.18) 198 (1.73-2.27)
No GDM, obesity 1,854 233 12.6 166 (1.43-1.93) 1.65 (1.41-1.93)
GDM, obesity 768 185 24.1 3.67 (3.08-4.38) 3.69 (3.06-4.44)
Shoulder dystocia/birth
injury®
No GDM, no obesity 17247 212 12 1.00 1.00
GDM, no obesity 2,792 41 15 110 (0.78-2.25) 1.14 (0.81-1.62)
No GDM, obesity 2252 32 14 099 (0.68-1.92) 1.03 (0.70-1.53)

GDM, obesity 936 26 2.8 171 (1.12-3.89) 1.84 (1.19-2.86)




ACCRESCIMENTO FETALE

Accelerated Fetal Growth Prior to Yo ™ Helen i Murphyand
Diagnosis of Gestational Diabetes

Mellitus: A Prospective Cohort

Study of Nulliparous Women

Diabetes Care 2016,39:982-987 | DOI: 10.2337/dc16-0160

**La diagnosi di GDM & preceduta da una eccessiva crescita fetale tra
20-28 w

** Gli effetti sull’accresciemnto sono additivi con quelli dsovuti
all’obesita
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VALUTAZIONE DELLO SVILUPPO
FETALE

® Stima del peso fetale

® Modelli matematici di accrescimento fetale specifici per
epoca gestazionale

® Circonferenza addominale

® Valutazione longitudinale
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ORIGINAL ARTICLE

Development of a new fetal growth curve
from a large sample of Italian population

Sergio FERRAZZANL Y, Valenting A, DEGENMARD 1,
Enrico DI STASID %, Giuseppina POPPA ¥, Sascia MORESI ' *,
Silvia SALVI |, Antonio LANZONE ', Sara DE CAROLIS !
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BIRTH WEIGHT PERCENTILES
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Box 1. Indications for Antepartum
Fetal Surveillance Testing ¢

Maternal conditions

* Pregestational diabetes mellitus

* Hypertension

* Systemic lupus erythematosus

+ Chronic renal disease

* Antiphospholipid syndrome

* Hyperthyroidism (poorly controlled)

+ Hemoglobinopathies (sickle cell, sickle cell-
hemoglobin C, or sickle cell-thalassemia disease)

+ Cyanotic heart disease

Pregnancy-related conditions
* Gestational hypertension

* Preeclampsia

+ Decreased fetal movement

* Gestational diabetes mellitus (poorly controlled or
medically treated)

+ Oligohydramnios

* Fetal growth restriction

+ Late term or postterm pregnancy

* Isoimmunization

* Previous fetal demise (unexplained or recurrent risk)

* Monochorionic multiple gestation (with significant
growth discrepancy)

Data from Liston R, Sawchuck D, Young D. Fetal health surveil-
lance: antepartum and intrapartum consensus guideline. Society of
Obstetrics and Gynaecologists of Canada, British Columbia Perinatal
Health Program [published erratum appears in J Obstet Gynaecol Can
2007;29:909]. ) Obstet Gynaecol Can 2007,29:53-56. (Level Il)

SORVEGLIANZA PRENATALE

CLINICAL MANAGEMENT GUIDELINES FOR OBSTETRICIAN—GYNECOLOGISTS

NUMBER 145, JLy 2014 (Replaces Practice Bulletin Number 9, October 1999)

Antepartum Fetal Surveillance
] ; ¢ : e \\’
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Box 2. Counseling and Management of
Women with Pregestational Diabetes
Before and During Pregnancy

Prepregnancy visit

< Counsel about potential complications in preg-
nancy including fetal anomalies, preterm delivery,
preeclam psia, fetal macrosomia, mode of delivery,
neonatal complications, hyperglycemia, worsen-
ing diabetic retinopathy and nephropathy

< Bluate for baseline complications induding
hypertension, nephropathy, retinopathy, and car-
diovasaular disease

< Ensure adequate contraception if not planning
pregnancy immediately

¢ Han to optimize HbA,. (less than 6.0%)

< Discuss plan to start increased folic acid when
attempting to get pregnant

First trimester

< Prenatal labs/tests incdude HbA,;, TSH, 24-hour
urine if no baseline, electrocardiogram

