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Introduction & Aim of the work

INTRODUCTION

Diabetes Mellitus has long been associated with maternal
and perinatal morbidity and mortality. Fetal and neonatal
mortality rates were as high as 65% before the development of
specialized maternal, fetal and neonatal care. Since then, infants of
diabetic mothers (IDMs) have experienced a nearly 30-fold
decrease in morbidity and mortality rates.

Infants born to mothers with glucose intolerance are at an
increased risk of morbidity and mortality related to the following:

« Respiratory distress

. Growth abnormalities (large for gestational age [LGA], small
for gestational age [SGA])

. Congenital malformations
« Hypoglycemia
. Polycythemia

. Hypocalcemia, hypomagnesemia and iron abnormalities (Nold
& Georgieff, 2007).

About 3-10% of pregnancies are affected by abnormal
glucose regulation and control. Of these cases, 80-88% are related
to abnormal glucose control of pregnancy or gestational diabetes
mellitus (Nold & Georgief, 2004).

The quantitative definition of hypoglycemia in the
newborns remains elusive because it is a surrogate marker for
central nervous system energy deficiency (Straussman et al.,
2010).
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Introduction & Aim of the work

Infants born to diabetic mothers tend to have a high rate of
hypoglycemia on the first day of life when a relatively high cut-
off point (> or =47 mg/dl = 2.6 mmol/l) is used. Infants born large
for gestational age as well as those born to mothers with juvenile
diabetes mellitus are at higher risk and should be closely
monitored (Maayan-Metzger et al., 2009).

Hypoglycemia is caused by hyperinsulinemia due to
hyperplasia of fetal pancreatic beta cells consequent to maternal-fetal
hyperglycemia. Because the continuous supply of glucose is stopped
after birth, the neonate develops hypoglycemia because of
insufficient substrate. Stimulation of fetal insulin release by maternal
hyperglycemia during labor significantly increases the risk of early
hypoglycemia in these infants (Barnes-Powell, 2007).

Hypoglycemia may present within the first few hours of
life. Although the infant is generally asymptomatic, symptoms
may include jitteriness, irritability, apathy, poor feeding, high
pitched or weak cry, hypotonia, or frank seizure activity.
Hypoglycemia that requires intervention may persist for as long as
one week (Cornblath et al., 2000).

Hypoglycemia in the newborn may be associated with both
acute decompensation and long term neuronal loss (Straussman et
al., 2010).

Third trimester glycemic parameters are more powerful
predictors of fetal growth than glycemic parameters earlier in
pregnancy or during preconception (Herranz, 2007).
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Introduction & Aim of the work

It has been shown that in a diabetic mother, maternal
hyperglycemia during the last four hours and during labor
significantly increases the risk of early neonatal hypoglycemia
(Murthy, 2002 & Barnes-Powell, 2007).




