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Definition 

• Pregnancy is accompanied by insulin resistance, mediated primarily by 

placental secretion of diabetogenic hormones including growth hormone, 

corticotropin-releasing hormone, placental lactogen (chorionic 

somatomammotropin), prolactin, and progesterone. 

• Gestational diabetes mellitus develops during pregnancy in women whose 

pancreatic function is insufficient to overcome the insulin resistance 

associated with the pregnant state. 



Prevalence 

• The prevalence of gestational diabetes mellitus as traditionally 

defined is approximately 6 percent of pregnant women in the 

United States. 

• The prevalence varies worldwide (2 to 38 percent).

• Prevalence also varies because of differences in screening 

practices, population characteristics (eg, average age and body 

mass index [BMI] of pregnant women), testing method, and 

diagnostic criteria. 

• Prevalence has been increasing over time, likely due to 

increases in mean maternal age and weight, particularly 

increasing obesity. 



Prevalence

• Bases on the International Association of Diabetes research (2021) the global 

prevalence of GDM was reported to be 14.0% around the world. The 

prevalence of GDM in low-, middle- and high-income countries were 

12.7% , 9.2% and 14.2% , respectively.

• According to a systematic review (2023), the prevalence of GDM in Iran 

has been reported to be 10%. The prevalence of gestational diabetes is 

reported to be 11.5% in Tehran, 18% in Hamadan and 3.3% in Yazd.  



Several adverse outcomes 

• Preeclampsia, gestational hypertension

• Polyhydramnios

• Macrosomia and large for gestational age infant

• Maternal and infant birth trauma

• Operative delivery (cesarean, instrumental)

• Perinatal mortality

• Fetal/neonatal hypertrophic cardiomyopathy

• Neonatal respiratory problems and metabolic complications (hypoglycemia, 

hyperbilirubinemia, hypocalcemia, polycythemia)

• increased risk of developing type 2 diabetes as well as cardiovascular disease 

•



Several adverse outcomes 

• Their adolescent and adult offspring appear to be at risk of long-term 

sequelae, such as obesity, abnormal glucose tolerance, hypertension, or 

metabolic syndrome. In addition, both gestational and pregestational

(preexisting) diabetes mellitus have been associated with an increased 

risk of autism and other adverse neurodevelopmental outcomes in 

offspring, but it is not clear that these associations are causal. Shared 

environmental and genetic factors may play a role. 



Risk factors 

• Personal history of impaired glucose tolerance, A1C ≥5.7 percent, impaired fasting glucose, or 

gestational diabetes mellitus in a previous pregnancy.

• Hispanic American, African American, Native American, South or East Asian, Pacific Islander.

• Family history of diabetes, especially in first-degree relatives .

• Pre-pregnancy weight ≥110 percent of ideal body weight or BMI >30 kg/m2, significant weight 

gain in early adulthood and between pregnancies , or excessive gestational weight gain during the 

first 18 to 24 weeks.

• Older maternal age (>25 or 30 years of age).

• Previous unexplained perinatal loss or birth of a malformed infant.

• Glycosuria at the first prenatal visit.



Risk factors 
• Previous birth of an infant ≥4000 g (approximately 9 pounds).

• High density lipoprotein <35 mg/dL (0.90 mmol/L), 

triglyceride >250 mg/dL (2.82 mmol/L).

• Medical condition/setting associated with development of 

diabetes, such as metabolic syndrome, polycystic ovary 

syndrome, current use of glucocorticoids, hypertension or 

cardiovascular disease, acanthosis nigricans.

• Multiple gestation.

Copyrights apply



Screening 

and 

diagnostic test



Screening and diagnostic test
• Women who are hyperglycemic in early pregnancy are at increased risk of 

having a child with a congenital anomaly, and they may have unrecognized 

complications (nephropathy, retinopathy) from diabetes. 

• If these women are identified early in pregnancy, they could benefit from 

receiving the diagnostic and therapeutic interventions routinely provided to 

women with pre-gestational diabetes mellitus.

