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Abstract This study aimed to use a population-based

Prescription Database to explore later development of dia-

betes in women registered with gestational diabetes mellitus

(GDM) and/or preeclampsia in the Medical Birth Registry of

Norway (MBRN) during 2004–8. We used two nationwide

Norwegian registries, the Norwegian Prescription Database

and the MBRN, to explore the onset of later diabetes after

pregnancy complications, indicated by receiving prescrip-

tions of drugs used to treat diabetes, in 230,000 women

giving birth in 2004–8. The mean follow-up of the study

cohort was 3.7 years. Five years after pregnancy, about 19

and 2% of women with GDM and preeclampsia, respec-

tively, received drugs used to treat diabetes, compared to

0.5% of those without these complications. The risk of being

dispensed drugs used to treat diabetes within the first years

after pregnancy was estimated to be 41 times (95% CI:

35–47) and 3.0 times (95% CI: 2.4–3.6) higher in women

with GDM and preeclampsia, respectively, compared to

women without these pregnancy complications. Women

with pregnancies complicated with preeclampsia or GDM

had an increased risk of later diabetes, especially those

having GDM. If the increase in frequency of GDM observed

in MBRN in recent years is real, a further increase in diabetic

women can be expected.
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Abbreviations

ATC Anatomical therapeutic chemical

CI Confidence interval

GDM Gestational diabetes mellitus

ICD International Classification of Diseases

MBRN Medical Birth Registry of Norway

NorPD Norwegian Prescription Database

PCOS Polycystic ovary syndrome

RR Relative risk

Introduction

Various forms of diabetes are a common and increasing

health problem in many parts of the world. Worldwide, the

number of adults above 20 years with diabetes has been
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estimated to 171 million in year 2000 and 366 million in

2030 [1]. Deaths attributable to diabetes in year 2000 have

been estimated to 2.9 million worldwide [2].

Gestational diabetes mellitus (GDM) develops during

pregnancy and usually disappears thereafter [3, 4]. In the

US, GDM affects about 4% of pregnant women [5]. In

Norway, the incidence of GDM is relatively low. In 2008,

GDM appeared in about 1.3% of the pregnancies, being

about doubled during the last decade, according to statistics

from Medical Birth Registry of Norway (MBRN) [6].

Maternal diabetes type 1 and 2 appeared in 0.4 and 0.3% of

the pregnancies in 2008, respectively.

Several studies have linked GDM to increased risk of

later diabetes [7–10], especially type 2 diabetes. Another

disorder during pregnancy, preeclampsia, has been linked

to GDM [11, 12] and also to later diabetes [13, 14]. Pre-

eclampsia is, in Norway, much more common than GDM;

preeclampsia was reported in about 3.6% of the pregnan-

cies in 2008 [6].

The establishment of the Norwegian Prescription Data-

base (NorPD) in 2004 made it possible to link data on

maternal diseases during pregnancy from the MBRN with

the maternal use of medication [15]. This study aimed to

use the population-based NorPD to explore later develop-

ment of diabetes in women registered with GDM and/or

preeclampsia in MBRN during 2004–8.

Materials and methods

Data sources

Norwegian prescription database [16] is a research data-

base which captures all dispensed prescriptions in Norway

from January 1st, 2004, and covers the entire population of

Norway (4.9 million). NorPD contains information on all

prescribed drugs, reimbursed or not, dispensed at phar-

macies to individual patients treated in ambulatory care.

Data on use in institutionalized patients in nursing homes

and hospitals are also collected, but these figures are only

registered at an institutional and not at the individual level.

Therefore, drugs dispensed to institutions are not included

in our study. For each prescription, the sex and age of the

patient, demographic information, dispensing date, and

detailed drug information are registered. Until March 2009,

the indication for prescribing was not recorded. Classifi-

cation of drugs is based on the Anatomical Therapeutic

Chemical (ATC) classification system [17].

Medical Birth Registry of Norway is a population

based registry containing information on all births in

Norway since 1967 (nearly 2.5 million births) [18].

MBRN is based on compulsory notification of every

birth or late abortion from 12 completed weeks of

gestation onwards, and includes identification on the

parents by their personal identity numbers, demographic

information of the parents, the mother’s diseases before

and during pregnancy, complications during pregnancy

and delivery, length of pregnancy as well as information

on the infant, including birth defects and other perinatal

problems [18].

