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Annotation. Given the high incidence of perinatal complications in women with 

gestational diabetes mellitus (GDM), an effective algorithm for diagnosing and treating this 

disease is necessary. We analyzed the characteristics of the course and outcomes of 

pregnancy in 500 women with GDM, in whom new clinical recommendations for the diagnosis 

and treatment of gestational diabetes mellitus were used. The comparison group consisted of 

100 women with GDM (criteria by V. G. Baranov, 1977). Analysis of the results is necessary to 

optimize the management tactics of this group of patients. 

      Key words. gestational diabetes mellitus; glucose; glucose tolerance test; gestosis; C-

section; macrosomia; hypoglycemia of the newborn; insulin therapy. 

      Relevance. Gestational diabetes mellitus (GDM) is defined as glucose intolerance of 

various degrees that is first detected during pregnancy. GDM is detected through the 

screening of pregnant women for clinical risk factors and, among at-risk women, testing for 

abnormal glucose tolerance that is usually, but not invariably, mild and asymptomatic. GDM 

appears to result from the same broad spectrum of physiological and genetic abnormalities 

that characterize diabetes outside of pregnancy. Indeed, women with GDM are at high risk for 

having or developing diabetes when they are not pregnant. Thus, GDM provides a unique 

opportunity to study the early pathogenesis of diabetes and to develop interventions to 

prevent the disease. 

      Aim of the study. Determine the appropriate treatment for gestational diabetes mellitus 

(GDM). 

      Material and methods of the study. An analysis was carried out of 50 birth histories of 

women with GDM for the period 2022-2023, the diagnosis of which was established in 

accordance with the new clinical recommendations (group I). According to modern criteria, 

the diagnosis of GDM is carried out in 2 phases. The first phase is carried out when a pregnant 

woman contacts an antenatal clinic and is aimed at earlier detection of pregestational 

diabetes mellitus and GDM that were not diagnosed before pregnancy. One of the following 

indicators must be determined: fasting venous plasma glucose, random determination of 

blood glucose, level of glycated hemoglobin. Thus, with a FPG level > 7.0 mmol/l, or HbA1c > 

6.5%, or a random determination of glycemia > 11.1 mmol/l, a diagnosis of overt GDM is 

established (diabetes reclassification is carried out after childbirth). If the FPG level is > 5.1 

mmol/L and less than 7.0 mmol/L, GDM is diagnosed. The second phase is carried out at a 

gestation period of 24-28 weeks - all pregnant women who have not had a violation of 

carbohydrate metabolism before this period undergo a glucose tolerance test (GTT). GDM is 
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diagnosed when one of the following values is higher than normal (fasting less than 5.1 

mmol/L, 1 hour after exercise less than 10.0 mmol/L, and 2 hours less than 8.5 mmol/L).  

The age of women in group I was 28.7 ± 4.9 years, in group II it was higher- 32.2 ± 2.9 years. 

Body mass index (BMI) before pregnancy in group I was 30.5 kg/m2, in group II it was 31.5 

kg/m2. With a confirmed diagnosis of GDM, all pregnant women received recommendations 

on a diet excluding easily digestible carbohydrates. Food calories were calculated according to 

BMI. If the BMI was normal (18-24.9 kg/m2) the calorie content was 30 kcal/kg body weight, 

with a BMI of 25.0-29.9 kg/m2 - 25 kcal/kg body weight and in the case of a BMI of 30 kg/m2 

and above - 12-18 kcal/kg body weight, but not less than 1800 kcal/day. All women were 

recommended to eat frequent meals (5-6 times a day).  

      Results and its discussion. According to the overwhelming majority of researchers [4, 5, 

6, 7], excess body weight is a predictor of the development of GDM. In our study, excess body 

weight was detected in more than 50% of women (56.1% of women in group I, 72% of 

women in group II). 

In group I, the diagnosis of GDM was established much earlier, at 26.8 weeks (11-32) of 

pregnancy, than in group II - at 31.2 weeks of pregnancy (25-356. Group I was divided into 3 

subgroups in connection with the diagnostic criteria for GDM: diagnosis by fasting glycemia 

>5.0 mmol/l in 57% of cases - subgroup a; excess glycemia at one or several points during a 

glucose tolerance test (GTT) in 34% of cases - subgroup b; fasting glucose >7.0 mmol/l, which 

meets the criteria for manifest diabetes mellitus, in 9% of cases - subgroup B. In subgroup a, 

the period of detection of GDM was the earliest and amounted to 17.6 weeks of pregnancy 

