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Abstract
Aims To assess the impact of educational attainment on the occurrence and recurrence of gestational diabetes mellitus
(GDM) in two successive pregnancies in primiparous women.
Methods This is a population-based observational cohort study including all 2347 Finnish women without previously diagnosed diabetes, aged ≥ 20 years from the city of Vantaa, Finland, who gave birth to their first and second child between 2009
and 2015. National registries provided data on study participants. We divided the population into four groups according to the
presence of GDM in the two pregnancies (GDM−/−, n = 1820; GDM−/+, n = 223; GDM+/−, n = 113; GDM+/+, n = 191).
Results The occurrence of GDM in the first pregnancy was 13.0% (n = 304) and 17.6% (n = 414) in the second. The recurrence rate of GDM was 62.8%. The four groups did not differ in relation to educational attainment (p = 0.11). In multinomial
regression analysis, educational attainment protected from GDM in the second pregnancy [relative risk ratio 0.93 (95%
confidence interval (CI) 0.86–0.99) per year of schooling for being GDM−/+ compared with GDM−/−]. In multivariate
logistics models, prepregnancy body mass index at the first pregnancy [odds ratio (OR) 1.53 per 1-standard deviation (SD)
(95% CI 1.22–1.91)], first-born birth weight z-score [OR 1.30 per 1-SD (95% CI 1.00–1.67)], and inter-pregnancy weight
change [OR 1.66 per 1-SD (95% CI 1.27–2.16)], but not educational attainment, predicted recurrence of GDM.
Conclusions The recurrence rate of GDM was high. Education protected from novel GDM in the second pregnancy, but was
not associated with GDM recurrence.
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Introduction

Participants and methods

Gestational diabetes mellitus (GDM) is a serious and
increasing public health issue and a common pregnancy
complication associated with adverse short- and long-term
health outcomes for the woman and her offspring [1–3].
The incidence of GDM worldwide varies from 2 to 25%
[4]. Noteworthy is that the recurrence of GDM is high and
likewise varies widely from 30 to 84% [5].
Advancing age [6, 7], a family history of diabetes [7],
and ethnicity of a non-Anglo-European decent [8] are
well-established risk factors for GDM. Multiparity is also
associated with an increased risk of GDM [6], although
advancing maternal age and weight gain both during and
between pregnancies seem to mediate the effect [9]. Additionally, both ethnicity and parity have a significant effect
on the recurrence rate of GDM. The recurrence rates are
lowest in primiparous women and in non-Hispanic whites,
whereas the rates are highest in multiparous women and in
women of other ethnicities [10]. Modifiable risk factors for
the occurrence and recurrence of GDM are mostly lifestyle
related, such as degree of adiposity [11, 12], excessive
gestational weight gain [13], and inter-pregnancy weight
gain [14, 15].
Higher educational attainment, reflecting the knowledge-related assets of an individual [16], is usually associated with better health outcomes in the general population [17]. Findings concerning the impact of education
on GDM risk are, however, inconclusive. Some studies
have reported an inverse relationship between these two
factors [18, 19], while the same relationship has not been
observed in other studies [20, 21]. To the best of our
knowledge, no previous studies have focused on educational attainment and the risk of occurrence and recurrence
of GDM in European primiparous women.
In 2016, we initiated a follow-up cohort study to assess
the long-term consequences of gestational glucose intolerance on the health of women and their offspring in the city
of Vantaa, Finland. We have previously shown that within
this cohort, income and education are inversely associated
with the occurrence of GDM in primiparous women [22].
This paper, assessing a subgroup from the prior study,
aims to evaluate further the influence of maternal educational attainment on the presence of GDM in the first two
pregnancies leading to delivery, also taking into account
traditional risk factors like maternal age and adiposity for
GDM.

