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Abstract

Background: Diabetes mellitus (DM) in pregnancy is associated with an increased risk of premature birth, which therefore increases the
risk of acute respiratory distress syndrome (ARDS) of the neonate and is associated with high morbidity and mortality of the newborn.
The administration of glucocorticoids to the mother before premature birth decreases the risk of neonatal complications. However, the
data regarding the administration of this therapy to mothers with DM is limited. Clinical guidelines recommend treating them in the
same manner as the non-DM women, even if there is no recent data to support the benefit in this subpopulation. The aim of this study
is to evaluate the real-life effects of glucocorticoid administration on the maternal and fetal prognosis of pregnancies complicated with
DM. Material and methods: A retrospective study was conducted on 67 pregnant females who were admitted to the Obstetrics &
Gynecology Department of The Emergency University Hospital of Bucharest between December 2016–March 2021, and who received
corticosteroid before prematurely giving birth to 70 newborns. There was a group of 33 mothers with DM and a second group with 34
non-DM pregnant women selected for control of glucocorticoids’ real-life administration in the high risk for premature birth population.
Results: The administration of glucocorticoids was not restricted by the presence of DM; 78% of the mothers with DM and 79.41% of
the mothers without DM received one course of antenatal glucocorticoids for fetal lung maturation (p = 0.6). The incidence of ARDS
differs between groups was statistically insignificant: 35.29% in the DM group versus 30.55% in the control group (p = 0.8). There
were similar cases of maternal complications such as pregnancy-induced hypertension (PIH), or preeclampsia in the two groups. These
findings suggest that glucocorticoid therapy is effective for premature newborns from pregnancies with DM and does not negatively
impact the complication rate of the mothers, sustaining their administration in these cases. Conclusions: The administration of antenatal
glucocorticoids before premature birth is not influenced by the presence of DM regarding Apgar score at 1 and 5 minutes, the incidence
of ARDS, but there were differences such as more large for gestational age (LGA) newborns and neonatal hypoglycemia in the DM
group. Considering the low number of patients enrolled from a single-center, future multicentric studies are needed. It is important to
emphasize that this study’s findings reflect the local practice and cannot be generalized.
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1. Introduction
In 2017, Romania was placed amongst the countries

with the highest prevalence of diabetes mellitus (DM).
More than 9% of the 18–99 years old population was es-
timated to suffer from DM [1]. Pregnant women suffering
from DM or gestational DM (GDM) are at increased risk of
premature birth, with an incidence of 10% and complica-
tions that can affect them or the fetus/neonate [1]. The ma-
jority of guidelines recommend screening for all pregnant
women between 24th and 28th week of gestation with 75-g
2-hour oral glucose tolerance test and all recommend that all

womenwithGDMshould undergo a glycemic test at around
6 to 12 weeks after delivery, that breastfeeding is impor-
tant; in case of future pregnancies, preconception screening
should be undergone [2]. Pregnancy-induced hypertension
(PIH), preeclampsia, eclampsia, and other metabolic disor-
ders are frequently found in mothers with DM and are as-
sociated with an unfavorable progression of pregnancy and
poor neonatal outcomes [3]. Newborns ofmothers withDM
are at great risk of being large for gestational age (LGA),
developing neonatal hypoglycemia and hypocalcemia and
acute respiratory distress syndrome (ARDS) [4]. Antena-
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tal glucocorticoids represent the standard of care for preg-
nant women at risk of premature birth at gestational ages
between 24 and 34/36 weeks of gestation [5,6]. There isn’t
a uniform consensus about the timing, because the National
Institute for Health and Care Excellence and the World
Health Organization (WHO) recommendations are for 24 +
0 until 34 + 0 weeks, the American College of Obstetricians
and Gynecologists (ACOG) recommendation are for 24 + 0
until 36 + 6 weeks, while the Society of Obstetricians and
Gynaecologists of Canada (SOGC) recommendations are
for 24 + 0 until 34 + 6 weeks of gestation, even though, the
gestational age should be known and the pregnant women
should be in spontaneous preterm labor, respectively re-
peatedly regular uterine contractions associated with sig-
nificant cervical changes. The way of administration has a
uniform recommendation, respectively intramuscular dex-
amethasone or betamethasone [7]. This therapy is associ-
ated with a significant decrease in neonatal mortality, the
incidence of ARDS, and intraventricular hemorrhage in the
neonatal period [8].

