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Early gestational diabetes –  adverse outcomes are both early and late 
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Background/Introduction: 
Women with higher glucose values without frank diabetes early in pregnancy have an increased 
risk of perinatal complications including cesarean section, macrosomia, and neonatal 
hypoglycemia compared to women with gestational diabetes (GDM) who are diagnosed in the 
second trimester. However, there is a need for data about adverse outcomes when women are 
treated early and there is a lack of knowledge concerning  the postpartum period. The aim of this 
study was a) to determine if early high-risk identification would overdiagnose women who would 
not have GDM in the second trimester and b) to evaluate if early clinical care in these women 
would reduce their increased risk.  
 
Methods: 
Since 2018, we identified women with prediabetes (using the criteria of ADA, i.e. fasting glucose 
≥ 5.6 mmol/l or HbA1c ≥5.7%) and followed them at the GDM clinic starting at 13 weeks of 
gestational age (GA). We used this well-established definition, as there is no consensus on the 
GDM diagnosis in the first trimester. Women were either seen by a physician or diabetes 
educator and then by a dietician with a focus on lifestyle changes. Women were re-tested for 
GDM at 24-28 weeks GA and, once GDM was confirmed, were followed like the “habitual” GDM 
cohort. Their data regarding perinatal and postpartum outcomes were compared to those of the 
“habitual” GDM cohort of 853 women for whom we had metabolic data at 6-12 weeks postpartum. 
 
Results: 
Twenty-five women were diagnosed with prediabetes. Ninety-one percent of them were 
diagnosed having GDM at 24-28 weeks GA. Thereby, their fasting glycemia decreased by 
0.3±0.5 mmol/l (p=0.03), while HbA1c did not change. Compared to the “habitual” GDM cohort, 
women with early diagnosis had higher pre-pregnancy BMI (31.4±7 vs 25.8±6 kg/m2, p<0.001), a 
tendency for a lower total gestational weight gain (10.5±7 vs 12.8±6 kg, p=0.2), needed more 
frequently medical treatment (94 vs 54%, p=0.01), but had similar HbA1c at the end of pregnancy 
(p=0.6). So far, 14 women with confirmed GDM were followed up to delivery. Of those, 71% 
needed a cesarean intervention, which corresponds to a 70% increase compared to the others 
(p=0.02). Neonatal weight was not different (p=0.4), but the proportion of large for gestational age 
(LGA) was higher (43 vs 19%, p=0.03). Regarding postpartum adverse outcomes, fasting glucose 
was higher in the early GDM women (5.5±0.8 vs 5.0±0.5 mmol/l, p<0.0001) and they had three 
times more prediabetes (58 vs 17%, p<0.0001). Postpartum weight retention was 1.3 kg less, 
though this was not significant. 
 
Conclusion: 
Almost all women diagnosed with prediabetes early in pregnancy end up having GDM despite 
lifestyle interventions and a tendency for less weight gain. Thus, over-diagnosis is not a concern. 
Similar rate of many perinatal outcomes was observed in this high-risk group compared to 
“habitual” women with GDM exept for medical treatment requirement, prevalence of LGA, 
cesarean section and of postpartum prediabetes. This calls for reflection about other measures to 
implement before or during pregnancy. 
 