This study is an observational cohort study in the city of
Vantaa, Finland. The city of Vantaa with 220 000 inhabitants is the fourth largest city in Finland. The study participants (N = 2347) consist of all those Finnish women
(i.e., women born in Finland with Finnish or Swedish as
native language), aged 20 years or older, from the city of
Vantaa, who gave birth to their first and second live singleton child between the 1st of January 2009 and the 31st
of December 2015. We excluded women with preexisting
diabetes mellitus based on data obtained from the Finnish
Social Insurance Institution.
The Finnish Medical Birth Register, maintained by
the Finnish Institute for Health and Welfare, receives the
information on all live births and stillbirths from 22 weeks
of gestation or a birth weight of 500 g onward. From this
source, we obtained data on deliveries, maternal age,
GDM diagnoses, antenatal hospitalization due to hypertensive disorders during pregnancy (including ICD-10 codes
O10, O13, and O14), prepregnancy height and weight,
number of previous pregnancies (including miscarriages,
induced abortions, and ectopic pregnancies), smoking during pregnancy, cohabitation status, and use of any infertility treatment [23]. We additionally collected supplemental
data on missing information on GDM, height, and weight
from individual patient healthcare records. We obtained
data on educational attainment as years of schooling from
Statistics Finland. Nine to ten years of school corresponds
to basic (compulsory) education; 11–14 years of school
corresponds to upper secondary education or post-secondary non-tertiary education; 15–16 years of school corresponds to bachelor’s or equivalent education, and 17 years
or more of school corresponds to master’s, doctoral, or
equivalent education. The Finnish Tax Administration provided data on maternal annual taxable income before the
first pregnancy.
In Finland, GDM is screened in public antenatal clinics in primary healthcare centers according to the Finnish
Current Care Guidelines for GDM [24]. Since 2008, GDM
has been screened using a 75-g 2-h oral glucose tolerance
test between 24 and 28 weeks of gestation in all pregnant women, with the exception of those who are at low
risk, i.e., nulliparous women aged < 25 years, with a body
mass index (BMI) 18.5–24.9 kg/m2, and without a firstdegree family history of diabetes; or multiparous women
aged < 40 years, with a BMI < 25 kg/m 2, and without
prior GDM or previous offspring macrosomia. Women at
the highest risk (e.g., with a BMI ≥ 35 kg/m2, prior GDM,
glycosuria, first- or second-degree family member with
type 2 diabetes, continuous use of oral corticosteroids,
or polycystic ovary syndrome) are tested for the first time
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already at 12–16 weeks of gestation, and if the results are
negative, the test is repeated between 24 and 28 weeks of
gestation. One or more pathological glucose value in the
oral glucose tolerance test with the following diagnostic
thresholds: fasting plasma glucose ≥ 5.3 mmol/L, 1-h glucose ≥ 10.0 mmol/L, and 2-h glucose ≥ 8.6 mmol/L lead
to a diagnosis of GDM.
We divided the study population into four groups according to the occurrence of GDM in the first two pregnancies
leading to delivery: no GDM (GDM−/−), GDM only in the
second pregnancy (GDM−/+), GDM only in the first pregnancy (GDM+/−), or GDM in both pregnancies (GDM+/+)
(Fig. 1).

Statistical analysis
Data are presented as means with standard deviations (SD)
for continuous variables, or as counts with percentages for
categorical variables. We compared differences of participant characteristics between subgroups of participants
(according to the occurrence of GDM in the two successive
pregnancies) using analysis of variance (ANOVA), with
Hommel’s multiple comparison procedure to correct significance levels for post hoc testing. A multinomial logistic
regression analysis was applied to assess the relative risk
ratios (RRRs) of characteristics at the first pregnancy for
the presence of GDM in the two successive pregnancies,
with the women with no GDM (GDM−/−), as a reference
group. A multivariate logistic regression model was used
to examine the predictive odds ratios (OR) of participant
characteristics on the risk of recurrence of GDM. Stata 15.1
(StataCorp LP; College Station, Texas, USA) statistical
package was used for the analyses.

Results
The mean age of the women in the study population at
the time of the first delivery was 28.3 (SD 4.3) years. The
mean length of education in the cohort was 13.8 (SD 2.5,
Fig. 1  Flowchart of the first and
the second pregnancy of 2347
Finnish primiparous women,
aged 20 years or older, from the
city of Vantaa, Finland, giving
birth between 2009 and 2015,
according to the occurrence of
gestational diabetes (GDM)

range 9–22) years, and mean BMI before the first pregnancy 23.9 (SD 4.4) kg/m2. The correlation between length
of education and BMI was − 0.04 (− 0.08 to − 0.01). The
occurrence of GDM was 13.0% (n = 304) in the first pregnancy and 17.6% (n = 404) in the second pregnancy. The
recurrence rate of GDM was 62.8% (n = 191/304). The
mean interval between the two successive deliveries was
2.4 (SD 0.9) years.
Table 1 presents the characteristics of the study participants before their first pregnancy and between the two
successive pregnancies according to the presence of GDM.
Women in the GDM−/+ group gained 5.0 (SD 6.4) kg of
weight between the two pregnancies, while the ones in the
GDM+/− group lost 0.5 (SD 5.6) kg of weight between
the two pregnancies (p < 0.001 between groups) (Table 1).
The results concerning inter-pregnancy weight change
remained the same after adjustments for the following
characteristics at the first pregnancy: age, smoking, educational attainment, prepregnancy BMI, use of any fertility
treatment, and hypertensive disorder during pregnancy.
In a multinomial logistic regression model, higher educational attainment decreased the relative risk ratio (RRR)
for the presence/occurrence of GDM in the second pregnancy only (GDM−/+), when compared to women with
no GDM (GDM−/−) (p = 0.016) (Table 2). A similar, but
nonsignificant trend was seen in GDM+/− and GDM +/+
groups, with the GDM−/− group as reference.
In a multivariate logistic regression model, the independent predictive factors for recurrence of GDM were
prepregnancy BMI at the first pregnancy, birth weight
z-score of the first child, and inter-pregnancy weight
change (Fig. 2). The OR for recurrence of GDM was 1.53
(95% CI 1.22–1.91]) for each 1-SD increase in prepregnancy BMI at the first pregnancy, 1.30 (95% CI 1.00–1.67)
for each 1-SD increase in birth weight z-score of the first
child, and 1.66 (95% CI 1.27–2.16) for each 1-SD increase
in weight change between pregnancies.