Endogenous corticosteroids exert maturational effects
on different organs via cellular glucocorticoid and miner-
alocorticoid receptors. Synthetic corticosteroids like dex-
amethasone and betamethasone interact only with gluco-
corticoid receptors [9]. Both of them pass the placenta in
their active form and they are resistant to the action of β-
hydroxysteroid dehydrogenase type 2, an enzyme that de-
grades glucocorticoid hormones coming from the mother
[10]. Glucocorticoid receptors are ubiquitous, found in the
nucleus of the cell, and play an important role in moderat-
ing the genic expression. The complexity of the signaling
mechanism via glucocorticoid receptors in the developing
fetus has not been yet studied in depth [11]. The best de-
scribed biochemical effect is on type 1 and 2 pneumocytes
and surface epithelial cells of the alveoli. Glucocorticoids
stimulate cellular development and surfactant production,
therefore preparing the fetus for extrauterine life [12]. Be-
sides the effect on surfactant synthesis, glucocorticoids in-
crease pulmonary compliance and pulmonary total capacity
and reduce the passage of proteins from alveolar capillaries
to the alveoli, thus contributing to the elimination of pul-
monary secretions after birth [13].

Concerning the substance to administer, a multicentric
study conducted in 2019 found no difference between dex-
amethasone and betamethasone in terms of safety and effi-
ciency on decreasing the neonatal complications, and also
the morbidity and mortality in the neonatal period [14].

It is important to mention that the subgroup of women
with DM was excluded from most clinical studies concern-
ing antenatal glucocorticoid therapy because of the con-
cerns regarding glycemicmanagement [15]. Clinical guide-
lines recommend treating these women in the same man-
ner as the non-DM women even though there is no recent
data to prove the benefit of the therapy in these patients. It
is unknown whether these recommendations are applied in

clinical practice [16]. This study is a retrospective analy-
sis whose purpose is to evaluate the real-life administration
of antenatal glucocorticoids in pregnant women with DM
and to analyze the maternal and neonatal prognostic fac-
tors, comparing this population with women without DM
who gave birth prematurely.

2. Materials and methods
This study comprises data from 67 pregnant women,

33 with DM and 34 non-DMmatches by maternal age, par-
ity, bodymass index, residence, and ethnicity, who received
corticosteroid before prematurely birth in the second largest
maternity of Bucharest (approximatively 3500 births/year),
in 4 years, respectively between December 2016 andMarch
2021 and their 70 newborns. Advanced maternal age, ru-
ral origin, and primiparity are associated with poor neona-
tal outcome [17–19] and could have acted as confounding
variables, affecting the study’s results, therefore, the match
was carefully selected. Group 1 (control) was formed by 34
non-DM pregnant women, respectively 50.75% of the total
and their 36 newborns; group 2, comprised of 33 mothers
with DM, respectively 49.75% of the total, who gave birth
to 34 newborns. The women in the second group suffered
from gestational diabetes mellitus (GDM) diagnosed by 75-
g 2-hour oral glucose tolerance testing 78.78% cases, diet-
controlled type 2 DM in 15.15% of cases, and 1 case of
insulin-treated type 1 DM, respectively 3.03% of cases. 5
twin pregnancies were present in both groups, 2 in group 1
and 3 in group 2. 2 twin pregnancies of the second group
were complicated by intrauterine death of one fetus. There-
fore, the 33 women from the second group gave birth to
34 viable newborns and the 34 women from the first group
gave birth to 36 viable newborns.

Maternal variables taken into account were: admis-
sion blood glucose levels, the presence of obesity or ex-
cessive weight gain during pregnancy–considered regard-
ing the body mass index before pregnancy as WHO recom-
mended, the presence of complications (PIH, preeclamp-
sia), and the administration of glucocorticoids. For the
newborns, we considered: gestational age at birth, abso-
lute birth weight and birth weight relative to gestational age
(normal weight, LGA, small for gestational age (SGA)),
Apgar score at 1 and 5 minutes, neonatal complications
(ARDS, intracranial hemorrhage, hypoglycemia, hypocal-
cemia) and neonatal deaths.

The cumulative and comparative analysis of all the
neonatal and obstetrical parameters of the cases in the two
groups and the statistical analysis regarding the significant
difference or the frequency of the complications have been
analyzed by the chi-square test. The results were interpreted
according to the obtained p-value; p< 0.05 was considered
to be statistically significant.

