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INTRODUCTION
Gestational Diabetes Mellitus (GDM) is a relatively common condition during pregnancy, with a 6-9% inci-
dence rate8. This diagnosis is increasing in frequency; from 2000 to 2010, the frequency of this diagnosis 
increased by 56%. That parallels the rise in obesity and type 2 diabetes in the general population, because 
the causes are the same — our Western ultra processed food diet.

Many doctors do not pay much attention to GDM, because they assume it will resolve after the baby is born. 
But this assumption is short-sighted, as it is a sign of maternal and fetal metabolic dysfunction, and portends 
several major medical issues for both the mother and baby. Furthermore, it is the harbinger for increased 
medical costs for the mother and baby, and for all of society. 

GDM IMPLICATIONS FOR THE 
MOTHER5

GDM prevalence increases with 
maternal age — 1.3% of pregnan-
cies under age 21 are GDM, while 
8.7% of pregnancies above age 
35 are GDM. 

Women with GDM are 4.7 times 
more likely to suffer from pre-ec-
lampsia. 

Women with GDM have a 40-60% 
increased risk of heart or kidney 
disease over other women who 
have given birth.

Approximately 3% of these moth-
ers will continue to have diabetes 
(now Type 2 diabetes) after the 
birth.

Approximately 50% of these 
mothers will develop type 2 dia-
betes later on in life.

GDM IMPLICATIONS FOR THE 
BABY

Fetuses exposed to mild GDM 
are exposed to both high glucose 
from the placenta, but also high 
insulin from the fetal pancreas. 
They are more likely to end up 
large for gestational age (LGA) 
at birth. Approximately 15-45% 
infants of such births will be LGA.7

GDM babies experience numer-
ous congenital defects (such as 
heart disease), birth complica-
tions (such as shoulder dystocia), 
and postnatal complications (such 
as hypoglycemia). GDM babies 
are 2.7 times more likely to be 
admitted to a neonatal intensive 
care unit.2

GDM babies also end up with a 
higher incidence of obesity and 
diabetes in later life.2

Fetuses exposed to severe GDM 
end up small for gestational age 
(SGA), and with numerous birth 
defects. These babies also have 
increased risk of being stillborn or 
dying in the first month of life.2 

INSURANCE AND SOCIETAL 
IMPLICATIONS OF GDM 

GDM has become more prevalent 
in young women, obese women, 
and women of non-white ethnic 
backgrounds — all more likely to 
be covered by Medicaid (43% of 
pregnancies in the U.S.)6, and this 
percentage is rising.

There are approximately 180,000 
GDM pregnancies annually result-
ing in delivery in the U.S. Average 
expenditures increase $3,305 per 
pregnancy, plus an extra $209 in 
the newborn’s first year of life.1

In 2007, GDM increased nation-
al medical costs by $636 million 
($596 million for maternal costs 
and $40 million for neonatal 
costs).1

Of this increase, $230 million 
(36%) was covered by Medicaid, 
$355 million (56%) was covered 
by private insurers, and $51 mil-
lion (8%) was covered by self-pay 
and charity care.1 
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CONVENTIONAL TREATMENT OF GDM DOES NOT SOLVE THE PROBLEM
• Lowering the maternal blood glucose with moderate energy restriction, oral hypoglycemics, and insulin 

did not appreciably affect weight outcomes at or after birth.5 This is because these therapies are designed 
to lower the mother’s blood glucose, but do not affect the fetus’ production of high insulin during gesta-
tion. 

• Current controversies exist in GDM nutrition therapy involving manipulation of carbohydrates and fats, but 
additional research is needed. 

• The best way to treat GDM is still not firmly established,3 however medical nutrition therapy remains a first 
line intervention.7 

HOW SIMPLEX HEALTH IS EMBRACING THE GESTATIONAL SPACE
Nutrition plays a significant role in the health outcomes of all pregnant women, but especially in those preg-
nancies complicated by gestational diabetes mellitus (GDM).9 Medical nutrition therapy is the cornerstone of 
gestational diabetes mellitus management and Simplex Health delivers easy and free* access to a compre-
hensive care solution centered around medical nutrition therapy. 

With oversight by our Certified Diabetes Educator, our Gestational Diabetes Program provides education, 
guidance, and support to women diagnosed with gestational diabetes to help successfully manage the condi-
tion, achieve excellent glucose control, and prevent possible complications.

Patients referred to Simplex Health for gestational diabetes have the continuous support of a care team in-
cluding a Registered Dietitian, Health Coach, and Physician Advisor. They are first scheduled for a one-on-one 
glucometer training to initiate self-monitoring of blood glucose (SMBG). This is followed by a medical nutri-
tion therapy session with their Registered Dietitian and daily touch points with a Health Coach. Our Simplex 
Health mobile app allows for careful monitoring and real-time feedback which includes daily oversight of 
blood glucose and food intake, in addition to providing ongoing support up until time of delivery. Patients 
meet with their Simplex Health Registered Dietitian on average once a week. 

Simplex Health’s nutrition approach is designed to be aggressive, yet achievable for patients who require a 
safe, individualized, alternative solution to treat and manage their gestational diabetes. Studies have shown 
that 70-85% of GDM cases can be effectively managed with medical nutrition therapy intervention,7  whereas 
88% of patients treated by Simplex Health are able to manage their gestational diabetes with nutrition thera-
py alone and without insulin or oral medication.** Our approach is centered around a low insulin diet, as the 
goal is to reduce  both glucose for the mother and insulin for the baby. A low insulin diet prevents excessive 
glucose excursions and insulin rises. Our low insulin diet approach is focused on whole, nutrient dense foods 
to not only ensure the safety of mom and baby by achieving glycemic goals and nutrient requirements, but to 
promote healthy lifestyle habits for the patient and their family that will last long after delivery. 

SIMPLEX HEALTH 2020 GESTATIONAL DIABETES OUTCOMES

88%** 96%*** 98%***
of GDM patients treated by 
Simplex Health are able to 
manage their gestational

diabetes with nutritional therapy 
intervention alone and without 

insulin or medication.

of infants born to Simplex Health 
GDM treated patients did not 
experience fetal macrosomia, 
low birth weight, or shoulder 

dystocia. 

of patients treated rated their 
overall experience with Simplex 

Health for managing their
gestational diabetes a

5 out of 5. 
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ADDITIONAL SUPPORT
In addition to Simplex Health’s Gestational Diabetes Program, Simplex delivers medical nutrition therapy for 
prevention, treatment of chronic metabolic conditions, and to women during preconception planning, early 
pregnancy, and postpartum. Integrating nutritional care as part of routine prevention and follow-up care is 
critical for both short-term and long-term health, in regards to preventing the development of chronic diseas-
es later in life as well as arresting and reversing existing chronic conditions. 

*Insurance is a covered benefit by most insurance providers

** 367 patients treated in 2020 who were not on glucose lowering medication prior to beginning treatment 
with Simplex Health

***Those patients who completed the Simplex Health postpartum survey 
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