Primiparous women
N=2347

No GDM in first
pregnancy
n=2043

No GDM in second
pregnancy (GDM-/-)
n=1820

GDM in second
pregnancy (GDM-/+)
n=223

GDM in first
pregnancy
n=304

No GDM in second
pregnancy (GDM+/-)
n=113

GDM in second
pregnancy (GDM+/+)
n=191
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Table 1  Participant characteristics of 2347 Finnish primiparous women, aged 20 years or more, and without previously diagnosed diabetes mellitus, according to the occurrence of gestational diabetes (GDM) in two successive pregnancies
No GDM in first pregnancy
No GDM in
second pregnancy
(GDM−/−)
N = 1820
Characteristics at first pregnancy
Age (years), mean (SD)
28.1 (4.3)
Cohabiting, n (%)
1510 (83)
Smokers, n (%)
255 (14)
Years of schooling, mean
13.9 (2.5)
(SD)
Annual income (1000
26.9 (12.9)
EUR), mean (SD)
Height (cm), mean (SD)
166 (6)
Weight (kg), mean (SD)
64 (12)
23.2 (3.8)
Prepregnancy BMI (kg/
m2), mean (SD)
114 (6)
Prepregnancy obesity
(BMI ≥30 kg/m2), n
(%)
Previous pregnanciesb,
n (%)
None
1494 (82)
1
237 (13)
≥2
89 (5)
Any fertility treatment,
127 (7)
n (%)
88 (5)
Hypertensive disorder of
pregnancyc, n (%)
Birth weight (z-score),
− 0,06 (0,97)
mean (SD)
Characteristics between pregnancies
1.4 (5.0)
Weight change between
pregnancies (kg), mean
(SD)
Time between deliveries
2.4 (0.9)
(years), mean (SD)
a
b
c

GDM in second pregnancy
(GDM−/+)
N = 223

GDM in first pregnancy
No GDM in
second pregnancy
(GDM+/−)
N = 113

GDM in second pregnancy
(GDM+/+)
N = 191

p value between groups
(multiple comparison)a

28.7 (4.1)
197 (88)
41 (18)
13.5 (2.5)

28.5 (4.3)
96 (85)
22 (19)
13.5 (2.4)

29.3 (4.2)
159 (83)
32 (17)
13.7 (2.4)

0.003 [1/4]
0.23
0.13
0.11

26.6 (11.7)

26.8 (12.7)

27.1 (13.1)

0.96

165 (6)
70 (14)

165 (6)
69 (14)

165 (6)
76 (17)

25.3 (4.6)

25.3 (5.1)

27.7 (5.6)

35 (16)

20 (18)

62 (32)

0.22
< 0.001 [1/2, 1/3, 1/4, 2/4,
3/4]
< 0.001 [1/2, 1/3, 1/4, 2/4,
3/4]
< 0.001 [1/2, 1/3, 1/4, 2/4,
3/4]
0.86

180 (81)
29 (13)
14 (6)
19 (9)

87 (77)
19 (17)
7 (6)
16 (14)

155 (81)
26 (14)
10 (5)
25 (13)

11 (5)

9 (8)

21 (11)

0.002 [1/3, 1/4]
0.003 [1/4]

0,23 (1,03)

− 0,06 (1,11)

0,31 (1,07)

0.001 [1/2 1/4, 2/3,4/3]

5.0 (6.4)

− 0.5 (5.6)

2.2 (6.3)

< 0.001 [1/2, 1/3, 2/3, 2/4,
3/4]

2.5 (1.0)

2.3 (0.9)

2.4 (1.1)

0.53

Hommel’s multiple comparison procedure was used to correct significance levels for post hoc testing (p < 0.05)
Miscarriages, induced abortions, and ectopic pregnancies
Antenatal hospitalization with ICD-10 codes O10, O13, or O14

