VNUHCM Journal of Health Sciences 2026, 7(1):837-847

Open Access Full Text Article

Review Article

CONTINUOUS GLUCOSE MONITORING (CGM) DURING
PREGNANCY: SIGNIFICANCE AND CHALLENGES

Ho Tuan®, Nguyen Yen

O xct 0]

N

Use your smartphone to scan this
QR code and download this article

ABSTRACT

Objective: This review aims to evaluate the clinical significance, accuracy, and implementation
challenges of continuous glucose monitoring (CGM) in pregnancies complicated by type 1 diabetes
(T1D), type 2 diabetes (T2D), and gestational diabetes mellitus (GDM). Specifically, it assesses the
impact of CGM on maternal glycemic control and perinatal outcomes compared to self-monitoring
of blood glucose (SMBG).

Methods: A comprehensive systematic review of randomized controlled trials (RCT) and observa-
tional studies was conducted. Data were synthesized regarding glycemic targets, device accuracy
(Mean Absolute Relative Difference: MARD), maternal outcomes (HbA1c, preeclampsia, gestational
weight gain), and neonatal outcomes (large for gestational age: LGA, hypoglycemia, NICU admis-
sion).

Results: Evidence from the CONCEPTT trial and subsequent studies confirms that real-time CGM
(rt-CGM) significantly improves neonatal outcomes in T1D, reducing LGA rates and NICU admis-
sions. For GDM and T2D, results are heterogeneous; while CGM consistently detects nocturnal hy-
perglycemia and reduces gestational weight gain, its impact on LGA is variable, though recent trials
(GRACE) indicate significant benefits. Modern CGM devices demonstrate high accuracy in preg-
nancy (MARD 9.5-10.3%). Higher Time in Range (TIR) is strongly associated with reduced adverse
outcomes.

Conclusion: CGM is the standard of care for T1D in pregnancy, offering superior glycemic insight
and improved neonatal health. Its role in GDM is evolving, showing promise for risk stratification
and behavioral modification, though cost and lack of standardized targets remain barriers.
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INTRODUCTION

Hyperglycemia in pregnancy, affecting approximately
16% of live births globally, poses significant risks for
both maternal and fetal health, including preeclamp-
sia, macrosomia, and neonatal hypoglycemia ', The
management of diabetes in pregnancy requires strin-
gent glycemic control to mitigate these risks. Tradi-
tionally, self-monitoring of blood glucose (SMBG) via
finger-prick testing has been the cornerstone of man-
agement. However, SMBG provides only intermittent
snapshots of glycemic status, often missing acute fluc-
tuations such as postprandial spikes or asymptomatic
nocturnal hypoglycemia *°.

Continuous glucose monitoring (CGM) systems mea-
sure interstitial glucose levels every 1-5 minutes, of-
fering a comprehensive glycemic profile that includes
The
underlying electrochemical mechanism enabling this

the direction and rate of glucose change®’.

high-frequency quantification of interstitial glucose is
delineated in Figure 1. While CGM is now widely ac-
cepted as the standard of care for TID pregnancies,

its application in GDM and T2D is less established but
rapidly evolving°. This review synthesizes current ev-
idence regarding the accuracy, clinical efficacy, and
economic viability of CGM in pregnancy, addressing
the significance of granular data in improving perina-
tal outcomes and the challenges of implementation.

GLYCEMIC TARGETS AND
ACHIEVEMENT IN PREGNANCY

Pregnancy induces a state of dynamic metabolic
adaptation characterized by increasing insulin resis-
tance”. Consequently, glycemic targets in pregnancy
are stricter than in non-pregnant states to prevent fe-
tal overgrowth and metabolic programming.

