PAT VAN PE

Déi thao duong thai ky (DTDTK) 1a mot thé caa bénh dai
thao duong (DTP), 1a bénh rdi loan chuyén hoa thuong gip
nhat trong thai ky, c6 xu hudng ngdy cang tiang, nhat 1a khu
vuc chau A — Thai Binh Duong, trong d6 ¢6 Viét Nam. So voi
ngudi da tring, nguy co mic PTPTK ting 7,6 1an ¢ nguoi
Pong Nam A. DPTPTK néu khong duoc diéu tri s& gay nhiéu
tai bién, nhu tién san giat, thai luu, ngat so sinh, thai to, ha
duong huyét so sinh, vang da,... Khi tré I6n c6 nguy co béo phi
va PTD typ 2. 20-50% ba me mic DPTDTK sé& chuyén thanh
DTD typ 2 trong 5-10 nam sau khi sinh.

O Viét Nam, ty Ié mac bénh PTDTK tir 3.6 — 39%, cac
nghién ciru da cong bd chu yéu tap trung & mét sb thanh phéd
I6n, thiéu cac nghién ctu & cong dong va khu vuc mién Trung.
O thanh phé Vinh, phu nit trong tudi sinh dé khoang trén
10.000 ngudi, viéc sang loc PTDTK cho thai phy hau nhu
chua dugc thuc hién. Viéc tam soét ty 16 DPTPTK, cac yéu td
lien quan, két qua san khoa cua thai phu DPTPTK va tim kiém
cac giai phap can thiép, quan ly thai nghén hiéu qua, su chia sé
thdng tin giira bac si ndi tiét, bac si san khoa, cac co s quan ly
thai nghén tuyén xa, phuong va thai phu Ia rit can thiét trong
tinh hinh hién tai.

Vi thé ching toi thuc hién dé tai “Nghién ciu phan bé -
mot sé yéu té lien quan va két qua san khoa ¢ thai phu
dai thao dwong thai ky tai thanh phé Vinh”

Muc tiéu:

1. Xac dinh ty I& va mot sé yéu td lién quan dén dai thao
duong thai ky tai Thanh phd Vinh nim 2013-2015



2. Danh gia két qua san khoa & thai phu dai thao duong
thai ky.

1. Tinh cAp thiét caa dé tai

Ty & DTD dang gia tang rit nhanh & cac nudc, ké ca nude
c6 thu nhap thap, trung binh hay cao. PTDTK lam ting nguy
co mic bénh BPTD vé sau cho ca me va con, nhiéu chuyén gia
tin rang sang loc PTDTK va chim soc tét trudc sinh 1a mot
phan trong chién lugc dy phong bénh BTD. Nhiéu bang ching
da co vé sang loc PTDTK & cac thanh phé 1on nhu Ha Noi,
thanh phd Hb6 Chi Minh, thiéu nghién cau khu vyc mién
Trung. Nghién ciu ndy nham tim bang chang trong sang loc,
diéu tri bénh PTDTK ¢ mat tinh mién Trung.

2. Nhirng déong gop moi caa luan an

Nghién ctru dau tién ¢ mién Trung vé su phan bd cua
DTPTK ¢ thanh phd Vinh va mot s6 yéu té lién quan dén
DTPTK, gitp cong tac tu van cham soéc thai nghén, phat hién
sém thai phy mac DPTPTK cho cong dong dan cu mién Trung
noi riéng va tuyén tinh noéi chung duoc tét hon.

Nghién ctru danh gia két qua san khoa & tuyén tinh, huyén
dbi vai thai phu mac DPTDTK, giap cho cong tac diéu tri, du
phong, quan Iy thai nghén, gép phan cai thién két qua san khoa
& thai phu mic DPTPTK.

3. B6 cuc luan an

Luan an gom 132 trang. Pat van dé 2 trang, chuong 1 -
Tong quan 42 trang; Chuong 2 - Pbi tuong va phuong phap
nghién ctu 9 trang; Chuong 3 - Két qua nghién cau 31 trang;
chuong 4 - Ban luan 45 trang, Két luan 2 trang, Kién nghj 1
trang. Luan an gém 38 bang, 4 biéu dd, 132 tai liéu tham khao.



Chuong 1
TONG QUAN

1.1. PAI CUONG
1.1.1. Pinh nghia

T chuc Y té thé giéi (WHO) dinh nghia DPTDTK “la tinh
trang réi loan dung nap glucose & bét ky muirc d6 nao, khai phat
hodc dugc phét hién lan dau tién trong ltc mang thai”.
1.1.2. Tiéu chuan chin doan bénh dai thao dwong thai ky

Bang 1.1. Tiéu chuin chin doan PTPTK theo IADPSG 2010

Thoi diém Luc doi 1 gior 2 gior

Puwong huyét | >5.1mmol/l | >10 mmol/l | >8.5 mmol/l

1.1.3. Piéu tri, theo ddi thai phu dai thao dwong thai ky
Muc tiéu dwong huyét

Muc tiéu duong huyét theo Hoi nghi quéc té lan 5 vé
DTDTK: Trudc an: < 5.3 mmol/ lit, sau an 1 gio: < 7.8 mmol/
lit; sau an 2 gio: < 6.7 mmol/ lit.
Chuwong trinh diéu tri: kiém soat duong huyét, ting can vira
du trong thai ky, dinh dudng, luyén tap, thude, hd tro tam ly.
1.2.TY LE PAI PUONG THAI KY, YEU TO LIEN QUAN
1.2.1.Ty | dai thao dwong thai Ky

Bang 1.2.Ty 1¢ PTPTK ciia mdt sé qudc gia trén thé giéi

Téc gia/ quéc gia Nim Tieuchuian | TyI1¢ %
Trung Qudc 1999-2007 WHO 2.4-13.9
Han Quéc 2003 WHO 2.2
Ostlund (Thuy Dién) 2003 WHO 1.7
Morikawa (Nhat) 2012 IADPSG 2010 29.8
Werner (Hoa Ky) 2012 IADPSG 2010 17.8




Nhin vao bang 1.2 ta thdy ty 16 PTDTK & An D,
Trung Quéc, Nhat cao hon & mot sé nude khac. Pidu nay cling
pht hop voi mét sé nhan dinh trude ddy vé nguy co mic

DPTDTK tang cao ¢ cac nudc Chau A, trong d6 c6 Viét Nam.
Bang 1.3. Ty 18 PTPTK mét sé ving & Vigt Nam

Vving Nim Tieuchuan | Ty 18 %
TP. Hd Chi Minh 1999 WHO 3,9
2000 WHO 3,6
Ha Noi 2006 - 2008 ADA 2001 7.8
2010 ADA 2001 5.97
Nam binh 2005-2008 ADA 2001 6.9
TP. HS Chi Minh 2012 IADPSG 2010 20.3
Ha Noi 2012 IADPSG 2010 39.3

Ty lé¢ DPTDTK khac nhau tuy tung khu vuc, tiéu chuan
chan doan, nhung nhin chung dang c6 xu hudéng ting Ién.
1.2.2. Mot s6 yéu t6 lién quan dén PTPTK

Theo ADA (2009), nhém nguy co cao mic DPTDTK gom
béo phi, tién sir gia dinh DT, tién si ri loan dung nap duong
huyét, tién str sinh con to, duong niéu duong tinh.

1.3.KET QUA SAN KHOA TRONG PAI PUONG THAI KY
1.3.1. Pdi véi me

Ty 18 thai phu BPTDTK bij tién san giat (12%) cao hon thai
phu nit khéng DPTDTK (8%); ty ¢ da 6i (18%) gap 4 lan so voi
nhom khong DPTDTK.

Phu nit mac PTDTK c6 nguy co miac DTD trong twong lai,
phan 16n 1a BDTD typ 2. Ty Ié phu nit ¢6 tién sd PTDTK
chuyén thanh DTD type 2 trung binh 1a 50%, ty 1& mic ting



thém 3% mdi nam. Nguy co PTDTK ting trong nhitng 1an c6
thai tiép theo, ho d& bi béo phi, ting can qua muc sau dé néu
khéng c6 ché do an va tap luyén thich hop.

1.3.2. Ddi véi thai

Thai phu PTDTK dé c6 nguy co dé thai to, dé non, tré so
sinh dé& bj suy hd hap, ha duong huyét, ha canxi, vang da sau
sinh. Ngoai ra c6 thé gap thai cham phat trién trong tir cung,
phi dai co tim, bénh huyét khéi tinh mach than. Khoang 10 dén
20 nam sau, con cta nhirng ba me¢ BTDTK bi ting nguy co
béo phi, tang nguy co BTD type 2.

Theo Jane va cong su, ty 1€ thai to & nhom thai phu khong
DTDTK 1a 11.76%, trong nhom DTDTK 16.9%. Ty I¢ d¢ non
26% & nhom PTDTK, 9,7% & quan thé thuong. Ty Ié ha
duong méu so sinh theo Wielandt 1a 15,3%, Vi Bich Nga la
4,9%, ciia Nguyén Thé Bach la 20,59%. Tré cua me DPTDTK
cling c6 nguy co cao bi tang bilirubin mau.

Chuong 2
POI TUQNG VA PHUONG PHAP NGHIEN CUU
2.1. POI TUQNG NGHIEN CUU

Tiéu chuan lya chon: Thai phu dang sinh sbng tai thanh ph
Vinh, tudi thai 13 - 28 tuan.

Tiéu chuan loai trir: da dugc chan doan DTD trudc khi co
thai, dang mac bénh c6 anh huéng dén chuyén hoa duong,
dang dung thubc c6 anh hudng dén chuyén hoa glucose, dang
méc bénh cp tinh, khong ddng y tham gia nghién cuu.

2.2. THOI GIAN VA PIA PIEM NGHIEN CUU
Thoi gian nghién ctu: Tir thang 11/2013 dén thang 7/2015.



Dia diém nghién ctu: Thanh phé Vinh, Nghé An.
2.3. PHUONG PHAP NGHIEN CUU
Thiét ké nghién ciru: md ta cit ngang, can thiép lam sang
khong dbi chimg
C& miu nghién ciru: Dya theo cong thire tinh ¢& mau:
2% 1.ap-p.(1-p)
n=

, (p-e)’
n= doi tugng nghién cuu, Z 1.4, = do tin cay 95% khi a =
0.05 thi Z 1.4, =1.96. p = 0,069 la ty 1¢ PTDTK theo nghién
ciru cua Lé Thanh Tung. € = 0,19 = sai s twong ddi; n = 1435
thai phuy, thuc té da thu thap duoc 1511 thai phuy.
CA4c bién so nghién ciru

- Ty 1¢ thai phu DTDTK: tiéu chuan cia IADPSG 2010.