Discussion
The occurrence of GDM in the first pregnancy was 13.0%,
and 17.6% in the second pregnancy. The recurrence of GDM
was high, 63%. We detected a trend of higher education protecting against the presence of GDM in either or both of the
two successive pregnancies in our cohort of Finnish primiparous women. The protective effect, however, was significant
only when comparing women with GDM present only in the
second pregnancy (GDM−/+) with women without GDM
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in neither of the pregnancies (GDM −/−). Maternal educational attainment did not, interestingly enough, influence the
recurrence of GDM. Independent predictors of recurrence of
GDM were BMI before the first pregnancy, birth weight of
the first child, and inter-pregnancy weight change.
Our study has several strengths: The study cohort is
comprehensive; all Finnish women from the city of Vantaa,
aged 20 years or older, without preexisting diabetes, and
who delivered for the first and second time during a 7-year
study period, were included in the study. We included only
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Table 2  Relative risk ratio (RRR)a of patient characteristics at the first pregnancy to predict risk of gestational diabetes (GDM) only in the first
pregnancy, only in the second pregnancy, and in both pregnancies
Occurrence of gestational diabetes

Age
Cohabiting
Smoking
Years of schooling
BMI (kg/m2)
Any fertility treatment
Hypertensive disorderc
a
b
c

Only 1st pregnancyb (GDM+/−)
N = 113

Only 2nd pregnancyb (GDM−/+)
N = 223

Both pregnanciesb
(GDM+/+)
N = 191

RRR (95% CI)

p value

RRR (95% CI)

p value

RRR (95% CI)

p value

1.03 (0.98–1.09)
1.18 (0.69–2.03)
1.40 (0.86–2.46)
0.93 (0.85–1.03)
1.12 (1.07–1.16)
2.34 (1.31–4.18)
–

0.21
0.54
0.17
0.12
< 0.001
0.004
–

1.06 (1.02–1.10)
1.57 (1.02–2.44)
1.40 (0.94–2.08)
0.92 (0.86–0.99)
1.12 (1.08–1.15)
1.25 (0.74–2.10)
0.83 (0.43–1.59)

0.004
0.041
0.98
0.016
< 0.001
0.40
0.57

1.07 (1.03–1.12)
0.90 (0.59–1.38)
1.24 (0.79–1.96)
0.95 (0.89–1.03)
1.21 (1.17–1.24)
2.04 (1.24–3.34)
1.75 (1.02–3.02)

< 0.001
0.64
0.35
0.22
< 0.001
0.005
0.043

Multinominal logistic regression model was used to assess the RRR
Women having GDM in neither pregnancy (GDM−/−; n = 1820) are the reference group for the model
Hypertensive disorder in the first pregnancy (antenatal hospitalization with ICD-10 codes O10, O13, and O14)

Fig. 2  Risk of recurrence of gestational diabetes according to participant characteristics at the first pregnancy (prepregnancy body mass
index [BMI], birth weight of the first child, maternal age at delivery, years of schooling, and *antenatal hospitalization in the first
pregnancy due to hypertension [ICD-10 codes O10, O13, and O14],
and smoking) and between pregnancies (weight change, and time as
years). Multivariate logistic regression model was used to assess the
risk

primiparous women to exclude the confounding effects of
previous GDM or parity on the risk of GDM. The quality of
the Finnish Medical Birth Register is considered good [25],
and individual patient healthcare records provided an additional supplement for missing data. The national diagnostic
criteria for GDM remained the same during the whole study
period and are based on a 75-g standard 2-h oral glucose
tolerance test. Further, educational attainment and annual
maternal taxable income were not self-reported, rather based
on data obtained from Statistics Finland and The Finnish
Tax Administration, respectively.
Our study also has some limitations, including the lack of
some well-known risk factors for GDM such as family history of diabetes and gestational weight gain. Furthermore,
some of the women may have had an unrecognized diabetes before or between the pregnancies and might have been