Maternal diseases, before and during pregnancy are

coded by the staff at the MBRN using International Clas-

sification of Diseases (ICD) revision 10. In this study, we

used variables for preeclampsia and GDM as defined by

MBRN. The coding of GDM and diabetes in general in

MBRN is described by Stene et al. [19]. The diagnostic

criteria for preeclampsia in Norway have been blood

pressure C 140/90 after 20 weeks of gestation, combined

with proteinuria C0.3 g/24 h) (C?1 dipsticks) on at least

two occasions [20]. From 1999 onwards, a variable indi-

cating whether preeclampsia was diagnosed before week

34 of gestation and a variable indicating whether the pre-

eclampsia was mild or severe have been included in

MBRN. In this study, these two variables were combined,

preeclampsia diagnosed before week 34 was regarded as

severe.

Study subjects

Data in MBRN, including eventual date of death/emigra-

tion for mother and child, were linked to NorPD using the

unique 11-digit identification number, assigned to all

individuals living in Norway after 1960. In our study,

women with pregnancies (excluding abortions) registered

in MBRN during 2004–8, lasting more than 22 weeks were

included (n = 231,668 pregnancies when counting each

women’s first pregnancy in the period). Only each

woman’s first pregnancy in the study period was included

in our study. After exclusion of women with diabetes,

polycystic ovary syndrome (PCOS) or chronic hyperten-

sion before pregnancy according to MBRN, the remaining

number of women was 228,116. According to NorPD,

1,126 women (i.e. 0.5% of the pregnant women) received

drugs used to treat diabetes (ATC code A10) prior to

pregnancy (possible pre-existing diabetes mellitus). In

addition, among women not having GDM, 47 women used

insulin during pregnancy according to MBRN and 111

women not having registered GDM received drugs used to

treat diabetes during pregnancy according to NorPD. After

excluding all these women, 226,832 women remained

(Fig. 1).

These women were followed with regard to prescrip-

tions from the latest of January 1, 2004 and the date of

giving birth, until prescription of the drugs in question,

emigration or death or December 31, 2009, whichever

occurred first.
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Methods

Prescriptions of drugs used to treat diabetes (ATC code

A10) were used as proxy for diabetes. Prescriptions were

divided into insulin (A10A: fast-acting, intermediate act-

ing, intermediate-acting combined with fast-acting, long-

acting [17]) and oral antidiabetics (A10B: biquanides,

sulfonamides, alpha glucosidase inhibitors, thiazolidinedi-

ones, meglitinides [17]). Those receiving drugs used to

treat diabetes were divided into three groups; those

receiving insulin only, those receiving oral antidiabetics

only and those receiving both insulin and oral antidiabetics.

Prescriptions during subsequent pregnancies were

excluded.

The time from giving birth to the date of receiving drugs

or the censoring date was analysed with the use of the

Kaplan–Meier method and Cox proportional hazards

models, with adjustment for maternal age, tested as cate-

gorical (\20, 20–29, 30–39 and C 40 years) but included

as continuous, and for parity (first pregnancy, second

pregnancy, third pregnancy or more).

Hazard ratios, in this paper denoted relative risks (RRs),

of receiving dispensed drugs used to treat diabetes were

estimated in multivariate Cox proportional hazards models.

Using maternal age as continuous variable in the models

gave similar results. Since women with GDM may be

screened for diabetes at some time postpartum, analyses

were also performed excluding the first 6 months after

giving birth.

The analysis were repeated using prescription of insulin

(ATC code A10A) and oral antidiabetics (A10B), respec-

tively, instead of the whole group of drugs used to treat

diabetes (A10).

Data handling and analyses were performed using Stata

and SPSS [21, 22].

Results

Altogether, 2,198 (1.0%) of the included pregnancies were

complicated with GDM and 8,832 (3.9%) with pre-

eclampsia, according to MBRN (Table 1). In pregnancies

with GDM (mean maternal age 32 years), the mothers were

older than in pregnancies without GDM (mean maternal

age 30 years). Among mothers with GDM, 176 (8.0%) had

preeclampsia as well. After a mean follow-up of 3.7 years

(range: 0–6 years after birth), 1,193 (0.5%) of all mothers

received prescriptions of drugs used to treat diabetes (ATC:

A10); 0.4 and 14% of those without and with GDM and 0.5

and 1.6% of those without and with preeclampsia,

respectively. Among those receiving drugs, 83% received

biguanides (A10BA), 21% received intermediate-acting

(A10AC) and 20% received fast-acting insulins and ana-

logues for injection (A10AB). Overall, about 0.5% of

women without GDM and preeclampsia received a pre-

scription of drugs used to treat diabetes during the first

5 years after giving birth.