- Tudi thai: dua vao ngay kinh cubi, siéu 4m 3 thang dau.

- Yéu t6 nguy co mic PTPTK: tudi me (tinh theo nim
duong lich), tién st gia dinh thé hé mot c6 nguoi bi DT, lan
mang thai, tién sir dé con to, tién sir thai chét luu, sdy thai, thira
can, béo phi trudc khi mang thai, tinh chat cong viéc (ngdi
nhiéu), ché d6 an.

- Két qua theo ddi diéu tri PTDTK: glucose luc déi, glucose
sau an 1 gio, 2 gio. Xac dinh ty 1€ dat muc ti€u diéu tri.

- Két qua san khoa: ty 1€ thai chét luu, tién san giat, san giat,
da i, dé non, suy thai, dé kho, mé dé, chay mau sau de, thai to,
ngat so sinh, ha duong huyét, vang da so sinh, nhiém khuén
sau dé, di tat bam sinh va mot s6 bién ching khéac (néu co).

2.4. XU LY SO LIEU

Théng ké tinh ty 1& phan tram (%); kiém dinh % phan tich

ty suat chénh (OR); phan tich hoi quy da bién.



Chuong 3
KET QUA NGHIEN CUU

Tir thang 11/2013-7/2015 ching t6i di tién hanh sang loc
DTDTK cho 1511 thai phu tai thanh phé Vinh - Nghé An, 309
thai phu dugc chan doan PTDTK, duoc sy phdi hop cua bac si
Noi tiét va San phu khoa trong cong tac tu vén, diéu tri, theo
doi kiém soat duong huyét, theo ddi thai nghén, chuyén da dg,
két qua nghién ctru nhu sau:

3.1. TY LE PAI THAO PUONG THAI KY, YEU TO LIEN QUAN
|

DTDTK

Khoéng
PTDTK

Biéu 3.1. Ty I¢ PTPTK

Nhan xét: Ty [6 DPTDTK tai thanh phé Vinh la 20.5%.

Bang 3.1. Ty 1é chin doan PTPTK theo thoi diém xét nghiém

Thoi diém xét nghiém n %/ tong thai phu :{;/TS?IT
Lic doi: 217 14,4 70,2
1 gio, chin doan thém: | 73 48 23,6
2 gio, chan doan thém: | 19 1,3 6,2
Téng: 309 20,5 100

Nhan xét: Dya vao dudng huyét lac doi phat hién 70,2% sé ca, sau
1 gio thém 23,6% s6 ca, sau 2 gio thém 6,2% sb ca PTDTK.



Bing 3.2. Tudi me lién quan dén PTPTK

Nhom PTDTK Khéng PTDTK | n (%/ tong s6 OR
tudi me | n (% nhém) n (%/ nhém) thai phy) (95%CI)
<24 | 57(150) | 323(850) | 380(25,1)
1
2529 | 85(150) | 483(850) | 568 (37,6)
30-34 | 99(248) | 300(752) | 399(264) | g“
>35 | 68(41,5) 96 (58,5) 164 (10,9) | *2 gS
Téng: 309 1202 1511 (100)

Nhan xét: So voi nhém tudi < 29, kha ning gip thai phu méc
DTPTK trong nhom > 35 tudi cao hon 4,0 lan.

Bing 3.3. PTPTK lién quan dén chi s6 BMI truéc khi cé thai

Chi sé PTPTK Khéng PTPTK | N (%/ tong OR
BMI | n(/nhém) | n@fmhem) | thaiphu) | (95%CI)
<185 | 53(127) | 364(87.3) | 417 (27.6) 0’%%83“ -
185-<23 | 186(192) | 781(80,8) | 967 (64,0) 1
23-<25 | 54(514) | 51(486) | 105(6.9) 4’56%)9 -
> 25 16 (72,7) 6 (27,3) 22 (1,5) 11*322f‘;')1 -
Téng: 309 1202 1511 (100)

Nhan xét: So véi ngudi ¢6 chi s6 khdi co thé binh thuong thi
nguy co gip thai phu mic PTPTK ting ¢ nhém ngudi thira
can, béo phi.



Bang 3.4. PTPTK lién quan dén tién sir san khoa

Khéng 0 A
Ao PTPTK n (%/ tong OR
Tien sir san khoa | 9/ nhom) | _ g/:/})nﬁgm) thai phu) (95%Cl)
e | 0 | 31(360) | 55(640) | 86(5.7) 23
ru | yhong | 278 (19,5) ét“g) 1425 (94,3) |(1,4-3.8)
siy | 0 | 51(362) | 038 | 14103 | ,,
thai | ynang | 258 (18,8) (}31112?) 1370 (90,7) |(1,7-3.6)
Pécon | c6 | 27(429) | 36(71) | 63(42) a1
> 1
4000g | khong | 282 (19,5) (}3%6; 1448 (95,8) |(1.8-5.4)
pecon | 0 | 6(375) |10(625) | 16(11) | 4
ditdt | yhong | 303 (20,3) (172972) 1495 (98,9) | (0.8-7.1)
Téng: 309 1202 1511 (100)

Nhan xét: Nguy co gap thai phu PTDTK ting 3,1 1an & nhém
¢4 tién str dé con to, ting 2,3 1an & nhém co tién sir thai luu.

Biang 3.5. PTPTK lién quan dén tién sir gia dinh

P DTDTK Khong n (% téng OR
Tien sir gia dinh r?h(c:)/rg/) ] (?’/:/Dr;:)’(m) thai phu) (95%Cl)
PTD c6 | 49(36,3) | 86(63,7) 13589 |, w7
Mehe M nong |20 | 1i6eny) | 1376 (011) | -39
1 (18,9) ’ ’
Téng c6 | 72(369) | 123(631) | 195(129) |, (g
m khong 237 1079 (82,0) | 1316 (87,1) *’3'7)’
2 (18,0) ! ’
Téng: 309 1202 1511 (100)

Nhan xét: Nguy co gap thai phu mac PTDTK ting 2,5 1an ¢
nhom nguoi 6 tién sir gia dinh DT, 2,7 1an & nhom ngudi co
tién sir huyét ap cao.
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Bing 3.6. Théi quen in, uéng lién quan dai thao dwong thai ky

so ly/ PTPTK | Khong PTDTK | n (% tong OR
tuin n (%/ nhém) n (%/ nhom) thai phu) (95%Cl)
Dung m& dong
vat 52 (27,1) 140 (72,9) 192 (12,7) 15
. (11-22)
Ding diu thyc vat | 257 (19,5) | 1062 (80,5) | 1319 (87,3)
Uong nudc ngot >
5ngayituin,>1 | 197 (29,2) | 477 (70,8) 674 (44.6) i
coc/ ngay (3.0-7.6)
r;(ing uong uoc 25 (8,0) 289 (92,0) 314 (20,8)
Stra chugl >5
ngay/ tudn, > 39 (13,0) 261 (87,0) 300 (19,9) 0a
1hop/ ngay 02 o 0.6)
Khong an sta 208 (26,9) | 566 (731) | 774 (512)
Téng: 309 1202 1511 (100)

Nhan xét: Nguy co gap thai phu DPTDTK trong nhém an nhiéu
mé& dong vat, dd ngot tang 1,5 1an, 4,8 1an so véi nhém con lai.

Bang 3.7. PTPTK lién quan dén tinh chit cong viéc thai phu

tinh chat DPTPTK | Khong DPTDTK | n (% tong OR

cong viéc n (%/nhém) n (%/nhém) thai phu) (95%Cl)
thoi gian di < 2,7(1,6 -
thosi gian ngdi 168 (38,7) 266 (61,3) 434 (28,7) 4.8)
thoi gian di =
thor gian ngoi 19 (18,8) 82 (81,2) 101 (6,7) 1
thoi gian di > 0,6 (0,4 -
thor gian ngoi 122 (12,5) 854 (87,5) 976 (64,6) 11)

Téng: 309 1202 1511 (100)

Nhan xét: So vai nhom cé thO’l gian di va ngdi twong du’O'ng
nhau thi nhém cé thoi gian ngdi nhiéu cé ting nguy co mac

DTDTK.
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Bang 3.8. Phan tich hdi quy da bién cac yéu td nguy co

Yéu t6 nguy co n % p OR | 95%cClI
Hé sé chén: -2,989

Tién sir gia dinh DTD 135 | 8,9 |<0003| 20 | 1,3-31
Tién sir gia dinh ting HA man 195 | 129 | <0001 | 2,2 15-3.2
Tién sir dé sdy thai 141 | 93 | <005 | 19 | 12-31
Tién st dé con to 63 | 42 | <005 | 19 | 1,0-3,6
Thuong str dung md dong vat 192 | 12,7 | <0,02 16 | 1,1-24
Tudi me > 35 164 | 10,9 | <001 | 1,9 | 1,3-3,0
BMI > 23 127 | 84 | <0001 | 48 | 31-75
Thoi gian ngdi nhiéuhondi | 434 | 28,7 | <0001 | 35 | 27-47
Eﬁ?%“ﬂ;‘; WG NGO 2 6 | 535 | 354 | <0001 | 30 | 22-40

Qua phan tich hdi quy da bién thdy yéu té nguy co thuc su
cia PTDTK gdm: tién st gia dinh DT, tién st dé con to, tudi
me > 35, thtra c&n béo phi trudc khi mang thai, nguoi ¢6 cong
viéc phai ngdi nhiéu, an nhiéu do ngot va nhiéu m& dong vat.

3.2. KET QUA SAN KHOA O THAI PHU PAI PUONG THAI KY
1

36

58

Biéu 3.2. Ty I¢ diéu tri phéi hgp insulin

Nhan xét: Ty I¢é thai phu diéu tri bang ché d6 an, luyén tap
90,6%, diéu tri phdi hop insulin 3,6%; khong tuan tha phéi

hop insulin 5,8%.
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Bang 3.9. Ty I¢ dat muc tiéu theo nhom ting cin trong thai ky

Téng can Pat muc tiéu Khong dat Téng
trong thai ky | (n, % theo nhém) | (n, % theo nhom) n (%)
< 18kg 219 (92,4) 18 (7,6) 237 (76,9)
> 18kg 60 (84,5) 11 (15,5) 71(23,1)
Téng: 277 (89,9%) 31 (10.1%) 308 (100%6)

Nhan xét: Ty 1¢ diéu tri khong dat myc tiéu trong nhom ting > 18kg
trong thai ky cao hon trong nhom tang < 18kg, p < 0,02.