The analyzed data were collected from the observa-
tion charts of the Obstetrics and Gynecology Departments
of the Emergency University Hospital of Bucharest and the
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Statistics Department of the hospital, with the permission
of the Ethics Committee (73317/02.12.2021).

3. Results
3.1 Maternal characteristics

In both groups, mothers’ ages followed Gaussian dis-
tribution, with values inside an interval between 20–40
years for group 1 and 20–44 years for group 2. The mean
age for group 1 was 32.26 ± 5.04 years old (95% confi-
dence interval (CI); 30.50–34.02), while for group 2 it was
33.73± 6.10 years old (95% CI; 31.56–35.89). There were
no significant differences between the groups (p = 0.39),
therefore they could be compared. Regarding the living
area, 50% of participants from de first group and 51.51%
of participants from the second one have come from the ur-
ban areas. The difference between the groups is not sig-
nificant (p = 0.54). Concerning parity, the distribution in
the two groups was satisfying, with no significant differ-
ence (p = 0.35). In the first group, there were 16 (47.05%)
primiparous women and 18 (54.54%) in the second group.
The mean blood glucose was expectantly higher in the sec-
ond group [93.63± 27.42 mg/dL (95%CI; 83.91–103.36)],
compared to the first group [83.38± 12.55 mg/dL (95%CI;
79–87.76)] (Fig. 1), but the medians were not significantly
different (80 mg/dL for the first group and 90 mg/dL for the
second group) (p = 0.14).

 

Fig. 1. Mean admission blood glucose.

Obesity and excessive weight gain during pregnancy
were more frequent in group 2 and the difference was sta-
tistically significant (p = 0.03 for obesity; p < 0.001 for
excessive weight gain); 9 patients (27.27%) in group 2
were obese and 19 (57.57%) gained excessive weight dur-
ing pregnancy, while in the control group only 1 patient
(2.94%) was obese and 3 (8.82%) gained more weight than
normal during pregnancy (Fig. 2). Maternal characteristics
are synthesized in Table 1.

There were no significant differences between the two
groups regarding the number of cases of PIH or preeclamp-
sia. There were 6 cases of PIH in each of both groups (p =
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Fig. 2. Weight status of the subjects.

0.6), 4 cases of preeclampsia in the first group, and 6 in the
second one (p = 0.3).

With respect to the administration of antenatal gluco-
corticoid therapy, there were no significant differences be-
tween the groups: 27 (79.41%) women from the first group
and 26 (78.78%) women from the second group received
the treatment (p = 0.03). In both groups, there was a sub-
stantial number of women who received the treatment be-
tween 34 and 36 gestational weeks (12 in group 1 and 16 in
group 2).

In our study, there were only a few cases of PIH and
preeclampsia. This aspect facilitates a better comparison
of neonatal outcomes after the administration of antenatal
glucocorticoids.

Our study had similar results to the literature reported
data, obesity and excessive weight gain during pregnancy
being more frequent in the DM group.

3.2 Neonatal characteristics

The mean gestational age for the groups was 33.23
± 3.08 (95% CI; 32.15–34.31) for the first and 34.75 ±
1.92 weeks (95% CI; 34.07–35.43) for the second. Median
ages (34.50 weeks for group 1, 35.00 weeks for group 2)
were not statistically different (p = 0.26). Most patients
gave birth between 35–37 weeks of gestation (19 in the first
group and 24 in the second group). The least births hap-
pened at less than 28 weeks of gestation. The newborns in
the second group had significantly higher birth weights (p =
0.009), with an average of 2643.82 ± 696.06 g, compared
to 2025.28 ± 670.20 g in the first group. There was a dif-
ference of 618.55 g between the two groups (Fig. 3). The
medians were 2675 g for group 2 and 2225 g for group 1.
Minimum andmaximumweights for the control groupwere
650 g and 3050 g, and for DM group were 850 and 3950 g,
respectively.

