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Abstract
The prevalence of gestational diabetes mellitus (GDM) has been steadily increasing over the past years. It is a
major risk factor for glucose intolerance and type 2 DM (T2DM). The American Diabetes Association
recommends that women whose pregnancy was complicated by GDM be screened for persistent glucose
abnormalities at six to 12 weeks postpartum with either a fasting plasma glucose test alone or with a fasting
75-g, two-hour oral glucose tolerance test. This study aimed to identify the main predictive factors of
glucose tolerance disorders in early postpartum women with a recent history of GDM. In this retrospective
descriptive study, we identified 400 women who met the eligibility criteria for the study. The mean age was
34.54 ± 5.51 years. A total of 70% had a family history of DM, 16% had a personal history of GDM, and 23%
had fetal macrosomia in previous pregnancies. The overall incidence of postpartum carbohydrate tolerance
disorders was 36.4%, including 12% prediabetes and 24.4% DM. The prevalence of prediabetes and T2DM
after delivery was higher with older maternal age, multigravidity, a higher BMI, a history of GDM, and fetal
macrosomia in previous pregnancies. Furthermore, the persistence of this impaired glucose tolerance in
postpartum was associated with a higher term of diagnosis, a higher glycated hemoglobin (HbA1c)
percentage (the discriminant cutoff value with the best sensitivity/specificity ratio was 5.25%), the use of
insulin therapy, cesarean section delivery, and fetal macrosomia. After adjusting for confounders, only prior
GDM, a higher HbA1c level, macrosomia, and gestational term were found to significantly affect postpartum
glucose tolerance. Although postpartum screening for T2DM is recommended for all women with GDM, a
significant number of patients fail it. A better knowledge of predictive factors for this outcome is therefore
needed for a more effective and targeted medical intervention.
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Introduction
Gestational diabetes mellitus (GDM) is one of the most common complications in pregnancy [1]. Its
prevalence can reach 20% with the International Association of the Diabetes and Pregnancy Study Groups
(IADPSG) diagnosis criteria [2]. This prevalence is steadily increasing worldwide, along with obesity and type
2 DM (T2DM). This can be related to changing dietary habits, higher maternal age during pregnancy, and
increased BMI [3,4].

Although glucose tolerance usually comes back to normal in most women with GDM, the risk of persisting
diabetes in the close postpartum period or ulterior diabetes development remains significant. Women with
GDM were found to be seven times more likely to develop subsequent diabetes [5]. In fact, the occurrence of
GDM predicts the subsequent development of T2DM with a risk of up to 50%, whereas the risk of developing
carbohydrate tolerance disorders may be as high as 75% in some series [6].

According to the American Diabetes Association (ADA) guidelines, all women with GDM history should be
screened for T2DM between six and 12 weeks postpartum using the 75-g oral glucose tolerance test (OGTT)
[7]. However, it is unfortunate that this screening is often overlooked [8]. Epidemiological analysis found
that only about 60% of women with a history of GDM received postpartum glucose testing within six months
after delivery [6]. While guidelines recommend postpartum screening for T2DM in women with a history of
GDM, several barriers exist that contribute to the low rates of screening, including lack of awareness, access
barriers, communication gaps, and healthcare system challenges.

The identification of predictive factors for post-GDM carbohydrate tolerance disorders is therefore
increasingly recommended to better target the surveillance of these at-risk women. This identification
allows us to intensify the monitoring of their glucose tolerance after delivery and to initiate, if needed,
preventive measures. One of the most promising stratification tools is glycated hemoglobin (HbA1c).
Although it is not yet recommended for the diagnosis of GDM, it seems to be a potentially simple and
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effective prognostic predictor [9,10].

In the current study, we aim to determine the prevalence of carbohydrate tolerance disorders’ persistence in
the immediate postpartum period and to identify their main predictive factors.

Materials And Methods
We conducted a monocentric retrospective descriptive study. We used the database records of the
endocrinology department of Sousse to identify pregnant women who were treated for GDM from January
2017 to May 2020.

GDM was defined according to the diagnostic criteria of the IADPSG and the ADA [2]. This includes the
presence of at least one blood glucose level during the 75-g OGTT conducted between 24 and 32 weeks of
gestation, equal to or exceeding the specified threshold values: ≥92 mg/dL for fasting plasma glucose (FPG)
level, ≥180 mg/dL for one-hour plasma glucose level, and ≥153 mg/dL for two-hour plasma glucose level.