• Both the American Diabetes Association (ADA) and the American College of 

Obstetricians and Gynecologists (ACOG) suggest early pregnancy testing for 

undiagnosed type 2 diabetes in women who are overweight or obese and/or 

have one or more additional risk factors for diabetes.



• The ADA and ACOG define women at increased risk of overt diabetes based on:

• Body mass index (BMI) ≥25 kg/m2 (≥23 kg/m2 in Asian Americans) plus one or more of the following:

• Gestational diabetes mellitus in a previous pregnancy.

• Glycated hemoglobin ≥5.7 percent

• First-degree relative with diabetes.

• High-risk race/ethnicity (eg, African American, Latino, Native American, Asian American, Pacific Islander).

• History of cardiovascular disease.

• Hypertension (≥140/90 mmHg) or on therapy for hypertension.

• High-density lipoprotein cholesterol level <35 mg/dL (0.90 mmol/L) and/or a triglyceride level >250 mg/dL.

• Polycystic ovary syndrome.

• Physical inactivity.

• Other clinical condition associated with insulin resistance (eg, severe obesity, acanthosis nigricans).

• Previous birth of an infant weighing ≥4000 g.

• age≥ 40 years .
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SCREENING AND DIAGNOSTIC TESTING

• The purpose of screening is to identify asymptomatic individuals with a high probability of 

having or developing a specific disease.

• Two-step approach –

• The two-step approach is the most widely used approach for identifying pregnant women with 

gestational diabetes mellitus in the United States. The first step is a 50 gram one-hour glucose 

challenge test (GCT) without regard to time of day/previous meals. Glucose concentration should 

be measured in venous plasma using an accurate and precise enzymatic method. The following 

thresholds have been proposed to define a positive screen: ≥130 mg/dL, ≥135 mg/dL, or ≥140 

mg/dL . Screen-positive patients go on to the second step, a 100 gram, three-hour oral glucose 

tolerance test (GTT), which is the diagnostic test for gestational diabetes mellitus.

• For women with 50 gram one-hour glucose results ≥200 mg/dL (11.1 mmol/L), the author 

makes a presumptive diagnosis of gestational diabetes mellitus, unless the patient prefers to 

undergo a GTT for definitive diagnosis. The GTT can be performed safely, as the 100 gram 

glucose load would not lead to diabetic ketoacidosis in women with gestational diabetes mellitus 

or unrecognized type 2 diabetes. 



SCREENING AND DIAGNOSTIC TESTING

• One-step approach –

• The one-step approach omits the screening test and simplifies 

diagnostic testing by performing only a 75 gram, two-hour oral GTT 

but requires an overnight fast.

• There is no consensus regarding use of the one-step versus the two-

step approach among national and international organizations.

• .  
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Candidates for screening/testing 

• In the United States, universal screening or testing 

appears to be the most practical approach because 90 

percent of pregnant women have at least one risk factor 

for glucose impairment during pregnancy.

• Furthermore, as many as 20 percent of women diagnosed 

with gestational diabetes mellitus have no risk factors.

• On the other hand, risk factors were poor predictors of 

women who had an abnormal GTT .  
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Timing of screening/testing 

• the American Diabetes Association (ADA) and American 

College of Obstetricians and Gynecologists (ACOG) have 

provided risk assessment criteria for estimating diabetes 

risk. 