- Standard Guidelines: International consensus and
the American Diabetes Association (ADA) recom-
mend a pregnancy-specific Time in Range (TIR) of
63-140 mg/dL (3.5-7.8 mmol/L) '®!1,

- Type 1 Diabetes: The recommended targets are
>70% TIR, <25% Time Above Range (TAR), and <4%
Time Below Range (TBR). Achieving these targets
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Figure 1: Basic operational mechanism of continuous glucose monitoring sensor measuring interstitial glucose

(Jeeyavudeen MS et al.®)

is challenging; in the landmark CONCEPTT trial,
participants achieved approximately 68% TIR by 34
weeks 12,

- T2D and GDM: Specific CGM targets for GDM
and T2D are not yet formally standardized due to
insufficient data'?. However, given the lower risk
of hypoglycemia in these populations compared to
T1D, some experts suggest stricter targets, such as TIR
>90% or mean glucose <110 mg/dL, may be required
to significantly reduce the risk of LGA ',

A comprehensive comparative summary of these
population-specific continuous glucose monitoring
parameters is consolidated in Table 1.

ACCURACY OF CGM IN PREGNANCY

Accuracy is critical for clinical decision-making, par-
ticularly when insulin dosing is based on sensor data.
The Mean Absolute Relative Difference (MARD) is
the standard metric for CGM performance, represent-
ing the average absolute difference between the CGM
reading and a reference value. However, a primary
consideration in interpreting this metric is physiolog-
ical lag, as CGM measures glucose in the interstitial
fluid, which creates a physiological lag time compared
to capillary blood glucose (Figure 2), especially when
glucose levels are changing rapidly”>'®. Despite this
inherent delay, modern devices have demonstrated
safety and accuracy in pregnancy. For instance, the
Dexcom G7 achieved an overall MARD of 9.5% in
a study involving pregnant women with T1D, T2D,
and GDM . Similarly, the Dexcom G6 reported a
MARD of 10.3%, while the FreeStyle Libre (isCGM)
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has a reported MARD of 11.8% in pregnancy '>. Fur-
thermore, regarding agreement rates, in head-to-head
comparisons with the YSI laboratory reference, 92.5%
of G7 CGM values were within 20% or 20 mg/dL of
the reference values. This high level of accuracy sup-
ports the use of modern CGM systems for therapeutic
decision-making in pregnancy without confirmatory
fingersticks '°.

CGM IN PREGNANCY: EVIDENCE
FROM CLINICAL TRIALS AND
OBSERVATIONAL STUDIES

Preexisting Type 1 Diabetes in Pregnancy

The evidence supporting CGM in T1D is robust. The
multicenter randomized CONCEPTT trial remains
the pivotal study in this field. It demonstrated that
real-time CGM (rt-CGM) use was associated with sig-
nificant improvements in neonatal outcomes, specifi-
cally a significant reduction in large-for-gestational-
age (LGA) infants (53% vs. 69%; OR 0.51), fewer
NICU admissions >24 hours (27% vs. 43%), and re-
duced neonatal hypoglycemia (15% vs. 28%) com-
pared to SMBG !2. Furthermore, the trial high-

lighted advancements in maternal glycemia, demon-
strating improved TIR (68% vs. 61%) and reduced
glycemic variability without increasing maternal hy-

poglycemia 1>

. Regarding the study’s limitations, it
was observed that despite these benefits, maternal
outcomes such as preeclampsia and cesarean section

rates were not significantly different between groups
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Table 1: Summary of Current Glycemic Targets in Pregnancy

CGM Metrics

Time in Range
(TIR) (% time
63-140 mg/dL)

Time Above
Range (TAR) (%
time > 140 mg/dL)

Time Below Range
(TBR) (Level 1: <
63 mg/dL)

Time Below Range
(TBR) (Level 2: <
54 mg/dL)

Mean Glucose

Glycemic
Variability (%CV)

Target for
Type 1
Diabetes
(T1D)

> 70%

<25%

< 4%

< 1%

< 36%

Target for Type Notes
2 Diabetes
(T2D) & GDM
> 90% TIR > 70% equates to > 16 hours 48 mins/day. For

T2D/GDM, due to lower hypoglycemia risk, experts

suggest a stricter target of > 90% >4,

<5% (or <10%)  TAR > 140 mg/dL is the primary driver of Large for
Gestational Age (LGA) infants. Some studies suggest

keeping TAR < 10% or < 5% for GDM -1,

<4% < 4% equates to < 1 hour/day. This metric includes Level 2
hypoglycemia '*1°.
<1% < 1% equates to < 15 minutes/day. Critical for safety in
insulin-treated patients '*°.
< 110 mg/dL While not a standard consensus target for T1D, studies in

(6.1 mmol/L) GDM suggest maintaining mean glucose < 110 mg/dL is

associated with optimal outcomes 4.