(11-29), in subgroup b - 26.8 weeks of pregnancy (24-33 weeks), in subgroup c - 27.5 weeks 

of pregnancy (13 -32 weeks). In group II, the diagnostic criteria in more than 90% were 

changes in PTH result values. In group I (Table 1), pathological weight gain of more than 12 kg 

was noted in 4.5% of cases, in group II in 28.5%. The frequency of polyhydramnios in GDM, 

according to the literature [8, 12], ranges from 20 to 60%. According to our data, 

polyhydramnios complicated the course of pregnancy in 23.5% of women in group I. This 

figure was significantly lower than in group II (46%) (p = 0.032). The frequency of gestosis 

was lower in group I (15%) compared to the rate in group II (20%). According to the 

literature [8, 12], the incidence of preterm birth in GDM ranges from 5 to 33% and depends on 

the degree of compensation for DM during pregnancy [1, 8]. In our study, the incidence of 

preterm birth in group I was 5.6%, in group II - 13% (p = 0.07). The delivery time in group I 

was close to physiological and was 37.5 ± 0.9 weeks, in group II it was 37.6 ± 1.1 weeks, 

respectively. The frequency of surgical delivery by cesarean section did not differ significantly 

in the study groups and amounted to 52% in group I and 58% in group II. Indications for 

surgical delivery in group I were obstetric indications not related to GDM in 42.5% of cases 

(uterine scar, primigravida's age over 35 years, history of long-term infertility using ART 

programs, narrow pelvis). Indications for the totality, where complications of GDM were the 

leading indications for surgical delivery, amounted to 24.0%. These indications included large 

fetus, preeclampsia, placental insufficiency. Indications for the totality, where complications 

of GDM were not leading, amounted to 32.1%. 

The incidence of macrosomia was significantly lower in group I and amounted to 15% 

compared to the indicators in group II - 29% (p = 0.034). The frequency of neonatal 

hypoglycemia in the newborn (glycemia less than 2.2 mmol/l in full-term pregnancy and less 
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than 1.6 mmol/l in preterm pregnancy) was lower in group I - 19% compared to the rate in 

group II - 20%. 

      Conclusion. The use of new clinical guidelines for the diagnosis and treatment of 

gestational diabetes mellitus contributes to earlier detection and initiation of treatment for 

GDM. The introduction of more stringent criteria for target glycemia in GDM leads to a 

decrease in the incidence of pregnancy complications and outcomes. 

  

References: 
1.Buchanan T. A. et al. Gestational diabetes mellitus //The Journal of clinical investigation. – 

2005. – Т. 115. – №. 3. – С. 485-491. 

2.Боровик Н. В. и др. Результаты использования новых критериев диагностики и 

лечения гестационного сахарного диабета //Журнал акушерства и женских болезней. – 

2015. – Т. 64. – №. 4. – С. 21-25. 

3.Shopulotova Z., Kobilova Z., Bazarova F. TREATMENT OF COMPLICATED GESTATIONAL 

PYELONEPHRITIS IN PREGNANTS //Science and innovation. – 2023. – Т. 2. – №. D12. – С. 

630-634. 

4.Shopulotova Z., Kobilova Z., Shopulotov S. URINATION DISORDERS IN PREGNANT WOMEN 

//Science and innovation. – 2023. – Т. 2. – №. D12. – С. 774-777. 

5.Shopulotova Z., Kobilova Z., Shopulotov S. INFLUENCE OF PREECLAMPSIA ON SOMATIC 

DISEASES //Science and innovation. – 2023. – Т. 2. – №. D12. – С. 778-780. 

6.Shopulotova Z., Kobilova Z., Shopulotov S. NEW OPPORTUNITIES FOR THE TREATMENT OF 

HYPERACTIVE BLADDER SYNDROME //Science and innovation. – 2023. – Т. 2. – №. D12. – С. 

770-773. 

7.Shopulotova Z., Shopulotov S., Kobilova Z. MODERN ASPECTS OF HYPERPLASTIC PRO 

//Science and innovation. – 2023. – Т. 2. – №. D12. – С. 787-791. 

8.KHUDOYAROVA D. R. et al. RESTORING NATURAL FERTILITY IN WOMEN WITH 

ENDOMETRIOSIS //БИОМЕДИЦИНА ВА АМАЛИЁТ ЖУРНАЛИ. – С. 43. 

9.Akdemir A, Sahin C, Ari SA, Ergenoglu M, Ulukus M, Karadadas N. Determination of 

Isthmocele Using a Foley Catheter During Laparoscopic Repair of Cesarean Scar Defect. J 

Minim Invasive Gynecol. 2018 Jan; 25(1):21-22. doi: 10.1016/j.jmig.2017.05.017. Epub 2017 

Jun 8. PubMed PMID: 28602788. 