misclassified as having GDM. As this is an observational
register-based cohort study, we also lack data on lifestylerelated factors including diet, physical activity, and sleeping patterns. Lastly, the study participants were all Finnish
women, mainly of European ancestry, limiting the generalization of the results globally.
The occurrence of GDM in our cohort is in line with
the nationwide Finnish occurrence, including all women
regardless of parity, that increased from 9 to 16% during
the study period between 2009 and 2016 [23]. The recurrence rate of over 60% of GDM can be considered high—
especially as non-Hispanic whites (recurrence rate of 35%
compared with 56% in other ethnicities), and primiparous
women (recurrence rate of 40% compared with 73% in multiparous women) are regarded as having the lowest risk of
recurrence [10]. Most studies have reported lower recurrence
rates (38–47%) of GDM in general [14, 26–29]. Disparities between study populations including ethnicity, genetic
predisposition to both T2D and GDM, and the screening
methods and diagnostic criteria for GDM can probably
explain the varying observations regarding recurrence rates
of GDM. Further, the number of prior pregnancies complicated by GDM has an impact on the GDM recurrence.
According to a Canadian study, women who had GDM in
an index pregnancy had a recurrence rate of GDM of 72%
in the second subsequent pregnancy, if the first subsequent
pregnancy was also affected [30]. If the first subsequent
pregnancy was not affected by GDM, the recurrence rate in
the second subsequent pregnancy was only 22% [30].
In our study cohort, there was a trend of education having a protective effect on GDM. The finding was, however,
significant only when comparing women with GDM only
in the second pregnancy (GDM−/+) with women without
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GDM in neither pregnancy (GDM−/−). In our prior
study, including a larger cohort of primiparous women,
incidence of GDM showed an inverse association with
educational attainment [22]. Further, there was no association between educational attainment and recurrence of
GDM in the current study. Although some prior studies,
including both primiparous and multiparous women, have
found low-educated women having a higher risk of GDM
than high-educated women [18, 19, 22]. However, in some
other studies, no such association between education and
risk of GDM has been detected [20, 21]. The use of various criteria for educational attainment, as well as sample
size and other factors related to study design, might at
least partly explain these conflicting findings. Even less is
known of the impact of education on the risk of recurrence
of GDM [29, 31].
GDM is a heterogeneous disease with several underlying
causes such as inadequate insulin secretion from pancreatic
β-cells, insulin resistance, and genetic susceptibility [32, 33].
The dysfunction of pancreatic β-cells is probably not limited
only to pregnancy, as it is also evident before pregnancy and
during the postpartum period. Women who develop GDM
seem additionally to be more insulin resistant already before
pregnancy [34, 35]. These factors may at least partly explain
the high recurrence of GDM [32, 36, 37]. Factors increasing insulin resistance include high childbearing age, chronic
low-grade inflammation due to obesity-induced lipid accumulation, and insulin-desensitizing effects of the hormonal
products of the placenta [37, 38].
Both a higher BMI and an advancing maternal age are
traditional recognized risk factors for occurrence of GDM
[6, 39]. In our cohort, a higher prepregnancy BMI predicted
GDM in either pregnancy, or in both of them, compared
with women who did not develop GDM at all. Our finding of an increasing BMI having an independent predictive
value for GDM recurrence is also supported by findings in
the literature [40]. Both a higher maternal BMI at the index
pregnancy [11, 12, 41] and an increase in weight before the
subsequent pregnancy [30] are previously recognized risk
factors for GDM recurrence.
Our observation that inter-pregnancy weight gain independently increases the risk of GDM recurrence is also in line
with several other studies [11, 12, 15, 28, 42]. In a meta-analysis by Schwartz and colleagues, weight gain between pregnancies was reported to have the largest effect size of studied
risk factors for GDM recurrence [40]. Weight gain between
pregnancies increases the level of insulin resistance, which, in
turn, may contribute to β-cell exhaustion and thus, elevate the
risk of GDM in the subsequent pregnancy [5, 14]. Weight loss
between pregnancies may improve insulin sensitivity as well
as β-cell function and thus, decrease the risk of GDM in the
subsequent pregnancy [14]. According to a large cohort study
in the USA, a decrease in BMI between pregnancies may act
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as a protective factor for GDM especially in overweight and
obese women [14].
Prior infant birth weight [30], macrosomia [29], and LGA
offspring [27, 41] have been shown to be predictive for recurrence of GDM in some studies. Our observation concerning the association of birth weight of the first child and risk
of GDM in the subsequent pregnancy is in line with these
findings.
Prior findings in the literature additionally suggest advancing age being a risk factor for GDM recurrence [11, 27]. In our
cohort, the age of the mother had, however, no independent
predictive role for the recurrence. Compared with women who
did not develop GDM in either pregnancy, advancing age did
only predict the occurrence of GDM in the second pregnancy,
independent of having GDM in the first pregnancy. According
to some former findings, both shorter [12, 29] and longer [26,
27] inter-pregnancy intervals have shown an association with
an increased risk of GDM recurrence. We did, nonetheless,
observe no such association in our study population, which is
in line with a recent meta-analysis [40].
Although hypertensive disorders in the index pregnancy
have also been associated with an increased risk of GDM
recurrence [27], we did not detect such an association in our
study. The sample size in our study population was, however,
rather small to assess the impact of hypertensive disorders, as
displayed by large confidence intervals in the model.
According to the findings in our cohort, use of infertility treatment was more common in the first pregnancy for
women who also developed GDM in the same pregnancy
(GDM+/− and GDM+/+), compared with women who did
not develop GDM in either pregnancy (GDM−/−). The finding is not surprising, as the risk of GDM has been shown to be
increased in pregnancies with assisted reproduction technology treatments [43].
GDM and its recurrence are serious public health concerns that have implications for the health of women and
their offspring over generations. Recurrence of GDM seems
to increase the risk of developing diabetes later in life [44],
but otherwise little is known about the impact of recurrence
of GDM on maternal long-term health [45]. The healthcare
system should ideally identify women with elevated risk of
GDM already before their first pregnancy, as many of the factors such as an underlying insulin resistance and a dysfunction
of pancreatic β-cells that might lead to development of GDM,
exist already before conception. Further studies are required in
order to evaluate how to reduce the risk of GDM recurrence.