CV < 36% is recommended to ensure glycemic
stability '>!7.
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Figure 2: Lag time of continuous glucose monitoring (CGM) and trend arrows (Battarbee AN et al.”)
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in the CONCEPTT trial 2°. However, subsequent ob-
servational analyses suggest that higher TIR is associ-
ated with reduced risk of preeclampsia '°.

Preexisting Type 2 Diabetes in Pregnancy

Data on CGM in T2D pregnancies are more lim-
ited than those available for type 1 diabetes. With
respect to glycemic detection, CGM detects signifi-
cantly more nocturnal hypoglycemia and postpran-
dial excursions than SMBG in T2D pregnancies.
Specifically, one study found that isCGM detected
nocturnal hypoglycemia in 31.2% of women com-
pared to 8.3% in the SMBG group '%. Regarding clini-
cal outcomes, evidence regarding perinatal outcomes
is mixed. While some studies show improved HbA1lc
and TIR, meta-analyses have often lacked the power
to demonstrate reductions in LGA or other com-
plications conclusively?'. However, observational

data suggest that achieving TIR >70% in T2D is as-

sociated with fewer adverse outcomes??.

Beyond
glycemic metrics, the integration of technology with
culturally tailored education proves vital for man-
agement. Recent research in diverse T2D popula-
tions indicates that combining rt-CGM with educa-
tional interventions results in greater reductions in
HbAlc and TAR compared to education alone. Im-
portantly, rt-CGM aids patients in comprehending
glucose changes regardless of health literacy or lan-
guage barriers, suggesting a visual learning benefit ap-
plicable to diverse groups”>. Furthermore, for non-
insulin or basal-insulin-only T2D populations, cycli-
cal use of rt-CGM has demonstrated feasibility and ef-
ficacy, offering a potential cost-saving strategy while
maintaining glycemic improvements %>

Gestational Diabetes

The utility of CGM in GDM is a subject of ongoing
debate, though recent evidence is strengthening the
case for its use. In terms of glycemic control, CGM
is superior to SMBG in detecting nocturnal hyper-
glycemia and asymptomatic hypoglycemia®. A meta-
analysis of six RCTs showed that CGM use was as-
sociated with lower HbAlc levels at the end of preg-
nancy (Mean Difference: -0.22%) and less gestational

weight gain '

. Moving to neonatal outcomes, the
data on LGA reduction is conflicting but evolving.
Earlier meta-analyses found no significant difference
in LGA or macrosomia between CGM and SMBG
groups>*. However, a recent large multicenter RCT
(GRACE) demonstrated that rt-CGM significantly re-
duced the proportion of LGA newborns (4% vs. 10%;

OR 0.32) in women with GDM ?°. This suggests that
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real-time feedback may be necessary to drive the be-
havioral changes required to impact fetal growth. Fi-
nally, considering the behavioral impact, CGM serves
as a powerful educational tool, allowing women to vi-
sualize the immediate impact of diet and exercise on
their glucose levels, thereby improving adherence to

lifestyle modifications °.