• In the absence of early testing or if early testing is 

negative, universal screening is performed at 24 to 28 

weeks of gestation.  
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Repeat testing  

• In most protocols, a negative GTT at 24 to 28 weeks is not 

repeated later in pregnancy. However, several studies have 

shown that repeating the test after an initially normal GTT will 

identify additional cases in 4 to 29 percent of cases, depending 

on the timing and indication for repeat testing. Repeat GTT can 

be considered on an individualized basis in women with 

sonographic findings suggestive of a diagnosis of gestational 

diabetes, such as fetal overgrowth or polyhydramnios, or in 

those with a past history of gestational diabetes

Copyrights apply



Copyrights apply



RECOMMENDATIONS OF NATIONAL AND INTERNATIONAL ORGANIZATIONS

• American College of Obstetricians and Gynecologists (ACOG, two-step approach )

• International Association of Diabetes and Pregnancy Study Groups (IADPSG, one-step approach 

• American Diabetes Association (ADA, one-step or two-step approach) 

• World Health Organization (WHO, one-step approach) 

• Canadian Diabetes Association (CDA, two-step [preferred] or one-step approach) 

• The Endocrine Society (one-step approach) 

• Australasian Diabetes in Pregnancy Society (WHO approach) 

• National Institute for Health and Care Excellence (NICE, United Kingdom, one-step approach)

• International Federation of Gynecology and Obstetrics (FIGO, one-step approach) 
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Management of  GDM during 

pregnancy
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A1 GDM with good glucose control
(FBS<105, BS< 120 mg/dl)

• Women who are euglycemic with nutritional therapy alone (ie, class A1 GDM) and who 

have no other pregnancy complications (eg, no macrosomia, preeclampsia, growth 

restriction, polyhydramnios, or oligohydramnios) do not appear to be at increased risk of 

stillbirth; therefore, omitting antenatal fetal surveillance (non-stress test [NST] and 

amniotic fluid index, biophysical profile [BPP]) is a reasonable approach for these 

women. 

• If the practitioner chooses to order NSTs or BPPs, the tests can be begun closer to term 

than 32 weeks (eg, 36 weeks) since no increased risk of stillbirth has been demonstrated 

in this population.

• For women with A1 gestational diabetes mellitus (GDM) that is well controlled with 

nutritional medical therapy alone, we suggest no antenatal fetal testing (Grade 2C) 

• We manage these patients expectantly until up to 41+0 weeks of gestation. We offer 

them induction at 39+0 weeks of gestation and recommend induction by 41+0 weeks of 

gestation (Grade 1C). 



A2 GDM or A1 GDM with suboptimal 
glucose control

• We obtain twice weekly NSTs plus an amniotic fluid index 

beginning at 32 weeks of gestation in women who need insulin 

or an oral anti-hyperglycemic agent to achieve good glycemic 

control and in all women with suboptimal glycemic control. 

Monitoring fetal growth

• We perform a single third-trimester ultrasound examination at 36 to 39 

weeks to estimate fetal weight in all women with GDM, regardless of 

degree of metabolic control or requirement for insulin or oral anti-

hyperglycemic agents. Identification of accelerated fetal growth before 

delivery may be useful to identify maternal-fetal pairs who may benefit 

from scheduled cesarean delivery to avoid trauma from shoulder dystocia. 



A2 GDM or A1 GDM with suboptimal 
glucose control

• For women with A2 GDM and women with A1 GDM with suboptimal 

glucose control, we suggest induction of labor at 39+0 to 41+0 weeks 

of gestation (Grade 2C). 

• Potential benefits include lower rates of macrosomia and large for 

gestational age infants, lower rates of shoulder dystocia, and lower 

rates of cesarean delivery. 

• If a concomitant medical condition (eg, hypertension) is present or 

glycemic control is suboptimal on pharmacologic therapy, delivery 

should be undertaken as clinically indicated prior to 39+0 weeks of 

gestation. 

https://www2.utdos.ir/contents/grade/6?title=Grade%202C&topicKey=OBGYN/4800


A2 GDM or A1 GDM with suboptimal 
glucose control

• Scheduled cesarean delivery to avoid birth trauma is typically 

offered at 39+0 weeks to women with GDM and estimated fetal 

weight ≥4500 grams. Such women should be counseled about 

the poor predictive ability of ultrasound estimates of fetal 

weight and the risks and benefits of cesarean delivery in the 

current and future pregnancies. 
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مراقبت هاي بارداري

2ا، صبح ناشت: هر روز قند خون در چهار نوبت با گلوكومتر اندازه گيری شود•
لازم است (ساعت بعد از شام 2ساعت بعد از ناهار و 2ساعت بعد از صبحانه، 

هفته یکبار در آزمایشگاه با خون وریدی قند خون كنترل شود3-2هر 

•HbA1c  هر سه ماه اندازه گيری شود .