Overall, about 19% of the mothers with GDM without

preeclampsia received a prescription of drugs used to treat

diabetes (insulin and/or oral antidiabetics) during the first

5 years after giving birth (Fig. 2). The number of women

included in the calculations of frequency of receiving an-

tidiabetics is shown in Table 2. These women had about 41

times higher risk of receiving drugs used to treat diabetes

than those without GDM or preeclampsia (Table 3). About

2% of the mothers with preeclampsia without GDM

received a prescription of drugs used to treat diabetes

(insulin and/or oral antidiabetics) during the first 5 years

after giving birth. These women had 3.0 times higher risk

of receiving drugs used to treat diabetes than those without

GDM or preeclampsia. Women with severe preeclampsia

(33% of the preeclamptic pregnancies) had a higher risk of

receiving prescription of drugs used to treat diabetes than

other women with preeclampsia (RR 1.6, 95% CI 1.2–2.1).

Analyses excluding the first 6 months after giving birth,

gave similar results.

We also studied the risks of receiving insulin or oral

antidiabetics separately:

Compared with those receiving drugs used to treat dia-

betes in general, the group receiving insulin only had a

231,668
Eligible women registered with a birth in MBRN 2004-8 

1775 women had diabetes, 720 
women had PCOS*, 1057 
women had chronic 
hypertension prior to pregnancy 
according to MBRN, and were 
excluded

226,832
Study population

1126 received antidiabetics 
(NorPD) prior to pregnancy,
111 received antidiabetics 
(NorPD), and 47 received 
insulin (MBRN) during 
pregnancy without having GDM 

Fig. 1 Flow chart of the study population. Births registered in the

Medical Birth Registry of Norway (MBRN) 2004–8 linked to the

nationwide Norwegian Prescription Database (NorPD) 2004–9.

*PCOS- Polycystic ovary syndrome
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higher RR connected to having GDM (Table 2). The group

receiving oral antidiabetics only, had a lower relative risk

connected to GDM.

Overall, 10% of the women with GDM without pre-

eclampsia received a prescription of insulin during the first

5 years after giving birth (data not shown). These women

had 129 times (95% CI 102–163) higher risk of receiving

insulin than those without GDM or preeclampsia. Less than

1% of the mothers with preeclampsia without GDM

received a prescription of insulin during the first 5 years

after giving birth. These women had 2.9 times (95% CI

1.7–4.7) higher risk of receiving insulin during the follow-

up time than those without GDM or preeclampsia.

Overall, 13% of the mothers with GDM without pre-

eclampsia received a prescription of oral antidiabetics

during the first 5 years after giving birth (data not shown).

These women had about 28 times (95% CI 24–34) higher

risk of receiving oral antidiabetics than those without GDM

or preeclampsia. About 2% of the mothers with pre-

eclampsia without GDM received a prescription of oral

antidiabetics during the first 5 years after giving birth.

These women had 3.0 times (95% CI 2.4–3.8) higher risk

of receiving oral antidiabetics than those without GDM or

preeclampsia.

Discussion

This study included almost 230,000 pregnant women giv-

ing birth during 2004–8. Nearly 2,200 women developed

GDM. After a mean follow-up of 3.7 years, almost 1,200

women were dispensed drugs used to treat diabetes (insulin

and/or oral antidiabetics). The probability of being dis-

pensed drugs used to treat diabetes was estimated to be 41

Table 1 Characteristics of the

study population

Data from pregnancies in

2004–8 (n = 226,832), Medical

Birth Registry of Norway

(MBRN) and from the

Norwegian Prescription

Database (NorPD)

GDM Gestational diabetes

mellitus

Pregnancies without GDM Pregnancies with GDM

Total no. of

women

% Total no. of

women

%

Year of childbirth

2004 54,659 24.3 472 24.3

2005 52,096 23.2 433 23.2

2006 45,259 20.1 478 20.2

2007 37,651 16.8 388 16.8

2008 34,969 15.6 427 15.6

Maternal age (years)

\20 6,063 2.7 21 1.0

20–29 105,675 47.0 750 34.1

30–39 106,921 47.6 1,264 57.5

40? 5,975 2.7 163 7.4

Length of pregnancy (weeks)

22–24 351 0.2 1 0.0

25–36 13,902 6.2 238 10.8

37–39 89,555 39.9 1,198 54.4

40–41 103,994 46.3 712 32.4

42? 16,832 7.5 52 2.4

Preeclampsia

No 215,988 96.2 2,022 92.0

Yes 8,646 3.8 176 8.0

Condition

Stillbirth 890 0.4 4 0.2

Livebirth 223,744 99.6 2,194 99.8

Medication after pregnancy (2004–9)

Drugs used to treat diabetes (A10) 891 0.4 302 13.7

Of these

Only insulin (A10A) 122 13.1 106 34.4

Only oral antidiabetics (A10B) 772 82.9 144 46.8

Both insulin and oral antidiabetics 37 4.0 58 18.8

Total 224,634 100 2,198 100
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times and 3 times higher in women with GDM and pre-

eclampsia, respectively, compared to women without these

pregnancy complications.