Early diagnosis of GDM and use of CGM

CGM is emerging as a potential tool for the early de-
tection of dysglycemia, potentially complementing or
replacing the traditional Oral Glucose Tolerance Test
(OGTT). This potential is underscored by the identi-
fication of early biomarkers; specifically, a prospective
study found that individuals diagnosed with GDM
at 24-28 weeks exhibited higher mean glucose and
greater time >120 mg/dL on CGM as early as 13-14
weeks of gestation compared to those who did not de-
velop GDM 2. In terms of diagnostic concordance,
in a study comparing concurrent CGM and OGTT,
CGM glucose levels were slightly higher than venous
blood glucose, suggesting that using standard OGTT
thresholds on CGM data might lead to overdiagno-
sis?®.  However, CGM is highly acceptable to pa-
tients and avoids the nausea associated with the glu-
cose load?”. Moreover, the capacity for prediction
is notably high, as CGM metrics in early pregnancy,
such as mean glucose and TIR, have shown high pre-
cision (AUC 0.81) in predicting a subsequent GDM
diagnosis *®.

Accuracy and Mean Absolute Relative Dif-
ference (MARD) in Pregnancy

The accuracy of CGM devices in pregnancy is compa-
rable to non-pregnant populations, which is vital for
safety.

- Dexcom G7: Demonstrated a MARD of 9.5% in a
diverse cohort of pregnant women '°.

- Dexcom G6: Reported a MARD of 10.3% in preg-
nancy 2.

- FreeStyle Libre: Reported a MARD of approximately
11.8% 2. These values (<10-12%) indicate that mod-
ern sensors are sufficiently accurate for clinical dosing
decisions '*.

A overview of these accuracy profiles, detailing the
specific validation methodologies and study popula-
tion, is delineated in Table 2.

Note: MARD: Mean Absolute Relative Difference; rt-
CGM: Real-time Continuous Glucose Monitoring; is-
CGM: Intermittently Scanned Continuous Glucose
Monitoring; SMBG: Self-Monitoring of Blood Glu-
cose, YSI: Yellow Springs Instruments.
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Table 2: Reported accuracy of modern continuous glucose monitoring systems in pregnancy

Sensor CGM Study Population Comparator Method MARD Reference
Model Type (%)
Dexcom G7  rt-CGM Pregnant women with T1D, YSI / Laboratory 9.5% Polsky et
T2D, GDM Reference al.?
Dexcom G6  rt-CGM Pregnant women with T1D, YSI/ Capillary SMBG 10.3% Rodacki et
T2D, GDM al.'?
FreeStyle is-CGM Pregnant women with T1D, YSI / Capillary SMBG 11.8% Rodacki et
Libre T2D, GDM al.'?

Modern sensors demonstrate high performance, with
MARD values ranging from 9.5% to 11.8%. Notably,
the Dexcom G7 achieves a MARD of 9.5% against the
laboratory YSI standard, indicating superior precision
across diverse diabetes types (T1D, T2D, and GDM).
These values fall within the clinically acceptable range
for therapeutic decision-making, supporting the use
of modern CGM systems for insulin dosing in preg-
nancy without the need for confirmatory fingerstick
testing.

CGM-derived metrics and adverse preg-
nancy outcomes

CGM metrics provide a more granular association
with outcomes than HbAlc. A synthesis of re-
cent literature evaluating the associations between
these CGM-derived metrics and adverse perinatal
outcomes across diverse diabetic populations is delin-
eated in Table 3.

- Time in Range (TIR): For T1D, every 5% increase
in TIR is associated with a 28% reduction in the odds
of neonatal morbidity?’. The optimal TIR threshold
to reduce complications appears to be >70% '>. For
GDM, achieving TIR >90% is associated with the low-
est risk of LGA 4.

- Time Above Range (TAR): TAR is a strong predic-
tor of LGA and neonatal hypoglycemia. In T1D, TAR
>25% significantly increases the risk of adverse out-
comes % . In GDM, TAR >10% is associated with in-
creased LGA risk 1.

- Mean Glucose: Higher mean glucose, particularly
nocturnal mean glucose, is a potent driver of fetal
overgrowth (LGA) in both T1D and GDM '2. Main-
taining mean glucose <110 mg/dL in GDM is associ-
ated with optimal outcomes '*.