با بيمار باید بستری شده و, اگر در طول بارداری قند خون كنترل نباشد•
.  مشاوره متخصص غدد، نوع تغذیه و انسولين دریافتي تنظيم گردد

دا دقت شود بيمار حداقل وزن گيری را در طول بارداری داشته و كاهش وزن پي•
.نکند

اگر مادر سابقه مرگ داخل رحمي در بارداری قبلي دارد، از زمان وقوع مرگ -•
.در بارداری قبلي، سلامت جنين ارزیابي شود



نيمه اول بارداري
مشاوره تغذیه و ورزش؛•

پروتئينوری  Cr ,BUNكليرانس كراتينين، ارزیابي عملکرد كليه با اندازه گيری•

ساعته و در صورت لزوم تکرار آن در طول بارداری؛ 24

سونوگرافي و تعيين سن بارداری؛•

انجام غربالگری ناهنجاری جنين؛•

حت رژیم مصرف آسپيرین برای جلوگيری از پره اكلامپسي در بيماراني كه ت-•

بارداری قبل از خواب؛12تا 36دارویي هستند، از هفته 

.انجام سایر مراقبتهای دوران بارداری•
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نيمه دوم بارداري
ه سونوگرافي دقيق جهت بررسي نقص لوله عصبي و سایر آنومالي های جنيني و اگر شک ب•

نين اكوكاردیوگرافي قلب جآنومالي قلبي وجود دارد یا در سونوگرافي عروق بزرگ دیده نشود 

بارداری؛ 20-22در هفته

توصيه به مادر برای شمارش حركات جنين•

بارداری 39-37تخمين وزن جنين در هفته •

:در صورت بارداري بدون مشكل و كنترل قند خون با دارو

بارداری؛ 18انجام اكوكاردیوگرافي جنين در هفته ✓

یک بار در هفته؛ AFIو NSTبارداری با انجام 32ارزیابي سلامت جنين از هفته ✓

هفته یکبار؛  3-2بارداری و تکرار آن هر 32سونوگرافي جهت ارزیابي رشد جنين از هفته ✓

.  بارداری28بررسي از نظر احتمال بروز پره اكلامپسي از هفته ✓

:در صورت بارداري بدون مشكل و كنترل قند خون با تغذيه به تنهايي

.  ارزیابي سلامت و رشد جنين مطابق افراد غير دیابتي•

•



:در صورت بارداری با قند خون كنترل نشده

دو بار در هفته؛      NSTبارداری با انجام 32ارزیابي سلامت جنين از هفته ✓

AFI  یک بار در هفته

بارداری یک بار در هفته؛ 32سونوگرافي جهت ارزیابي رشد جنين از هفته ✓

.بارداری28بررسي از نظر احتمال بروز پره اكلامپسي از هفته ✓
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گرم یا بيشتر ختم بارداری به روش سزارین4000در صورت وزن 

ختم بارداری شرایط بارداری

هفته40تا  غذیه بارداری بدون مشکل و كنترل قند خون با ت
به تنهایي

هفته39 اروبارداری بدون مشکل و كنترل قند خون با د

هفته38 بارداری با قند خون كنترل نشده

زمان ختم بارداری



INTRAPARTUM MANAGEMENT

• Glucose monitoring — Capillary blood glucose measurements are 

convenient and reasonably accurate over the normal range of blood 

glucose concentrations.

• Overt hypoglycemia (<50 mg/dL [2.8 mmol/L]) or hyperglycemia 

(>180 mg/dL [10 mmol/L]) detected in capillary blood should be 

treated promptly, before confirmation has been obtained.