< Bealuation by ophthalmologist, dietitian, possibly
endocrinologist, cardidlogist or nephrologist

< Regular ongoing assessment of blood ducose
values

Second trimester

¢ Jart low-dose aspirin 12—28 weeks of gestation
(optimally before 16 weeks of gestation)

< Witrasonography including a detailed anatomical
survey

< Consider fetal echocardiography

Third trimester

< Braluate fetal growth

< Start low-dose aspirin by 28 weeks of gestation if
not started in the second trimester

< Fetal monitoring (nonstress test, nonstress test or
amniotic fluid index, biophysical profile)

Delivery

¢ If estimated fetal weight 4,500 g or greater, con-
sider cesarean delivery

< Without vascular complications and with well-

controlled blood glucose lewels, deliver at 39 0/
7 weeks to 39 6/7 weeks of gestation

¢ In women with vascular complications or poorly
controlled blood glucose, consider delivery at 36
0/7 weeks to 38 6/7 weeks of gestation, and in
rare cases, even earlier

Abbrevialions: HbA,:, hemoglobin A, TSH, thyroid-stimulating
homeone

MONITORAGGIO PRENATALE NEL
DIABETE PRE-GESTAZIONALE

The American College of
Obstetricians and Gynecologists
WOMENS HEALTH CARE PHYSICIANS
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ACOG PRACTICE BULLETIN

NumeR 201 {Replaces Praclice Bulletin Number 60, March 2005)
Committee on Practice Bulleins—Obdetrics ThisPractice Bulletin was developed by the A merican College of Obddridans and

Gynecologists Commitiee on Practice Bullelins—Obstetrics with the assistance of Aaron B. Caughey, MD, PhD; Anjai J. Kamel,
MD, MAS; and Steven G. Gabbe, MD.

Pregestational Diabetes Mellitus




TIMING PARTO DIABETE
PREGESTAZIONALE

Sempre

Timing parto

Sorveglianza fetale

32w, 2 volte/w

Buon compenso e senza
complicanze vascolari o
macrosomia

Induzione 39+0 — 39+6 w

EFW >4500 g

TC programmato

Scarso compenso,
complicanze vascolari,
storia di morte fetale e
senza macrosomia

Induzione 36+0 - 38+6




General approach to obstetrical management of uncomplicated

GDM

Gestational diabetes diagnosis
at 24 to 28 weeks of gestation

v

Counseling, glucose monitoring, nutritional therapy,
insulin or oral anti-hyperglycemic drugs (if neadead)

v

Uncomplicated pregnancy,
euglycemic on nutritional
therapy alone

v

v

Uncomplicated pregnancy, poor glucose
control on nutritional therapy or using
insulin or oral anti-hyperglycemic drugs

Ultrasound to estimate fetal
weight at 37 to 39 weeks

v

v

Estimated fetal weight
=45300 grams

v

Counsel* and offer
scheduled cesarean
delivery at 39 weeks

Begin twice weekly antenatal
fetal monitoring at 32 weeks
of gestation (nonstress test

+ with amniotic fluid index)
Estimated fetal weight +
<4500 grams Ultrasound to estimate fetal
+ weight at 37 to 39 weeks
|
Counsel* and offer + +
a trial of labaor
Estimated fetal weight Estimated fetal weight
"1" =4500 grams <4500 grams
Expectant management + +
until 41 weeks. Induce
labor at that time. Counsel* and offer Counsel* and offer
scheduled cesarean imduction of labor

delivery at 39 weeks

at 29 weeks




ALCUNI CONSIGLI PRATICI

" Team interdisciplinare ostetrico-diabetologico-neonatologico
per il management del diabete in gravidanza

" Acquisire una «logica» materno-fetale: sia da parte
dell’ostetrico-ginecologo che del diabetologo

" Puntare ad un’appropriata sorveglianza del benessere fetale, per
decidere I'ottimale timing e modalita del parto

" Costruire dei percorsi assistenziali EBM
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DIABETE IN GRAVIDANZA:
ISTRUZIONE PER LA GESTIONE

Sabato 2 Marzo 2024 Unahotels Thotel, Cagliari
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