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Editorial

Gestational diabetes mellitus: A window of 
opportunity
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As the pandemic of  diabetes mellitus, including gestational 
diabetes, continues unabated,[1] more and more research is 
taking place in the field of  preventing diabetes.

Much work has been done, using both non-pharmacological 
and pharmacological intervention strategies, to prevent type 
2 diabetes. Non-pharmacological methods of  prevention, 
such as diet and physical exercise, have been proven to be 
successful in the prevention of  diabetes.[2] However, these 
methods are successful only if  accompanied by intensive 
lifestyle counseling. This requires trained manpower and 
time, both of  which are difficult to access and are expensive. 
Non-pharmacological preventative therapy may not always 
be possible because of  age, presence of  various diabetic 
complications (hypertension, heart disease, retinopathy), 
and comorbid conditions (osteoarthritis, obesity).[3]

Lack of  appropriate environment for exercise (walking 
paths, playgrounds, gymnasiums, parks) and a social 
environment which may not always be conducive for 
outdoor activitiy (lack of  safety for women, children) also 
limit the widespread acceptance of  physical activity as a 
preventive measure for diabetes mellitus in various parts 
of  the world. People find it difficult to follow suggested 
dietary regimes as they are surrounded by an environment 
full of  difficult-to-resist high-calorie foods.[4] Both diet and 
exercise are associated with a high index of  intrusion into 
the patient’s lifestyle. This limits the utility of  these methods 
of  prevention and leads to a high rate of  discontinuation.

Pharmacological preparations, such as metformin, orlistat, 
voglibose, acarbose and thiazolidinediones, have also been 
used as preventive therapy for type 2 diabetes.[5-9] Some of  
these drugs, such as sibutramine and rosiglitazone, have 
been banned because of  significant adverse effects. The 
other drugs have shown limited efficacy, a high dropout 
rate, and are linked with the same adverse effects that are 
noted when they are in a population with an established 
diagnosis of  type 2 diabetes. No post use benefit in noted 
when these drugs are used for a short period of  time. 
The lack of  this “metabolic memory” or “legacy effect” 
prevents acceptance of  preventative pharmacotherapy, 
both amongst physicians and patients alike.

There is, therefore, a need to find alternative strategies for 
the prevention of  type 2 diabetes mellitus.

In parallel with type 2 diabetes pandemic, the incidence 
of  gestational diabetes mellitus (GDM) has risen rapidly.[1] 
GDM has been found to occur in 12–21% of  Indian 
women.[10-12] Though few authors report a low incidence 
of  GDM in select populations,[13] there is no doubt that 
the incidence of  this condition is rising.

GDM provides a unique model in which treatment for a 
medical condition (GDM) acts as prevention for another 
condition (future diabetes mellitus in the mother) and also 
acts as prevention for condition in another person (future 
diabetes mellitus in the unborn child).[14] GDM, therefore, 
is a perfect window of  opportunity for prevention of  
diabetes. The opportunity provided by GDM can be 
utilized only if  optimal medical and obstetric care is 
provided to the antenatal patient with GDM. This, in turn, 
will be possible if  GDM is detected as early as possible. 
Going with importance of  detecting and managing GDM 
in prenatal period, we have included three articles in this 
issue on the subject, one is a review article on GDM and 
two are original articles. 
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Two articles, one each from India[15] and Pakistan,[13] 
present contrasting pictures of  the GDM epidemic in 
the South Asia. While a high prevalence is reported from 
southern India, a low prevalence of  GDM in young, 
lean, primigravidae has been reported from the Punjab 
province of  Pakistan. In the article by Seshiah et al., a 
cost-effective, single-step strategy is described to diagnose 
gestational diabetes. This would be a welcome addition 
to the already existing methods[16] to diagnose gestational 
diabetes in resource-poor settings. Given the poor 
reproducibility of  the oral glucose tolerance test (OGTT) 
in pregnancy, the high inter-assay and intra-assay variability 
in biochemical analysis of  “single” blood glucose values, 
and the uncertain quality control in rural laboratories, the 
chance of  misclassifying gestational diabetes is high.[17,18] 
Adverse pregnancy outcomes in patients with gestational 
diabetes diagnosed by the International Association of  
Diabetes and Pregnancy Study Groups (IADPSG) criteria 
are well known,[19] while adverse outcomes in pregnancies 
with GDM defined by the 1-hour post-glucose Diabetes 
in Pregnancy Study Group India (DIPSI) criteria[20] are less 
well characterized.