• During the latent phase of labor, we monitor capillary glucose 

levels before and after meals in women who are eating. In the 

absence of significant oral intake, we check glucose levels no more 

frequently than every four to six hours, which is as efficacious as 

hourly assessment when the goal is to avoid neonatal hypoglycemia



Glucose target

• The ideal intrapartum target glucose level to reduce the risk of 

adverse neonatal hypoglycemia is not clear. 

• In the absence of proven goals, a reasonable target range for 

intrapartum glucose levels is >70 and <126 mg/dL (>3.9 and 

<7.0 mmol/L), as this range has not been associated with clinically 

important neonatal hypoglycemia in insulin-requiring women.

• Intrapartum glucose levels above 140 to 180 mg/dL (7.8 to 10.0 

mmol/L) have been shown to be associated with neonatal 

hypoglycemia. 



Guidelines for insulin management

• ACOG recommends intravenous insulin infusion for intrapartum 

glycemic management. We individualize management, considering the 

woman's medical regimen prior to labor. 

• Clinicians managing women with diabetes who are in labor must be 

experienced in euglycemic medical management and be able to adjust 

regimens to meet changing intrapartum needs.
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درمان با انسولين در جریان ليبر و زایمان

.دوز معمول انسولين متوسط اثر در هنگام خواب تجویز مي شود•

.دوز صبحگاهي انسولين حذف مي شود•

.  انفوزیون داخل وریدی نرمال سالين آغاز مي شود•

ميلي گرم در دسي ليتر، 70پس از آغاز ليبر فعال و یا كاهش ميزان گلوكز به كمتر از •

ميلي 100-150تغيير داده مي شود و با سرعت % 5انفوزیون از سالين به دكستروز 

ميلي گرم در دسي 100ليتر در ساعت تجویز مي شود تا ميزان گلوكز در حد تقریباً 

.ليتر به دست آید

انسولين یا ميزان گلوكز هر ساعت با گلوكومتر كنترل مي شود تا بتوان ميزان انفوزیون•

. گلوكز را تنظيم كرد



Induction of labor

• Ideally, induction is scheduled for early morning. 

• The patient should maintain her usual nighttime dose of intermediate-acting insulin, short- or 

rapid-acting insulin, oral anti-hyperglycemic medication, or continuous insulin infusion on the 

night before induction. 

• If she uses a long-acting insulin at night the dose needs to be decreased by 50 percent or 

switched to NPH insulin at one-third of the long-acting nightly dose.

• The morning of induction, ask the woman to eat a light breakfast (half of her usual breakfast 

intake) and reduce her insulin dose (NPH and short- or rapid-acting insulin) by 50 percent. 

• Continued oral intake (at 50 percent of daily intake, 1000 to 1200 kcal) is permitted during 

cervical ripening/latent phase when this period is anticipated to exceed 8 to 12 hours and there 

is a low risk of emergency operative delivery (eg, reassuring fetal heart rate tracing, stable 

maternal condition).



Guidelines for intrapartum management of women 
previously receiving oral antihyperglycemic agents

• Metformin and glyburide are commonly used as primary 

treatment in pregnant women with gestational diabetes. If the 

woman will be fasting after midnight for a planned cesarean 

delivery or induction of labor, her nighttime dose of metformin 

or glyburide should be given and the morning dose withheld. 

• If cervical ripening is planned and oral intake will be permitted 

during this process, she should take 50 percent of her morning 

dose of metformin or glyburide.
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https://www2.utdos.ir/contents/metformin-drug-information?search=%22Pregestational+(preexisting)+and+gestational+diabetes:+Intrapartum+and+postpartum+glycemic+control%22&topicRef=4441&source=see_link
https://www2.utdos.ir/contents/glyburide-glibenclamide-drug-information?search=%22Pregestational+(preexisting)+and+gestational+diabetes:+Intrapartum+and+postpartum+glycemic+control%22&topicRef=4441&source=see_link




Postpartum Care
• Diabetes medications should be stopped after delivery in women with gestational diabetes.