Conclusion
According to our study findings, education protects from a
novel occurrence of GDM in the second pregnancy, when
the first pregnancy has not been complicated by GDM.

Acta Diabetologica (2020) 57:1035–1042

Maternal educational attainment seems to have no association, however, with the risk of GDM recurrence. Overall, the
recurrence of GDM was high in our cohort. Our results suggest that maternal inter-pregnancy weight gain and a higher
BMI before the first pregnancy, both factors being lifestyle
related and modifiable, are the most important independent
predictors for GDM recurrence in primiparous women.
Acknowledgements Open access funding provided by University of
Helsinki including Helsinki University Central Hospital. We acknowledge the assistance of MD Marko Raina in the data collection.
Funding The Vantaa birth cohort study 2009–2015 was funded by
Research Foundation for Primary Health Care, Finland; Hospital District of Helsinki and Uusimaa, Finland; and Samfundet Folkhälsan, Finland. In addition, the Juho Vainio Foundation; the Diabetes Research
Foundation; and the Helsinki University Doctoral School in Health
Sciences supported the work of the first author.
Data availability Data cannot be shared for both legal and ethical reasons. Data from the Finnish Institute for Health and Welfare, Statistics
Finland, and the Finnish Social Insurance Institution can only be used
for the purpose stated in the license granted, scientific research on
society by the license applicant, and can therefore not be shared with
third parties.

Compliance with ethical standards
Conflict of interest The authors declare that they have no conflict of
interest.
Ethical approval The ethics committee of the Hospital District of Helsinki and Uusimaa (356/13/03/03/2015, the 2nd November 2015), and
the health authority of Vantaa city have approved the study. Finnish
Social Insurance Institution, Finnish Institute for Health and Welfare,
Social Insurance Institution of Finland, Statistics Finland, and Finnish
Tax Administration permitted to use the register data in this study.
Informed consent This is a register-based study with no patient contacts. For this type of study, formal consent is not required.
Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long
as you give appropriate credit to the original author(s) and the source,
provide a link to the Creative Commons licence, and indicate if changes
were made. The images or other third party material in this article are
included in the article’s Creative Commons licence, unless indicated
otherwise in a credit line to the material. If material is not included in
the article’s Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will
need to obtain permission directly from the copyright holder. To view a
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References
1. American Diabetes Association (2019) 2. Classification and diagnosis of diabetes: standards of medical care in diabetes-2019.

1041

2.

3.

4.
5.
6.

7.

8.
9.

10.

11.
12.

13.

14.

15.

16.
17.