Bang 3.10. Ty I¢ dat muc tiéu theo nhom BMI trwéc khi mang thai

Nhém Pat muc tiéu Khéng dat muc tiéu Téng
BMI (n, % theo nhém) (n, % theo nhom) n (%)
<23 219 (92,0 19 (8,0) 238 (77,3)
>23 58 (82,9) 12 (17,1) 70 (22,7)

Tong: 277 (89,9%) 31 (10.1%) 308 (100%)

Nhan xét: Ty ¢ diéu tri khong dat muc tiéu trong nhom thira can
cao hon nhoém binh thuong véi p < 0,02.

Bing 3.11. Két qua san khoa theo két qua diéu tri

iz i Pat MT Khong dat MT Téng
Bién chikng p
n % n % n (%)
M dé 105 [37,9| 22 | 71,0 | 127(41,2) | <0.001
Thai to 31 | 11,2 14 | 48,3 | 45(14,6) | <0.001
D¢ non 23 | 83| 6 20,7 | 29(9,4) | <0.001
Tién san giat 9 3,2 5 16,1 14 (4,5) | <0.001
Chay mau sau dé 13 | 47 1 34 | 14(45)
Da 6i 5 1,8 3 9,7 8(2,6)
Thai luu - - 2 65 | 2(06)
Suy thai 1 |04 1 32 | 2(06)
Téng: 277 | 100 | 31 | 100 | 308 (100)
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Nhan xét: Ty Ié mo de, thai to, dé non, tién san giat trong
nhom diéu tri khong dat muc ti€u cao hon nhém dat muc tiéu,

p < 0,001.

Bang 3.12. Chi dinh mé dé & san phu dai thao dwong thai ky

Pat MT Khéng dat MT
Nguyén nhén n (%)
n % n %
Thai to 21 20,0 9 40,9 | 30(23,7)
M6 dé cii 19 18,1 3 137 | 22(17,3)
Do i 14 13,3 3 13,7 | 17 (13,4)
Chuyén da dinh tré 16 15,2 - - 16 (12,6)
Ngoi bat thuong. 13 12,4 1 45 14 (11,0)
Tién san giat 7 6,7 5 22,7 12 (9,4)
Do me: t&r cung doi.. 4 3,8 - - 4(3,1)
Do rau thai 3 2,9 - - 3(2,4)
Suy thai 1 1,0 1 45 2 (1,6)
Ly do x4 hoi 7 6,6 - - 7 (5,5)
Téng: 105277 | 100 | 22/29 | 100 127/306

Nhan xét: Nguyén nhan mé dé nhiéu nhat l1a do thai to 23,7%.
Ty 16 mo dé vi thai to hodc tién san giat trong nhom diéu tri
khong dat muc tiéu cao hon nhom dat muc tiéu, p < 0.05.
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Bang 3.13. Phan nhdm can nang so sinh ngay sau dé

Can nang (g) Dgltﬁérsuc Khong dat MT nT (();}3) p
n % n %

< 2500 11 | 40 2 6,9 13 (4,2)
2500-<3000 | 40 | 144 | 6 | 20,7 | 46(150) | >0.05
3000 - < 3500 102 | 36,8 3 10,3 | 105 (34,4)
3500-<4000 | 93 |336| 4 | 138 | 97(317)

> 4000 31 | 11,2 | 14 | 483 | 45(14,7) | <0.01

Tong: 277 | 100 | 29 | 100 306

Nhan xét: Ty I¢ san phu DTDTK sinh con ¢6 can nang luc
sinh > 4000g 13 14,7%; trong nhoém diéu tri dat muc tiéu thap
hon nhém khong dat muc tiéu, p<0.001.

Bing 3.14. Bién chitng & tré so sinh theo nhém két qua diéu tri

Bién chitng Pat muc tiu | Khéng dat MT | Téng n (%)
Ha G méu 4 (1,4) 8 (27,6) 12 (3,9)
Vang da 2(0,7) 2 (6,5) 4(1,3)
Di tat bam sinh - 2 (6,5) 2(0,7)
Ngat so sinh 3(1,1) 1(3,2) 4(1,3)
Tt vong chu sinh 1(0,4) - 1(0,3)

Téng: 277 29 23/306 (7,5)

Nhan xét: C6 23 tré so sinh ciia ba me mac DPTDTK c6 bién
ching sau dé, chiém ty 1¢ 7,5%. Trong d6 ha duong huyét la
3,9%; vang da 1,3%; ngat so sinh 1,3%.
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Chuwong 4
BAN LUAN
4.1. TY LE PAI THAO PUONG THAI KY, YEU TO LIEN QUAN
4.1.1.Ty 1¢ dai thao dwong thai ky

C6 1511 thai phu tham gia nghién ctu, ap dung tiéu chuan
chan doan ciia IADPSG 2010, ty I¢ PTDTK 1a 20,5%.

Véi cling tiéu chuan chan doan, ty 18 DPTDTK ¢ Vinh tuong
ty thanh phd H6 Chi Minh (20,4%), thip hon & Ha Noi
(39,3%) do nghién cttu nay thyuc hién ¢ bénh vién Bach Mai.

Véi toe do phat trién nhu hién nay vé moi mat cua thanh
phé Vinh, néu khéng co bién phép tuyén truyén, quan ly thai
nghén phl hop thi trong twong lai ty 1é mac bénh PTDTK trén
thanh phé s& ngay cang tang.

4.1.2. Ty 1¢ dai thao dwong thai ky theo thai diém xét nghiém

Dya vao duong huyét luc déi phat hién dugc 70,2% sb ca
DTPTK, sau 1 gio 1am NPDNG phét hién thém 23,6% sb ca,
sau 2 gio thém 6,2 sb ca. Néu chi 1am duong huyét luc doi sé
bo st 29,8% s6 ca mic bénh DPTDTK. Mit khac nhitng ca c6
duong huyét sau 2 gio cao thudng c6 tinh trang khang insulin,
diéu tri va tién luong thuong kho khan hon.

Theo Sayeed MA, ty I¢ BPTPTK Ia 6,8% theo xét nghiém
glucose mau khi do6i va 8,2% theo NPDNG. Néu khong lam
NPDNG s& bo sot 1,4% tuong dwong khoang 17,1% s6 ca mac
DTPTK. Nghién ciru HAPO ciing cho thay dudng huyét sau 2
gio dong gop toi 14 - 15% gida tri du doan; néu chi dua vao
duong huyét lac doi va sau 1 gio s& bo s6t nhiéu bénh nhan.

Tai thanh phd Vinh trong giai doan hién nay, chi c6 Bénh
vién Hitu nghi Pa khoa Nghé An va Bénh vién Noi tiét Nghé
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An c6 thuc hién NPDNG cho thai phu. Rét nhiéu co so kham
thai, dac biét phong kham tu nhan, noi nhan khdm va theo doi
thai nghén cho gan 70% thai phu, chua thuc hién sang loc
DTPTK, hoic chi xét nghiém dudng huyét lac doi. Thai phu
chua ¢6 nhiéu thong tin vé PTDTK va nhitng anh huéng cua
bénh dén thai nghén. Vi vay, can didy manh céng tac tuyén
truyén vé bénh DPTDTK trong cong ddng dé thai phu cd nhiéu
thdng tin va thuc hién viéc sang loc bénh, ciing nhu c6 ché do
an udng hop Iy nham phong tranh nguy co mac bénh.

4.1.3. Tudi me lién quan dén dai thao dwong thai ky

Ty I¢ mac DPTPTK ting dan theo tudi me. So voi nhom tuoi
< 29, kha nang gap thai phu miac DPTPTK trong nhém 30 — 34
tudi va nhom > 35 tudi cao hon lan luot 14 1,9 va 4,0 lan.

Két qua nghién cau cia chung t6i ciing pht hop véi két qua
nghién ctu caa Jane E.Hirst, L.T.Tung, Ostlund. Tudi mang
thai cang cao thi kha ning xuét hién trong nhém DTDTK cang
I6n, tudi tir 25 da bat dau co ting nguy co mic PTPTK va
tang cao rd & nhém thai phu tir 35 tudi tra 1én.

4.1.4. Chi sd BMI truéc khi co thai

So véi ngudi ¢6 chi s6 khdi co thé binh thudng, nguy co
mic DPTPTK ting ¢ ngudi thira can (OR=4,5) va béo phi
(OR=11,2). Qua phan tich hdi quy da bién ciing thiy BMI
trudc khi mang thai c6 lién quan véi bénh BPTDTK.

Nhiéu nghién ctru ciing di cho thay chi s6 BMI truéc khi
mang thai c6 anh huéng d¢én PTDTK.

4.1.5. Tién sir san khoa lién quan dai thao dwong thai ky

Nguy co mac PTPTK ting 3,1 1an & nhdm cd tién st dé
con to > 4000g, 2.4 1an & nhém tién sir say thai/di tat; 2,3 1an ¢
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nhom c6 tién sir thai lwu. Két qua nghién ctu cua ching toi
cling phu hop véi két qua nghién ctru ciia mét sb tac gia khac.

Can nang cua tré luc dé vira 1a hau qua, vira 1a yéu té nguy
co PTPTK cho 1an mang thai sau.

4.1.6. Tién sir gia dinh lién quan dai thao dwong thai ky

Ty 1é thai phu ¢ tién sir gia dinh DTD 8,9%; cao huyét &p
man 12,9%. Nguy co mac DPTDTK ting 2,5 1an & nguoi ¢ tién
sir gia dinh DTD, tang 2,7 1an & ngudi ¢4 tién st huyét &p cao.

