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INTRODUCTION
Gestational diabetes mellitus (GDM) is dened as any degree of 
glucose intolerance with the onset or rst recognition during 
pregnancy with or without remission after the end of pregnancy [1]. 
Worldwide  prevalence  of  GDM  is reported between 1.4 – 14 percent 
[2]. The prevalence of GDM is high in the Indian population as 
compared to other populations of southeast Asian [3] and varies from 
3.8 to 21% in studies conducted in different geographical locations [4]. 
The regional differences in the prevalence of GDM is in correlation 
with type 2 diabetes. GDM is associated with higher risk of developing 
type 2 diabetes later in life [5].

There are wide number of morbidities with GDM, morbidities in 
mother include prolonged labour, gestational hypertension and in 
infants polycythemia, respiratory distress, hypoglycemia, growth 
restriction, hypocalcaemia and congenital malformations [6]. 
Adequate control of GDM is associated with improved perinatal 
outcome. Majority of the patients with GDM respond to diet therapy 
alone and very few require the addition of insulin [1-3]. In recent years 
the management of GDM has altered markedly. It is based on universal 
screening of blood glucose levels and achieving a tight control of 
glucose levels through home monitoring and glycosylated hemoglobin 
[7].

The  data  regarding  prevalence and outcomes  of  GDM  will help in 
planning and allocation of resources and the preventive strategies at 
the hospital and community level. The maternal and neonatal outcome 
in women  with  GDM can be improved,  if a proper  treatment  plan is 
provided  from the health care provider. Very few studies conducted in 
this region describing the prevalence, associated risk factors, maternal 
and neonatal outcomes associated with GDM. Hence the present study 
was conducted.

MATERIAL AND METHODS
The data was obtained from the medical records department from 
January 2018 to January 2019. Women between 24-28 weeks of 
gestation were included in the study. The Information collected 
included the following parameters: age, residence status, gravid status, 
family history of diabetes or history of diabetes in rst degree relative, 
past history of GDM. Neonatal outcomes like stillbirths, macrosmia, 
hyperbilirubinemia were recorded. Women with serious medical 
disorders like heart, kidney, liver, pulmonary disorders, diabetes 
mellitus and hypertension were excluded from the study. GDM was 
diagnosed by OGTT using WHO criteria [8]. The information obtained 

was recorded and analyzed using Microsoft Excel (2007 version). The 
results are explained in frequency and percentage.

RESULTS
Out of 5169 cases evaluated during the study period, 129 were 
diagnosed with GDM. The Prevalence was 2.4%. Urban residents 
accounted for 55.8% of the cases.

Table 1: Prevalence of risk factors in GDM cases

All the cases of GDM had at least one risk factor.

Table 2: Maternal outcomes in GDM cases

Most common adverse maternal outcome was cephalopelvic 
disproportion followed by Casearean section and least common was 
abruptio placentae.

Table 3: Fetal outcomes in GDM cases
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Risk factor                         Number       Percentage
Age>25 years                                      62                    48
Family history of diabetes mellitus     46                    35.6
History of hypertension                       34                    26.3
History of perinatal losses                   14                    10.8
History of spontaneous abortions        11                     8.5
History of macrosomia                         09                    6.9
History of caesarean section                19                    14.7       
Past history of GDM                            23                    17.8

Maternal 
Outcome                                              Number           Percentage
Caesarean delivery                                 61                         47.2
Cephalopelvic disproportion                  74                         57.3
Assisted vaginal delivery                       09                          6.9
Shoulder dystocia                                   02                         1.5
Pregnancy induced hypertension           41                          31.7

Polyhydramnios                                     18                          13.9

Abruptio placentae                                 03                          2.3

Premature rupture of membranes           05                          3.8

Fetal 
Outcome                                           Number               Percentage
Macrosomia                                          23                            17.8                
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Most common adverse fetal outcome was Hyperbilirubinemia 
followed by Macrosomia and least common was stillbirth.

DISCUSSION
The prevalence of GDM in the present study was 2.4%. Studies 
conducted in India have reported prevalence ranging between3.8 to 
21% in different geographical locations [4]. The wide range of 
prevalence may be due to different demographic prole of the patients 
and different criteria for diagnosis of GDM. Other studies have also 
used WHO, ADDA, IADPG and DIPSI guidelines for diagnosis.

