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i a be tes in si pi dus (DI) is a di sor der in which the ab nor mal sec re ti -
on, deg ra da ti on, or ac ti vity of va sop res sin ca u ses hypo to nic pol -
yu ri a, poly dip si a, and dehy dra ti on. A ra re comp li ca ti on in

preg nancy, its in ci den ce is abo ut 1 per 300.000.1 DI oc cur ring du ring preg-
nancy is ge ne rally tran si ent and re sol ved in the post par tum pe ri ods. DI
can al so be as so ci a ted with She e han’s syndro me, acu te fatty li ver and pre-
ec lamp si a.2

Transient Gestational Diabetes Insipidus:
Case Report

ABSTRACT Transient diabetes insipidus is an uncommon complication of pregnancy, usually
manifesting with polydipsia and polyuria. This condition is considered as a result of excess placental
vasopressinase activity and is managed with deamino-D-arginine vasopressin. A 34-year-old woman
had an uncomplicated prenatal course until she was admitted to the hospital at 32 weeks of gestation
with a one week history of severe polyuria, polydipsia (10-15 L daily), frequent urgency and
nocturia. The clinical presentation and abnormalities were considered consistent with transient
diabetes insipidus of pregnancy. The patient responded well to administered deamino-D arginine-
vasopressin. In conclusion, intense thirst and polyuria in a patient in the third trimester of gestation
should raise the suspicion of diabetes insipidus. Measurements of plasma osmolality and sodium, and
urine osmolality should be warranted. When urine osmolality is less than serum osmolality, diabetes
insipidus is probably present.
Key Words:Diabetes insipidus, pregnancy, polyuria

ÖZET Poliüri ve polidipsi semptomları ile ortaya çıkan geçici diabetes insipidus gebeliğin çok nadir
görülen komplikasyonlarındandır. Plasental vasopresinaz aktivitesinin artmış olması sonucunda
meydana geldiği düşünülür. Deamino-D-arginin-vasopresin verilmesi ile tedavi edilebilir. 34
yaşında, prenatal takipleri normal olan hasta, gebeliğinin 32’nci haftasında, yaklaşık bir hafta önce
başlayan çok su içme (10-15 litre/gün), çok idrara gitme ve birkaç kez gece idrara çıkma şikayetleri
ile kliniğimize başvurdu. Yapılan klinik incelemeler sonucunda gebeliğe bağlı geçici diabetes in-
sipidus tanısı konuldu. Deamino-D-arginin-vasopresin tedavisi başlanan hasta, tedaviye olumlu
yanıt verdi. Aşırı su içme ve çok sık idrara gitme şikayetleri ile gelen gebelerde geçici diabetes in-
sipitus ayırıcı tanılar arasında düşünülmelidir. Bu tür hastalarda, plazma sodyum değeri ve osmo-
lalitesi ve de idrar osmolalitesine bakılmalıdır. Elde edilen idrar osmolalitesi değeri serum osmolalite
değerinden düşük ise diabetes insipidus tanısı düşünülmelidir. 
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We re port a di a be tes in si pi dus pa ti ent as a
comp li ca ti on of preg nancy

CA SE RE PORT
A 34-ye ar-old wo man (gra vi da 2, pa ra 1, abor tus 0)
had an un comp li ca ted pre na tal co ur se un til she was
ad mit ted to the hos pi tal at 32 we eks of ges ta ti on
with a one we ek his tory of se ve re pol yu ri a, poly-
dip si a (10-15 L da ily), frequent ur gency and noc-
tu ri a. The pa ti ent had no fa mily his tory of di a be tes
mel li tus, and a nor mal 1-ho ur glu co se chal len ge
test at 28 we eks’ ges ta ti on (107 mg/dL). 

Her pre vi o us preg nancy was un comp li ca ted.
Blo od pres su re was 110/80 mmHg, pul se 96 be ats
per mi nu te and physi cal exa mi na ti on was un re -
mar kab le. Uri ne analy sis re ve a led a spe ci fic gra v-
ity of 1.005, no pro te in or glu co se, and no cells.
Li ver func ti on study re sults and pla te let co unt
we re nor mal. Her plas ma os mo la lity was 316
mOsm/kg, whi le se rum so di um and glu co se le vels
we re 156 mEq/l and 140 mg/dl res pec ti vely. Uri -
ne out put was 360 ml/h, with an os mo la lity of 161
mOsm/kg. Ex ter nal and ul tra so und exa mi na ti on
re ve a led a nor mal-si ze fe tus in cep ha lic po si ti on;
the nons tress car di o to cog ram sho wed no ab nor -
ma li ti es.

