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ABSTRACT 

Metabolic syndrome is a medical condition characterized by a set of cardiovascular risk factors, including 

obesity, hypertension, insulin resistance, and dyslipidemia. During pregnancy, a woman's body undergoes 

complex metabolic and hormonal changes to facilitate fetal development. However, when the pregnant 

woman has metabolic syndrome, these changes can be exacerbated, increasing the risk of serious obstetric 

complications and having a potential impact on maternal-fetal health. 
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1 INTRODUCTION 

Metabolic syndrome is a medical condition characterized by a set of cardiovascular risk factors, 

including obesity, hypertension, insulin resistance, and dyslipidemia. During pregnancy, a woman's body 

undergoes complex metabolic and hormonal changes to facilitate fetal development. However, when the 
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pregnant woman has metabolic syndrome, these changes can be exacerbated, increasing the risk of serious 

obstetric complications and having a potential impact on maternal-fetal health. 

The presence of metabolic syndrome during pregnancy can cause several challenges to the health of the 

mother and fetus. Increased cardiovascular risk factors, such as hypertension and insulin resistance, may 

predispose pregnant women to develop preeclampsia, a condition characterized by high blood pressure 

associated with the presence of protein in the urine. Preeclampsia can lead to serious complications, such 

as placental abruption and preterm delivery, posing significant risks to both mother and baby. 

The clinical treatment of metabolic syndrome in pregnant women presents specific challenges, since many 

of the common therapeutic interventions may not be safe or appropriate during pregnancy. The choice of 

medications and interventions should be careful, considering the well-being of the mother and fetus. For 

example, some medications commonly used to treat hypertension or control blood glucose may have 

potential adverse effects on fetal development, and therefore their use requires a careful evaluation of the 

risks and benefits. 

 

2 MATERIALS AND METHODS 

The systematic literature review was performed following the PRISMA checklist. Using the 

databases PubMed, Scielo and Web of Science. Inclusion criteria: studies available in full text; studies 

written in English, Portuguese or Spanish and studies conducted in humans. Exclusion criteria: Studies not 

related to the clinical treatment of metabolic syndrome in pregnant women; studies with samples composed 

only of animals; studies with inadequate methodology or low quality. We used 5 descriptors for the theme: 

Metabolic Syndrome; Gestation; Clinical Treatment; Therapeutic Interventions; Cardiovascular Risk 

Factors.  

 

3 FINDINGS 

The 7 studies analyzed noticed that in cases of metabolic syndrome in women, it was found that the 

vast majority, approximately 88.3%, had high levels of triglycerides (TGs) above the cutoff point 

established by the International Diabetes Federation (IDF) for the diagnosis of diabetes mellitus (DM). In 

addition, approximately 83.9% of these women had elevated blood glucose (Grieger JA, et al. 2018). 

The components of MS that have been shown to increase the risk of preeclampsia (PE) were high blood 

pressure, elevated triglycerides, and elevated waist circumference, after adjusting for factors such as 

maternal body mass index, age, study center, ethnicity, socioeconomic status, physical activity, smoking, 

depressive status, and fetal sex (Barrett HL, et al. 2014). 

The individual components of metabolic syndrome (MS) that were shown to increase the risk of 

gestational diabetes (GDM) were high triglycerides, high blood pressure, and high glucose. Elevated waist 



 
 

 
 

circumference and reduced HDL-C levels showed no significant association with the risk of GDM. Women 

with metabolic syndrome had a substantially higher risk for GDM (White SL, et al. 2017). 

Regarding the risk of fetal growth restriction (SGA), there was an increase associated with high blood 

pressure, but none of the other metabolic components, nor the metabolic syndrome itself, showed a 

significant association with SGA. In the case of preterm births (TBPs), the risk was increased in women 

with elevated triglycerides, but none of the other individual metabolic components, nor the metabolic 

syndrome itself, has been shown to increase the risk of TBPs (Phillips CM, 2013). 

Lifestyle changes, such as personalized nutritional guidelines and encouragement of moderate 

physical activity, are fundamental pillars in the treatment of metabolic syndrome in pregnant women. These 

measures contribute to controlling excessive weight gain and maintaining healthy glucose and lipid levels 

(Spradley FT, Palei AC and Granger JP, 2015). 

For the control of dyslipidemias, it is possible to use drugs such as statins, which are safe in certain 

situations and under appropriate medical supervision. However, during pregnancy, drug therapy for 

dyslipidemias is usually avoided or restricted to very specific cases, choosing to prioritize lifestyle changes 

(Magann EF, et al. 2013). 

In the treatment of systemic arterial hypertension in pregnant women, some classes of 

antihypertensive drugs are considered safe and recommended during pregnancy. Examples include 

methyldopa, labetalol, and long-acting nifedipine. The choice of the appropriate medication should consider 

the specific clinical situation of the pregnant woman, always with regular medical follow-up to monitor 

blood pressure and response to treatment (Macdonald-Wallis C, et al. 2013). 

For the control of gestational diabetes, initial treatment measures usually involve lifestyle changes, 

such as proper diet and moderate physical activity. In some cases, insulin may be prescribed to ensure 

proper control of glucose levels. The use of oral diabetes medications during pregnancy is rare and generally 

avoided due to the potential risks to the fetus (Macdonald-Wallis C, et al. 2013). 

 

4 FINAL CONSIDERATIONS 

Metabolic syndrome in pregnant women is a clinical challenge that requires a careful and integrated 

approach. Research has shown that the clinical treatment of this condition should be guided by a 

multidisciplinary approach, involving obstetricians, endocrinologists, nutritionists and physiotherapists. 

Lifestyle changes, such as personalized nutritional guidelines and moderate physical activity, are critical to 

controlling the components of metabolic syndrome and ensuring a healthy pregnancy. 

Regarding medications, the approach should be judicious and selective, prioritizing safety for both the 

mother and the fetus. Some medications are considered safe during pregnancy and can be used to treat 

dyslipidemias, systemic arterial hypertension, and gestational diabetes. However, drug therapy should be 



 
 

 
 

conducted with caution, considering the particularities of each case and under appropriate medical 

supervision. 
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