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The risk for hyperglycemia in preg-
nancy is increasing, because the prev-
alence of obesity has been increasing 
in women of childbearing age [1,2]. 
Maternal hyperglycemia, including 
gestational diabetes mellitus (GDM) 
and pregestational diabetes, occurs in 
3% to 10% of pregnancies, with GDM 
accounting for the majority of cases 
(approximately 90%) and preexisting 
diabetes making up the remainder 
[2,3]. In general, women with GDM 
have abnormal maternal outcomes (i.e., 
preeclampsia, higher rates of cesarean 
section, and high rates of macrosomia) 
and neonatal outcomes (i.e., respiratory 
distress syndrome, neonatal hypogly-
cemia, and hyperbilirubinemia) [4-6]. 
Furthermore, pregestational diabetes in 
pregnancy confers significantly greater 
risks, such as fetal anomalies and fetal 
demise, than GDM [7,8]. Consequent-
ly, tight glycemic control is critical to 
reduce perinatal and neonatal risks in 
pregnant women with diabetes.

As reported in the current issue, 
Jang et al. [9] compared maternal and 
neonatal outcomes in Korean women 
with type 2 diabetes and nondiabetic 
controls. Although the rate of major 
congenital malformations and the risk 
of being small for gestational age did 

not differ, women with type 2 diabetes 
showed a slightly higher risk for prima-
ry cesarean section, preeclampsia, infec-
tions during pregnancy, high neonatal 
weight, being large for gestational age, 
and macrosomia compared to nondi-
abetic controls. These results are con-
sistent with previous studies that have 
shown that women with diabetes are 
more likely to have poor perinatal and 
neonatal outcomes. In addition, these 
results are surprising because the study 
population did not have a high level of 
glycated hemoglobin (HbA1c) (6.9% in 
the first trimester). Importantly, other 
maternal and neonatal outcomes were 
worse in pregnant women with type 2 
diabetes than in those without diabe-
tes, despite relatively low HbA1c levels, 
although there were no differences in 
the risk for congenital malformations 
between the two groups.

Should we treat mild hyperglycemia 
in pregnant women with diabetes? 
In patients with type 1 diabetes, the 
risks for serious adverse outcomes and 
perinatal mortality were significantly 
higher when periconceptional HbA1c 
exceeded 6.9% [10]. Furthermore, one 
retrospective study has shown that 
perinatal mortality in pregnant women 
with type 2 diabetes is four- and nine-
fold higher than in pregnant women 
with type 1 diabetes and in the back-
ground population, respectively [11]. 
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Mean HbA1c levels were 6.8% in women with type 2 
diabetes and 7.0% in those with type 1 diabetes, and gly-
cemic control was similar or better in women with type 
2 diabetes compared to women with type 1 diabetes. 
In addition, in the case of GDM, the Cochrane review 
states that there are various benefits of treating patients 
with mild GDM [12]. Consequently, we should recog-
nize and manage mild hyperglycemia to reduce poor 
pregnancy outcomes in women with diabetes.

Fasting and postprandial monitoring of blood glucose 
are recommended to achieve metabolic and glycemic 
control in pregnant women with diabetes [2,13]. The 
American Diabetes Association and the Korean Diabe-
tes Association recommend the following target blood 
glucose levels for women with diabetes: fasting, < 95 
mg/dL (5.3 mmol/L); 1-hour postprandial, < 140 mg/dL 
(7.8 mmol/L); and 2-hour postprandial, < 120 mg/dL (6.7 
mmol/L). The HbA1c target in pregnancy is 6% to 6.5% 
(42 to 48 mmol/mol) [2,13].

All women of childbearing age with diabetes should 
be counseled on the importance of tight glycemic con-
trol prior to conception as well as during pregnancy. 
Because diabetic retinopathy may develop or progress 
during pregnancy, dilated eye examinations should be 
performed before pregnancy or in the first trimester, 
and then patients with pregestational diabetes should 
be monitored every trimester. Potentially, teratogenic 
medications such as angiotensin converting enzyme 
inhibitors, angiotensin receptor blockers, and statins 
should be avoided in women of childbearing age.

The prevalence of diabetes in pregnant women is in-
creasing worldwide, and proper management is becom-
ing increasingly important. Preconception counseling 
should be provided, and tight glycemic control should 
be achieved in women with diabetes. Even cases of mild 
hyperglycemia, despite the lack of symptoms, are asso-
ciated with poor pregnancy outcomes in women with 
diabetes. Therefore, we should carefully treat mild hy-
perglycemia in pregnant women with diabetes.
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