Gi ven her cli ni cal con di ti on, the pa ti ent was
re fer red to the en doc ri no logy de part ment, which
ini ti a ted study of the sud den on set of pol yu ri a and
poly dip si a. The fol lo wing di ag nos tic pos si bi li ti es
we re con si de red; psycho ge nic poly dip si a or di a be -
tes in si pi dus. As ges ta ti o nal DI was sus pec ted, the
le vels of va sop res sin in plas ma we re al so chec ked
(ADH: 11.70 pg/mL; 1-27 pg/ml). The wa ter dep ri -
va ti on test was not per for med as it is not in di ca ted
du ring preg nancy. Tre at ment with de a mi no-D-ar -
gi ni ne va sop res sin in tra na sal 0.005/12 h, was star -
ted. She res pon ded well to tre at ment, with a
sig ni fi cant dec re a se in uri ne out put and an in cre a -
se in uri ne os mo la lity. The pa ti ent un der went ce-
sa re an sec ti on un der ge ne ral anest he si a be ca u se of
she had a ce sa re an sec ti on on her first de li very. A
3875-g ma le in fant was de li ve red, with Ap gar sco -
res of 8 and 9 at 1 and 5 mi nu tes, res pec ti vely. In
the im me di a te post-par tum pe ri od se ve ral tests we -

re per for med to iden tify a pos sib le (par ti al) cen tral
ca u se of the DI.

All cli ni cal fin dings and ab nor mal la bo ra tory
da ta re tur ned to nor mal wit hin two we eks af ter de-
li very. Se ven days af ter de li very the wa ter dep ri -
va ti on test was per for med and sho wed a nor mal
in cre a se in uri ne os mo la lity from 285 to 730 mos -
mol/kg, in di ca ting that the DI had di sap pe a red.

Gi ven the cli ni cal pre sen ta ti on of the pa ti ent,
the re sults of the tests per for med which we re as so -
ci a ted with 9.40 pg/ml and the spon ta ne o us re mit -
tan ce of the symptoms at the end of the preg nancy,
the di ag no sis was tran si ent ges ta ti o nal DI.

DIS CUS SION
The syndro me of di a be tes in si pi dus is cha rac te ri -
zed by pol yu ri a and poly dip si a, as so ci a ted with in-
ten se thirst du e to the loss of con cen tra ting abi lity
by the kid ney. This re sults in the ra pid loss of wa -
ter and in cre a se in se rum so di um. If the pa ti ent is
cons ci o us and has fre e ac cess to wa ter, the sen sa ti -
on of thirst of ten mi ti ga tes the ri se in the se rum os-
mo la lity and se rum so di um, but the loss of wa ter
in uri ne is ob li ga te. Fo ur pat hoph ysi o lo gic mec ha -
nisms re la ted to va sop res sin pro du ce lar ge vo lu mes
of di lu te uri ne and poly dip si a, re sul ting from the
fol lo wing con di ti ons; a) Hypot ha la mic (cen tral or
ne u rohy poph yse al) di a be tes in si pi dus, with ina bi -
lity to sec re te and usu ally to synthe si ze va sop res sin
in the ne u rohy poph yse al system; b) Nep hro ge nic
di a be tes in si pi dus, in which the re is an inap prop ri -
a te re nal res pon se to va sop res sin; c) Tran si ent di a -
be tes in si pi dus of preg nancy, in cre a sed
va sop res si na se pro duc ti on by the pla cen ta, or dec -
re a sed bre ak down by the li ver, usu ally as so ci a ted
with pre-ec lamp si a or acu te fatty li ver; d) Pri mary
poly dip si a, in which the ini ti al pat hoph ysi o logy in-
vol ves the in ges ti on of flu id rat her than the ex cre -
ti on of flu id.2

In nor mal preg nancy, the re are many he mo-
dy na mic, re nal and elec troly te chan ges that oc cur
du ring the first tri mes ter. They re ach the ir pe ak
du ring the se cond tri mes ter, re ma in re la ti vely sta-
b le du ring the third tri mes ter and ra pidly re ver se
af ter de li very. So me of the se chan ges inc lu de an
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in cre a se in car di ac out put and glo me ru lar fil tra ti -
on ra te, so di um and wa ter re ten ti on le a ding to blo -
od vo lu me ex pan si on, dec re a ses plas ma
os mo la lity.3,4 The re is a dec li ne in the thirst thres -
hold as so ci a ted with en han ced va sop res si na se sec -
re ti on with re du ced va sop res sin sec re tory ca pa city
in cre a sed deg ra da ti on of va sop res sin by pla cen ta
de ri ved va sop res si na se and a subs tan ti al in cre a se
in the pla cen tal cle a ran ce of va sop res sin may be
the o re ti cal pre dis po sing fac tors for preg nancy as-
so ci a ted DI.5-8 Ho we ver, in vi ew of the fact that
the as so ci a ti on of preg nancy with DI is ra re (1 per
300.000). This ra re in ci den ce might be at tri bu ted
in part to an in cre a se in an ti di u re tic hor mo ne
(ADH) re le a se to ma in ta in suf fi ci ent an ti di u re tic
ac ti vity du ring nor mal preg nancy. One pos sib le
exp la na ti on for GDI is the re le a se of va sop res si na -
ses from the pla cen ta, le a ding to an ap pro xi ma tely
fo ur-fold in cre a sed ra te of ADH ca ta bo lism.1,2 Sin -
ce va sop res si na se is of pla cen tal ori gin, the cli ni cal
co ur se sho uld the re fo re be self-li mi ting on ce the
pla cen ta is re mo ved.1,2