Két qua nay ciing phu hop véi nhiéu nghién ctu khéc. Theo
Ostlund, thai phu c6 tién sir gia dinh bi PTP nguy co mac
PTPTK ting 2.74 1an. Theo Fatma 62% bénh nhan PTPTK
c6 tién sa DTD va day 1a yéu t nguy co cao mac DPTPTK.
4.1.7. Théi quen in, udng lién quan dai thao dwong thai ky

Nguy co gap thai phu mic DPTDTK trong nhom sir dung ma
dong vat tang 1,5 1an so v&i nhém sir dung dau thue vat. Tac
gia Lé Thanh Tung ciing cho rang nguy co mic DPTDTK ting
1,55 lan & nhom an m& dong vat, ting 1,35 1an & nhom an
nhiéu thit 1an ma; tang 17,53 1an & nhom an nhiéu phu tang
dong vat. Busetto ciing cho rang théi quen an nhiéu m& lam
tang nong do acid béo tu do trong mau, lién quan dén co ché
bénh sinh BTD.

Ty lé thai phu c6 udng céc loai nuéc ngot it nhat 5
ngay/tuan, mdi ngay it nhat 1 cbc 1a 44,6%, nguy co gap thai
phu mic DPTPTK trong nhém udng nhiéu nudc ngot ting 4,8
1an so v&i nhdm khong ubng nude ngot.

4.1.8. Tinh chit cong viée lién quan dai thao dwong thai ky

So véi nhém thai phu c6 thoi gian di va ngdi twong duong
nhau thi nhém c6 thoi gian di nhiéu hon thi it c6 nguy co mic
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DTDTK, nhém c6 thoi gian ngdi nhiéu cé nhiéu nguy co mac
DTDBTK hon. Nhitng théng tin nay chi c6 y nghia goi y cho
cong tac tu van vé ché do sinh hoat, di lai cua thai phu trong
thai ky, tranh viéc ngdi nhiéu va ngdi lau, ngoai ra con phu
thudc vao tinh trang thai nghén cua thai phu.

Nghién ctu cia L.T.Tung ciing cho thy van dong it 1am
ting nguy co mic DTDTK; khong di bo, khodng tap thé duc
lam ting nguy co mic PTDTK lén 2,26 1an, mdi ngay van
dong dudi 30 phut nguy co mac DPTDTK tang 3,77 1an.

4.1.9. Két qua phan tich héi quy da bién logistic

Qua phan tich hoi quy da bién, nguy co thuc su cua
DTPTK gom: tién sir gia dinh DTD, tién s gia dinh ting
huyét &4p man tinh, tién st dé con to; tién st sy thai; tudi me
> 35, chi s6 BMI trudc khi mang thai > 23, ngudi ¢6 cdng viéc
phai ngdi nhiéu hon di, udng nhiéu nudc ngot trong thai ky (>
6 lon/ > 6 ngay/ tuan), sir dung m& dong vat ché bién thic an.
4.2. KET QUA SAN KHOA
4.2.1. Ty I¢ phan nhém diéu tri

Ty Ié thai phu diéu tri ché do an 90,6%, phdi hop insulin
9,4%. Ty 1& khong tuan tha phéi hop insulin 5,8%, nhiing thai
phu nay do lo ngai van dé sir dung thuéc trong thai ky nén
muén dugc diéu tri bang diéu chinh ché d6 an. Do vay, ty Ié
diéu tri insulin trong nghién ctu caa ching toi chi chiém 3,6%.

Trong bdi canh hién nay ¢ thanh phé Vinh, viéc kham sang
loc bénh DPTDTK sém cho thai phu 14 rat can thiét. Cac bac si
san khoa tu van diéu tri bang cach diéu chinh ché d6 an uéng
hop 1y, theo dai duong huyét, va chuyén dén bac si Noi tiét
néu khong dat muc tiéu diéu tri. Didu nay gilp cho viéc theo
doi thai nghén dugc thuan lgi hon.
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4.2.2. Ty 1¢ @at muc tiéu diéu tri theo nhém ting cin trong thai ky

Ty Ié thai phu tang qua 18kg trong thai ky la 23,1%. Ty I¢é
diéu tri khong dat muc tiéu trong nhom ting qua 18kg trong
thai ky 1a 15,5%, cao hon trong nhom tang khong qua 18kg
trong thai ky 1a 7,6%, su khac biét c6 y nghia vai p < 0,02.
4.2.3. Ty I¢ dat muyc tiéu diéu tri theo nhém BMI trwéc khi mang thai

Két qua nghién ciu cia chdng tdi cho thiy ty 1& diéu tri
khong dat myc tiéu trong nhém c6 chi s6 BMI truéc khi cé thai
> 23 cao hon nhéom c6 BMI < 23 véi p < 0,02. Nhu vay, nhom
thai phu thtra can béo phi trudgc khi mang thai khéng nhirng cé
nguy co cao bi mic PTPTK ma viéc diéu tri kiém soat duong
huyét ciing khé dat muc tiéu hon. Diéu nay co thé ly giai la do
ngudi béo phi ¢é tinh trang khang insulin, ting tiét insulin, nén
duong huyét co xu huéng cao.

Trong cong tac tuyén truyén vé kham stc khoe dinh ky cho
phu nit can chl trong tu van cho phu nit thira can, béo phi
chuan bi mang thai, can c¢6 ké hoach giam can trudc khi co
thai, khong nhitng lam tang kha nang c6 thai ma con lam giam
cac nguy co do béo phi mang lai, trong do c6 bénh BPTDTK.
4.2.4. Két qua san khoa theo két qua diéu tri

So sanh nhom diéu tri dat muc tiéu va khong dat muc tiéu
ching t6i thdy ty 16 mo de¢, thai to, dé non, tién san giat, da 6i
trong nhém diéu tri khong dat muc ti€u cao hon nhom dat muc
tiéu (p < 0,001). 02 truong hop thai lvu nam trong nhom diéu
tri khong dat muc tiéu.

Nhu vay, diéu tri dat muc tiéu duong huyét 1am giam ty Ié
c4c tai bién trong san khoa ¢ thai phu DPTPTK.
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Vii Bich Nga ciing cho rang ty 1& bién chung ¢ thai phu
PTPTK trong nhom diéu tri khong dat muc tiéu 1a 90,9%,
trong khi & nhom diéu tri dat muc tiéu diéu tri chi 1a 8,7%, su
khac biét c6 ¥ nghia théng ké véi p < 0,0001.

4.2.5. Nguyén nhan din téi chi dinh mé dé

Trong 127 trudong hop md dé, nguyén nhan nhiéu nhat Ia
thai to chiém 23,7%. Chi dinh mo d¢ lién quan dén DPTDTK
thuong co thé do thai to, tién san giat, suy thai, ngoi thai khdng
tién trién vi bat tuong xing thai va khung chau. Ty 1&é mé dé vi
thai to hozc tién san giat trong nhém diéu tri khong dat muc
tiéu cao hon trong nhém dat muc tiéu véi p < 0,05. Nghién ctu
ctia Thai Thi Thanh Thuy ciing cho thay ty 1& chi dinh mé dé vi
thai to & nhom DTDTK diéu tri dat myc tiéu 1a 18.9%, tuong
tu trong nhom khong DPTDTK.

Nhu vay, thai phu PTDTK néu diéu tri kiém soat dudng
huyét dat muyc tiéu thi s& lam giam ty I¢ thai to va giam ty 18
mo dé vi thai to. Trong qua trinh diéu tri can theo ddi sat muc
duong huyét, su phat trién cua thai dé tu van, diéu chinh ché
d6 an, st dung thudc hop 1y.

4.2.6. Phan nhém céan nang so sinh lac dé

Trong nghién ctru cua chang toi, ty 1€ san phu BPTDTK sinh
con ¢0 can nang luc sinh > 4000g 1a 14,7%. Ty I¢ thai to (can
nang so sinh bang hoic Ién hon diém béach phan vi 90 twong
g tudi thai) 1a 18,9%. Ty I¢ so sinh > 4000g trong nhom diéu
tri dat muc tiéu thap hon nhom khéng dat muc tiéu, p<0.001.

Nhiéu nghién ctru khac ciing cho két qua twong ty nhu
nghién ctu caa chang téi. Nghién cuu cua Jane va cong su, ty
I¢ thai to & nhom thai phu khong DPTDTK 1a 11.76%, trong
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nhém DTDTK 16.9%. Ty I¢ thai to trong nghién ctu cua
Nguyén Thé Béch la 17.4; cua Farooq 1a 36%, cia Crowther Ia
10%. Theo L& Thanh Tung ty I¢ thai to trong nhom DTDTK la
12,0% trong khi & nhom khong DPTDTK chi chiém 2,9%. Theo
Vii Bich Nga cén ning tré so sinh c6 mdi twong quan thuan voéi
glucose mau 2 gio sau an cua ngudi me. Diéu tri kiém soat
duong huyét dat muc tiéu s& lam giam ty 18 thai to. Thai to tap
trung tai mot s6 bo phén nhu vai, nguc, canh tay, bung, dui va
ma. Siéu am trude sinh dua vao do kich thudc vong bung, do
day mé mém & vai (>12mm) c6 gia tri hon 1a do dudng kinh
ludng dinh va chiéu dai xuong dui. Piéu tri kiém soat duong
huyét tot 1am giam déng ké ti 1é thai to. Do vay, can tu van cho
thai phu DPTDTK tuan thu chat ché ché d6 an va luyén tép, theo
ddi duong huyét hang ngay va dinh ky hang thang siéu am
danh gia sy phat trién cin ning cua thai.

4.2.7. Bién chitng & tré so sinh theo nhom két qua diéu tri

Ty l¢ tré so sinh ciia ba me PTDTK c6 bién ching la 7,5%.
Ha duong huyét ngay sau dé 3,9%, trong nhom diéu tri dat
muc tiéu 1,4%, nhém khong dat muc tiéu 27,6%. Ty I€ tré so
sinh bi vang da 1,3%:; ngat so sinh nhe chiém 1,3%:; c6 01 tré
tir vong Vi thai non thang, me bj rau tiéu dao chay mau, tré can
nang 1500g (0,3%); 2 tré bi bénh tim bam sinh chiém ty I¢
0,7%. Ty 1& bién ching & tré so sinh trong nhém diéu tri dat
muc tiéu cao hon nhom khong dat muc tiéu.