The major strength of our study was the use of two

nationwide registries, the MBRN and the NorPD, and the

unique 11-digit personal identity number, which ensured

valid data linkage between the two registries. Other

advantages were the large sample size, a prospective design

and that the NorPD includes prescriptions from all prac-

ticing physicians prescribing to patients living outside

institutions in Norway, both general practitioners and

specialists. Further, the study covered all births in the

Norwegian population (about 4.9 million).

Recently, the diabetic diagnoses in MBRN have been

compared with NorPD [23]. The sensitivity, i.e. the pro-

portion of women indicated to be diabetic in NorPD that

was registered as diabetic in MBRN, was found to be 72%.

In our study, 1,775 mothers were excluded due to previous

diagnoses of diabetes. Assuming a sensitivity of 72%,

another 700 mothers should have been excluded. Based on

information from NorPD, we excluded additionally 1,126

women that received antidiabetics prior to pregnancy. In

the previous study 3% of those with GDM received drugs

used to treat diabetes during the 3 months prior to preg-

nancy. Even if 3% of mothers registered with GDM was

diabetic before pregnancy, and hence did not have GDM,

0.
00

0.
25

0.
50

0.
75

1.
00

0 1 2 3 4 5

Time since giving birth

gr = No preeclampsia nor GDM gr = Preeclampsia, without GDM
gr = GDM, without preeclampsia gr = Preeclampsia and GDM

Fig. 2 Kaplan-Meier graph of estimated overall proportion of

mothers receiving drugs used to treat diabetes (ATC-code A10) by

time since giving birth, by disease status (GDM and/or preeclampsia).

The estimates are based on data from women giving birth 2004–8

(n = 226,832)

Table 2 Number of women without previously received prescriptions of antidiabetics by years since giving birth

Years since giving birth

0 1 2 3 4 5

Group

No preeclampsia nor GDM 215,988 215,202 181,318 145,095 101,771 51,995

Preeclampsia (without GDM) 8,646 8,615 7,163 5,630 3,874 1,919

GDM (without preeclampsia) 2,022 2,012 1,615 1,258 831 433

Preeclampsia and GDM 176 175 138 109 67 34

Total 226,832 226,004 190,234 152,092 106,543 54,381

GDM Gestational diabetes mellitus

Table 3 Relative risk of getting dispensed drugs used to treat diabetes (insulin and/or oral antidiabetics), with 95% confidence intervals (95%

CI), obtained in Cox regression analysis, adjusted for maternal age and parity

% Drugs used to treat

diabetes

Both insulin and oral

antidiabetics*

Oral antidiabetics only Insulin only

Relative risk 95% CI Relative risk 95% CI Relative risk 95% CI Relative risk 95% CI

Group

No preeclampsia nor GDM 95.2 1.0 Referent 1.0 Referent 1.0 Referent 1.0 Referent

Preeclampsia (without GDM) 3.8 3.0 2.4–3.6 4.2 1.6–11 3.0 2.4–3.7 2.5 1.4–4.5

GDM (without preeclampsia) 0.9 41 35–47 184 117–290 22 18–27 118 90–156

Preeclampsia and GDM 0.1 79 58–108 430 204–905 52 34–79 145 76–278

Data from pregnancies in 2,004–8 (n = 226,832)

GDM Gestational diabetes mellitus

* Excluding those receiving insulin only or oral antidiabetics only

Risk of diabetes after gestational diabetes and preeclampsia 161
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the proportion of women with GDM receiving drugs used

to treat diabetes after giving birth, was very high.

Some doctors may prescribe insulin to breastfeeding

women in order to control their blood glucose levels and

reduce potential harm to the infants. We repeated the

analyses excluding the first 6 months after giving birth.

This exclusion had little impact on the results.

Other studies have documented the association between

GDM and subsequent diabetes, but this is, to our knowl-

edge, the largest and most comprehensive study.