In postpartum, one to three months after delivery, diabetes was diagnosed by an FPG ≥126 mg/dL or a
plasma glucose level ≥200 mg/dL two hours after a 75-g oral glucose load. Prediabetes was defined as fasting
blood glucose (FBG) between 100 and 125 mg/dL or a two-hour post-glucose loading level between 140
mg/dL and 199 mg/dL, according to the ADA [11,12].

We excluded from the study women with type 1 or 2 diabetes as defined by the ADA [11] or having a FBG level
≥126 mg/dL during the first pregnancy trimester. We also excluded those who did not consult within six to 12
weeks after delivery for clinical and biochemical assessment by 75-g OGTT.

Information related to the sociodemographic and clinical characteristics of the patients, the risk factors for
DM, their gynecologic and medical history, and the outcomes of the pregnancy was collected. Macrosomia
was defined as a birth weight of 4,000 g or more. We used the first HbA1c assay performed during pregnancy,
regardless of the term at which the sample was taken. All HbA1c measurements were conducted within the
biochemistry laboratory at Farhat Hached University Hospital, employing a high-performance liquid
chromatography methodology. All women diagnosed with GDM underwent nutrition counseling and
received personalized diets and/or insulin treatments. The ethical board committee of the University
Hospital of Farhat Hached issued approval on 10/22.

Statistical analysis was performed with IBM SPSS Statistics for Windows, Version 23.0 (Released 2015; IBM
Corp., Armonk, NY, USA). Clinical and biochemical characteristics of women who progressed to postpartum
glucose intolerance versus women with normal glucose tolerance were compared using univariate logistic
regression analysis. To define thresholds, we established a receiver operating characteristic (ROC) curve, and
we chose the value with the best sensitivity-specificity combination.

In the multivariate backward regression model performed to define independent risk factors for carbohydrate
tolerance disorders in postpartum, providing ORs with 95% confidence bounds, we included variables with
significance levels lower than 0.2 in univariate analysis, as well as variables of known clinical interest
(reported in the literature). In all statistical tests, the significance level was set at 0.05.

Results
We identified 578 women who consulted for GDM from January 2017 to May 2020. Only 400 patients met the
eligibility criteria for the study. The mean age of our patients was 34.54 ± 5.51 years, and 50% (n = 200) of the
patients were older than 35 years. Among all the participants, 70% (n = 280) had a family history of DM, 16%
(n = 67) had a personal history of GDM, and 23% (n = 93) had previously delivered a macrosomic newborn.
The demographic and clinical characteristics associated with the glucose tolerance outcome in postpartum
are displayed in Table 1 and Table 2.
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Characteristics Normal glucose tolerance Abnormal glucose tolerance p-value

Family history of DM (N, %)   

0.425Yes 164 (41%) 100 (25%)

No 90 (22.5%) 46 (11.5%)

History of GDM (N, %)   

<10-4Yes 28 (11.02%) 39 (26.71%)

No 226 (88.98%) 107 (73.29%)

History of macrosomia (N, %)   

0.003Yes 46 (18.11%) 42 (28.76%)

No 208 (81.89%) 104 (71.23%)

Mean age (years), mean ± SD 34.06 ± 5.49 35.38 ± 5.48 0.021

Mean gravidity, mean ± SD 2.76 ± 1.773 3.13 ± 1.82 0.049

BMI before pregnancy 26.67 ± 5.39 29.98 ± 6.49 10-4

TABLE 1: Demographic characteristics associated with postpartum glucose test results
p < 0.05 is considered significant.

DM, diabetes mellitus; GDM, gestational diabetes mellitus
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Clinical characteristics Normal glucose tolerance Abnormal glucose tolerance p-value

Gestational age at diagnosis (weeks, mean ± SD) 23.13 ± 7.32 26.32 ± 10.39 10-4

Arterial hypertension (N, %)

1Yes 5 (01.97%) 3 (02.06%)

No 249 (98.03%) 143 (97.94%)

Obesity (N, %)

0.001Yes 70 (27.56%) 63 (43.15%)

No 184 (72.44%) 83 (56.85%)

Mean weight gain (kg) 9.32 ± 6.31 9.21 ± 6.80 0.9

Treatment of GDM (N, %)

0.001Nutrition 77 (30.31%) 23 (15.75%)

Insulin 177 (69.69%) 123 (84.25%)

Delivery mode (N, %)

0.004Vaginal 147 (57.87%) 89 (65.44%)

Cesarean section 107 (42.13%) 47 (34.56%)

Macrosomia (N, %) 10-4

TABLE 2: Clinical gestational characteristics associated with postpartum glucose test results
p < 0.05 is considered significant.