Theo V.B.Nga, ty 18 tai bién chung trong nhom diéu tri
khong dat muc tiéu (90,9%) cao hon nhoém dat muc tiéu
(8,7%). Theo Jane, ty 18 ha dudng huyét trén 1am sang o tré so
sinh trong nhom khong BPTDTK 1a 0,7%, trong nhém DTDTK
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12 5,8%; ty |é vang da so sinh c¢6 yéu cau chiéu dén trong nhom
khong DTDTK 1a 3,0%; trong nhom BDTDTK 1a 4,2%. Theo
Ng.Thé Béch, tir vong chu sinh 1a 8,6%, ha duong huyét so
sinh 20,6%; cao hon cua ching tdi, c6 thé do day 1a nghién ctu
hoi ciu nén viéc kiém soat duong huyét khong dat muc tiéu,
nén anh huéng caa ting duong mau dén thai nhi rd rét hon.
So sanh véi mot sb nghién ciu trude day chung toi thay:
Bang 4.1. Bién chitng & tré so sinh qua mét s6 nghién ciru

Ha glgcose Ngat so Vang | T vong %iéﬁt
mau sinh da chu sinh sinh

Ng. Thé Béach 17,4% 10,5% | 9,3% | 3,5% 2,3%
Jane va cong su 5,8% 4,2% 0,5
Vi Bich Nga 4,9% 1,0% | 1,0% | 1,0% 2,9%
Lé Thanh Tung 2,4% 10,4% | 3,2% -
Thomas R Moore 9% 3%
Langer O 6% 2% | 3,6%
Lé T.Thanh Tam 3,9% 1,3% | 1,3% | 0,3% 0,7%

Nhin vao bang trén c6 thé thay ty I¢ cac bién chimg so sinh
trong nghién ciru ciia ching toi giam so véi mot sé nghién ciu
khéc, ma ty 18 diéu tri bang ché d6 an va luyén tap la chinh,
diéu nay ciing chung to gia tri caa viéc sang loc sém va tu van
diéu tri dat muc tiéu duong huyét s& lam giam céc tai bién o tré

so sinh.
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KET LUAN

Qua nghién ctu sang loc BPTDTK cho 1511 thai phu &
thanh phé Vinh, theo ddi két qua thai nghén cho 308 thai phu
méc DPTPTK, chung toi rat ra mot s6 két luan nhu sau:

1. Ty Ié dai thao dwong thai ky, mét sé yéu té lién quan

- Pic diém cua thai phu tham gia nghién ctu: tudi trung
binh 28,3 + 4,9 tudi; chi sé BMI truéc khi cd thai trung binh
20,3 + 2,1 (kg/m?).

- Ty 1¢ PTPTK tai thanh phé Vinh cao: 20,5%.

- Mot sb yéu té lién quan dén bénh DPTDTK: Tién st gia
dinh c6 nguoi bi PTD, ting HA man tinh, tién st san khoa: dé
con to > 4000g, say thai; dac diém ban than thai phuy: tudi > 35,
thira can, béo phi trude khi mang thai; thoi gian ngéi nhiéu hon
di trong ngay; ché do an uéng nhiéu d6 ngot, m& dong vat.

2. Két qua san khoa & san phu dai thao dwong thai ky

- Ty 16 mot sé bién ching trong thai ky: tién san giat 4,5%;
da 6i 2,6%; thai luu 0,6%; dé non 9,4%;

- Ty 1é mo dé 41,2%, nguyén nhan chi dinh mé dé chu yéu
Ia thai to; ty I¢ thai to 14,6%; suy thai 0,6%; chay mau sau dé
4,5%; thip hon mot s6 nghién ciru khac.

- Ty 18 bién chiing ¢ tré so sinh: ha dudong huyét 3,9%:; ngat
so sinh 1,3%; vang da so sinh 1,3%; di tat bam sinh 0,7%; tir
vong chu sinh 0,3%.

- Ty 18 bién chimg trong nhém diéu tri khong dat muc tiéu
cao hon trong nhém dat muc tiéu. Diéu tri khong dat muc tiéu
c6 lién quan dén tinh trang thira cin, béo phi trudc khi mang
thai va ting can qua nhiéu trong thai ky. Sang loc sém, diéu
chinh ché d6 an kip thoi gitp két qua thai nghén tt.
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KIEN NGHI

1. Tuyén truyén nhiam 1am giam ty 1&é méac bénh dai thao
duong thai ky trong tuong lai, ting hiéu qua diéu tri, giam céc
bién chtng cho ba me va tré so sinh:

- Can c6 sy tham gia cia SO Y té, cac co so y té co kham
thai, quan 1y thai nghén, cac phuong tién truyén thong.

- Tuyén truyén vé nguy co mac bénh, thoi diém va cach
thirc sang loc dai thao duong thai ky, ché do an uong hop Iy va
cach du phong bénh.

- Can su phdi hop chit ché giita bac si Noi tiét, San khoa

va So sinh trong theo ddi diéu tri va cham séc thai nghén. Can
cap nhat kién thac diéu tri phéi hop insulin trong déi thao
duong thai ky.
2. Can c6 nhitng nghién ctru sau hon vé ché do dinh dudng
gitp phong ngua bénh BDTDTK, phu hop véi tap quan Viét
Nam va mét s6 ving mién, nhu an sita chua, an nhiéu ca,....;
lam r& thém ché d6 an nhiéu thit do giau sit nhung lam ting
nguy co mic DPTDTK, vé van dé sir dung thudc vién trong diéu
tri PTDTK ap dung d6i voi nguoi Viét Nam.



INTRODUCTION

1. Gestational diabetes mellitus

Gestational diabetes mellitus (GDM) is a form of diabetes
mellitus - the most common metabolic disorder of pregnancy. It is
increasing, especially in the Asia - Pacific region, including
Vietnam. According to The World Health Organization, GDM is
defined as "any degree of glucose intolerance with onset or first
recognition during pregnancy". The risk of GDM in Southeast Asia
is 7.6 times compared to white American. GDM affects an
estimated 170,000 (1-14%) pregnancies each year in the United
States. In Vietnam, GDM affects 3.6-39% of pregnancies,
depending on the diagnostic criteria used and characteristics of the
population. If not diagnosed and treated, GDM can cause a range
of serious complications for both mother and baby, such as: such
as preeclampsia, miscarriage, stillbirth, perinatal asphyxia,
perinatal mortality, increase the incidence of dystocia and cesarean
section, ... Newborns of mothers with diabetes may be exposed to
hypoglycemia, hypocalcaemia, jaundice; they're also more likely to
develop type 2 diabetes, obesity as they get older. The frequency of
recurrent GDM in subsequent pregnancies is 30-50%. 20-50% of
women with GDM will turn into type 2 diabetes within 5-10 years
after birth, it is at risk of type 2 diabetes actually 7.4 times higher.

In Vietnam, the studies were published mainly in a few major
cities in both South and North, lack of research in Central. In Vinh
city - Nghe An, women of childbearing age about 10,000 people
but GDM screening in pregnant women have not been performed.
Moreover, patients with gestational diabetes usually go to the
National hospital of Endocrinology for evaluation and monitoring,
creates difficulties for women, depression and abandon the track to
control the disease, while they should be closely monitored to
avoid complications for mother and fetus. The screening rate of
GDM, identify interventions and effective management of



hyperglycemia, the obstetric outcomes in pregnant women with
GDM, the sharing of information among endocrinologists,
obstetricians, the facility management commune pregnancy, ward
and pregnant women are needed in the current situation. So we
made the thesis "Research the distribution - some related factors
and obstetric outcomes in pregnant women with gestational
diabetes" with the aim of:

1. Determine the rate of GDM in Vinh City 2013-2015 and
find out some main factors related to GDM.

2. Evaluate the obstetric outcomes in pregnant women with
gestational diabetes.

2. Necessity of thesis

The rate of diabetes is increasing rapidly in many countries,
including low-income countries, medium or high. GDM increases
the risk of diabetes later on for both mother and child, many
experts believe that screening GDM and good prenatal care is a
part of diabetes prevention strategies. There are some evidences
about screening GDM in some large cities, such as Hanoi, Ho Chi
Minh City, lack of research in Nghe An. This study aimed to find
evidence in the screening, treatment for GDM in Vinh city, Nghe
An province.

3. New contributions of the thesis

It is the first study in Nghe An, to research the distribution of
GDM, some related factors and obstetric outcomes in pregnant
women with gestational diabetes.

The thesis evaluates obstetric outcomes in pregnant women
with GDM, to help for the treatment, prevention, pregnancy
management, contributing to improved obstetric outcomes in
GDM.

4. Structure of the thesis

The thesis is illustrated by 132 pages. Introduction: 3 pages,

Chapter 1: Background 41 pages; Chapter 2: Objects and methods



12 pages; Chapter 3: Results 30 pages; Chapter 4 : Discussion 44
pages; Conclusion: 1 pages; Recommendation: 1 page. In this
thesis, there are 35 tables, 4 charts, 134 references.

Chapter 1

BACKGROUND
1.1. OVERVIEW OF GESTATIONAL DIABETES MELLITUS
1.1.1. Definition

Gestational diabetes has been defined as any glucose intolerance
identified during pregnancy. The definition applies whether insulin or only
diet modification is used for treatment and whether or not the condition
persists after pregnancy. Typically GDM will disappear after the baby is
born. It does not exclude the possibility that unrecognized glucose
intolerance may have antedated or begun concomitantly with the pregnancy.
1.1.2. Diagnostic criteria

Table 1.1: IADPSG 2010 criteria for gestational diabetes mellitus

Fasting 759 OGTT: 759 OGTT:
60 minutes 120 minutes

Venous plasma glucose

threshold (mmot/L) = >-1 mmoll =10 mmoll=8.5 mmol/l

1.1.3. Treatment and management
Target glucose level

Target glucose levels are < 5.3mmol/L (95 mg/dL) at fasting, <
7.8mmol/L (140 mg/dL) at first hour, and < 6.7mmol/L (120 mg/dL) at
second hour of starting a meal, according to the recommendations of the
Fifth International Workshop Conference on GDM.
The treatment program

Glycemic control, weight gain control during pregnancy; nutritional
therapy, exercises; medication; psychological support.



