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Objective: The aim of the present study was to explore the impact of the one-day clinic 
diabetes mellitus (DM) management model on perinatal outcomes in patients with gesta
tional diabetes mellitus (GDM).
Methods: A total of 995 patients who underwent prenatal checkups at our hospital and were 
diagnosed with GDM by oral glucose tolerance test (OGTT) screening at 24–28 weeks of 
gestational age were enrolled between December 2018 and August 2020. The patients were 
randomly divided into a study group (541 cases) and a control group (454 cases). One-day 
clinic intervention for DM was conducted in the study group, while individualized dietary 
interventions and exercise instruction were given in the control group. The perinatal out
comes of patients were compared between the two groups.
Results: In the study group, maternal weight gain, fasting blood glucose before delivery, the 
incidence of abnormality in postpartum OGTT, and abnormality of pancreatic islet function 
were lower than in the control group, and the differences were statistically significant (P < 
0.05). The percentage of patients with insulin treatment in the study group was higher than in 
the control group, and the difference was statistically significant (P < 0.05). The incidence of 
premature rupture of membranes, macrosomia, and neonatal jaundice was lower in the study 
group than in the control group, and the differences were statistically significant (P < 0.05).
Conclusion: The one-day clinic DM management model can effectively control weight gain 
and blood glucose levels during pregnancy in patients with GDM, resulting in a higher 
recovery rate of blood glucose and islet function after delivery and a lower incidence of 
premature rupture of membranes, macrosomia, and neonatal jaundice. The one-day clinic 
DM management model could therefore have profound implications for reducing and delay
ing the onset of postpartum type 2 diabetes in patients with GDM.
Keywords: gestational diabetes, one-day clinic, blood glucose, body weight, perinatal 
outcome

Introduction
Gestational diabetes mellitus (GDM) is defined as diabetes mellitus (DM) first detected 
after pregnancy. With the improvement of living standards, the incidence of GDM has 
been gradually increasing, and the International Diabetes Federation (IDF) found that 
the global prevalence in 2017 of patients in a combined hyperglycemic state during 
pregnancy was 16.2%, of which GDM accounted for 86.4%.1 Moreover, GDM has 
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been found to increase the risk of adverse perinatal 
outcomes,2 such as hypertension during pregnancy, amniotic 
fluid abnormalities, fetal malformations, macrosomia, neo
natal respiratory distress syndrome, and neonatal hypoglyce
mia. In addition, the long-term maternal risk of type 2 
diabetes mellitus (T2DM), obesity, hypertension, metabolic 
syndrome, and atherosclerosis is significantly higher follow
ing GDM. Therefore, the proper management of hypergly
cemia during pregnancy is an important opportunity to 
reduce the risk of these conditions.3,4

Most patients with GDM can control their blood glu
cose within the normal range through standardized man
agement, diet adjustment, reasonable exercise, and timely 
monitoring. Therefore, on the basis of individualized diet
ary interventions and exercise guidance, patients were 
advised to participate in the one-day clinic DM manage
ment model in our hospital. They achieved good results, 
which are reported in this paper.

Materials and Methods
General Data
A total of 995 pregnant women with GDM who underwent 
prenatal checkups at our hospital were enrolled between 
December 2018 and August 2020. These patients were ran
domly divided into a study group (541 patients) and a control 
group (454 patients). At enrollment, the average age of the 
study group was 29.87 ± 3.77 years, and the average gesta
tional age was 26.74 ± 2.66 weeks. The average age of the 
control group at enrollment was 29.98 ± 4.08 years, and the 
average gestational age was 26.31 ± 4.29 weeks. There were 
no statistically significant differences between the two 
groups in general characteristics, including age, height, pre- 
pregnancy weight, pre-pregnancy body mass index (BMI), 
family history of DM, enrollment weight, enrollment BMI, 
and gestational age at enrollment (P > 0.05), indicating that 
the data were comparable. This study was conducted in 
accordance with the Declaration of Helsinki (as was revised 
in 2013) and approved by the Ethics Committee of The 
Fourth Hospital of Shijiazhuang. Written informed consent 
was obtained from all participants.