- Glycemic Variability (GV): High GV is associated
with preeclampsia and preterm birth.
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Table 3: Comparison of CGM-Derived Metrics and Adverse Pregnancy Outcomes

Author

Population

CGM Metric Evalu-
ated

Association with Adverse Preg-
nancy Outcomes

Sanusi et al. >

Liang et al.*"

Kusinski et al. 14

Preexisting T1D &
T2D

GDM

GDM

Time in Range (TIR)

Time Above Range
(TAR)

Glycemic Variability
(GV)

Mean Glucose & GMI

TAR, AUC, Mean
Glucose

TAR

Time Below Range
(TBR)

Mean Glucose

TIRp
TIR)

(Pregnancy

Nocturnal Metrics

Every 5% increase in TIR was as-
sociated with a 28% reduced odds
of composite neonatal morbidity
(LGA, hypoglycemia, NICU admis-
sion). Also associated with lower
risk of cesarean delivery.

Higher TAR (>140 mg/dL) was as-
sociated with increased risk of LGA,
neonatal hypoglycemia, and NICU
admission.

Higher GV was uniquely and inde-
pendently associated with increased
odds of Preeclampsia and Preterm
birth (<37 weeks).

Higher average glucose and GMI
were associated with LGA, NICU
admission, hypoglycemia, and ear-
lier gestational age at delivery.
Higher TAR, AUC, and Mean Glu-
(Nighttime/Daytime/Daily)
were significantly associated with

cose

increased risk of LGA and any
adverse pregnancy outcome.
Higher TAR specifically linked to
increased risk of NICU admission.
Threshold of TAR >2.5% distin-
guished women with adverse out-
comes.

Inverse association: Higher TBR
was associated with a lower risk of
LGA.

Mean glucose <110 mg/dL (6.1
mmol/L) at 29 weeks was associated
with reduced risk of LGA and SGA
(Small for Gestational Age).
Achieving TIRp >90% (at 29 weeks)
was associated with reduced risk of
LGA and SGA.

Nocturnal mean glucose <110
mg/dL and TARp <10% were
associated with reduced odds of
Preterm birth.

842

Continued on next page



VNUHCM Journal of Health Sciences 2026, 7(1):837-847

Table 3 continued

Author Population CGM Metric Evalu-  Association with Adverse Preg-
ated nancy Outcomes

Battarbee et al. > T1D & T2D Glucose Profiles Profile 4 ("Poorly controlled with
(Machine Learning peak hyperglycemia overnight”)
Clusters) had the highest odds of Preeclamp-

sia (aOR 4.29), LGA, Neonatal
Hypoglycemia, and NICU admis-
sion.
Profile 2 ("Suboptimal control with
high variability”) was significantly
associated with LGA but not other
adverse outcomes.

Linder et al. > GDM rt-CGM Use (Inter- Use of rt-CGM (vs. SMBG) signif-

vention) icantly reduced LGA (4% vs 10%).

However, SGA rates were numeri-
cally higher in the CGM group (19%
vs 13%), suggesting tight control
might impact growth.
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LGA is the most consistent adverse outcome associ-
ated with suboptimal CGM metrics across all diabetes
types, driven primarily by elevated Mean Glucose and
TAR'>3%3! While higher TIR acts as a strong protec-
tive factor, with every 5% increase reducing the odds
of neonatal morbidity by approximately 28% in pre-
existing diabetes >, emerging evidence for GDM indi-
cates that standard targets may be insufficient; stricter
thresholds (TIR >90% or mean glucose <110 mg/dL)
appear necessary to effectively reduce LGA risks '*.
Furthermore, the data highlights the critical role of
temporal profiling, identifying Glycemic Variability
and nocturnal hyperglycemia as specific, independent
predictors for preeclampsia and NICU admissions,

2931 How-

often missed by traditional monitoring
ever, the results also suggest a potential therapeutic
trade-off, where overly aggressive control (indicated
by higher TBR or lower mean glucose) is inversely as-
sociated with LGA but may increase the risk of Small
for Gestational Age (SGA) infants>>?, underscoring
the need for precision in defining optimal glycemic

safe zones during pregnancy.