In the first group, there were 66.66% newborns with
normal weight, 9 (25%) SGA, and 3 (8.33%) LGA. In
the second group, most newborns had normal weights, but
there was a bigger number of LGA newborns, respective 15
(44.11%) and only 3 (8.82%) SGA. There were no signif-
icant differences regarding the number of SGA (p = 0.11).
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Table 1. Maternal characteristic synthesis.
Maternal characteristics Group 1 Group 2 p value

Age (years) 32.26 ± 5.04 33.73 ± 6.10 0.396

Living area
Rural 17 (50.00%) 16 (48.48%) 0.862
Urban 17 (50.00%) 17 (51.51%) 0.862

Parity
Primiparous 16 (47.05%) 18 (54.54%) 0.8
Multiparous 18 (52.94%) 15 (45.45%) 0.8

Admission blood glucose (mg/dL) 83.38 ± 12.55 93.63 ± 27.42 0.13

Obesity 1 (2.94%) 9 (27.27%) <0.001

Excessive weight gain during pregnancy 3 (8.82%) 19 (57.57%) <0.001

Pregnancy induced hypertension 6 (17.64%) 6 (18.18%) 0.013

Preeclampsia 4 (11.76%) 6 (18.18%) 0.145

Glucocorticoids administration 27 (79.41%) 26 (78.78%) 0.015

Glycated hemoglobin (%) 6.44 ± 1.41

 

Fig. 3. Birth weights distribution on the two groups and average birth weights.

Newborns from group 2 had significantly higher weights
at birth, with an average of 2643.82 g, and a difference of
618.55 g between them and the non-DM group (p = 0.009).
The difference between groups regarding the number of
LGA was statistically significant (p = 0.001) (Fig. 4).
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Fig. 4. Weight of premature newborn relative to gestational
age, in the two groups.

There were no significant differences with regard to
the Apgar score (p > 0.05). For group 1, the 1-minute av-

erage was 7.11 ± 2.35, while for the second group it was
7.44± 1.58. The 5 minutes Apgar average was 8.14± 1.53
for group 1 and 8.56± 0.75 for group 2. Unexpectedly, the
lowest scores were registered in the first group. Regard-
ing ARDS, 30.55% of newborns from group 1 and 35.29%
from group 2 developed this complication after birth, with
no significant difference between the two groups (p = 0.8).
Intracranial hemorrhage was encountered more frequently
in the control group [6 cases (16.66%), versus only 2 cases
(5.88%) (p = 0.6)]. There were 16 cases (47.06%) of neona-
tal hypoglycemia in group 2 and only 5 (13.89%) in group 1
(p = 0.004). Neonatal hypocalcemia was alsomore frequent
in the DM group (20.58% versus 8.33%), but the difference
was not statistically significant (p = 0.18). There were 3
(8.82%) neonatal deaths in group 2 and only 1 (2.77%) in
group 1, but the number was too low to achieve statistical
significance (Fig. 5). Neonatal characteristics are synthe-
sized in Table 2.

4. Discussion
According to the American Association of Diabetes,

the incidence of PIH and preeclampsia increases propor-
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Table 2. Neonatal characteristics synthesis.
Neonatal characteristics Group 1 Group 2

Gestational age at birth 33.23 ± 3.08 34.75 ± 1.92

Birth weight 2025.28 ± 670.20 2643.82 ± 696.06

Birth weight relative to gestational age
Normal weight 24 (66.66%) 16 (47.05%)
Large for gestational age 3 (8.33%) 15 (44.11%)
Small for gestational age 9 (25%) 3 (8.82%)

Apgar score
1 minute 7.11 ± 2.35 7.44 ± 1.58
5 minutes 8.14 ± 1.53 8.56 ± 0.75

Neonatal complications

Acute respiratory distress syndrome 11 (30.55%) 12 (35.29%)
Intracranial hemorrhage 6 (16.66%) 2 (5.88%)
Hypoglycemia 5 (13.89%) 16 (47.06%)
Hypocalcemia 3 (8.33%) 7 (20.58%)

Deaths 1 (2.77%) 3 (8.82%)
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Fig. 5. Neonatal complications manifested in the two study
groups.