GDM, gestational diabetes mellitus

Before their pregnancy, 28.9% (n = 112) of women were overweight, and 35.6% (n = 138) had obesity. The
weight gain during pregnancy was above the recommended level (13) for 25.8% (n = 104) of patients.

The mean gestational age at diagnosis of GDM was 24.8 ± 6.7 weeks. During the OGTT, FPG ≥92 mg/dL, one-
hour plasma glucose level ≥180 mg/dL, and two-hour plasma glucose concentration ≥153 mg/dL were
detected in 63.7% (n = 209), 84.6% (n = 275), and 76.2% (n = 247) of patients, respectively.

The treatment of GDM required insulin use in a total of 280 women (70%). The cesarean section rate was
36% (n = 140), while macrosomia complicated 49.3% (n = 74) of the deliveries. The overall incidence of
postpartum carbohydrate tolerance disorders was 36.4% (n = 146), including 12% (n = 48) prediabetes and
24.4% (n = 98) diabetes.

As shown in Table 1 and Table 2, the prevalence of prediabetes and T2DM after delivery increased with older
maternal age, multigravidity, higher BMI, history of GDM in previous pregnancies, and history of delivering
a macrosomic newborn. Furthermore, the persistence of this impaired glucose tolerance in postpartum was
associated with a higher diagnosis term, the use of insulin for the treatment of GDM, the delivery by cesarean
section, or the delivery of a macrosomic newborn.

As indicated in Table 3, neither FBG nor the levels of plasma glucose at one hour and two hours showed an
association with the glycemic prognosis following delivery. However, a higher HbA1c percentage was
significantly correlated with prediabetes and early postpartum T2DM.
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Characteristics Normal glucose tolerance Abnormal glucose tolerance p-value

FBG (mmol/l), mean ± SD 5.61 ± 0.82 5.67 ± 0.96 0.51

One-hour glucose OGTT (mmol/l), mean ± SD 11.37 ± 7.81 11 ± 1.56 0.62

Two-hour glucose OGTT (mmol/l), mean ± SD 9.48 ± 1.41 9.15 ± 2.14 0.096

HbA1c (%), mean ± SD 5.39 ± 0.41 5.60 ± 0.50 10-4

HbA1c cutoff (N, %)   

p = 0.005HbA1c <5.25% (N, %) 73.3% (96) 26.7% (35)

HbA1c >5.25% 58.7% (134) 41.3% (93)

TABLE 3: Glycemic laboratory characteristics associated with carbohydrate tolerance disorders
in postpartum
p < 0.05 is considered significant.

FBG, fasting blood glucose; HbA1c, glycated hemoglobin; OGTT, oral glucose tolerance test

In light of these findings, a ROC curve was generated to illustrate the possibility of predicting, based on the
HbA1c level, the persistence of glucose intolerance after pregnancy (Figure 1). The ability of the ROC curve

to predict diabetes was fair (area under the curve = 0.61, p < 10-4). The discriminant cutoff value with the
best sensitivity/specificity combination was 5.25%.
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FIGURE 1: ROC curve of the specificity sensitivity for the determination
of the HbA1c threshold
HbA1c, glycated hemoglobin; ROC, receiver operating characteristic

Indeed, among the participants, 41.3% (n = 93) of women exhibiting an HbA1c >5.25% had persistent glucose
intolerance in postpartum versus 26.7% (n = 35) of patients with HbA1c <5.25% (p = 0.005).

In the multiple logistic regression analysis, after adjusting for confounders, only prior GDM, higher HbA1c,
and macrosomia were found to significantly affect the prevalence of postpartum glucose tolerance
abnormalities (Table 4).

Risk factor OR 95% CI p-value

History of GDM 2.59 1.34-4.99 0.005

Macrosomia 3.21 1.76-5.86 10-4

HbA1c 1.98 1.37-2.85 10-4

TABLE 4: Independent risk factors for carbohydrate tolerance disorders in early postpartum using
multivariate logistic regression analysis
p < 0.05 is considered significant.