INDICATIONS FOR USE OF CGM IN
PREGNANCY

The choice between real-time CGM (rtCGM) and in-
termittently scanned CGM (isCGM) depends on the
patient’s specific needs and risk profile. In modern
obstetric practice, Real-time CGM (rtCGM): Strongly
indicated for all pregnant women with T1D and those
with T2D/GDM on intensive insulin therapy. The
“real-time” alerts for high and low glucose are cru-
cial for preventing severe hypoglycemia and mini-
mizing glycemic variability'*. The NICE guidelines
and ADA recommend offering rt-CGM to all preg-
nant women with TID '3, In contrast, Intermittently
scanned CGM (isCGM): May be sufficient for women
with diet-controlled GDM or those on simpler regi-
mens where hypoglycemia risk is low . It is gener-
ally lower cost but may lack predictive alarms in older
generations. Studies like FLAMINGO suggest isCGM
can reduce macrosomia risk in GDM compared to
SMBG 2. Regarding risk stratification, CGM should
not necessarily be applied "en masse” for all low-risk
GDM due to cost, but rather targeted at those requir-
ing pharmacotherapy or those with evidence of fetal
accelerated growth '2,

COST-EFFECTIVENESS OF CGM USE
IN PREGNANCY

In the management of Type 1 Diabetes, CGM is con-
sidered cost-effective in T1D pregnancies. Analyses
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from the CONCEPTT trial indicated that the cost
of the devices is offset by the savings from reduced
NICU admissions (numbers needed to treat = 6 to
prevent one NICU admission) and shorter hospital
stays'2. However, regarding GDM/T2D, the cost-
effectiveness for GDM is less clear. Although SMBG
is cheaper, if CGM can prevent LGA and cesarean
sections (as suggested by the GRACE trial), it may
prove cost-effective in high-risk GDM subgroups, but
broader economic analyses are needed '°.

DISCUSSION

CGM represents a paradigm shift in obstetrics, mov-
ing from intermittent monitoring to continuous
surveillance. The significance of CGM lies in its ability
to unmask hidden pathologies, specifically postpran-
dial spikes and nocturnal sustained hyperglycemia,
that drive fetal overgrowth despite normal fasting cap-
illary glucose. However, challenges remain signifi-
cant:

- Cost and Access: High costs restrict access, partic-
ularly in low-resource settings and for GDM popula-
tions where insurance coverage is inconsistent '2,

- Data Overload: The sheer volume of data can cause
alarm fatigue and anxiety for patients, and increase
workload for clinicians who need to interpret ambu-
latory glucose profiles (AGP) 2.

- Lack of Consensus Targets for GDM: While tar-
gets for T1D are well-defined (TIR >70%), targets for
GDM are extrapolated. Recent studies suggest GDM
targets need to be stricter (e.g., TIR >90%) to show
benefit, which may explain why some earlier trials
with looser targets failed to show reduced LGA *2.

- Dermatological Issues: Skin irritation from sensor
adhesives remains a barrier for some users '°.
Beyond these systemic barriers, a significant clinical
challenge lies in the inherent physiological lag be-
tween interstitial glucose levels and capillary blood
glucose, which becomes clinically critical during pe-
riods of rapid glycemic flux. This delay necessitates
rigorous patient counseling on the interpretation of
trend arrows to prevent premature or aggressive in-
sulin corrections that may lead to secondary hypo-
glycemia. Furthermore, the pursuit of intensified
glycemic targets in GDM introduces a complex ther-
apeutic trade-off; while achieving a TIR >90% or a
mean glucose <110 mg/dL is associated with reduced
LGA, emerging evidence suggests that such narrow
safe zones may inadvertently increase the risk of SGA
outcomes. This highlights the necessity for precision
in defining optimal glycemic thresholds that balance
the prevention of macrosomia against the preserva-
tion of physiological fetal growth velocity. Finally,
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the integration of high-density CGM data into routine
obstetric workflows requires enhanced digital infras-
tructure to prevent clinician burnout and ensure that
granular metrics translate effectively into actionable
therapeutic adjustments.