1.2. THE RATE AND SOME MAIN FACTORS RELATED TO
GESTATIONAL DIABETES MELLITUS
1.2.1. Rate of gestational diabetes mellitus
Table 1.2: Prevalence (%) of GDM in some countries in the world

Diagnostic Prevalence

Author/country Year criteria (%)
India 1998 WHO 15
China 1999-2007 WHO 2,4-139
Korea 2003 WHO 2,2
Ostlund (Sweden) 2003 WHO 1,7
Morikawa (Japan) 2012 IADPSG 2010 29,8
Werner (USA) 2012 IADPSG 2010 17,8

Table 1.3: Prevalence (%) of GDM in some areas in Vietnam

Diagnostic Prevalence
Area Year criteria (%)
Ho Chi Minh city 1999 WHO 3,9
2000 WHO 3,6
Hanoi 2006 - 2008 ADA 2001 7,8
2010 ADA 2001 5,97
Nam Dinh 2005-2008 ADA 2001 6,9
Ho Chi Minh city 2012 IADPSG 2010 20,3
Hanoi 2012 IADPSG 2010 39,3

Looking at the table, the rate of GDM varies in different
locations, diagnostic criteria, and is is increasing.
1.2.2. Some factors relative to gestational diabetes mellitus
According to ADA (2009), high risk groups relative to GDM
include obesity, family history of diabetes, history of blood glucose
intolerance, previous macrosomia baby weighing 4.0 kg or above,
and sugar urine positive.



1.3. THE OBSTETRIC OUTCOMES IN PREGNANT
WOMEN WITH GESTATIONAL DIABETES MELLITUS
1.3.1. Maternal outcomes

Pregnant women with gestational diabetes are at risk of pre-
eclampsia, urinary tract infections, polyhydramnios. Rate of pre-
eclampsia in pregnant women with GDM (12%) higher than
women without GDM (8%); rate of hydrammios 18% - 4 times
compared with non-GDM.

After delivery, women with gestational diabetes have increased
risk of diabetes. After 5 years, the percentage of women with GDM
history will be transformed into type 2 diabetes about 50%, the
incidence increased by 3% per year. Risk of GDM will be
increased in subsequent pregnancies. They are also at risk of being
obese, high weight gain after birth without diet and proper
exercise.

1.3.2. Complications of newborn

Pregnant women with GDM have the risks of fetal macrosomia
at birth, preterm birth, neonatal hypoglycemia, hypocalcemia,
jaundice, polycythemia, after birth in newborn. Also may
experience impaired fetal development in the uterus, hypertrophic
cardiomyopathy, renal vein thrombosis. About 10 to 20 years later,
the children of these mothers’ gestational diabetes increased risk
for obesity, type 2 diabetes.

Jane et al showed that the rate of fetal macrosomia in pregnant
women with non gestational diabetes group and gestational
diabetes group were 11,76% and 16,9%. The rate of preterm was
26% at GDM, 9,7% at pregnant women’s non GDM. The rate of
neonatal hypoglycemia as some authors was 15,3% (Wielandt),
4,9% (Vu Bich Nga), 20,59% (Nguyen The Bach). The babies of
mothers’ gestational diabetes also have high risk of increasing
level of bilirubin in the blood.



Chapter 2
OBJECT AND METHODS
2.1. RESEARCH SUBJECTS
Criteria to select the research subject:

Pregnant women living in Vinh city, gestational age 13 — 28 weeks.
Exclusion criteria:

Pregnant women have been diagnosed with diabetes before
pregnancy, stillbirth at the time of screening, are disease that affects
glucose metabolism (Basedow, Cushing, liver failure, ... ), are taking
medications that affect to glucose metabolism (corticosteroids,
salbutamol , ... ), is suffering from an acute disease, did not agree to
participate in the research.

2.2. TIME AND PLACE OF STUDY
Research time: from 11/2013 to 7/2015.
Research place: Vinh city, Nghe An.
2.3. RESEARCH METHODS
Study Design:
Stage 1: cross-sectional descriptive study - Objective 1
Stage 2: Intervention study - Objective 2
Sample size : Based on sample size calculation formula
Z% 1.un-p.(1-p)

(p-e)’

Z 1..» = 95% confidence, a = 0,05, Z 1.» =1,96.

Stage 1: p = 0,069 is the rate of GDM in Le Thanh Tung research,
= 0,19 (relative error). n = 1435 pregnant women. During the study, there
were 1511 women participated, meet the requirement for sample size.

Stage 2: p = 0.12 is the rate of fetal macrosomia in GDM group (Le
Thanh Tung). € = 0.31. n =293 GDM pregnant. In the study, there were
309 GDM pregnant, meet the requirement for sample size.

The research variables and variable standards:

- The rate of GDM, gestational age.

- Risk factors of GDM: maternal age, family history have diabetes,
high blood pressure; history of giving birth to > 4000g; number of
pregnancies; history of stillbirth, miscarriage; overweight, obese before
pregnancy; diet during pregnancys,...

- Results of the GDM treatment.

N =




- Obstetric outcomes: the rate of miscarriage, stillbirth, pre-
eclampsia, eclampsia, polyhydramnios, preterm labor, fetal distress,
dystocia, cesarean section, postpartum bleeding, fetal macrosomia, birth
asphyxia, hypoglycemia, neonatal jaundice, postpartum infections,
congenital malformations.

2.4. DATA ANALYSIS
Statistical methods calculate the percentage (%); * test; analysis odds

ratio (OR); multivariate regression analysis.

Chapter 3
RESULTS

3.1. RATE OF GESTATIONAL DIABETES MELLITUS AND
SOME FACTORS RELATED

GDM

Non - GDM

Chart 3.1. Rate of gestational diabetes
The rate of GDM in Vinh city 20,5%.

Table 3.1. The rate of GDM on the time of diagnosis tests

Time n % pregnancy % GDM
Fasting: 217 14,4 70,2
1 hour later, diagnosed more 73 4,8 23,6
2 hour later, diagnosed more 19 1,3 6,2

Total: 311 20.5 100




Comments: Among pregnant women with GDM, only fasting plasma
glucose test detected 70,2% of cases, detected after 1 hour adding 23,6%
of cases, followed by 2 hours of discovery of 6,2% of cases.

Table 3.2. Maternal age related to gestational diabetes mellitus

age GDM non-GDM n (%/ OR
group n (%/ group)  n (%/ group) pregnancy) (95%Cl)

<24 57 (15,0) 323 (85,0) 380 (25,1)
25-29 85 (15,0) 483 (85,0) 568 (37,6)
30-34 99 (24,8) 300 (75,2) 399 (26,4) 19 (L4-25)

>35 68 (41,5) 96 (58,5) 164 (10,9) 4,0 (2,8-5,8)

Total: 309 1202 1511

Comments: The incidence of GDM increases with maternal age, it is
the highest in the group 35 years maternal age and above, 41,5%.

Table 3.3. BMI before pregnancy related to gestational diabetes

Chisb n (%! téng PTPTK Khéng PTPTK

BMI thaiphy) ~ n(%/nhom)  n@lnhem)  OR (95%Cl)

<185  53(127)  364(87,3) 417(27.6) 06(04-009)

185-<23  186(192)  781(80,8) 967 (64,0) 1

23-<25 54 (51,4) 51(48,6)  105(6,9) 45(29-69)

>25 16 (72,7) 6 (27,3) 22 (1,5) 112(41-325)

Téng: 309 1202 1511 (100)

Comments: Pregnant women with over weight and obese have risk
of GDM is higher than pregnant women with normal BMI.



Table 3.4. Obstetric history related to gestational diabetes mellitus
n (%/

Lo GDM Non GDM OR
Obstetric history pregnant n (%/ group) n (9%/ group) (95%Cl)
women)
Yes 31 (36,0) 55 (64,0) 86 (5,7) 23
Stillbirths 1147 !

No 278 (19,5) (80,5) 1425 (94,3) (1,4-3,8)

Yes 51 (36,2) 90 (63,8) 141 (9,3) 24
miscarriage ,

No  258(188) gp  1370(907) (17-36)

previous Yes 27 (42,9) 36 (57,1) 63 (4,2)

- 3,1
macrosomi
a No 282 (19,5) é%eg) 1448 (958) (1,8-5.4)
Birth Yes 6(37,5)  10(625) 16 (1,1) 24
FEE No  303(203)  (ngp 14959 (087D
Total : 309 1202 1511 (100)

Comments: Pregnant women at risk for GDM increased by 3,1
times in the group with a history of giving baby at birth > 4000g,
increased by 2,4 times in pregnant women with a history of
miscarriage or giving birth defects; increased by 2,3 times in the
group with a history of stillbirths.

Table 3.5. Family history related to gestational diabetes mellitus

n (%/
. . GDM Non GDM OR
Family history pregnant n (%! group) n (% group) (95%Cl)
women)

generation __ e 49 (36,3)  86(63,7) 13589 o507~
1Diabetes o 260 (18,9) 1116 (8L1) 1376 (91,1) 36)
Chronic Yes 72(369)  123(631)  195(129) 5719
hypertens ’3 7 ’

on No  237(180) 1079(620) 1316(87,1) ~37)

Total : 309 1202 1511 (100)
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Comments: Pregnant women at risk for gestational diabetes
mellitus increased by 2,5 times in women with a family history of
diabetes, increased by 2,7 times in pregnant women with a history
of hypertension.