In the study by Jawa et al.,[13] GDM was diagnosed based 
on two abnormal values using the IADPSG criteria. The 
original guidelines recommended that one or more of  
the values need to be exceeded to make a diagnosis of  
GDM.[16] It would be interesting to know the number of  
patients in this study who exceeded the single blood sugar 
cut-off  criteria proposed by IADPSG. It would be also 
be interesting to know the pregnancy outcomes in this 
cohort of  Pakistani women. It is surprising to see that 
both groups of  patients of  similar age and belonging to 
the same subcontinent have widely different prevalence of  
GDM. It is possible that other confounders like body mass 
index, family history and selective screening of  patients 
in the second and third trimesters made the difference 
in the Indian cohort. The Pakistani cohort was limited to 
primigravida and to a smaller number of  patients. It is also 
possible that the diagnostic criteria used in these studies 
may also have played a part in this very different prevalence 
reported in these studies. Further work on the screening, 
early detection, and management of  GDM, as well as long-
term fetal and maternal outcomes, is necessary in order to 
blunt the impact of  the diabetes pandemic. 

A third article, a  comprehensive  review by Magon, after 
bringing out the relevance of  GDM in India tries to study 
the issue of  screening and diagnosis  of  GDM.  It analyzes 
the screening methods used previously, as well as the ones 
recently recommended by IADPSG based on the HAPO 
study., A clear picture  is presented regarding the standard 
of  care in screening and diagnosis of  GDM, and the 

alternatives available for resource challenged communities. 
The review concludes by calling on all stake holders in 
perinatal care to aggressively and efficiently  screen all 
pregnant women for GDM and manage it, not only for 
the sake of  present generation, but also for generations 
to come..

Effective diagnosis and treatment of  GDM may be the 
best preventive therapy that we have for diabetes. GDM 
may well be viewed in future as an open window of  
opportunity for prevention, rather than a closed door of  
bleak outcomes.

RefeRences

1. Ferrara A. Increasing prevalence of gestational diabetes mellitus: A 
public health perspective. Diabetes Care 2007;30 Suppl 2:S141-6.

2. Crandall JP, Knowler WC, Kahn SE, Marrero D, Florez JC, Bray GA, 
et al. The prevention of type 2 diabetes. Nat Clin Pract Endocrinol 
Metab 2008;4:382-93.

3. Weber MB, Twombly JG, Venkat Narayan KM, Phillips LS. Lifestyle 
Interventions and the Prevention and Treatment of Type 2 Diabetes. 
Am J Lifestyle Med 2010;4:468-80.

4. Sawhney K, Kalra B. Today’s new torture-culinary cruelty or dietary 
draconism. Int J Clin Cases Investigations 2010;1:3-4.

5. Diabetes Prevention Program Research Group, Knowler WC, Fowler 
SE, Hamman RF, Christophi CA, Hoffman HJ, et al. 10-year follow-
up of diabetes incidence and weight loss in the Diabetes Prevention 
Program Outcomes Study. Lancet 2009;374:1677-86.

6. Torgerson JS, Hauptman J, Boldrin MN, Sjöström L. XENical in 
the Prevention of Diabetes in Obese Subjects (XENDOS) Study: A 
randomized study of orlistat as an adjunct to lifestyle changes for 
the prevention of type 2 diabetes in obese patients. Diabetes Care 
2004;27:155-61.

7. Kawamori R, Tajima N, Iwamoto Y, Kashiwagi A, Shimamoto K, 
Kaku K, et al. Voglibose for prevention of type 2 diabetes mellitus: a 
randomised, double-blind trial in Japanese individuals with impaired 
glucose tolerance. Lancet 2009;373:1607-14.

