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Constipation

• Occurs when pregnant woman fail to take 

adequate water and fiber

• Women treated with ondansetron (Zofran) 

for nausea and vomiting can experience 

severe constipation

• Straining during stooling increase risk of 

haemorroids



Gestational Diabetes Mellitus

• Impaired Glucose Tolerance (IGT) with onset or first
recognition during pregnancy.

• One in 10 pregnancies is associated with diabetes, 90% of
which are GDM.

• Undiagnosed or inadequately treated GDM can lead to
significant maternal & fetal complications.

• Women with GDM and their offsprings are at increased risk
of developing type 2 diabetes later in life.





Consequences of GDM- Maternal Risks

• Polyhydramnios

• Pre-eclampsia

• Prolonged labour

• Obstructed labour

• Cesarean section

• Uterine atony

• Postpartum hemorrhage

• Infection and 

• Progression of retinopathy



Consequences of GDM- Fetal Risks

• Spontaneous Abortion

• Intra-uterine Death

• Stillbirth

• Congenital Malformation

• Shoulder Dystocia

• Birth Injuries

• Neonatal Hypoglycemia and 

• Infant Respiratory Distress Syndrome.



Diagnosis and Management of GDM
• National Guideline - the single step test recommended by WHO for

diagnosis of GDM using a 75gm glucose, through Oral Glucose
Tolerance Test (OGTT) irrespective of the last meal with a threshold
value of 2-hour BS >140 mg/dL.

• Universal screening of all pregnant women at first antenatal contact.

• If the first test is negative, second test should be done at 24-28 weeks
of gestation.



• GDM Pregnant women should be managed by Medical
Nutrition Therapy (MNT), and insulin therapy/ metformin as
required.

• In the postpartum period, OGTT should be repeated at 6
weeks after delivery, if blood sugar

• Instrument used for Diagnosis- Plasma calibrated
Glucometer

• Management- Medical Nutrition Therapy



Edema and Leg Cramps



Edema and Leg Cramps
• Mild, physiologic edema is usually present in the extremities 

in the third trimester

• Caused by the pressure of the enlarging uterus on the vena 

cava, obstructing the return of blood flow to the heart.

• When a woman reclines on her side, extravascular fluid is 

mobilized and eventually eliminated by increased urine 

output. 

• No dietary intervention is required. 

• Magnesium supplementation has been recommended to 

reduce leg cramps in pregnancy (it may not be effective for 

every pregnant woman)



Heartburn



Heartburn
• Gastric esophageal reflux - common during the latter part of

pregnancy, and often occurs at night.

• Effect of pressure of the enlarged uterus on the intestines

and stomach, in combination with the relaxation of the

esophageal sphincter, may result in regurgitation of stomach

contents into the esophagus.

• Relief- small frequent meal

• Stay upright for atleast 3 hours after meal

• Smaller plates to remind about reduced gastric volume



Nausea, Vomiting and Hyperemesis Gravidarum

• Affects 50% to 90% of all pregnant women during the first 

trimester and usually resolves at approximately 17 weeks 

gestation.

• Motion, loud noises, bright lights, and adverse climate 

conditions may trigger the nausea

• Small, frequent snacks of carbohydrate foods reduce 

nausea for some, whereas protein foods may help others. 

• Diets high in ginger and protein can reduce symptoms of 

nausea



• When early pregnancy is characterized by excessive 

vomiting weight loss, fluid and electrolyte imbalances can 

occur. 

• Here, “morning sickness” becomes hyperemesis gravidarum 

(HG); this occurs in approximately 1% to 2% of pregnancies. 

• Hospitalization for nutrition support and hydration is usually 

indicated. 

• Appropriate weight gain for pregnancy; 

• correction of fluid and electrolyte deficits; 

• Avoidance of ketosis; 

• control of HG symptoms; and 

• Achievement of nitrogen, vitamin, and mineral balance



Pregnancy Induced 
Hypertension
• Includes gestational hypertension, PET, and eclampsia.

• Gestational hypertension - maternal blood pressure equal to or 

greater than 140/90 with no proteinuria that develops after 

midpregnancy.

• These women may develop pre-eclamptic toxemia (PET), defined 

as a systolic blood pressure of 140 or more, or a diastolic blood 

pressure of more than 90, plus urinary protein of more than 300 

mg from a 24-hour urine sample.

• Severe PET is defined as a systolic blood pressure of more than 

160 or a diastolic blood pressure of more than 110, plus more 

than 5 g of protein in a 24-hour urine sample.

•



• PET is associated with decreased uterine blood flow from 

vasospasm, leading to reduced placental size, compromised 

fetal nourishment, and an IUGR fetus.

• Cause of PET -unknown

• Eclampsia - PIH resulting in grand mal seizures. Symptoms 

that precede seizure are dizziness, headache, visual 

disturbances, facial edema, right-sided epigastric pain, 

anorexia, nausea, and vomiting. 

• Fetal death often results in women who develop eclampsia. 

• Some cases- eclampsia present in the postpartum period. 

• Eclampsia can be fatal to the mother if not treated 

promptly. 

• Intravenous magnesium supplementation may be used.





Pica- Unusual

• Craving  non-food items such as ice, dirt, clay, paper, and 

even paint chips, a condition known as pica

• Pica may signal iron deficiency (not proved)

• Too much intake can lead to blocked bowels and crowd out 

the nutrients the baby needs by causing the mother to feel 

full. 

• A woman with pica or an unhealthy craving such as 

cornstarch should resist eating these items and should seek 

medical help immediately
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