CONCLUSIONS

Continuous glucose monitoring is a transformative
technology in the management of diabetes in preg-
nancy. For T1D, it is unequivocally beneficial, reduc-
ing neonatal morbidity and serving as the standard of
care. For GDM and T2D, the evidence is maturing;
CGM offers clear benefits in glycemic visualization,
maternal engagement, and potentially reducing LGA
in insulin-treated or high-risk cohorts. Future imple-
mentation depends on establishing specific glycemic
targets for GDM, improving reimbursement models,
and integrating CGM data into streamlined clinical
workflows to reduce burden.
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TOM TAT

Muc tiéu: T6ng quan nay nham danh gid y nghia lam sang, dé chinh xac va nhing thach thic
trong viéc trién khai theo déi dudng huyét lién tuc & cac thai ky co bién ching dai thao dusng tip
1, dai thdo duding tip 2 va déi thao dudng thai ky. Cu thé, nghién clu danh gia tac dong clia theo
doi dudng huyét lien tuc ddi vai viec kiém soat dudng huyét clia ngudi me va cac két cuc chu sinh
s0 v&i phuong phap tu theo doi dudng huyét mao mach.

Phuong phap: Ching t6i ra soat cac nghién cliu déi chiing ngau nhién va cac nghién cliu quan
s4t da dugc thuc hién c6 lién quan dén theo déi dudng huyét lién tuc va thai ky. D liéu dugc téng
hop dua trén cac tiéu chi: muc tiéu dudng huyét, dé chinh xac cta thiét bi, két cuc ctia me (HbA1c,
tién san giat, mc tang can trong thai ky) va két cuc clia tré sa sinh (thai to so véi tudi thai, ha dudng
huyét, nhap don vi cham séc tich cuc sa sinh).

Két qua: Cac bang ching tirthir nghiém CONCEPTT va cac nghién cliu sau dé xac nhan réng theo
doi dudng huyét lién tuc thoi gian thuc cai thién dang ké két cuc sa sinh trong déi thado dudng
tip 1, lam gidm ty lé thai to so vai tudi thai va ty lé nhap don vi cham soc tich cuc sa sinh. DSi vdi
dai thdo dudng tip 2 va dai thao duong thai ky, két qua ghi nhan khéng déng nhat; trong khi theo
déi dusng huyét lién tuc phat hién mot cach nhét quan tinh trang tang dudng huyét vé dém va
gilip gidm tang can trong thai kY, thi tac déng clia n6 ddi vdi thai to so vdi tudi thai lai thay déi tly
nghién ctu, mac du cac thir nghiém géan day da chi ra nhimg lgi ich déang ké. Cac thiét bi theo doi
duong huyét lién tuc hién dai cho thdy d6 chinh xac cao trong thai ky. Thai gian trong khodng muc
tiéu cao hon khi theo déi dudng huyét lién tuc cd mai lién hé mat thiét vai viec giam cac két cuc
bat lgi clia thai ky.

Két luan: Theo doi dusng huyét lién tuc 1a phuong phap can thiét déi vai dai thao dudng tip 1
trong thai ky, mang lai thong tin uu viét vé muic dudng huyét va cai thién stic khoe sa sinh. Vai tro
cuia theo déi dusng huyét lién tuc trong dai thao dudng thai ky dang ngay cang phét trién, cho
thay trién vong trong viéc gitp phan tang nguy cc va diéu chinh hanh vi, mdc du chi phf va su
thiéu hut cdc muc tiéu chuan hda van la nhiing rao can & hién tai.

Tu khoa: Theo doi dudng huyét lién tuc, Pai thao duong thai ky, Déi thdo dudng tip 1, Két cuc
thai ky, Thai gian trong khodng muc tiéu, Dao dong dudng huyét

Trich dén bai bao nay: Minh Tudn H, Thi Yén N. THEO DOI PUGNG HUYET LIEN TUC TRONG THAI KY:
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