8. Chiasson JL, Josse RG, Gomis R, Hanefeld M, Karasik A, Laasko 
M, et al. Acarbose for prevention of type 2 diabetes mellitus: the 
STOP-NIDDM randomised trial. Lancet 2002;359:2072-7.

9. DeFronzo RA, Tripathy D, Schwenke DC, Banerji M, Bray GA, 
Buchanan TA, et al. Pioglitazone for diabetes prevention in impaired 
glucose tolerance. N Engl J Med 2011;364:1104-15.

10. Seshiah V, Balaji V, Balaji MS, Paneerselvam A, Arthi T, Thamizharasi 
M, et al. Prevalence of Gestational Diabetes Mellitus in South India 
(Tamil Nadu) – A Community Based Study. J Assoc Physicians India 
2008;56:329-33.

11. Seshiah V, Balaji V, Balaji MS, Sanjeevi CB, Green A. Gestational 
diabetes mellitus in India. J Assoc Physicians India 2004;52:707-11.

12. Zargar AH, Sheikh MA, Bashir MI, Masoodi SR, Laway BA, Wani 
AI, et al. Prevalence of gestational diabetes mellitus in Kashmiri 
women from the Indian subcontinent. Diabetes Res Clin Pract 
2004;66:139-45.

13. Jawa A, Raza F, Qamar K, Jawad A, Akram J. Gestational diabetes 
mellitus is rare in primigravida Pakistani women. Indian J Endocrinol 
Metab 2011;15:191-3.

14. Horvath K, Koch K, Jeitler K, Matyas E, Bender R, Bastian H,  
et al. Effects of treatment in women with gestational diabetes mellitus: 

Kalra, et al.: Gestational diabetes mellitus



Indian Journal of Endocrinology and Metabolism / Jul-Sep 2011 / Vol 15 | Issue 3 151

Systematic review and meta-analysis. BMJ 2010;340:c1395.
15. Balaji V., Balaji M, Anjalakshi C., Cynthia A., Arthi T., Seshiah V. 

Diagnosis of gestational diabetes mellitus in Asian-Indian women. 
Indian J Endocrinol Metab 2011;15:187-90.

16. International Association of Diabetes and Pregnancy Study Groups 
Consensus Panel, Metzger BE, Gabbe SG, Persson B, Buchanan 
TA, Catalano PA, et al. International association of diabetes and 
pregnancy study groups recommendations on the diagnosis 
and classification of hyperglycemia in pregnancy. Diabetes Care 
2010;33:676-82.

17. Catalano PM, Avallone DA, Drago NM, Amini SB. Reproducibility 

of the oral glucose tolerance test in pregnant women. Am J Obstet 
Gynecol 1993;169:874-81.

18. Harlass FE, Brady K, Read JA. Reproducibility of the oral glucose 
tolerance test in pregnancy. Am J Obstet Gynecol 1991;164:564-8.

19. HAPO Study Cooperative Research Group, Metzger BE, Lowe LP, 
Dyer AR, Trimble ER, Chaovarindr U, et al. Hyperglycemia and 
adverse pregnancy Outcomes. N Engl J Med 2008;358:1991-2002.

20. Seshiah V, Das AK, Balaji V, Joshi SR, Parikh MN, Gupta S, et al. 
Gestational Diabetes Mellitus – Guidelines. J Assoc Physicians India 
2006;54:622-8. 

Kalra, et al.: Gestational diabetes mellitus

“Quick Response Code” link for full text articles

The journal issue has a unique new feature for reaching to the journal’s website without typing a single letter. Each article on its first page has 
a “Quick Response Code”. Using any mobile or other hand-held device with camera and GPRS/other internet source, one can reach to the full 
text of that particular article on the journal’s website. Start a QR-code reading software (see list of free applications from http://tinyurl.com/
yzlh2tc) and point the camera to the QR-code printed in the journal. It will automatically take you to the HTML full text of that article. One can 
also use a desktop or laptop with web camera for similar functionality. See http://tinyurl.com/2bw7fn3 or http://tinyurl.com/3ysr3me for the free 
applications.

Announcement

VirendraD
Rectangle