Table 3.6. Eating habit related to gestational diabetes mellitus

0
Numbers/ pr';érf’a/nt GDM Non-GDM OR
0, 0, 0,
weeks women) n (%/ group)  n(%/ group)  (95%CI)
Using animal fat 52 (27,1) 140 (72,9) 192 (12,7) ( 15
11—

Using plant oil 257 (19,5) 1062 (80,5) 1319 (87,3) 2,2)
Soft drinks > 5
days/week. > 1 cup/day 197 (29,2) 477 (70,8) 674 (44,6) ( 34(?_
No soft drinks 25 (8,0) 289 (92,0) 314 (20,8) 7,6)
Yogurt > 5 days/
week, > I boxiday 39 (13,00 261 (87,0) 300 (19,9) ( (?;'_
No eating yogurt 208 (26,9) 566 (73,1) 774 (51,2) 0,6)
Total : 309 1202 1511 (100)

Comments: Pregnant women at risk for GDM in group with eating
animal fats, sweets increased by 1,5 times and 4,8 times as much as

other groups.
Table 3.7. Specific work related to gestational diabetes mellitus

n (%/

Nature of work pregnant N (;grgup) nN(g/:/;Iglz\g) o ES/ORCI)
women)

Yekinome 1887 266(613) 434 (87) 0T

W?iltlﬁir?g tt:rr:: T 19(188)  82(8L2) 101 (6,7) 1

Ve me 122025 8sae7s)  oee4e) 00

Total ; 309 1202 1511 (100)
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Comments: Comparing between two group showed that a group
that has the same time between walking and sitting is more risk of
gestational diabetes mellitus than a group that has the sitting time >
walking time

Table 3.8. Multivariate regression analysis of risk factors

Risk factors n % p OR  95%Cl
Intercept: -2,989
Family history of diabetes 135 8,9 <0003 20 13-31

Family history of chronic

. 195 129 <o0001 2,2 15-32
hypertension

History of stillbirths 86 57 >005 14 08-25
history of miscarriage 141 93 <005 19 12-31
History of the malformation 16 11 >0,05 14 04-45

Medical prehistory with big

newborn at birth 63 42 <005 19 10-36

Birth times > 3 307 20,3 >005 1,0 06-15
Often use animal fat 192 12,7 <002 16 11-24
Mother’s age > 35 164 10,9 <o01 19 1,3-30
BMI > 23 127 84 <0001 48 31-75
Sitting time is more than

. - 434 28,7 <0001 35 2,7-47
walking time ’

Using much soft drinks: > 6

can/ >6 days/ week 535 354 <0001 3,0 @ 22-40

Through multiple regression Analysis showed that risk
factor of GDM include: family history of diabetes, mother’s
history with newborn at birth > 4000g, mother’s age > 35, BMI
before having pregnancy > 23 kg/m2, has to sit down to much
while working, diet with losts of sugar and animal fat.


https://statistics.laerd.com/spss-tutorials/multiple-regression-using-spss-statistics.php
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32. THE OBSTETRIC OUTCOMES IN PREGNANT
WOMEN WITH GESTATIONAL DIABETES MELLITUS

m Diet, physical activity
W Insulin therapy

noncompliance of nsulin

Chart 3.2. Rate of insulin combine therapy
Comments: The proportion of pregnant women treated with diet,
exercise is 90.6%, insulin combination therapy is 3.6%;
noncompliance of insulin is 5.8%.

Table 3.9. The rate reached the target follows group gained weight
during pregnancy

Reached target

Moreananey | Slw o 100
< 18kg 219 (92,4) 18 (7,6) 237 (76,9)
> 18kg 60 (84,5) 11 (15,5) 71 (23,1)
Total : 277 (89,9%) 31 (10.1%) 308 (100%)

Comments: The rate of treatment does not reach the target treatment in
group with more 18kg weight gain is higher than group with not over
18kg weight gain in pregnancy with p <0,02.
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Table 3.10. The rate of reached target follows pre-pregnancy BMI
groups

Reached target

Non-reached target Total
BMI group (n, % follow (n, % follow group) n (%)
group)
<23 219 (92,0) 19 (8,0) 238 (77,3)
>23 58 (82,9) 12 (17,1) 70 (22,7)
Total : 277 (89,9%) 31 (10.1%) 308 (100%)

Comments: The rate of treatment with non reached target in overweight
group is higher than normal group with p < 0,02.
Table 3.11. Outcome of obstetric follows treatment result.

Reached Non-reached
Complication target target Tog/a !
n % n % n (%)
Operative <
deliveries 105 37,9 22 71,0 127 (41,2) 0.001
Macrosomia 31 112 14 483  45(146) 501
Stillbirths 23 83 6 207 2904 501
Preeclampsia 9 32 5 161 1@H 501
Postpartum 13 47 1 34  14(45)
hemorrhage
Polyhydramnios 5 1,8 3 9,7 8(2,6)
Stillbirth - - 2 6,5 2 (0,6)
Fetal distress 1 0,4 1 3,2 2 (0,6)
Total : 277 100 31 100 308 (100)

Comments: The rate of cesarean section, macrosomia, premature birth ,

preeclampsia in group that does not reach target is higher than group with
reached target, p < 0,001.


http://www.nhs.uk/conditions/pregnancy-and-baby/pages/premature-early-labour.aspx
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Table 3.12. indication for cesarean delivery in pregnant women with
gestational diabetes mellitus

Reached Non reached
cause target target n (%)
n % n %
Macrosomia 21 20,0 9 40,9 30(23,7)
Old cesarean 19 18,1 3 13,7  22(17,3)
Cause of amnion 14 13,3 3 13,7 17 (13,4)
Obstructed labour 16 15,2 - - 16 (12,6)
abnormal position of fetal 13 12,4 1 45 14 (11,0)
Preeclampsia 7 6,7 5 22,7 12(9.4)
g:?ﬁglggg], r&wgltjr;)elre. uterus 38 i i 461
Cause of placenta 3 2,9 - - 3(2,4)
Fetal distress 1 1,0 1 4,5 2(1,6)
Social Cause 7 6,6 - - 7 (5,5)
Total : 105277 100  22/29 100 127/306

Comments: The most cause of cesarean section was macrosomia at
23,7%. Rate of cesarean section because of macrosomia or preeclampsia
in group does not reach target treatment is higher than group with
reached target, p < 0.05.

Table 3.13. Classifying newborn weight after giving birth
Reached
Weight(g) target

Non reached target Total
n % n % n (%) P
< 2500 11 40 2 6,9 13 (4,2)
2500 - <3000 40 14,4 6 20,7 46 (15,0) > 0.05
3
4

3000-<3500 102 36,8 10,3 105 (34,4)
3500-<4000 93 33,6 138 97 (3L,7)
> 4000 31 112 14 483  45(147) <001

Total : 277 100 29 100 306

Comments: The proportion of pregnant women with GDM had
children’s birth weight > 4000g is 14.7%; in the treatment group
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achieved a lower goal did not reach the target group, p <0,001. Group
with reached target treatment is lower than those without, p<0,001.
Table 3.14. Complications in newborn follow group of treating result

Complication Reached Non reached Total
target target n (%)

Hypoglycemia 4(1,4) 8 (27,6) 12 (3,9)

Jaundice 2(0,7) 2 (6,5) 4(1,3)

Birth defects - 2 (6,5) 2(0,7)
tal

gggﬁjxia 3(1,0) 1(3,2) 4(1,3)

perinatal death 1(0,4) - 1(0,3)
Total : 277 29 23/306 (7,5)

There were 23 of gestational diabetes mellitus mothers’ newborn
suffering from postpartum complications accounting for 7.5%. In that
hypoglycemia is 3.9%; Jaundice is 1.3%; 1.3% of neonatal asphyxia.

Chapter 4
DISCUSSION
4.1. RATE OF GESTATIONAL DIABETES MELLITUS AND

SOME FACTORS RELATED
4.1.1.Rate of gestational diabetes mellitus

There are 1511 pregnant women take part in study, We apply
standard of IADPSG 2010, rate of GDM is 20,5%. Comparing with
anther studies:

Table 4.1. comparing with another studies

Region year standard Rate (%)
HoChiMinh o100 WHO 39
city IADPSG 2010 20,4
2000 WHO 57
Ha Noi 2002 — 2004 ADA 2001 7,8
2006 - 2008 ADA 2001 11,7

2012 IADPSG 2010 39,3
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Nam Dinh 2005-2008 ADA 2001 6,9

Nghe An 2013-2015 IADPSG 2010 20,5

Looking at table 4.1 showed that rate of gestational diabetes
mellitus is increasing by the time. As developing rate about very
fields in Vinh city now, if we don’t have any advocacy measures,
suitable pregancy managing, the rate of gestational diabetes
mellitus will be more increasing in Vinh day in the future. Thus,
Department of Health needs of leading for pregnancy examination clinic,
monitoring pregnancy, especially private clinic, doctors specialize in
obstetric, need to update knowledge, apply in consulting, popularing about
gestationla diabetes mellitus, how to screening exam and prevent to make
decrease rate of gestational diabetes mellitus in the future.

4.1.2. Rate of gestational diabetes mellitus as laboratory time

In our study, if only fasting plasma glucose test detected 70.2%
of cases DTDTK, 1-h plasma glucose after a 75-g oral glucose tolerance
test (OGTT) detected 23,6% of GDM cases and adding 6,2% causes.
If only makes fasting plasma glucose (FPG) would missed 29,8%
GDM cases. On the other hand, the cases have 2-h plasma glucose after
OGTT is high that often have insulin resistance, the treatment and prognosis
are often more difficult.

4.1.3. Maternal age relative gestational diabetes mellitus

Maternal age in our study was from 17 to 48 years old. Maternal
age in our study between 17 and 48 years old. The incidence of
gestational diabetes increases with maternal age. Compared with <
29 years ol group, the possibility of women having gestational
diabetes in the group of 30 - 34 years ol and > 35 years old group
was higher than 1.9 and 4.0 respectively times.

Our study result was consistent with findings of Jane E.Hirst, Le
Thanh Tung, Ostlund. the elder pregnancy age the greater appears
in GDM group, age from 25 years old begins with increased risk of
GDM and and increased clearly among pregnant women with age
from 35 years old and older.
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4.1.4. BMI before pregnancy

In our study, the proportion accounted for 27,6% lean,
overweight, obesity accounted for 8,4%. Compared to people with
body mass index, the risk normally diabetes in pregnancy increases
overweight (OR = 4,5) and obesity (OR = 11,2). If combined
overweight and obesity, the risk of gestational diabetes increased
by 6,1 times (4,1 to 9,0) compared with normal people. Through
multivariate regression analysis also showed that BMI before
pregnancy maternal > 23 was associated with gestational diabetes.
Many studies have shown that BMI before pregnancy affects
gestational diabetes mellitus
4.1.5. Obstetric prehistory related to gestational diabetes mellitus

The risk of gestational diabetes mellitus increased by 3,1 times
in the group with a prehistory of giving birth to > 4000g, 2,4 times
in the group with a prehistory of miscarriage or giving birth
defects; 2,3 times in the group with a prehistory of stillbirth. Our
study results were consistent with research findings of some other
authors.

Children's weight at birth are both consequence and risk factors
for gestational diabetes mellitus after pregnancy
4.1.6. Family prehistory related to gestational diabetes mellitus

Proportion of women with a family prehistory with diabetes was
8,9%; Chronic hypertension was 12,9%. The risk of GDM
increased by 2,5 times in people with a family prehistory of
diabetes, increased 2,7 times in people with a prehistory of
hypertension

This result is consistent with previous research had. According
to Ostlund, women with a family history of diabetes risk for
gestational diabetes increased by 2,74 times. According to Fatma
62% of diabetes patients with a history of gestational diabetes and
this is a high risk factor for GDM.
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4.1.7. Eating habits, drinking related to gestational diabetes mellitus.