Bar ron et al first used the term “tran si ent va-
sop res sin-re sis tant di a be tes in si pi dus of preg nanc -
y” in 1984 to cha rac te ri ze 3 wo men with
va sop res sin-re sis tan ce di a be tes in si pi dus that de-
ve lo ped in la te ges ta ti on and re mit ted post par tum.
This term, the re fo re, exc lu des pa ti ents with cen-
tral di a be tes in si pi dus that pre e xis ted preg nancy,
and tho se with nep hro ge nic di a be tes in si pi dus.9
Tran si ent cen tral di a be tes in si pi dus has be en as so-
ci a ted with acu te fatty li ver of preg nancy and ec -
lamp si a.2 A link bet we en tran si ent DI du ring
preg nancy and acu te fatty li ver as so ci a ted with ra -
i sed li ver tran sa mi na se has be en des cri bed. The
pa ti ents with this con di ti on are, in ge ne ral, va so-
p res sin-re sis tant and suc cess fully tre a ted with
DDAVP, which is re sis tant to va sop res si na se.10

Subc li ni cal forms of cen tral di a be tes in si pi dus
is anot her form of tran si ent di a be tes in si pi dus in
preg nant wo men. In this form, wa ter ba lan ce is
nor mal when they are not preg nant, the un derl ying
de fect in the pi tu i tary gland is un mas ked when the -
se wo men be co me preg nant. This is du e to the ir in-
a bi lity to match the ra te of va sop res sin sec re ti on to
com pen sa te the ra te of deg ra da ti on of the hor mo ne.

As ex pec ted, the se pa ti ents we re ab le to ma in ta in
uri ne-con cen tra ting abi lity when tre a ted with va so-
p res sin and we re not va sop res sin re sis tant.2,10

Sin ce pa ti ents with GDI usu ally pre sent with
pol yu ri a and poly dip si a, the uri ne sho uld be tes ted
for glu co se to ru le out glu co su ri a as the ca u se of
pol yu ri a. Ini ti al eva lu a ti on for di a be tes in si pi dus
al so inc lu des eva lu a ti on for pre ec lamp si a and
HELLP (he moly sis, ele va ted li ver enz ymes and low
pla te lets) syndro me as the se en ti ti es may co e xist.
Many tests such as comp le te blo od co unt, pe rip he -
ral sme ar to lo ok for evi den ce of he moly sis, co a gu -
la ti on stu di es, uri ne os mo la lity, se rum elec troly tes,
se rum os mo la lity, li ver enz ymes, se rum cre a ti ni ne,
bi li ru bin, fib ri no gen, cal ci um, to tal pro te in and
uric acid can be per for med.4 In nor mal preg nancy,
the le vel of se rum os mo la lity is be low 280
mOsm/kg and se rum so di um is be low 140 mEq/L.
If the pa ti ent has ri sing se rum os mo la lity with uri -
ne os mo la lity less than 280 mOsm/kg and inap -
prop ri a tely high uri nary flow, the di ag no sis of
di a be tes in si pi dus is es tab lis hed. If the pa ti ent has
nor mal se rum os mo la lity and inap prop ri a tely high
uri nary flow and uri ne os mo la lity less than 280
mOsm/kg, a wa ter dep ri va ti on test co uld be car ri -
ed out, but this test may le ad to sig ni fi cant dehy -
dra ti on and is not re com men ded du ring preg nancy.
The test can be used to es tab lish the di ag no sis in
the post par tum pe ri od.3

The wa ter dep ri va ti on test me a su res re nal
con cen tra ting ca pa city in res pon se to dehy dra ti on
and is an in di rect me a su re ment of the AVP axis. It
is usu ally fol lo wed by as sess ment of re nal res pon -
se to the synthe tic AVP ana lo gu e DDAVP. Re sults
may be in ter pre ted as; uri ne os mo la lity less than
300 mos mol/kg af ter flu id dep ri va ti on and gre a ter
than 800 mos mol/kg af ter des mop res sin sug gests
cra ni al di a be tes in si pi dus, uri ne os mo la lity less
than 300 mos mol/kg af ter flu id dep ri va ti on and less
than 300 mos mol/kg af ter des mop res sin sug gests
nep hro ge nic di a be tes in si pi dus and uri ne os mo la -
rity gre a ter than 800 mos mol/kg af ter flu id dep ri -
va ti on and gre a ter than 800 mos mol/kg af ter
des mop res sin sug gests pri mary poly dip si a.11

The tre at ment of cho i ce for GDI is an early ad-
mi nis tra ti on of in tra na sal des mop res sin ace ta te (2-
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20 mg of in tra na sally twi ce da ily). In ge ne ral, la -
bor and par tu ri ti on pro ce ed nor mally, and pa ti ents
ha ve no tro ub le with lac ta ti on.2

In conc lu si on, in ten se thirst and pol yu ri a in a
pa ti ent in the third tri mes ter of ges ta ti on sho uld

ra i se the sus pi ci on of di a be tes in si pi dus and war-
rant me a su re ments of plas ma os mo la lity and so di -
um, and uri ne os mo la lity. When uri ne os mo la lity is
less than se rum os mo la lity, di a be tes in si pi dus is
pro bably pre sent.
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