Diabetes Care 42(Suppl 1):S13–S28. https://doi.org/10.2337/
dc19-S002
Damm P, Houshmand-Oeregaard A, Kelstrup L, Lauenborg J,
Mathiesen ER, Clausen TD (2016) Gestational diabetes mellitus and long-term consequences for mother and offspring: a
view from Denmark. Diabetologia 59(7):1396–1399. https://doi.
org/10.1007/s00125-016-3985-5
Tobias DK, Stuart JJ, Li S et al (2017) Association of history
of gestational diabetes with long-term cardiovascular disease
risk in a large prospective cohort of US women. JAMA Int
Med 177(12):1735–1742. https://doi.org/10.1001/jamaintern
med.2017.2790
Zhu Y, Zhang C (2016) Prevalence of gestational diabetes and
risk of progression to type 2 diabetes: a global perspective. Curr
Diabet Rep 16(1):7. https://doi.org/10.1007/s11892-015-0699-x
Kim C, Berger DK, Chamany S (2007) Recurrence of gestational
diabetes mellitus: a systematic review. Diabetes Care 30(5):1314–
1319. https://doi.org/10.2337/dc06-2517
Collier A, Abraham EC, Armstrong J, Godwin J, Monteath K,
Lindsay R (2017) Reported prevalence of gestational diabetes in
Scotland: the relationship with obesity, age, socioeconomic status, smoking and macrosomia, and how many are we missing? J
Diabet Investig 8(2):161–167. https://doi.org/10.1111/jdi.12552
Benhalima K, Van Crombrugge P, Moyson C et al (2020) Estimating the risk of gestational diabetes mellitus based on the 2013
WHO criteria: a prediction model based on clinical and biochemical variables in early pregnancy. Acta Diabetol. https://doi.
org/10.1007/s00592-019-01469-5
Yuen L, Wong VW, Simmons D (2018) Ethnic disparities in gestational diabetes. Curr Diab Rep 18(9):68. https: //doi.org/10.1007/
s11892-018-1040-2
Seghieri G, De Bellis A, Anichini R, Alviggi L, Franconi F, Breschi MC (2005) Does parity increase insulin resistance during
pregnancy? Diabet Med 22(11):1574–1580. https://doi.org/10.1
111/j.1464-5491.2005.01693.x
Schwartz N, Nachum Z, Green MS (2015) The prevalence of gestational diabetes mellitus recurrence—effect of ethnicity and parity: a metaanalysis. Am J Obstet Gynecol 213(3):310–317. https
://doi.org/10.1016/j.ajog.2015.03.011
Foster-Powell KA, Cheung NW (1998) Recurrence of gestational
diabetes. Aust N Z J Obstet Gynaecol 38(4):384–387. https://doi.
org/10.1111/j.1479-828X.1998.tb03092.x
Major CA, deVeciana M, Weeks J, Morgan MA (1998) Recurrence of gestational diabetes: who is at risk? Am J Obstet Gynecol
179(4):1038–1042. https: //doi.org/10.1016/s0002- 9378(98)70211
-x
Brunner S, Stecher L, Ziebarth S et al (2015) Excessive gestational weight gain prior to glucose screening and the risk of gestational diabetes: a meta-analysis. Diabetologia 58(10):2229–2237.
https://doi.org/10.1007/s00125-015-3686-5
Ehrlich SF, Hedderson MM, Feng J, Davenport ER, Gunderson
EP, Ferrara A (2011) Change in body mass index between pregnancies and the risk of gestational diabetes in a second pregnancy.
Obstet Gynecol 117(6):1323–1330. https: //doi.org/10.1097/
AOG.0b013e31821aa358
Sorbye LM, Skjaerven R, Klungsoyr K, Morken NH (2017) Gestational diabetes mellitus and interpregnancy weight change: a
population-based cohort study. PLoS Med 14(8):e1002367. https
://doi.org/10.1371/journal.pmed.1002367
Galobardes B, Lynch J, Smith GD (2007) Measuring socioeconomic position in health research. Br Med Bull 81–82:21–37.
https://doi.org/10.1093/bmb/ldm001
Sasson I (2016) Diverging trends in cause-specific mortality
and life years lost by educational attainment: evidence from
United States vital statistics data, 1990–2010. PLoS ONE
11(10):e0163412. https://doi.org/10.1371/journal.pone.0163412

13

1042
18. Bouthoorn SH, Silva LM, Murray SE et al (2015) Low-educated
women have an increased risk of gestational diabetes mellitus:
the Generation R Study. Acta Diabetol 52(3):445–452. https://
doi.org/10.1007/s00592-014-0668-x
19. Song L, Shen L, Li H et al (2017) Socio-economic status and risk
of gestational diabetes mellitus among Chinese women. Diabet
Med 34(10):1421–1427. https://doi.org/10.1111/dme.13415
20. Bertolotto A, Corfini M, Ghio A et al (2012) Is maternal educational level a risk factor for gestational diabetes in Caucasian
women? Diabet Med 29(3):416–417. https: //doi.org/10.111
1/j.1464-5491.2011.03484.x
21. Janghorbani M, Stenhouse EA, Jones RB, Millward BA (2006)
Is neighbourhood deprivation a risk factor for gestational diabetes mellitus? Diabet Med 23(3):313–317. https://doi.org/10.111
1/j.1464-5491.2006.01774.x
22. Rönö K, Masalin S, Kautiainen H et al (2019) Impact of maternal
income on the risk of gestational diabetes mellitus in primiparous women. Diabet Med 36(2):214–220. https: //doi.org/10.1111/
dme.13834
23. THL (2017) Perinatal statistics—parturients, deliveries and newborns 2016. Statistical report 37/2017. Official Statistics of Finland, Perinatal statistics
24. Working group established by the Finnish Medical Society Duodecim; the Medical Advisory Board of the Finnish Diabetes
Association; and the Finnish Gynecological Association (2013)
Gestational diabetes. Current Care Guideline
25. Gissler M, Teperi J, Hemminki E, Meriläinen J (1995) Data quality after restructuring a national medical registry. Scand J Soc
Med 23(1):75–80
26. Getahun D, Fassett MJ, Jacobsen SJ (2010) Gestational diabetes: risk of recurrence in subsequent pregnancies. Am J Obstet
Gynecol 203(5):467 e461–466. https  : //doi.org/10.1016/j.
ajog.2010.05.032
27. Khambalia AZ, Ford JB, Nassar N, Shand AW, McElduff A,
Roberts CL (2013) Occurrence and recurrence of diabetes in
pregnancy. Diabet Med 30(4):452–456. https://doi.org/10.1111/
dme.12124
28. Kruse AR, Darling MS, Hansen MKL, Markman MJ, Lauszus FF,
Wielandt HB (2015) Recurrence of gestational diabetes in primiparous women. Acta Obstet Gynecol Scand 94(12):1367–1372.
https://doi.org/10.1111/aogs.12764
29. Wang N, Lu W, Xu Y et al (2018) Recurrence of diet-treated
gestational diabetes in primiparous women in northern Zhejiang, China: epidemiology, risk factors and implications. J
Obstet Gynaecol Res 44(8):1391–1396. https://doi.org/10.1111/
jog.13688
30. MacNeill S, Dodds L, Hamilton DC, Armson BA, VandenHof M
(2001) Rates and risk factors for recurrence of gestational diabetes. Diabetes Care 24(4):659–662. https://doi.org/10.2337/diaca
re.24.4.659
31. Wang YY, Liu Y, Li C et al (2019) Frequency and risk factors
for recurrent gestational diabetes mellitus in primiparous women:
a case control study. BMC Endocr Disord 19(1):22. https://doi.
org/10.1186/s12902-019-0349-4
32. Buchanan TA, Xiang AH (2005) Gestational diabetes mellitus. J
Clin Investig 115(3):485–491. https: //doi.org/10.1172/jci200 5245
31