GDM, gestational diabetes mellitus; HbA1c, glycated hemoglobin
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Discussion
GDM is a glucose tolerance disturbance of variable level of severity that develops during pregnancy. Its
prevalence has been steadily increasing recently. In the postpartum period, it has been well documented
that the risk of developing glucose intolerance, or T2DM, is significant [13,14]. Hence, it is important to
identify the different clinical and biological profiles predisposed to this risk. In this sense, we conducted a
retrospective descriptive study using the database records of the endocrinology department of Sousse from
2017 to 2020. A total of 400 women with GDM were included. The mean gestational age at the GDM
diagnosis (by 75-g OGTT) was 24.8 ± 6.7 weeks. We identified early postpartum carbohydrate tolerance
disorders in 36.4% of patients: 12% prediabetes and 24.4% T2DM. Then, we studied the related potential
factors for these disorders.

In the review of the literature by Kim et al. published in 2002 [14], the prevalence of persistent diabetes after
GDM ranged from 2.6% to 70%. In a more recent review by Pastore et al., the prevalence of T2DM and
prediabetes varied from 1.1% to 34.6% and from 12.2% to 50%, respectively [6]. To explain this wide
variation in prevalence, several reasons have been put forward, such as the preexisting higher risk of DM
correlated with favorable genetics of certain ethnic groups [15], the heterogeneity of study design
(retrospective and prospective), the different criteria used for the diagnosis of GDM and impaired glucose
tolerance in postpartum among authors, the duration of follow-up, and, in some studies, the presence of a
selection bias (no separation of preexisting and undiagnosed DM). In the reviewed researches, the
magnitude of the association between GDM and the subsequent impaired glucose homeostasis, in addition
to the unsatisfying rate of women participating in the recommended postpartum screening [8], suggests that
more effective and targeted interventions are needed.

In the present study, the univariate analysis showed that the antepartum characteristics associated with
prediabetes and DM in postpartum were age, history of GDM or macrosomia, pre-pregnancy BMI,
gestational age at diagnosis of GDM, insulin therapy in pregnancy, HbA1c level, delivery by cesarean section,
and macrosomia.

The independent predictive factors for the persistence of glucose tolerance disorders in women with a
previous diagnosis of GDM identified by the multivariate regression were a history of GDM in previous
pregnancies, macrosomia, and a higher HbA1c level. Multiple potential risk factors for prediabetes or
diabetes in the early postpartum period have been described in other studies.

In 2021, a systematic review and meta-analysis including approximately 2.8 million women identified older
age and family history of diabetes as two of the most common risk factors for T2DM after GDM [16]. Another
meta-analysis exploring 39 relevant studies (95,750 women), including 10 studies (26%) that evaluated the
risk of developing T2DM in the first year after childbirth, found that obesity, overweight, and older age were
significant risk factors for progression to diabetes after GDM. Unlike the present study, a family history of
diabetes was also associated with abnormal glucose tolerance (RR = 1.70 (95% CI: 1.47, 1.97); I2 = 13%) [17].
A cross-sectional study of South African women did not find a significant link between progression to T2DM
and a family history of diabetes (p = 0.913) [18]. Overall, the data is not yet conclusive on whether a family
history of T2DM is an independent risk factor.

In this same analysis, besides a high HbA1c percentage, increased levels of fasting, one-hour, and two-hour
blood sugar tests after OGTT were associated with the risk of future glucose tolerance disorders [17].
Claesson et al. showed that the third trimester of HbA1c in the prediabetes range was associated with
persistent DM [9]. In a retrospective study evaluating the HbA1c performed between 26 and 30 weeks of
pregnancy and using follow-up data after delivery for 54 out of 321 women, an optimal cutoff value for
HbA1c (5.5%) was defined by a ROC curve analysis as a predictor of ulterior glucose tolerance disorder.
However, the limited number of women included in this analysis makes the results less reliable. In another
retrospective study of 305 women, Bartakova et al. isolated an optimal cutoff value for HbA1c in mid-
pregnancy of 5.4% [19]. As for first-trimester dosage, a 2022 study of 4,068 pregnant women reported a
threshold of 5.4% and 99 mg/dL for HbA1c and FBG, respectively. Women with HbA1c above 5.4% were
found to have a very high probability of ulterior T2DM or abnormal glucose hemostasis. Therefore, the
author suggests that women with HbA1c >5.4% in the first trimester should be recalled if they miss their
postpartum OGTT [20]. In our study, the cutoff value, also defined by a ROC curve, was 5.25%. HbA1c is not
usually the preferred tool for glucose monitoring during pregnancy since it is not considered sufficiently
efficient in capturing rapid glucose fluctuation due to metabolic and hormonal changes and increased red
cell turnover during this period [21]. However, its measurement is rapid and convenient, and it is
increasingly studied as an epidemiological stratification tool among women with GDM. The HbA1c in the
first trimester should reflect the glycemic profile of the patient before conception. It seems plausible that
even within the normal range, HbA1c is linked to the GDM outcomes postpartum.