• Some authors advocate assessing fasting glucose 24 to 72 hours after delivery to check for 

overt diabetes (fasting glucose ≥126 mg/dL [7.0 mmol/L]).

• If overt diabetes is not diagnosed while the patient is in the hospital after delivery, she should 

be screened or tested for diabetes 4 to 12 weeks after delivery to establish glucose status. 

• Some authors have suggested performing a glucose tolerance test two days postpartum in 

circumstances in which postpartum follow-up is thought to be challenging, given that a 

majority of women do not return for postpartum diabetes screening and normal results are 

reliable for excluding type 2 diabetes. 

• Breastfeeding — Women with type 1, type 2, and gestational diabetes are strongly encouraged 

to breastfeed for its health benefits for mother and newborn. 

• Insulin, glyburide, and metformin enter milk in small amounts that are unlikely to cause 

hypoglycemia; nevertheless, the infant should be observed for signs of low glucose levels if 

the mother is taking these drugs. 



Women with type 1 diabetes
• Women with type 1 diabetes have markedly reduced insulin requirements for 

the first 24 to 48 hours after delivery and need frequent monitoring of glucose 

levels to avoid hypoglycemia. 

• Postoperative patients should receive a 5 percent dextrose (0.45 normal saline) 

solution with no more than half of their basal insulin until adequate oral intake 

is resumed. Glucose levels should be checked every four to six hours.

• After approximately 24 to 48 hours, standard diabetes management can be 

resumed with calculated total daily dose of insulin at 0.6 units/kg postpartum 

weight or approximately 50 percent of the insulin dose prior to delivery. 

❑Marked hyperglycemia (eg, random glucose ≥180mg/dL [10.0 mmol/L]) 

should be avoided as hyperglycemia is associated with an increased risk of 

postoperative infection

https://www2.utdos.ir/contents/sodium-chloride-preparations-saline-and-oral-salt-tablets-drug-information?search=%22Pregestational+(preexisting)+and+gestational+diabetes:+Intrapartum+and+postpartum+glycemic+control%22&topicRef=4441&source=see_link


Women with type 1 diabetes

• Women delivering vaginally generally resume normal oral 

intake after delivery. They can be restarted on their 

multiple daily dosing regimen but require:

• one-third to one-half of their pre-delivery long-acting or 

intermediate-acting insulin dose to meet postpartum basal 

needs, 

• and one-third to one-half of their predelivery short- or 

rapid-acting insulin pre-meal doses. 



بررسی خطر بروز دیابت آشکار بعد زایمان
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Preventive approaches for risk reduction 
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Pre-pregnancy weight loss 

➢ In a population-based cohort study, obese women who lost at least 10 

pounds (4.5 kg) between pregnancies trended toward decreased risk of 

gestational diabetes mellitus relative to women whose weight changed 

by less than 10 pounds (relative risk [RR] 0.63, 95% CI 0.38-1.02, 

adjusted for age and weight gain during each pregnancy).

➢Women who gained 10 pounds (4.5 kg) or more between pregnancies 

significantly increased their risk of gestational diabetes mellitus (RR 

1.47, 95% CI 1.05-2.04)



Pre-pregnancy weight loss 

• In a study that compared the incidence of gestational diabetes mellitus 

in 346 women who delivered before bariatric surgery with the 

incidence in 354 women who delivered after bariatric surgery, the 

incidence of gestational diabetes mellitus was lower after bariatric 

surgery (8 versus 27 percent, odds ratio 0.23, 95% CI 0.15-0.36). 

Bariatric surgery also induces hormonal changes that may lower the 

risk of gestational diabetes mellitus independent of weight loss.