Another study [19] found a positive predictive value of

GDM in the MBRN, i.e. the proportion of women regis-

tered with GDM in MBRN having GDM, of 89% for births

in 1998. However, GDM may be underreported in MBRN,

and only the most serious cases of GDM may have been

registered. If so, mothers with less severe GDM have been

included in the reference group in our study. The group of

mothers with GDM in this study will then, however,

probably consist of women with severe GDM.

We had no information on the weight of the mothers,

neither before, during nor after pregnancy. Obesity is one

of the main risk factors for diabetes type 2. It is also

associated with both preeclampsia and GDM. Hence, in a

population with higher BMI, the association between

GDM/preeclampsia and subsequent diabetes probably

would have been stronger than observed here. Other

potential confounders are family history of DM, socio-

economic status (SES), ethnicity, parity, folic acid use

during pregnancy, smoking and twinning. We made

adjustments for the parity of the mothers in the analyses.

Rough smoking habits at the beginning and end of preg-

nancy was available for 79% of the women. In women not

smoking neither at the beginning nor end of pregnancy, the

results was about the same as for the entire study popula-

tion. Use of folic acid during pregnancy is recorded in

MBRN (yes/no); about 51% of the women used folic acid.

Including this information in the analysis, did not change

the results. The issue of twinning is complex and needs

specific attention. However, in this study we chose to

restrict the included pregnancies to those resulting in single

births. The severity of GDM and when GDM was mani-

fested was not recorded. Severity and timing of GDM may

be related to the risk of getting diabetes later.

Disease codes were not included in NorPD before

March 2009, so we could only exclude women having

hypertension prior to pregnancy according to MBRN.

About 1% of the women included, used medications pre-

scribed to treat hypertension (among other conditions)

prior to pregnancy. Excluding these women resulted in

only small changes in the results.

Some women had more than one pregnancy during the

study period. We chose to include only the first pregnancy

for each woman in the study period. By doing this, we

avoided to include the same event (being prescribed and

dispensed antidiabetic drugs) several times and avoided

dependencies within the data set.

Some diabetic women do not use drugs for diabetes. In

the US, overall 16% of adults with diagnosed diabetes

(type 1 or type 2), did not take insulin nor oral medication

[5]. In our study, the indicated proportion of mothers

developing diabetes after pregnancy may be underesti-

mated. However, our results would be influenced only if

the proportion of diabetics not receiving drugs differed

according to whether they had GDM and/or preeclampsia.

Most studies on later risk of diabetes in mothers after

pregnancies complicated with preeclampsia or GDM focus

on the risk of type 2 diabetes [7–10]. In our study we could

not separate the two main types of diabetes in data from

NorPD. However, since women with type 1 diabetes before

pregnancy were excluded, and this type of diabetes usually

is diagnosed during childhood and adolescence, most of the

women receiving antidiabetic drugs in our study probably

had type 2 diabetes.

In a Norwegian hospital-based clinical study of women

with GDM [24], 60% developed diabetes within 16 years.

In a Canadian cohort study, 19% of women with GDM

developed diabetes during the first 9 years [7]. According

to Kjos and Buchanan, women with GDM have 17–63%

risk of nongestational diabetes within 5 to 16 years after

pregnancy [25]. We estimated that in women having GDM,

but not preeclampsia, 19% received drugs used to treat

diabetes within 5 years after giving birth. In a Danish

cohort study, Lykke et al. [14] found a threefold increased

risk of diabetes type 2 after a mean follow-up of 15 years

in women with preeclampsia. After a mean follow-up of

3.7 years, we found a threefold increased risk of receiving

drugs used to treat diabetes.

In women without GDM and preeclampsia, the fre-

quency of using drugs used to treat diabetes 5 years after

giving birth was low. Women having pregnancies com-

plicated with preeclampsia or GDM had an increased risk

of later diabetes. The relative risk was high in women

having GDM (and highest in women with both GDM and

preeclampsia). A high proportion of mothers with GDM

will need drugs to treat diabetes within 5 years after

pregnancy. If the increase of GDM registered in MBRN in

recent years is real, a further increase in diabetic women

can be expected. Women with GDM should be a target

group for interventions aimed at preventing type 2 diabetes.
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8. Järvelä IY, Juutinen J, Koskela P, Hartikainen AL, Kulmala P,

Knip M, et al. Gestational diabetes identifies women at risk for

permanent type 1 and type 2 diabetes in fertile age: predictive

role of autoantibodies. Diabetes Care. 2006;29:607–12.

