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Gestasyonel Diyabetes Mellitus (GDM)

Ik kez gebelikte baslayan veya tanisi koyulan
degisik derecelerde gelisen glukoz intoleransidir

Gebelikte yaygin olarak gorulen medikal
problemdir

Anne-Fetus-Yenidogan-Adoldsan caglarini etkiler
Kisa ve uzun donem etkiler soz konusudur



Yillar Icinde GDM Insidansi
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WHITE Klasifikasyonu

TABLE 57-2. (Classification Scheme Used from 1986 through 1994 for Diabetes
Complicating Pregnancy

Plasma Glucose Level

Class  Onset Fasting 2-Hour Postprandial Therapy
A, Gestational <105 mg/dL. <120 mg/dL Diet
A, Gestational >105mg/dL > 120 mg/dL Insulin
Class  Age of Onset (yr)  Duration (yr)  Vascular Disease Therapy
B Over 20 = 0 None Insulin
C 10 to 19 10 to 19 None Insulin
D Before 10 > 20 Benign retinopathy Insulin
F Any Any Nephropathy? Insulin
R Any Any Proliferative retinopathy  Insulin
H Any Any Heart Insulin

“When diagnosed during pregnancy: proteinuria 2 500 mg/24 hr before 20 weeks’
gestation.



GDM Tanisinada Onemli Noktalar

* Obstetrisyen-Kadin dogum doktoru dnemli
* Hangi gebeler taranmali?

— Tum gebeler?

— Riskli gebeler?
* Tarama yontemi

— Hangi yontem?

— Tarama? OGTT?

— Ne zaman ?



Gebelikteki Glukoprotein Hormonlar

hCG (IU/mL)

140 -
120 -
100 #

N A4 (@) Qo
o o o o o
3 1 ] ]

__ o200

- 400

- 300

-200

-100

(pmol/mL)

.

CR

3

20 30
Weeks’ gestation



Gebelikte Steroid Hormonlar
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GDM Tani Yontemleri

Tek Asamali Tani
(IADPSG)

Aclik >92 mg/dl
1. saat >180 mg/dl
2. saat >153 mg/dl

Bir deger T~—> GDM (+)

5.1 mmol/L
10 mmol/L
8.5 mmol/L

iki Asamali Tani
1. Asama 50gr tarama >140 mg/dl ise GTT

2. Asama
Carpenter/ NIH-NDD6
Coustan
Aclik 95mg/d|I 105 mg/dl
1. saat 180 mg/dl 195 mg/dI
2. saat 155 mg/dl 165 mg/dl
3. saat 140 mg/dl 145 mg/dl

iki deger N> GDM (+)




GDM Risk Faktorleri

Obezite BMI >25

Ailede DM anamnezi

|IGT (Bozulmus Glukoz Toleransi) anamnezi
PCOS

>35 yas

>4000 gr fetus dogurmak

AKS >85 mg/dl

Postprandiyal glukoz >140 mg/dI

GDM (Onceki gebeliklerde)

Gebelikte IUMF



GDM icin Risk Gruplari

TABLE 57-12. Fifth International Workshop-Conference on Gestational Diabetes:
Recommended Screening Strategy Based on Risk Assessment for
Detecting Gestational Diabetes (GDM)

GDM risk assessment: should be ascertained at the first prenatal visit

Low Risk: Blood glucose testing not routinely required if all the following are present:
Member of an ethnic group with a low prevalence of GDM
No known diabetes in first-degree relatives
Age < 25 years
Weight normal before pregnancy
Weight normal at birth
No history of abnormal glucose metabolism
No history of poor obstetrical outcome

Average Risk: Perform blood glucose testing at 24 to 28 weeks using either:
Two-step procedure: 50-g oral glucose challenge test (GCT), followed by a diagnostic
100-g OGTT for those meeting the threshold value in the GCT
One-step procedure: diagnostic 100-g OGTT performed on all subjects

High Risk: Perform blood glucose testing as soon as feasible, using the procedures
described above, if one or more of these are present:
Severe obesity
Strong family history of type 2 diabetes
Previous history of GDM, impaired glucose metabolism, or glucosuria
If GDM is not diagnosed, blood glucose testing should be repeated at 24 to
28 weeks’ gestation or at any time symptoms or signs suggest hyperglycemia

OGTT = oral glucose tolerance test.
Modified from Metzger, 2007.



HAPO Calismasi

* Epidemiyolojik temel arastirma

* 9 ulke ~26.000 gebe

* Prospektif observasyonel ve kor

* Cevaplanmamis GDM sorunlarina cevap

* Gebelikte gelisen intoleransin olumsuz sonuclari
 24-32. hafta 75 gr aclik,1., 2. saat degerleri

* GDM tanisi koyulanlarda sonuclar

Primer Sekonder

LGA Preterm dogum <37

Fetal insulin seviyesi Omuz takilmasi

YD hipoglisemisi YDYBU

SCA oranlari Fetal yag oranlar
Hiperbilurubinemi
Preeklampsi




HAPO: Makrozomi/Glukoz lliskisi
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LGA Frequency (percent)

[ . . . . . .
Glucose levels

—o— Fasting <75 75-79  80-84 85-89 90-94 9599  >100

-e— 1 hour <105 106-132 133-155 156-171 172-193 174-211 =212

~e— 2 hour <90  91-108 109-125 126-139 140-157 158-177 =178

FIGURE 57-8 Hyperglycemia and Adverse Pregnancy Outcome (HAPO) Study. The
frequency of newborn birthweight > 90th percentile for gestational age plotted against
glucose levels (mg/dl) fasting and at 1- and 2-hr intervals following a 75-g oral glucose
load. LGA = large for gestational age. (Adapted from The HAPO Study Cooperative
Research Group, 2008.)