Nevertheless, in this study, we do not always dispose of the HbA1c before the initiation of the nutritional
plan or even the pharmacological treatment of GDM. Therefore, the HbA1c of many of our patients may be
influenced by the treatment. In addition, while HbA1c concentration is influenced primarily by hemoglobin
and plasma glucose concentration, our HbA1c levels are not interpreted in relation to hemoglobin levels or
hematology abnormalities. Iron deficiency and iron deficiency anemia are very frequent during pregnancy
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[22]. Epidemiological and clinical studies have shown that iron deficiency anemia can induce an increase in
HbA1c, irrespective of plasma glucose levels [23,24].

Unlike the results of this study, the earlier term of pregnancy at the diagnosis of GDM before increasing
insulin resistance between 16 and 26 weeks [25,26] is a commonly described risk factor for progression to
postpartum prediabetes, or T2DM. This association may be attributed to the possibility of preexisting
undiagnosed or subclinical glucose intolerance. Meanwhile, we attribute our finding to the delay of
intervention after a potential diagnostic delay.

Insulin remains the preferred pharmacologic treatment when glycemic goals are not met with nutritional
modifications alone [27]. Therefore, this need for treatment with insulin can be considered an indicator of
the severity of hyperglycemia. The necessity to use insulin after the GDM diagnosis is also a frequently
established predictor of glucose tolerance disturbance after delivery [17,18].

In the abovementioned meta-analysis [17], the risk of developing DM was not associated with birth weight
nor fetal macrosomia (RR = 1.19 (95% CI: 0.86, 1.58)) and (RR = 0.91 (95% CI: 0.44, 1.86)), respectively. In our
study, this same risk was promoted by cesarean sections and macrosomia. The decision for a cesarean section
is often made because of the high rate of associated complications, such as macrosomia, high blood pressure,
and very high blood glucose levels [28]. The discrepancies between findings in different studies regarding
the association between birth weight, fetal macrosomia, and the risk of developing DM could be attributed to
several factors, including methodological differences, population characteristics, and variations in the
healthcare systems or practices across different settings. Differences in study designs, such as retrospective
vs. prospective studies, may lead to variations in findings. Retrospective studies rely on medical records and
may be subject to biases, while prospective studies follow participants over time, allowing for better control
of confounding factors. Also, differences in the prevalence of comorbidities or complications related to
pregnancy, such as gestational hypertension or preexisting diabetes, could affect the risk of developing DM
postpartum. On the other hand, variations in clinical guidelines or practices related to the management of
pregnancy complications, such as cesarean sections for macrosomia or other indications, could influence the
observed associations.

Limitation
The main limitation of our work is its retrospective nature, as we analyzed the available HbA1c levels done at
random terms during pregnancy, potentially influenced by the treatment and the presence of associated
anemia, as well as the lack of data regarding lifestyle habits and physical activity.

Conclusions
Women with GDM in whom glucose tolerance disorders persisted in postpartum had different
anthropometric, clinical, and biological patterns from those who had normal glucose homeostasis after
delivery. An older age, history of GDM or macrosomia, high pre-pregnancy BMI, gestational age at the
diagnosis of GDM, insulin therapy during pregnancy, high HbA1c (>5.25%), delivery by cesarean section, and
macrosomia were linked to postpartum glucose tolerance disorders. A better knowledge of these predictive
factors is needed to ensure a more targeted and early medical intervention.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Ach Taieb, Marwa Majdoub, Nesrine Souissi, Souhir Chelly, Asma Ben Abdelkrim