10.An der Voet LF, Vervoort AJ, Veersema S, BijdeVaate AJ, Brölmann HA, 

Huirne JA. Minimally invasive therapy for gynaecological symptoms related to a niche in the 

caesarean scar: a systematic review. BJOG. 2014 Jan; 121(2):145-56. doi: 10.1111/1471-

0528.12537. Review. PubMed PMID: 24373589. 

11.Khudoyarova D. R., Shopulotova Z. A., Solieva Z. M. PREVENTION OF COMPLICATIONS IN 

PREGNANT WOMEN WITH CHRONIC PYELONEPHRITIS //Бюллетень студентов нового 

Узбекистана. – 2023. – Т. 1. – №. 5. – С. 25-29. 

12.Shopulotova Z. A., Zubaydilloeva Z. K. THE VALUE OF ULTRASOUND DIAGNOSTICS IN 

PREGNANT WOMEN WITH CHRONIC PYELONEPHRITIS //Бюллетень студентов нового 

Узбекистана. – 2023. – Т. 1. – №. 9. – С. 19-22. 

13.Askarova F. K., Yakhshinorov I. N. Risk Factors and Recommendations for the Treatment of 

Anemia in Pregnant Women (Literature Review) //Central Asian Journal of Medical and 

Natural Science. – 2021. – Т. 2. – №. 4. – С. 190-193. 



IB
M

S
C

R
 |

 V
o

lu
m

e
 2

, I
ss

u
e

 8
, A

u
g

u
st

 

IB
M

S
C

R
 | 

V
o

lu
m

e
 4

, I
ss

u
e

 2
, F

e
b

ru
a

ry
 

 

47 

INTERNATIONAL BULLETIN OF MEDICAL SCIENCES 

AND CLINICAL RESEARCH UIF = 9.2 | SJIF = 7.988 ISSN: 2750-3399 

IBMSCR 

14.Shopulotova Z. A., Khudoyarova D. R., Solieva Z. M. PREGNANT WOMEN WITH 

PYELONEPHRITIS //American Journal of Interdisciplinary Research and Development. – 

2023. – Т. 15. – С. 268-271. 

15.Askarova F., Homidova S. PLACENTAL INSUFFICIENCY: BLOOD AND BIOCHEMISTRY 

PARAMETERS DEPENDING ON THE METHOD OF TREATMENT //International Bulletin of 

Medical Sciences and Clinical Research. – 2023. – Т. 3. – №. 2. – С. 74-78. 

16.Shopulotova Z. A., Zubaydilloeva Z. K. PERINATAL CARDIOLOGY: PREGNANCY AND 

CONGENITAL HEART DEFECTS. – 2023. – T. 3. – №. 9. P. 55-59. 

17.Khudoyarova D. S. D. R., Tilavova S. A., Shopulotova Z. A. Manifestations of examination of 

chronic pyelonephritis in pregnant women (clinical case) //Thematics Journal of 

Microbiology. – 2022. – Т. 6. – №. 1. 

18.Shopulotova Z. A., Khudoyarova D. R. CHRONIC PYELONEPHRITIS AND PREGNANCY: THE 

INFLUENCE OF COMORBIDITY AND ITS MANIFESTATIONS // JOURNAL OF REPRODUCTIVE 

HEALTH AND URO-NEPHROLOGICAL RESEARCH. – 2023. – T. 4. – №. 4. 

19.Milovanov A. P., Lebedenko E. Yu., Mikhelson A. F. Obstetrics and Gynecology. - 2012. -№ 4-

1. - S. 74—78. 

20.Shopulotov Sh., Absamatov Sh., Kholdorov I. HYPERACTIVITY OF DETRUSOR: MODERN 

POSSIBILITIES OF THERAPY. – 2022. – T. 2. – №. 6. P. 409-411. 

21.Shopulotov S. et al. SIYDIK TUTOLMASLIK MUAMMOSI //Central Asian Journal of 

Education and Innovation. – 2023. – T. 1. – №. 6 Part 6. P. 44-48. 

22.Shopulotova Z. COMPARATIVE ANALYSIS OF CLINICAL CASES OF EXACERBATION OF 

CHRONIC PYELONEPHRITIS IN PREGNANT WOMEN //International Bulletin of Medical 

Sciences and Clinical Research. – 2023. – Т. 3. – №. 8. – С. 22-25. 

23.Shamatov I., Shopulotova Z. ADVANNAGES OF PALATE LASER THERAPY IN COMPLEX 

TREATMENT OF LARINGITIS //International Bulletin of Medical Sciences and Clinical 

Research. – 2023. – Т. 3. – №. 9. – С. 104-107. 


