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Abstract

Diabetes in pregnancy, either Gestational (GDM) or pre-gestational diabetes
mellitus (PGDM), is linked to several maternal and fetal/neonatal complications.
These include pregnancy-induced hypertension, preeclampsia, operative delivery,
fetal macrosomia, neonatal asphyxia, birth trauma, respiratory distress,

prematurity, and congenital defects.

In women with type 1 DM who are poorly controlled at the time of conception and
during the early weeks of gestation, the incidence of spontaneous abortion and
major congenital malformations are increased. These anomalies can be prevented
by tight control of maternal glycemia before gestation and during the early weeks
of pregnancy.
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| ntroduction

What is diabetes?

Diabetes mellitus is a metabolic disordearacterized by the presence of
hyperglycemia due to defective insulin secreti@fedtive insulin action or both.
The chronic hyperglycemia of diabetes is assocaidudsignificant long-term
sequelae, particularly damage, dysfunction andraibf various organs —
especially the kidneys, eyes, nerves, heart armblblesselsEhud, 2008).

Dysglycemia is a qualitative term usedésatibe blood glucose (BG) that is
abnormal without defining a threshold. The adoptbthis term reflects
uncertainty about optimal BG ranges and the cumaderstanding that
cardiovascular (CV) risk and mortality risk existpeople with even slightly
elevated BG levelshud, 2008).

Approximately 150 million are affected weahslide. The World Health
Organization (WHO) has predicted that between 8852025 there will be a
35% increase in the worldwide prevalence of diabheis 3-10% of all
pregnancies are complicated by diabetes, 90% tatgasal & 10% is preexisting
(Snapp and Donaldson, 2008).

Diabetes mellitus is the most common médtalsiesorder that occurs
during pregnancy. It has two clinical patternsheitpregestational diabetes
mellitus or gestational diabetes mellif@unningham et al., 2010).



There are 3 main types of diabetes Mellitus:

Type 1 diabetes : results from body'’s failure todurce insulin.

Type 2 diabetes : results from insulin resistance .

Type 3 diabetes : ( Gestational diabetes ) : witegmant women who have never
had diabetes before have a high blood glucosedekeing pregnancfMichad ,
2007).

Type 2 diabetes mellitus accounts for 8%ases of diabetes mellitus in
pregnancy. From women with gestational diabetesyden 20% and 50%
subsequently develop type 2 diabetes mellitasvrence et al., 2008).

A 2008 study completed in the U.S. founat tnore American women are
entering pregnancy with preexisting diabetes. Ict Eze rate of diabetes in
expectant mothers has more than doubled in thebpgesargLawrence et al.,
2008).

Infants of mothers with preexisting dialsetgperience double the risk of
serious injury at birth, triple the likelihood oésarean delivery, and quadruple the

incidence of newborn intensive care unit admisgMichael, 2007).



FACTORS INFLUENCING THE PREVALENCE OF DIABETES

1-Age

Populations worldwide continue to show asistent increase in the
prevalence of diabetes with increasing age, withesareaching a plateau or
even declining slightly in the very old. For examph USA, among the age
groups of 70-74, 75-79, 80-84 an@5 years, the prevalence of diabetes was
shown to be 20.0, 21.1, 20.2 and 17.3%, respegt{@alagiuri and
Davies, 2009).

2-Body Weight

The world wide prevalence of obesity hasagr to alarming levels of at least
300 million people. A body mass index (BMI)»80kg/m2 increases the absolute
risk of type 2 diabetes by approximately two fdddt up to 20 fold, relative to a
normal BMI(Mokdad et al., 2009).

3-Family History
Individuals with a family history of typediabetes are at an increased risk for
the disease. The life time risk of developing tZp#iabetes is estimated at 40% if

one parent has type 2 diabef€slagiuri and Davies, 2009).

4- Pre-Existing Impaired Glucose Homeostasis

Both impaired glucose tolerance (IGT) amgaired fasting glucose (IFG) are
important risk factors for the development of fetdiiabetes, increasing the risk
between 10 and 20 fold compared to those subjatiswrmal glucose tolerance
(Magliano et al., 2008).



5-Life Style

It is well documented that the prevalentcdiabetes varies among different
ethnic groups. It was significantly higher amonginics (33.4%) than among
blacks (29.6%), Asians (24.3%) and whites (18.4%&)tain ethnic groups are
particularly susceptible to develop diabetes winety imove from traditional to
urbanized sedentary life style. Higher prevalemte of DM in urban rather than

rural environments within the same courn(@plagiuri and Davies, 2009).

6-Other Factors Predispose To diabetes mellitus :

- Dyslipidemia : high (triglyceride, cholesteraw density lipoprotein LDL) or
low ( high density lipoprotein HDL).

- Hypertensiomx 140/90 mmHg in adults is associated with an apprate two
fold increase in undiagnosed type 2 diabetes.

- Diabetes is common in people with cardiovascaa cerebrovascular disease
(Colagiuri and Davies, 2009).