Acquisition, analysis, or interpretation of data:  Ach Taieb, Marwa Majdoub, Nesrine Souissi, Souhir
Chelly, Asma Ben Abdelkrim

Drafting of the manuscript:  Ach Taieb, Marwa Majdoub, Nesrine Souissi, Souhir Chelly, Asma Ben
Abdelkrim

Critical review of the manuscript for important intellectual content:  Ach Taieb, Marwa Majdoub,
Nesrine Souissi, Souhir Chelly, Asma Ben Abdelkrim

Supervision:  Ach Taieb, Marwa Majdoub, Nesrine Souissi, Souhir Chelly, Asma Ben Abdelkrim

Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Ethical Board Committee
of University Hospital of Farhat Hached issued approval 10/22. Animal subjects: All authors have confirmed

2024 Taieb et al. Cureus 16(3): e56218. DOI 10.7759/cureus.56218 8 of 10

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


that this study did not involve animal subjects or tissue. Conflicts of interest: In compliance with the
ICMJE uniform disclosure form, all authors declare the following: Payment/services info: All authors have
declared that no financial support was received from any organization for the submitted work. Financial
relationships: All authors have declared that they have no financial relationships at present or within the
previous three years with any organizations that might have an interest in the submitted work. Other
relationships: All authors have declared that there are no other relationships or activities that could appear
to have influenced the submitted work.

References
1. Wery E, Vambergue A, Le Goueff F, Vincent D, Deruelle P: Impact of the new screening criteria on the

gestational diabetes prevalence [Article in French]. J Gynecol Obstet Biol Reprod (Paris). 2014, 43:307-13.
10.1016/j.jgyn.2013.01.005

2. Szmuilowicz ED, Josefson JL, Metzger BE: Gestational diabetes mellitus. Endocrinol Metab Clin North Am.
2019, 48:479-93. 10.1016/j.ecl.2019.05.001

3. Senat MV, Deruelle P: Gestational diabetes mellitus [Article in French]. Gynecol Obstet Fertil. 2016, 44:244-
7. 10.1016/j.gyobfe.2016.01.009

4. Johns EC, Denison FC, Norman JE, Reynolds RM: Gestational diabetes mellitus: mechanisms, treatment, and
complications. Trends Endocrinol Metab. 2018, 29:743-54. 10.1016/j.tem.2018.09.004

5. Song C, Lyu Y, Li C, Liu P, Li J, Ma RC, Yang X: Long-term risk of diabetes in women at varying durations
after gestational diabetes: a systematic review and meta-analysis with more than 2 million women. Obes
Rev. 2018, 19:421-9. 10.1111/obr.12645

6. Pastore I, Chiefari E, Vero R, Brunetti A: Postpartum glucose intolerance: an updated overview . Endocrine.
2018, 59:481-94. 10.1007/s12020-017-1388-0

7. ElSayed NA, Aleppo G, Aroda VR, et al.: 2. Classification and Diagnosis of Diabetes: Standards of Care in
Diabetes—2023. Diabetes Care. 2023, 46:S19-40. 10.2337/dc23-S002

8. Yarrington C, Zera C: Health systems approaches to diabetes screening and prevention in women with a
history of gestational diabetes. Curr Diab Rep. 2015, 15:114. 10.1007/s11892-015-0687-1

9. Claesson R, Ignell C, Shaat N, Berntorp K: HbA1c as a predictor of diabetes after gestational diabetes
mellitus. Prim Care Diabetes. 2017, 11:46-51. 10.1016/j.pcd.2016.09.002

10. Kwon SS, Kwon JY, Park YW, Kim YH, Lim JB: HbA1c for diagnosis and prognosis of gestational diabetes
mellitus. Diabetes Res Clin Pract. 2015, 110:38-43. 10.1016/j.diabres.2015.07.014

11. 2. Classification and Diagnosis of Diabetes: Standards of Medical Care in Diabetes—2022 . Diabetes Care.
2022, 45:S17-38. 10.2337/dc22-S002

12. 15. Management of Diabetes in Pregnancy: Standards of Medical Care in Diabetes—2022 . Diabetes Care.
2022, 45:S232-43. 10.2337/dc22-S015

13. Institute of Medicine and National Research Council: Weight Gain During Pregnancy: Reexamining the
Guidelines. The National Academies Press, Washington, DC; 2009.