13

Acta Diabetologica (2020) 57:1035–1042
33. Mao H, Li Q, Gao S (2012) Meta-analysis of the relationship
between common type 2 diabetes risk gene variants with gestational diabetes mellitus. PLoS ONE 7(9):e45882. https://doi.
org/10.1371/journal.pone.0045882
34. Catalano PM, Huston L, Amini SB, Kalhan SC (1999) Longitudinal changes in glucose metabolism during pregnancy in obese
women with normal glucose tolerance and gestational diabetes
mellitus. Am J Obstet Gynecol 180(4):903–916. https://doi.
org/10.1016/s0002-9378(99)70662-9
35. Catalano PM, Tyzbir ED, Wolfe RR et al (1993) Carbohydrate
metabolism during pregnancy in control subjects and women with
gestational diabetes. Am J Physiol 264(1 Pt 1):E60–E67. https://
doi.org/10.1152/ajpendo.1993.264.1.E60
36. Boghossian NS, Yeung E, Albert PS et al (2014) Changes in
diabetes status between pregnancies and impact on subsequent
newborn outcomes. Am J Obstet Gynecol 210(5):431 e431–414.
https://doi.org/10.1016/j.ajog.2013.12.026
37. Buchanan TA, Xiang A, Kjos SL, Watanabe R (2007) What is
gestational diabetes? Diabetes Care 30(Suppl 2):S105–S111. https
://doi.org/10.2337/dc07-s201
38. Park MH, Kim DH, Lee EK et al (2014) Age-related inflammation and insulin resistance: a review of their intricate interdependency. Arch Pharm Res 37(12):1507–1514. https: //doi.org/10.1007/
s12272-014-0474-6
39. Savona-Ventura C, Vassallo J, Craus J et al (2016) Biological and
biochemical characteristics of a mediterranean population with
gestational diabetes mellitus. J Perinat Med 44(4):377–382. https
://doi.org/10.1515/jpm-2015-0027
40. Schwartz N, Nachum Z, Green MS (2016) Risk factors of gestational diabetes mellitus recurrence: a meta-analysis. Endocrine
53(3):662–671. https://doi.org/10.1007/s12020-016-0922-9
41. Gaudier FL, Hauth JC, Poist M, Corbett D, Cliver SP (1992)
Recurrence of gestational diabetes mellitus. Obstet Gynecol
80(5):755–758
42. Villamor E, Cnattingius S (2006) Interpregnancy weight change
and risk of adverse pregnancy outcomes: a population-based
study. Lancet 368(9542):1164–1170. https://doi.org/10.1016/
S0140-6736(06)69473-7
43. Wang YA, Nikravan R, Smith HC, Sullivan EA (2013) Higher
prevalence of gestational diabetes mellitus following assisted
reproduction technology treatment. Hum Reprod 28(9):2554–
2561. https://doi.org/10.1093/humrep/det270
44. Russell C, Dodds L, Armson BA, Kephart G, Joseph KS (2008)
Diabetes mellitus following gestational diabetes: role of subsequent pregnancy. BJOG 115(2):253–259. https://doi.org/10.111
1/j.1471-0528.2007.01459.x
45. Winhofer Y, Tura A, Prikoszovich T et al (2013) The impact of
recurrent gestational diabetes on maternal metabolic and cardiovascular risk factors. Eur J Clin Invest 43(2):190–197. https://doi.
org/10.1111/eci.12031
Publisher’s Note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