tionally to the increase in glycated hemoglobin [20,21].
Compared to a low incidence of preeclampsia in non-DM
women (2–7%), this complication is diagnosed in 15–20%
of pregnancies associated with type one DM and in 10–14%
of pregnancies associated with type 2 DM [22]. DM and
preeclampsia share multiple risk factors as maternal age,
parity, multiple gestations, ethnicity, and obesity. GDM
is frequently cited as a risk factor for preeclampsia, al-
though many studies had limitations, not taking into ac-
count the common risk factors. A retrospective study con-
ducted inGermany evaluated the association betweenGDM
and preeclampsia, controlling for the common risk factors.
The study included 647392 pregnancies. The authors’ con-
clusion was that the risk for preeclampsia is higher in preg-
nancies with DM and that DM represents an independent
risk factor for the development of preeclampsia [23,24].
Another retrospective study conducted in the USA, Wash-
ington, had similar results. The pregnant women were di-
vided into 5 groups: PIH, moderate preeclampsia, severe
preeclampsia, eclampsia, and one control group with none
of these complications. After adjusting for confounding
variables (body mass index, age, ethnicity, parity), GDM
was associated with a 1.5-fold higher risk of moderate and

severe preeclampsia and a 1.4-fold higher risk of PIH when
compared to the control group [22].

Obesity is a key risk factor for GDM and at the same
time represents an independent risk factor for pregnancy
complications. Weight above the superior limit of normal-
ity is frequently associated with dyslipidemia and hyperten-
sion, anomalies that increase the risk of complications dur-
ing pregnancy [25,26]. Moreover, maternal obesity plays
an important role in the birth of an LGA neonate. In an ob-
servational prospective study, the association between obe-
sity and GDM was analyzed. Obesity was more frequent
amongst pregnant women with GDM, compared to non-
DM patients (70% versus 42.6%, p < 0.001) [27].

Corticosteroids administered to the mother prior to the
premature birth decrease the morbidity and mortality of the
premature newborns [6,28]. However, the data regarding
pregnant women with DM is limited. Clinical guidelines
recommend treating them in the same manner as the non-
DM women, even if there is no recent data to support the
benefit in this subpopulation [16]. Following data analy-
sis, there were no significant differences between the two
groups with respect to corticosteroids administration, a con-
siderable number of patients receiving the therapy. The
presence of DM does not seem to affect the physicians’ de-
cision on prescribing glucocorticoids for fetal lung matura-
tion. These results are similar to those of a recent study con-
ducted in New Zealand, which found that there is no differ-
ence in the manner of administration between the two pop-
ulations of pregnant women; 25% of the patients received
the treatment at a gestational age above 35 weeks, even
though the national guideline of New Zealand recommends
glucocorticoids up to this gestational age [16]. ACOG rec-
ommends the therapy for women at risk of premature birth
between 34 0/7 and 36 6/7 weeks only if they had not re-
ceived a prior course of glucocorticoids [28]. The Society
for Maternal-Fetal Medicine supports the use of glucocorti-
coids in this group of patients, as 70% of preterm births oc-
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cur in this period [13]. The Antenatal Late Preterm Steroids
Trial, conducted by National Institute of Child Health and
Human Development, a randomized double-blind study, in-
volved pregnant women with singleton pregnancies at risk
of premature birth between 34 0/7 and 36 6/7 gestational
weeks. After administration of glucocorticoids for fetal
lung maturation, it showed a drop in the need for surfactant
administration and respiratory support in newborns during
the first 72 hours after birth [29]. The Obstetrics and Gyne-
cology Society from Romania recommends in its guideline
from 2019 to use glucocorticoid therapy up to 34 weeks of
gestation [6]. In our study, glucocorticoids were adminis-
tered between 34–36 weeks of gestation in many cases of
both groups (12 cases in group 1 and 16 cases in group 2),
consistent with ACOG guidelines.

Numerous studies suggest that the risk for premature
birth is higher for pregnant women with DM than for those
non-DM [3,5,30,31], Sibai et al. [3] sustaining higher rates
of premature births prior to 35 weeks of gestation in women
with DM. However, in other studies that compared the av-
erage length of pregnancy in women with DM versus non-
DM women, the average length was significantly higher in
mothers with DM (p< 0.001) [32]. In our study the major-
ity of patients (19 from group 1 and 24 from group 2) gave
birth between 35 and 37 weeks; 18 deliveries from group 1
and 12 from group 2 took place under 35 weeks.

Kevin P Yeagle [33] conducted a retrospective study
in 2019 to compare the Apgar score at 1 and 5 minutes be-
tween a group of pregnant women with DM and a group
of non-DM pregnant women. He found no differences be-
tween the two groups. Our results are similar, with no sig-
nificant differences between the two groups regarding the
Apgar score (p > 0.05).