Inclusion and Exclusion Criteria
According to the guidelines published by the American 
Diabetes Association in 2011, DM combined with pregnancy 
is diagnosed when the fasting blood glucose (FBG) ≥ 7.0 
mmol/L, glycated hemoglobin (HbA1C) ≥ 6.5%, or random 
blood glucose (BG) ≥ 11.1 mmol/L at the first pregnancy 

checkup with the presence of symptoms. In addition to the 
above mentioned DM combined with pregnancy women, 
pregnant women at a gestational age of 24–28 weeks were 
selected to take a 75 g oral glucose tolerance test (OGTT) to 
detect BG at three time points: FBG, 1 h BG and 2 h BG. The 
cut-off points were FBG of 5.1 mmol/L, 1h BG of 10 mmol/ 
L, and 2h BG of 8.5 mmol/L, and patients with a BG equal to 
or higher than these values were diagnosed with GDM.

Methods
In the control group, individualized dietary interventions and 
exercise instruction were conducted, and patients were 
instructed to review regularly. In the study group, individua
lized dietary interventions, exercise instruction, and partici
pation in the one-day clinic for GDM were conducted.

The one-day clinic was attended by an endocrinologist 
and a nurse, with the measurement of FBG and fetal heart
beat detected from 7:15 to 7:30 a.m., a meal suitable for 
diabetic patients provided at 7:50 a.m., and a gymnastics 
session suitable for pregnant women given at 8:50 a.m. 
A lecture was delivered at 9:40 a.m., which included infor
mation about making nutritious meals, the diagnosis and 
hazards of GDM, susceptibility factors, dietary control meth
ods, food exchange, exercise, BG monitoring and review, 
postpartum review, and precautions; psychological guidance 
was also provided. Each patient’s two-hour postprandial BG 
(2 h PBG) was detected at 9:50 a.m., followed by a rest. BG 
was detected again at 12:00 p.m., followed by another meal 
and a rest. Another gymnastics session was conducted at 1:00 
p.m., followed by a video presentation about childbirth and 
breastfeeding. 2 h PBG was detected again at 2:00 p.m., 
followed by individualized guidance based on the detected 
BG, a question-and-answer session, post-session quiz, ques
tionnaire distribution, and enrollment in a diabetes manage
ment WeChat group. A third meal was provided at 3:30 p.m., 
and the clinic activities were completed at 4:00 p.m. After the 
clinic, the WeChat group regularly released information 
related to DM, provided follow-up answers, and supervised 
the patients in order to review their condition. The patients 
were also followed up with timely one-to-one guidance.

Observation Indicators
Prenatal, enrolment and pre-delivery body weight and 
BMI were recorded respectively in both groups, in addi
tion, FBG and HbA1C were recorded at enrolment, before 
delivery and postpartum. Insulin application, gestational 
age at delivery, mode of delivery, and the number of cases 
with gestational hypertension, excessive amniotic fluid, 

https://doi.org/10.2147/DMSO.S316878                                                                                                                                                                                                                               

DovePress                                                                                             

Diabetes, Metabolic Syndrome and Obesity: Targets and Therapy 2021:14 3534

Cao et al                                                                                                                                                              Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


premature rupture of membranes, placental abruption, 
macrosomia, premature birth, neonatal hypoglycemia, neo
natal jaundice, and neonatal respiratory distress syndrome 
were also recorded in detail.

Moreover, OGTT and insulin release test results were 
performed postpartum. The insulin release test was used to 
evaluate the function of maternal islet cells.