GDM Anneye Olan Etkiler

Kisa DOnem Uzun Donem
e Kalici Tip 2 DM e Tip2 DM
— Achk > 105 _
— insdlin kullanimi + [ Gebelikte * Metabolik sendrom
— Yas T — KVH
- BMI M

. _ — Inme
e Gestasyonel hipertansiyon

— OR >1.5 (Bryson, 2003. AM J Epid)
e Polihidramniyos
« SCAorani M
 Dogum yolu travmalari
* Preterm EMR ve dogum
* Postpartum kanama

Renal hastalik



GDM Anneye Uzun Donem Etki
Literatur

Tip 2 DM lerin 1/3 linde 6nceden GDM (+)

GDM Metabolik Send. icin OR>3
— Laenburg 2005 Clin End Me, Cheung 2003 Diabetes Care

Kanada c¢alismasi 650.000 gebe
— =22.000 GDM %3.3
— 9yl takiple
%20 tip 2 DM, kontrol grubunda bu oran %2 (Feig 2008 C.M.A.S.)
isko¢ calismasi
— 8yl %25 tip 2 DM, BMC Eades 2015 (Preg Child)

GDM-Tip 2 DM + KVH risk faktor

— GDM+06lu dogum
* Tip 2 DM riskini 2 kat
KVH kisa donemde P Piutzudi 2015, Diabetologics
GDM +
— BMI>30 +5kg ™
— BMI>25 +5kg ' %43 tip 2 DM 1 (Bao 2015, Diabetologics)

GDM - Renal morbidite > Beharier 2015 (S.C.E.M)



Fetal-Yenidogan Kisa Donem Etkiler

 Makrozomi (Pedersen Yenidogan RDS

hipotezi) — Sirfaktan
* intrauterin fetal 8lim — SCA sonrasi YD tasipnesi
— Perinatal asfiksi  Dogum travmalari
— Kardiyomyopati — Kiriklar(Klavikula, Humerus)
* Prematir dogum — Omuz distosisi
— GDM — Brakiyal pleksus hasarlari
— Polihidramniyos * Hipoglisemi
— GIH * Hipokalsemi
— Preeklampsi .

, o Konjenital anomali?
— Perinatal morbidite ve

mortalitede

* Polisitemi

— Hiperviskozite

— Hiperbilurubinemi

Maternal obezite + GDM ile komplikasyonlar




Fetal Uzun Etkiler

Kardiyometabolik risk
Cocuklukta metabolik sendrom

Gelecekte diyabet, Prediyabet riski, instlin
rezistansi, Glukoz intoleransi

Adolosan donemde obezite

Noropsikolojik bozukluk?
— Hafif kognitif bozuklukta artis

e Balanos 2015, J Child Neurology



Infant/Adoldsan Uzun Dénem
Literatur

GDM + BMI + kilo artisl

— LGA cocuklarda cocuklukta yaglanma
* Vohr 1999 Diabetes Care

GdM + annenin obez olmasi

— Cocuklukta metabolik sendrom icin OR 3.6
* Boney 2015,Pediatrics

Hindistan calismasi: 9.5 yil sonra cocuklarda
— Glukoz 1, insulin
— Ciltalti kalinhik T p<0.001
— Homa
— Bilirubin p<0.05 Krishnaveni 2010, Diabetes Care
GDM + hiperinsilinemi
— 15 yilhik takip
— Cocuklarda 17 kat metabolik Send. T
— Asiri kilolu olma orani 10 kat I* Hung TAM 2010, Diabetes Care

GDM + LGA Adolosanlarda obezite riski ™ Gillman 2003, Pediatrics



GDM: Postpartum Yaklasim

Anne-Yenidogan-Infant sagligina odaklanma
Saglikli beslenme 6gretisi

Fizik aktivitenin 6nemini kavratma

Kilo verilmesi (gerektigi kadar)

Sigara biraktirilmali

Emzirme tesvik edilmeli

Uygun kontrasepsiyon

IFG, IGT, Tip 2 DM tanisi T

Postpartum 6-12 haftada 75g-2saat OGTT
Egzersiz 30-60 dk/glin haftada 5 glin



Sonuc

Gebelik donemi gelecekteki diyabetin ortaya cikarilmasi icin
fizyolojik bir tani donemidir

GDM tanisi icin TARAMA cok 6nemlidir

GDM nin tanisi Anne- Fetus-Yenidogan komplikasyonlarinda
onemlidir

GDM tanisi anne ve cocuk icin gelecekte tip 2 DM, Obezite,
Kardiyovaskuler Hastaliklarin onlenmesi bakimindan énemli

GDM tanisi sonrasi beslenme aktivite ve tetkiklerle saglikl
birey olma édnemli

GDM li anne cocuklarini yénlendirme, takip

GDM sonrasi koyulan tip 2 DM tanisi alanlarda tedavi ve
planli dogum ile konjenital anomalili dogum insidansi azalir