Preventive approaches for risk reduction 

• Pre-pregnancy and early pregnancy exercise 

➢ In particular, beginning a modest exercise program in the second 

trimester appears to be inadequate to impact risk of gestational diabetes 

mellitus. 

➢Exercise should be started before pregnancy or soon thereafter, 

performed three to four times per week for 30- to 60-minute sessions, 

and continued until delivery (and ideally thereafter for general health 

benefits). In one trial in which overweight and obese pregnant women 

participated in this type of exercise program, the exercise group had a 

significantly lower incidence of gestational diabetes mellitus (22.0 

percent versus 40.6 percent with usual care) 
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Preventive approaches for risk reduction 

• Type of diet, smoking 

➢Few studies on the role of dietary factors in the development of 

gestational diabetes mellitus have been performed. There is limited 

evidence (none from randomized trials) that a diet favoring fruit, 

vegetables, whole grains, and fish and low in red and processed meat, 

refined  grains, and high-fat dairy reduces the risk of developing 

gestational diabetes mellitus 

➢However, a healthy diet can promote weight loss before pregnancy and 

reduce excessive weight gain during pregnancy, which is beneficial for 

women who are overweight or obese. 

➢Smoking cessation should be encouraged in all patients, and may reduce 

gestational diabetes mellitus risk. 



Preventive approaches for risk reduction 

• Supplements

➢Myo-inositol is a naturally occurring sugar in fruits, beans, grains, and 

nuts that can improve insulin resistance. 

➢Randomized trials of antenatal myo-inositol supplementation during 

pregnancy have reported discordant findings regarding a reduction in the 

incidence of gestational diabetes mellitus. Before this intervention can be 

recommended, large multicenter, blinded, randomized trials are needed 

to confirm safety and demonstrate improvement in clinically important 

maternal and/or neonatal outcomes.
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Psychosocial Challenges of women with GDM

A) Impaired individual integrity 

Most women struggled with being diagnosed with diabetes and 
complained about being left alone with problems and lack of time to 
take care of them-selves. Women were challenged in terms of their 
capabilities, self-confidence, adaptation, and coping with the existing 
conditions 

B) Fear and worry at the time of diagnosis and during pregnancy 

Fear of complications in the mother or the fetus, fear of being blamed,
fear of cesarean section, feeling of failure, and fear of facing social and 
economic stressors were among the cases mentioned.

C) Difficulty and dissatisfaction

Due to the coexistence of diabetes and pregnancy, the women found it 
difficult and exhausting to take care of themselves and their families, 
and they experienced a great deal of stress. It was difficult to prepare 
two types of food for themselves and their family at each meal, to set 
small meals more often, to control eating regularly, and to control 
eating when going to parties and restaurants



Social challenges

• Family:

Most women believed that they need family support to properly 

manage their illness. Some considered family as a facilitator of 

disease management where as some considered their family as an 

obstacle to the full implementation of treatment protocols. Spouse 

support was described as very important in providing healthy food, 

proper exercise, and adequate emotional support 

• Community: 

the unavailability of child care during visits or physical activity, 

nutritional problems in religious ceremonies and celebrations, lack 

of social support, discrimination and stigma by people in the 

community because of the women’s overeating or giving birth to a 

large baby, poor socioeconomic status, and having a criticizing 

culture in society



Cultural challenges

• The women’s challenges in this category included going to 

a traditional healer, using traditional medicines, believing 

in evil spirits that cause illness, fasting to get rid of illness, 

feeling guilty about leaving children at home in order to 

exercise in the club due to conflict with the cultural image 

of a good mother, family pressure and habit of eating 

traditional cuisines despite being unsuitable for illness, and 

the desire for and habit of eating traditional foods
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Information challenges:

• These challenges include the need for information on 

gestational diabetes and the nutritional value of the specific 

foods of their culture, conflicting information about 

breastfeeding and maternal nutrition during breastfeeding, 

and the need for information on proper exercise and diet 

during pregnancy in the form of individual or group 

training, booklet, or poster
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Thank you for your attention
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