Normal value of OGTT: Fasting blood glucose ranged 
from 3.9 to 6.1mmol/L. 0.5~1 hour after oral administration 
of glucose, blood glucose reached a peak (generally 7.8 ~ 
9.0mmol/L), with a peak value of less than 11.1mmol/L. 
After 2 hours of oral administration of glucose, the blood 
glucose was less than 7.8mmol/L, and the blood glucose 
returned to the fasting level after 3 hours. Test results outside 
the normal range are considered abnormal OGTT results.

Insulin release test results: After 8–12 hours of fasting, 
about 250~300 mL of 75 g anhydrous glucose solution was 
given to the puerpera within 5 minutes. Plasma insulin levels 
were measured at fasting and 0.5 h, 1 h, 2 h, 3 h after glucose 
administration.

Normal value of insulin release test: basal plasma insulin 
in normal subjects was 5 ~ 20 mU/L, and it rose to the peak 
value after 30 ~ 60 min of oral glucose (it could be 5 ~ 10 
times of the basal value, and most of them were 50 ~ 100 
mU/L). Three hours after oral glucose the insulin was 
reduced to the baseline level. Test results outside the normal 
range are considered to be abnormal islet function.

Statistical Analysis
SPSS 23.0 software was used for statistical analysis. The 
measurement data were expressed as �x± s and a t-test was 
used for comparison between the two groups. The coun
table data were expressed as percentages (%) and the χ2 

test was adopted for comparison between the two groups. 
P < 0.05 was considered statistically significant.

Results
General Characteristics
As shown in Table 1, there were no statistically significant 
differences in age, height, pre-pregnancy weight, pre- 
pregnancy BMI, family history of DM, enrollment weight, 
enrollment BMI, and gestational age at enrollment between 
the two groups (P > 0.05).

Changes in the Body Weight (BW) in the 
Pregnant Women with GDM After 
Intervention Therapy
There were no statistically significant differences between 
the two groups in weight gain and BMI growth from pre- 
pregnancy to enrollment (P > 0.05). But the weight gain 
and BMI growth of the women in the study group were 
significantly lower than those in the control group from 
enrollment to pre-delivery and during pregnancy (P < 
0.05). (See Table 2)

Changes in BG After Intervention 
Therapy
There were no statistically significant differences in FBG and 
HbA1C between the two groups at enrollment (P > 0.05). In 
the study group, FBG and HbA1C were lower before deliv
ery than at enrollment (P < 0.05). But in the control group, in 
the same time period FBG was lower and HbA1C was higher 
(P < 0.05). Before delivery, both FBG and HbA1C in the 
study group were numerically lower than those in the control 
group, but only the difference in FBG was statistically sig
nificant (P < 0.01), while the difference in HbA1C did not 

Table 1 Comparison of the General Characteristics Between the Two Groups (�x±s)

Study Group Control Group P

n 541 454

Age (year) 29.87±3.77 29.98±4.08 0.712

Height (cm) 161.43±5.37 161.87±4.70 0.180
Pre-pregnancy weight (Kg) 62.27±11.73 62.27±10.97 0.167

Pre-pregnancy BMI 24.30±4.86 23.76±4.04 0.059

Family history of DM (%) 194/541 (35.9) 181/454 (39.9) 0.194
Enrollment weight (Kg) 70.20±12.01 71.45±11.00 0.307

Enrollment BMI 27.72±4.87 27.25±4.02 0.104

Gestational age at enrollment 26.74±2.66 26.31±4.29 0.052

Abbreviations: BMI, body mass index; DM, diabetes mellitus.
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meet the statistical standard. But there was significant differ
ences in the change of FBG and HbA1C between the two 
groups from enrollment to pre-delivery (P < 0.01). Moreover, 
The therapeutic rate of insulin in the study group was higher 
than which in the control group (P < 0.05). (See Table 3)

Postpartum BG and Islet Function
The postpartum review rate and the differences in post
partum FBG and HbA1C were not statistically significant 
between the two groups (P > 0.05). The proportion of 
abnormal postpartum OGTT results and postpartum islet 
function in study group was lower than which in control 
group (P < 0.05). The reexamination rate was 61.3% in the 
study group but only 21.4% in the control group, and the 
difference between the two groups was statistically sig
nificant (P < 0.01). (See Table 4)