In the present study , women aged >25years are three times more likely 
to develop GDM [9-11].Primigravida and gravida<3  risk factor for 
development of GDM as reported by various studies [3, 9. 11, 9, 12, 
13]. But some studies have shown the association between parity >2 
and development GDM as statistically insignicant [14,15].  Urban 
patients formed 56% of the cases and rural 44%. This may be due to the 
fact that our hospital caters to both urban and rural places nearby.

The prevalence of risk factors for GDM are listed in table 1. All the 
GDM cases had at least one risk factor. The most common risk factors 
were age>25 years, family history of diabetes mellitus and history of 
hypertension. These risk factors have also been reported in various 
studies [3,11,16,17]. One important risk  factor we did not include in 
the present study was obesity as measured by body mass index (BMI). 
As the present study was retrospective, we did nd the data (accurate 
height and weight from the records). Obesity  is  an  important  risk  
factor  in  the development of GDM. Higher  prevalence of  GDM  in  
women  with  higher  BMI  has  been reported in other studies [3,17, 
18].

The  most common adverse maternal outcome was cephalopelvic 
disproportion followed by Casearean section and least common was 
abruptio placentae. Other studies have reported complication in 
varying percentages such as gestational hypertension, vaginal 
candidiasis, premature rupture of membranes, perineal tear and 
postpartum hemorrhage [19-21]. The rate of Casearean section in the 
present study was 47.2%. Other studies have reported incidence of 
Casearean section between 30% to 71% [21-23]. The main indications 
for Casearean section in this study were maternal hypertension, 
macrosomia, non-progress of labor, failure of induction and previous 
history of cesarean sections.

The most common adverse fetal outcome was hyperbilirubinemia 
followed by macrosomia and least common was stillbirth. Similar fetal 
complications are reported by other studies [22, 24]. Macrosomia 
incidence has reported between 3% to 18% [21, 25], in the present 
study it was 17.8%. Hyperbilirubinemia incidence was 22%, is higher 
than other studies which have reported between 6% to 12% [21, 26]. 
The rate of NICU admission was 10.8%, but other studies have 
reported NICU admission rates of 16% and 28% [27, 28]. IUGR babies 
and stillbirth rate is lower than other studies [26-28]. Congenital 
anomalies (cleft lip and palate, hip dislocation, meningocele) 
incidence was 10.8%. One study reported same incidence of 10% [22] 
and other study 3.8% [24].

Some studies concluded that even very small uctuations in glucose 
levels can result in abnormal fetal growth which can be easily 
prevented by simple but aggressive control of blood glucose level [29, 
30]. The present study thus supports the ndings that diabetes during 
pregnancy is a state of concern and is responsible for high maternal and 
fetal morbidity. Along with insulin therapy and lifestyle modications, 
we need to broaden he research on GDM, a recent study conducted on 
efcacy of oral hypoglycemic agents, particularly glyburide and 
metformin, found to be useful  in management of GDM [31]. Another 
study although for conducted for a short-term, has not shown any 

adverse effect of these oral hypoglycemics on the fetus, which are 
increasingly being used in pregnancy [32]. More prospective 
randomized controlled trials are need on use of oral medications in 
GDM.

Limitations of the study
The was a retrospective study and we did not have a control group to 
compare. Future studies should be prospective, randomized and 
include a large sample size.

CONCLUSION
The prevalence of GDM was 2.4%. Most of  the cases of GDM had at 
least one risk factor for GDM. The  most common adverse maternal 
outcome was cephalopelvic disproportion. The most common adverse 
fetal outcome was hyperbilirubinemia. Early diagnosis and 
appropriate treatment of GDM will help in preventing maternal and 
fetal adverse outcomes and can delay  in development of diabetes in 
high-risk individuals. The prevalence of GDM is going to increase in 
the near future, hence there is need for various community-based 
prevalence studies in different geographical regions of India to 
determine the exact prevalence of and regional differences of GDM.
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Hyperbilirubinemia                              29                             22.4                                                    
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NICU admission                                  14                             10.8                                                    
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Congenital anomaly                             09                               6.9

Respiratory distress                              05                               3.8
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