14. Kim C, Newton KM, Knopp RH: Gestational diabetes and the incidence of type 2 diabetes: a systematic
review. Diabetes Care. 2002, 25:1862-8. 10.2337/diacare.25.10.1862

15. Moon JH, Kwak SH, Jang HC: Prevention of type 2 diabetes mellitus in women with previous gestational
diabetes mellitus. Korean J Intern Med. 2017, 32:26-41. 10.3904/kjim.2016.203

16. You H, Hu J, Liu Y, Luo B, Lei A: Risk of type 2 diabetes mellitus after gestational diabetes mellitus: A
systematic review & meta-analysis. Indian J Med Res. 2021, 154:62-77. 10.4103/ijmr.IJMR_852_18

17. Rayanagoudar G, Hashi AA, Zamora J, Khan KS, Hitman GA, Thangaratinam S: Quantification of the type 2
diabetes risk in women with gestational diabetes: a systematic review and meta-analysis of 95,750 women.
Diabetologia. 2016, 59:1403-11. 10.1007/s00125-016-3927-2

18. Chivese T, Norris SA, Levitt NS: Progression to type 2 diabetes mellitus and associated risk factors after
hyperglycemia first detected in pregnancy: a cross-sectional study in Cape Town, South Africa. PLoS Med.
2019, 16:e1002865. 10.1371/journal.pmed.1002865

19. Bartáková V, Malúšková D, Mužík J, Bělobrádková J, Kaňková K: Possibility to predict early postpartum
glucose abnormality following gestational diabetes mellitus based on the results of routine mid-gestational
screening. Biochem Med (Zagreb). 2015, 25:460-8. 10.11613/BM.2015.047

20. Chaves C, Cunha FM, Martinho M, et al.: First trimester fasting glucose and glycated haemoglobin cut-offs
associated with abnormal glucose homeostasis in the post-partum reclassification in women with
hyperglycaemia in pregnancy. Arch Gynecol Obstet. 2022, 305:475-82. 10.1007/s00404-021-06107-6

21. Rafat D, Ahmad J: HbA1c in pregnancy. Diabetes Metab Syndr. 2012, 6:59-64. 10.1016/j.dsx.2012.05.010
22. Benson AE, Shatzel JJ, Ryan KS, Hedges MA, Martens K, Aslan JE, Lo JO: The incidence, complications, and

treatment of iron deficiency in pregnancy. Eur J Haematol. 2022, 109:633-42. 10.1111/ejh.13870
23. Guo ZH, Tian HL, Zhang XQ, et al.: Effect of anemia and erythrocyte indices on hemoglobin A1c levels

among pregnant women. Clin Chim Acta. 2022, 534:1-5. 10.1016/j.cca.2022.07.002
24. Rajagopal L, Ganapathy S, Arunachalam S, Raja V, Ramraj B: Does iron deficiency anaemia and its severity

influence HbA1C level in non diabetics? An analysis of 150 cases. J Clin Diagn Res. 2017, 11:EC13-5.
10.7860/JCDR/2017/25183.9464

25. Noctor E, Dunne FP: Type 2 diabetes after gestational diabetes: the influence of changing diagnostic
criteria. World J Diabetes. 2015, 6:234-44. 10.4239/wjd.v6.i2.234

26. Pellonperä O, Rönnemaa T, Ekblad U, Vahlberg T, Tertti K: The effects of metformin treatment of
gestational diabetes on maternal weight and glucose tolerance postpartum - a prospective follow-up study.
Acta Obstet Gynecol Scand. 2016, 95:79-87. 10.1111/aogs.12788

27. ElSayed NA, Aleppo G, Aroda VR, et al.: 15. Management of Diabetes in Pregnancy: Standards of Care in
Diabetes—2023. Diabetes Care. 2023, 46:S254-66. 10.2337/dc23-S015

28. Weinert LS, Mastella LS, Oppermann ML, Silveiro SP, Guimarães LS, Reichelt AJ: Postpartum glucose
tolerance status 6 to 12 weeks after gestational diabetes mellitus: a Brazilian cohort. Arq Bras Endocrinol