Perinatal Complications and Modes of 
Delivery
The incidence of premature rupture of membranes was 
lower in the study group than in the control group, and 

the difference was statistically significant (P < 0.05). 
There were no statistically significant differences between 
the two groups in terms of the incidence of perinatal 
complications, gestational hypertension, preeclampsia, 
excessive/low amniotic fluid, placental abruption, and 
mode of delivery (P > 0.05). (See Table 5)

Outcomes of Neonates
The incidence of macrosomia and neonatal jaundice in the 
study group was lower than in the control group, and the 
difference was statistically significant (P < 0.05). The 
differences between the two groups in the incidence of 
neonatal complications, gestational age of newborn, pre
maturity, neonatal hypoglycemia, neonatal respiratory dis
tress syndrome, intrauterine fetal death, and fetal distress 
were not statistically significant (P > 0.05). (See Table 6)

Discussion
With the continuous improvement of living standards and the 
liberalization of the two-child policy in China, the incidence 
of GDM is increasing every year, seriously affecting the 

Table 3 Comparison of the Changes in Blood Glucose Between the Two Groups (�x±s)

Study Group Control Group P

Fasting blood glucose (mmol/l) At enrollment 5.56±1.00 5.49±0.86 0.246
Before delivery 4.82±0.57 4.98±0.55 <0.01

Difference 0.74±0.96 0.51±0.96 <0.01
P0 0.000 0.000

HbA1C (%) At enrollment 5.39±0.52 5.32±0.57 0.067
Before delivery 5.33±0.44 5.39±0.46 0.059

Difference 0.05±0.53 −0.07±0.61 <0.01
P0 0.023 0.023

Rate of insulin medication (%) 39/541 (7.2) 17/454 (3.7) 0.018

Condition of insulin medication [n (%)] Aspart+Detemir 27/541 (5.0) 15/454 (3.3) 0.187

Aspart 2/541 (0.4) 1/454 (0.2) 0.667
Detemir 10/541 (1.8) 1/454 (0.2) 0.014

Table 2 Comparison of the Changes in the Body Weight Between the Two Groups (�x±s)

Study Group Control Group P

Weight gain (Kg) From pre-pregnancy to the enrollment 8.92±5.84 9.15±5.14 0.514
From enrollment to pre-delivery 2.61±4.20 4.48±5.23 <0.01

Throughout pregnancy 11.53±5.92 13.70±6.71 <0.01

BMI growth (Kg/m2) From pre-pregnancy to the enrollment 3.42±2.19 3.29±1.94 0.592

From enrollment to pre-delivery 1.00±1.61 1.70±1.98 <0.01
Throughout pregnancy 4.42±2.23 5.22±2.54 <0.01

Abbreviation: BMI, body mass index.
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health and prognosis of mothers and neonates. The effective 
control of BG in pregnant women with GDM and the avoid
ance of complications is therefore of great significance to 
maternal and infant health and prognosis.

In the one-day clinic DM management model, unlike 
traditional GDM management methods, education consist
ing of a combination of lectures, demonstrations, and 
practical experience is adopted to teach patients about 
the use of food exchange, dietary modifications, self- 
monitoring methods, precautions for BG, and exercise. 
After a day of eating meals in the clinic, patients have 

a greater understanding of food combinations and the 
quantity of food in standard meals with fixed dietary 
energy; they also learn about suitable exercise levels and 
methods and the harm GDM can present to mothers and 
babies, allowing them to learn effective self-management 
methods. Patients who attend the clinic are also able to 
monitor the changes in their condition according to 
a doctor’s instructions and actively follow instructions 
for diet control and exercise to effectively control BG 
and weight. This improves pregnancy outcomes and the 
safety of both the mother and neonate.