9. Bellamy L, Casas JP, Hingorani AD, Williams D. Type 2 diabetes

mellitus after gestational diabetes: a systematic review and meta-

analysis. Lancet. 2009;373:1773–9.

10. Ben Haroush A, Yogev Y, Hod M. Epidemiology of gestational

diabetes mellitus and its association with Type 2 diabetes. Diabet

Med. 2004;21:103–13.

11. Metzger BE, Lowe LP, Dyer AR, Trimble ER, Chaovarindr U,

Coustan DR, et al. Hyperglycemia and adverse pregnancy out-

comes. N Engl J Med. 2008;358:1991–2002.

12. Yogev, Chen, Hod, Coustan, Oats, McIntyre, et al. The Hyper-

glycemia and Adverse Pregnancy Outcome (HAPO) Study

Cooperative Research Group. Hyperglycemia and Adverse

Pregnancy Outcome (HAPO) Study: preeclampsia. Am J Obstet

Gynecol 2010; 202: 255.e1–7.

13. Callaway LK, Lawlor DA, O’Callaghan M, Williams GM, Naj-

man JM, McIntyre HD. Diabetes mellitus in the 21 years after a

pregnancy that was complicated by hypertension: findings from a

prospective cohort study. Am J Obstet Gynecol. 2007;197:492–7.

14. Lykke JA, Langhoff-Roos J, Sibai BM, Funai EF, Triche EW,

Paidas MJ. Hypertensive pregnancy disorders and subsequent

cardiovascular morbidity and type 2 diabetes mellitus in the

mother. Hypertension. 2009;53:944–51.

15. Engeland A, Bramness JG, Daltveit AK, Rønning M, Skurtveit S,

Furu K. Prescription drug use among fathers and mothers before

and during pregnancy. A population-based cohort study of 106,

000 pregnancies in Norway 2004–06. Br J Clin Pharmacol.

2008;69:653–60.

16. Furu K. Establishment of the nationwide Norwegian Prescription

Database (NorPD)—new opportunities for research in pharma-

coepidemiology in Norway. Nor J Epidemiol 2008; 18: 129–136.

(http://www.ntnu.no/ojs/index.php/norepid/article/view/23).

17. WHO Collaborating Centre for Drug Statistics Methodology.

WHO Collaborating Centre for Drug Statistics Methodology.

2010. http://www.whoccno/.

18. Irgens LM. The medical birth registry of Norway. Epidemio-

logical research and surveillance throughout 30 years. Acta

Obstet Gynecol Scand. 2000;79:435–9.

19. Stene LC, Eidem I, Vangen S, Joner G, Irgens LM, Moe N. The

validity of the diabetes mellitus diagnosis in the Medical Birth

Registry of Norway. Nor J Epidemiol 2007; 17: 165–174. (http://

www.ntnu.no/ojs/index.php/norepid/article/view/158).

20. The Norwegian Society of Gynecology and Obstretics. Clinical

Guidelines in Obstetrics. 2010 http://www.legeforeningenno/id/

1317710.

21. SPSS Inc. SPSS for Windows. Release 14.0.2. 22-11-2006.

22. StataCorp. Stata version 10.1. 2008. Texas, USA.

23. Engeland A, Bjørge T, Daltveit AK, Vollset SE, Furu K. Vali-

dation of disease registration in pregnant women in the Medical

Birth Registry of Norway. Acta Obstetricia Gynecologica Scan-

dinavica. 2009;88:1083–9.

24. Dale PO, Moe N, Jervell J. Pregnancy in diabetes. Tidsskr Nor

Laegeforen. 1988;108:2968–70.

25. Kjos SL, Buchanan TA. Gestational diabetes mellitus. N Engl J

Med. 1999;341:1749–56.

Risk of diabetes after gestational diabetes and preeclampsia 163

123

http://mfr-nesstaruibno/mfr/
http://www.ntnu.no/ojs/index.php/norepid/article/view/23
http://www.whoccno/
http://www.ntnu.no/ojs/index.php/norepid/article/view/158
http://www.ntnu.no/ojs/index.php/norepid/article/view/158
http://www.legeforeningenno/id/1317710
http://www.legeforeningenno/id/1317710

	Risk of diabetes after gestational diabetes and preeclampsia. A registry-based study of 230,000 women in Norway
	Abstract
	Introduction
	Materials and methods
	Data sources
	Study subjects
	Methods

	Results
	Discussion
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 149
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 149
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 599
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