We asked the women about their eating habits in one week
before the oral glucose tolerance test. However, the information
obtained is not grouped by a really accurate way, but initial
analysis suggests a number of issues need to be studied further, as
follows:

Pregnant women at risk for gestational diabetes mellitus in the
group using animal fat increased by 1,5 times compared to using
vegetable oil. Le Thanh Tung's research also showed that the risk
of gestational diabetes increased by 1,55 times in the group eating
animal fat, increased 1,35 times in those eating more meat and fat;
increased 17,53 times in men eating animal organs. Busetto’s study
also proved the habit of eating a lot of fat increases the
concentration of free fatty acids in the blood, easily lead to obesity
and other metabolic diseases, factors related to the pathogenesis of
diabetes.

4.1.8. Nature of work related to GDM

Compared with women in 2 groups that have the same time to
go and sit, the group with more travel time is less at risk for
gestational diabetes mellitus (OR = 0,6) and the group has a lot of
time sitting are more likely to develop GDM (OR = 2,7). This
information is only meaningful suggestions for consulting ,physical
activities and travel of women during pregnancy, avoid prolonged
sitting and sitting for long periods, and also depends on the
condition of mother’s pregnancy condition.

4.1.9. Analytical results of logistic regression

Through analyzing multivariate regression, the risk of actual

gestational diabetes include: a family history of diabetes, family

history of chronic hypertension, a history of macrosomia at
giving birth ; a history of miscarriage; mother > 35 years old, BMI
before pregnancy > 23, who have jobs to go sit more, drink more
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soft drinks during pregnancy (> 6 cans / > 6 days / week), using
animal fat processing food.

4.2. OUTCOME OF OBSTETRIC

4.2.1. Rate of treating groups

The rate of pregnant women use diet for treatment is 90,6%,
combine insulin is 9,45. compliance rate of using insulin therapy is
at 3,6%, non compliance treatment is at 5,8%, these pregnant
women are worried about using drug in pregnacy so that they
would like to treat by diet adjust. So, rate of using insulin therapy
for treatment in our study is only at 3,6%

The situation in Vinh city now, DGM screening exam soon is
neccessary. The Obstetricians consult for treating in pregnant
women with GDM by suitable diet adjust, monitoring of blood
glucose and refer to Endocrinologist if not control treating goal.
This is not only advantage for pregnant women with GDM but
they also monitor pregnancy more advantage
4.2.2. The rate of reaching treatment target in gain weigh pregnant
women.

The rate of pregnant women with more than18kg weight gain
during pregnancy accounted for 23,1%. The rate does not reach the
target treatment in group with not overl8kg weight gain during
pregnancy was 15,5%, higher than group with no more than 18kg
weight gain during pregnancy was 7,6%, a difference significant
with p <0,02
4.2.3. The rate of reaching treatment follows BMI group before
pregnancy

The results of our study reported that the rate of non reached
target treatmen in the group with a BMI before pregnancy > 23 is
higher than group with BMI <23, with p <0,02. Thus, groups of
pregnant women with overweight and obese before pregnancy are
risk of suffering gestational diabetes mellitus and the treament with
control glycemic is also difficult to reach target. This can be
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explained that the obese have insulin resistance, increase insulin
secretion, glycemic tends to high.

Therefore, in the propagation about regular health examination
for women should focus on counselling for women with
overweight, obese who have pregnancy plan, make a plan to
descrease weight before pregnancy. That is not only increasing
pregnancy ability but also decreasing risks cause by obese, one of
them is gestational diabetes mellitus.

4.2.4. Obstetric outcomes follow the results of treatment

Comparing the treatment of group achieving and not achieving
our goals that the rate of cesarean section, fetal macrosomia,
preterm labor, preeclampsia, polyhydramnios in the treatment
group did not reach target is higher than group with reached target
group (p < 0.001). 02 stillbirth cases in the treatment group did not
reach target.

Thus, the treatment reached the target blood sugar levels
reduces the rate of obstetric complications in women with GDM.
4.2.5. Cause of leading to cesarean section in women with GDM

In 127 cases of cesarean section, pregnancy causes much as
23.7% to account for. Indications concerning cesarean section
pregnancy diabetes can often due to pregnancies, preeclampsia,
fetal distress, fetal not progressed as disproportionate fetal and
pelvis. The rate for cesarean section fetal macrosomia or
preeclampsia in the treatment group did not achieve higher goals in
reaching target groups with p <0.05. Research by Thai Thi Thuy
also shows the percentage specified in the cesarean section because
of fetal macrosomia gestational diabetes group therapy achieved
the goal of 18.9%, similar to the group of non-diabetic
pregnancies.

Thus, women with gestational diabetes if blood glucose control
treatment achieving the target would reduce the rate of pregnancy
to reduce the rate of cesarean deliveries and for fetal macrosomia.
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In treatment duration shoulds monitor glycemic levels, the
development of the fetus to advise, adjust diet, rational drug use.
4.2.6. Dividing newborn’s weight group at birth

In our study, rate of pregnant women with GDM have children
with birth weight > 4000g was 14.7%. The rate of fetal
macrosomia (weight at birth is equal to or greater than 90
percentile points each application for gestational age) was 18.9%.
Rate of newborns > 4000g in group with reached target treatment
is lower than group with not reached target treatment with p <
0,001. Another studies also showed the same our results. Jane et
al, rate of fetal macrosomia in pregnant women group with non
GDM was 11,76%, pregnant women group with GDM was 16,9 %
(93/505). Rate of fetal macrosomia wasl7,4% in Bach The
Nguyen’s study. Farooq’s study was 36%, Crowther’s was 10%.
As Tung Thanh Le, rate of fetal macrosomia in GDM group was
10% while non GDM group was only 2,9%. As, Nga Bich Vu,
newborn’s weight has positive correlation with mother’s plasma
glucose after 2 hours eating. Treatment for reached glycemic
control target will reduce the incidence of fetal macrosomia. Fetal
macrosomia focuses in some parts such as the shoulder, chest, arm,
abdomen, thigh and cheek. Prenatal ultrasound bases on measuring
waist circumference, shoulder soft tissue thickness (> 12 mm) is
more valuable than the top dual diameter and length of the femur.
Good glycemic control of treatment reduces significantly the rate
of fetal macrosomia. Therefore, pregnant women with GDM needs
consulting for adhering to diet and exercise, monitoring blood
glucose daily and ultrasould to assess of developing of fetal’s
weight every months.
4.2.7. Complications in newborn according to treatment result

Rate of gestational diabetes mellitus mothers’ newborns had
complication was 7,5%. Hypolycemia after giving birth was 3,9%,
the treating group with reached target was 1,4%, those without is
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27,6%. Rate of newborn has jaundice was 1,3%; low neonatal
asphyxia was 1,3%; there was a baby with deaf because of preterm,
mother with placenta previa bleeding, baby with 15009
(0,3%);There were 2 children with congenital heart disease
accounted for 0,7%. The rate of complcation in newborn with
reached target treatment group was higher than group without
reached target.
Comparing with another study before, we saw that:
Table 4.2. complications in newborn by some researches

Hypoglycemia 253;5;?; Jda:gg Pfgg;[a birth defects
Nguyenn The Bach 17,4% 10,5% | 9,3% | 3,5% 2,3%
Jane et al 5,8% 4,2% 0,5
Vu Bich Nga 4,9% 1,0% | 1,0% | 1,0% 2,9%
Le Thanh Tung 2,4% 10,4% | 3,2% -
Thomas R Moore 9% 3%
Langer O 6% 2% 3,6%
Le Thi Thanh Tam 3,9% 13% | 1,3% | 0,3% 0,7%

Look at the above table we can see newborn complications rate in our
study is less than other studies, the rate of treatment with diet and
exercise is main, this also demonstrates the value of early screening and
treatment counselling Glycemic target will reduce the complications in
newborns.
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CONCLUDE
1. The rate of diabetes in pregnancy and some related factors

- Characteristics of women participate in the study: 28.3 + 4.9
years old average age; BMI before pregnancy 20.3 + 2.1 average
(kg / m2).

- Percent in Vinh City DTDTK high: 20.5%.

- A number of factors related to DTDTK disease: family history
of diabetes, chronic hypertension, obstetric history: giving birth to
> 4000g, miscarriage; characteristics of women themselves: > 35
years of age, overweight, obese before pregnancy; more time to go
sit in the day; diet many sweets, animal fats.

2. Results of obstetric maternal gestational diabetes

- The rate of complications during pregnancy: preeclampsia
4.5%; hydramnios 2.6%; stillbirth 0.6%; Premature 9.4%;

- In labor and postpartum: 41.2% cesarean rate, which causes
cesarean designated primarily due to pregnancy; rate of fetal
macrosomia (>4000g) 14.6%; 0.6% fetal distress; postpartum
bleeding, 4.5%; lower than some other studies.

- The rate of neonatal complications: hypoglycemia of 3.9%;
neonatal asphyxia 1.3%; 1.3% of neonatal jaundice; 0.7% of birth
defects; perinatal mortality of 0.3%.

- The rate of complications in the treatment group did not
achieve higher goals in reaching the target group. Treatment goals
are not achieved related to overweight and obesity before
pregnancy and excessive weight gain during pregnancy. Early
screening, dietary adjustments timely help better pregnancy
outcomes.
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RECOMMENDATIONS

1. Propaganda aimed at reducing the incidence of gestational
diabetes in the future, increase therapeutic effect, reduce
complications for mothers and babies:

- Need to have the participation of the Department of Health,
medical institutions have antenatal, pregnancy management, the
media.

- Dissemination of the risk, time and manner of diabetes screening
in pregnancy, diet and reasonable prophylaxis.

- Need for close cooperation between doctors Endocrinology,
Obstetrics and Neonatal monitoring of treatment and pregnancy
care. Need to update knowledge insulin combination therapy in
diabetic pregnancy.

2. There should be further study of diet helps prevent GDM,
consistent with customary Vietnam and some regions, such as
eating yogurt, eat more fish, ....; clarify red meat diet rich in iron
but increases the risk of GDM, about the use of tablets in the
treatment applied to human Vietnam.