Table 5 Comparison of Perinatal Complications and Modes of Delivery Between the Two Groups (χ2)

Study Group Control Group P

Perinatal maternal complications (%) 97/541 (17.9) 96/454 (21.1) 0.201

Gestational hypertension (%) 17/541 (3.1) 13/454 (2.9) 0.798

Pre-eclampsia (severe) (%) 26/541 (4.8) 13/454 (2.9) 0.116
Premature rupture of membranes (%) 36/541 (6.7) 53/454 (11.7) 0.006

Excessive/low amniotic fluid (%) 16/541 (3.0) 10/454 (2.2) 0.457

Placental abruption (%) 3/541 (0.6) 3/454 (0.7) 0.829
Cesarean section (%) 248/541 (45.8) 195/454 (43.0) 0.361

Obstetric forceps (%) 6/541 (1.1) 10/454 (2.2) 0.172

Induction of labor (%) 0/541 (0.0) 3/454 (0.7) 0.058

Table 6 Comparison of Neonatal Outcomes Between the Two Groups (χ2)

Study Group Control Group P

Gestational age of the neonate 38.54±1.38 38.52±1.98 0.815

Neonatal complication (%) 90/541 (16.6) 94/454 (20.7) 0.100

Macrosomia (%) 44/541 (8.1) 69/454 (15.2) <0.01
Premature infant (%) 46/541 (8.5) 37/454 (8.1) 0.841

Neonatal hypoglycemia (%) 10/541 (1.8) 8/454 (1.8) 0.919

Neonatal jaundice (%) 72/541 (13.3) 81/454 (17.9) 0.047
Neonatal respiratory distress syndrome (%) 0/541 (0.0) 1/454 (0.2) 0.275

Fetal death in the uterus (%) 0/541 (0.0) 2/454 (0.4) 0.122

Fetal distress (%) 7/541 (1.3) 7/454 (1.5) 0.741

Table 4 Comparison of Postpartum Blood Glucose and Islet Function Between the Two Groups (�x±s)

Study Group Control Group P

Postpartum FBG 5.01±0.52 5.00±0.60 0.826
Postpartum HbA1C 5.46±0.39 5.45±0.51 0.928

Postpartum review rate 1 (%) 436/541 (80.6) 355/454 (78.2) 0.351

Proportion of abnormal postpartum OGTT results (%) 42/332 (12.3) 21/97 (21.6) 0.028
Proportion of abnormal postpartum islet function (%) 102/332 (30.7) 42/97 (43.3) 0.021

Postpartum review rate 2 (%) 332/541 (61.3) 97/454 (21.4) <0.01

Abbreviation: FBG, fasting blood glucose.
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Weight gain is an important control indicator for 
patients with GDM. It has been found that weight gain 
during pregnancy is an independent risk factor for fetal 
overgrowth in patients with GDM: excessive weight gain 
during pregnancy increases the neonatal birth weight by 
nearly 0.5 kg, and the incidence of perinatal complications 
and neonatal hypoglycemia increases significantly.5 

Excessive gestational weight gain in pregnant women 
with GDM also significantly increases the risk of devel
oping gestational hypertension.6 However, it is important 
to note that inadequate weight gain in women during 
pregnancy also increases the risk of preterm delivery and 
leads to fetuses being small for their gestational age.7 

Therefore, controlling weight gain during pregnancy is of 
great significance to patients with GDM. In the present 
study, the patients in the study group were asked during 
the one-day clinic to monitor their weight changes every 
week and ensure the increases stayed within a certain 
range. The results showed that weight gain and BMI 
growth in the study group between enrollment and pre- 
delivery and throughout pregnancy were lower than in the 
control group, indicating that the weight control of patients 
with GDM who underwent a unified one-day clinic for 
DM management was more effective. Controlling weight 
gain during pregnancy and ensuring it remained within the 
standard range also ensured a supply of nutrition to the 
mother and neonate and improved BG control, which is 
conducive to postpartum recovery.