2024 Taieb et al. Cureus 16(3): e56218. DOI 10.7759/cureus.56218 9 of 10

https://dx.doi.org/10.1016/j.jgyn.2013.01.005
https://dx.doi.org/10.1016/j.jgyn.2013.01.005
https://dx.doi.org/10.1016/j.ecl.2019.05.001
https://dx.doi.org/10.1016/j.ecl.2019.05.001
https://dx.doi.org/10.1016/j.gyobfe.2016.01.009
https://dx.doi.org/10.1016/j.gyobfe.2016.01.009
https://dx.doi.org/10.1016/j.tem.2018.09.004
https://dx.doi.org/10.1016/j.tem.2018.09.004
https://dx.doi.org/10.1111/obr.12645
https://dx.doi.org/10.1111/obr.12645
https://dx.doi.org/10.1007/s12020-017-1388-0
https://dx.doi.org/10.1007/s12020-017-1388-0
https://dx.doi.org/10.2337/dc23-S002
https://dx.doi.org/10.2337/dc23-S002
https://dx.doi.org/10.1007/s11892-015-0687-1
https://dx.doi.org/10.1007/s11892-015-0687-1
https://dx.doi.org/10.1016/j.pcd.2016.09.002
https://dx.doi.org/10.1016/j.pcd.2016.09.002
https://dx.doi.org/10.1016/j.diabres.2015.07.014
https://dx.doi.org/10.1016/j.diabres.2015.07.014
https://dx.doi.org/10.2337/dc22-S002
https://dx.doi.org/10.2337/dc22-S002
https://dx.doi.org/10.2337/dc22-S015
https://dx.doi.org/10.2337/dc22-S015
https://nap.nationalacademies.org/catalog/12584/weight-gain-during-pregnancy-reexamining-the-guidelines
https://dx.doi.org/10.2337/diacare.25.10.1862
https://dx.doi.org/10.2337/diacare.25.10.1862
https://dx.doi.org/10.3904/kjim.2016.203
https://dx.doi.org/10.3904/kjim.2016.203
https://dx.doi.org/10.4103/ijmr.IJMR_852_18
https://dx.doi.org/10.4103/ijmr.IJMR_852_18
https://dx.doi.org/10.1007/s00125-016-3927-2
https://dx.doi.org/10.1007/s00125-016-3927-2
https://dx.doi.org/10.1371/journal.pmed.1002865
https://dx.doi.org/10.1371/journal.pmed.1002865
https://dx.doi.org/10.11613/BM.2015.047
https://dx.doi.org/10.11613/BM.2015.047
https://dx.doi.org/10.1007/s00404-021-06107-6
https://dx.doi.org/10.1007/s00404-021-06107-6
https://dx.doi.org/10.1016/j.dsx.2012.05.010
https://dx.doi.org/10.1016/j.dsx.2012.05.010
https://dx.doi.org/10.1111/ejh.13870
https://dx.doi.org/10.1111/ejh.13870
https://dx.doi.org/10.1016/j.cca.2022.07.002
https://dx.doi.org/10.1016/j.cca.2022.07.002
https://dx.doi.org/10.7860/JCDR/2017/25183.9464
https://dx.doi.org/10.7860/JCDR/2017/25183.9464
https://dx.doi.org/10.4239/wjd.v6.i2.234
https://dx.doi.org/10.4239/wjd.v6.i2.234
https://dx.doi.org/10.1111/aogs.12788
https://dx.doi.org/10.1111/aogs.12788
https://dx.doi.org/10.2337/dc23-S015
https://dx.doi.org/10.2337/dc23-S015
https://dx.doi.org/10.1590/0004-2730000003069


Metabol. 2014, 58:197-204. 10.1590/0004-2730000003069

2024 Taieb et al. Cureus 16(3): e56218. DOI 10.7759/cureus.56218 10 of 10

https://dx.doi.org/10.1590/0004-2730000003069

	Determination of the Contributing Factors and HbA1c Cutoff Leading to Glucose Tolerance Abnormalities Following Gestational Diabetes
	Abstract
	Introduction
	Materials And Methods
	Results
	TABLE 1: Demographic characteristics associated with postpartum glucose test results
	TABLE 2: Clinical gestational characteristics associated with postpartum glucose test results
	TABLE 3: Glycemic laboratory characteristics associated with carbohydrate tolerance disorders in postpartum
	FIGURE 1: ROC curve of the specificity sensitivity for the determination of the HbA1c threshold
	TABLE 4: Independent risk factors for carbohydrate tolerance disorders in early postpartum using multivariate logistic regression analysis

	Discussion
	Limitation

	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