Fetal macrosomia is the most common complication
of DM, and is associated with poor management of mater-
nal DM and adverse neonatal outcomes. The concept of
excessive fetal growth is expressed by means of two terms:
macrosomia and LGA. Also, the fetal growth curve is mon-
itored after the 12th week of gestation, when the biometric
measurement begins. The LGA corresponds to a weight
above the 90th percentile for gestational age, thus it allows
the identification of premature newborns with excessive
weight gain [34]. Studies report a high rate of macrosomia
or LGA in subjects with DM [35]. 15–45% of newborns of
mothers with DM are LGA [36]. A prospective study has
compared the neonatal outcomes of 2 groups of pregnant
women with DM. One group received an intensive plan of
glycemicmanagement while the other received the standard
treatment. It seems that even after a strict glycemic control,
there were no significant differences with regard to the per-
cent of LGA between the 2 groups [37]. We also found that
newborns of mothers with DM are prone to being LGA.

During pregnancy, besides DM, obesity represents an
independent risk factor for giving birth to an LGA baby
[27]. In the present study, only 5 LGA newborns from

group 2 had mothers with normal weight, while the other 10
have been born from obese or overweight women. There-
fore, poorly controlled DM may not be the only factor that
contributes to excessive fetal growth; it seems that maternal
obesity plays an important role too.

DM is a well-known risk factor for neonatal hypo-
glycemia [4]. In our study, both neonatal hypoglycemia
and hypocalcemia were encountered significantly more fre-
quent in the DM group. However, the study that compared
neonatal outcomes of mothers following an intensive plan
of glycemic management versus the standard therapy found
no significant differences between the groups (p = 0.195),
with high incidences of neonatal hypoglycemia in both of
them (8.7% in the intensive treatment group; 14% in the
standard treatment group) [37].

Prematurity represents an important risk factor for
ARDS, due to incomplete fetal lung maturation. In 1976
Robert et al. [38] showed that DM is an independent risk
factor for ARDS. Newborns of mothers with DM are 5.6
times more likely to develop ARDS than those of non-DM
mothers [38]. A meta-analysis conducted in 2019 supports
these findings. The analysis included 24 studies and con-
cluded that maternal DM, pre-gestational or GDM, is as-
sociated with both prematurity and neonatal ARDS [39].
Intracranial hemorrhage was also associated with both pre-
maturity and DM and antenatal glucocorticoids therapy re-
duces the risk for these complications in premature new-
borns [40]. Our results find a similar incidence of ARDS
in both groups. Regarding intracranial hemorrhage, there
were more cases in group 1, but out of the 6 newborns, 2
were born at 27 gestational weeks and 3 at 28 gestational
weeks. Taking into account the fact that births that take
place under 28 weeks of gestation are at the highest risk for
this complication and 5 out of 6 newborns in group 1 were
in this situation, the results are hard to compare.

Premature neonates are at a higher risk of death dur-
ing the neonatal period and the first year of life compared to
those born at term and the rate of mortality increases pro-
portionally with the decrease of gestational age and birth
weight [41]. Maternal DM is also associated with a higher
mortality rate during the neonatal period than the general
population [35]. The 4 neonatal deaths of our study affected
premature newborns of 27, 29, 34, and respectively 36 ges-
tational weeks.

The study limitations are the small number of included
patients reported to the period of inclusion and the lack of
risk of bias assessment.

5. Conclusions
The administration of antenatal glucocorticoids was

not hampered by the presence of maternal DM. In both
groups, a considerable number of women received gluco-
corticoids between 34–36 weeks of gestation, consistent
with ACOG recommendations. There were no significant
differences regarding Apgar score at 1 and 5 minutes, and
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the incidence of ARDS was comparable and low in both
groups. These findings could suggest that glucocorticoid
therapy has the same efficacy in patients with DM. The fre-
quency of LGA newborns and neonatal hypoglycemia was
higher in the DM group, but these results might have been
influenced not only by poor glycemic control but also by the
excess weight and other metabolic anomalies encountered
mainly in patients with DM. Considering the low number
of patients enrolled in this study and the lack of more spe-
cific data regarding the glycemic control of participants
with DM, future studies are needed in order to unequivo-
cally prove the benefit of the antenatal glucocorticoid ther-
apy for fetal lung maturation in pregnant women with DM.
It is important to emphasize that this study’s findings reflect
the local practice and cannot be generalized.
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