Increased BG is a significant risk factor that increases the 
adverse outcomes of mothers and neonates. Previous studies 
have shown that GDM is closely correlated with the occur
rence of hypertension during pregnancy8 and that poor BG 
control can lead to an increased incidence of long-term 
suffering for both the mother and infant, including T2DM, 
obesity, hypertension, metabolic syndrome, abnormal cardi
ovascular metabolism, and other conditions.9–11 Although 
hyperglycemia during pregnancy generally disappears after 
delivery, prolonged insulin resistance and β-cell dysfunction 
are also observed in patients with GDM and can persist after 
delivery.12 The present study found that the FBG and HbA1C 
in study groups were lower before delivery than at enroll
ment, and before delivery FBG in the study group was lower 
than that in the control group. It indicates that the patients had 
better glycemic control after the one-day clinic. During the 
postpartum review, patients in the study group had lower 
proportion of abnormal OGTT results and abnormal pancrea
tic islet function than those in the control group, which 
suggests that, after adopting the therapeutic model of the one- 

day clinic, patients will have better glycemic control and 
a higher recovery rate of postpartum BG and islet function; 
this could have profound significance for reducing and delay
ing the occurrence of postpartum T2DM in patients with 
GDM.13 However, this result needs to be further confirmed, 
as patients in the control group had poor compliance and the 
review rates of OGTT and the insulin release test were lower 
in the control group than in the study group.

In the present study, there was a significant difference 
between the two groups in the rate of insulin medication, 
with the study group having a higher rate of insulin med
ication than the control group; this might be due to the 
greater compliance and higher regular review rate of the 
patients who attended the one-day clinic for DM manage
ment. During the study, insulin therapy was given to 
patients in accordance with the standard of their BG con
trol and in a timely manner; if a patient only had high 
FBG, small doses of the Insulin Detemir were given to 
control BG. The control group, however, had poor com
pliance and low regular review rates, with many patients 
not receiving insulin therapy in a timely manner when 
their BG was poorly controlled. The results of the present 
study suggest that, for patients with GDM whose BG 
control is adequate after diet control and reasonable exer
cise, the timely application of insulin therapy is beneficial 
for BG control and the recovery of postpartum islet func
tion and reduces the risk of adverse pregnancy outcomes, 
which is consistent with the results of previous studies.14

Conventional individualized dietary interventions and 
exercise instruction are limited by time and the comprehen
sion of the patient and are often formal and lacking in oper
ability, making it difficult for pregnant women to implement 
the knowledge they have acquired, thus reducing compliance 
with the treatment.15 The one-day clinic DM management 
model addresses these limitations by delivering information 
about GDM, offering guidance on cooking meals that are 
suitable for people with diabetes, demonstrating suitable 
exercises, and establishing a WeChat management group to 
improve patient participation and compliance. This has 
resulted in achieving the goal of controlling BG and reducing 
the incidence of adverse pregnancy outcomes.

Between 15 and 45% of pregnancies in women with 
GDM result in macrosomia.16 Previous studies have shown 
that the occurrence of GDM macrosomia is correlated with 
the family history of diabetes in pregnant women, BMI 
before pregnancy, weight gain during pregnancy and fasting 
blood glucose increase. Among the adverse outcomes of 
GDM macrosomia, the risk of neonatal hypoglycemia was 
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1. 599 times that of non-macrosomia.17 The developing fetus 
has limited ability to synthesize glucose on its own. Glucose 
from the mother’s blood can cross the placenta, while insulin 
does not. Therefore, maternal high blood sugar can lead to 
neonatal obesity.18 Excessive nutrient storage can lead to 
birth weight gain or macrosomia. Most of the obesity is 
concentrated in the fetal abdomen and shoulders, which 
increases the risk of shoulder dystocia and birth injury.19 

The presence of GDM, along with other risk factors such as 
high blood pressure and obesity during pregnancy, can also 
lead to premature labor and delivery.20 Therefore, the most 
direct adverse pregnancy outcome of GDM patients with 
poor blood glucose and weight control is macrosomia, 
which will lead to a series of other adverse pregnancy out
comes. One study found that up to 12 hours of comprehen
sive nutritional care significantly reduces the incidence of 
macrosomia in patients with GDM.21 It has also been shown 
that dietary control and appropriate exercise can effectively 
control BG and reduce the incidence of adverse pregnancy 
outcomes in patients with GDM.22 The present study aimed 
to investigate the impact on perinatal outcomes in patients 
with GDM of the one-day clinic DM management model 
compared with individualized dietary intervention and exer
cise guidance. The study found that the incidence of prema
ture rupture of membranes, macrosomia, and neonatal 
jaundice were lower in the study group than in the control 
group, but there were no statistically significant differences 
in the incidence of perinatal complications, gestational 
hypertension, preeclampsia, excessive/low amniotic fluid, 
placental abruption, mode of delivery, neonatal complica
tions, preterm birth, neonatal hypoglycemia, neonatal 
respiratory distress syndrome, intrauterine fetal death, and 
fetal distress between the two groups. Patients included in the 
one-day clinic DM management had good compliance. They 
had better BG and weight control, which reduced the inci
dence of macrosomia. However, due to the complex and 
varied causes of adverse pregnancy outcomes, blood glucose 
and body weight were only part of them. In this study, the 
incidence of premature rupture of membranes, macrosomia 
and neonatal jaundice were different, while no difference was 
found in other adverse pregnancy outcomes.

The development of GDM is related to the impaired 
glucose tolerance caused by the dysfunction of maternal 
pancreatic β-cells.23 Glucose passes through the placenta 
to the fetus and causes increased fetal insulin secretion, 
stimulating fetal growth, resulting in macrosomia and 
Older than gestational age (LGA).24 In addition, during 
normal pregnancies, the mother develops progressive 

insulin resistance under the influence of placental hor
mones. In order to maintain glucose homeostasis in the 
body under these conditions, pancreatic β-cells must 
release more insulin than usual to regulate maternal 
blood sugar levels and ensure that there is enough nutri
ents to support the healthy growth of the fetus. However, 
GDM occurs when maternal pancreatic β-cells are unable 
to adapt to the metabolic changes that accompany preg
nancy. In this study, on the basis of individualized diet 
intervention and exercise guidance, pregnant women in the 
study group were also given one-day clinic DM manage
ment intervention. Through explaining GDM related 
knowledge, displaying diabetic diet, demonstrating exer
cise, establishing WeChat management group, timely one- 
to-one guidance was provided to patients until postpartum. 
This management approach improves patient participation 
and compliance, enables patients to follow a standardized 
diet and exercise regimen for GDM in the long term, and 
enables patients with poor glycemic control to initiate 
insulin therapy in a timely manner. Good control of BG 
during pregnancy can reduce insulin resistance, reduce the 
occurrence of macrosomia, protect the function of mater
nal pancreatic β-cell, and thus play a good role in the 
recovery of postpartum BG and pancreatic islet function.

Conclusion
The adoption of the one-day clinic DM management 
model to follow up patients with GDM and provide timely 
one-to-one guidance can effectively control weight gain 
and BG during pregnancy, resulting in higher rates of 
postpartum recovery of BG and islet function and redu
cing the incidence of premature rupture of membranes, 
macrosomia, and neonatal jaundice. However, the inci
dence of gestational hypertension, preeclampsia, exces
sive/low amniotic fluid, placental abruption, mode of 
delivery, premature birth, neonatal hypoglycemia, neona
tal respiratory distress syndrome, intrauterine fetal death, 
and fetal distress in patients who receive intervention with 
the one-day clinic model does not differ significantly from 
the incidence of these conditions in patients who receive 
conventional individualized dietary intervention and exer
cise instruction. The one-day clinic DM management 
model could have profound implications for reducing 
and delaying the onset of postpartum T2DM in patients 
with GDM.
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