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Abstract 

This literature review emphasizes the critical need for focused interventions to prevent Type 2 Diabetes (T2D) in the 
postnatal period, particularly for women with a history of Gestational Diabetes Mellitus (GDM). GDM poses a substantial 
risk, increasing the likelihood of T2D development by 11-fold later in life. With 14% of pregnancies worldwide affected 
by GDM, the escalating global T2D rates underscore the urgency for targeted postnatal strategies. Current interventions, 
such as those modelled after the Diabetes Prevention Program (DPP) and the Mediterranean Diet, show promise in 
reducing T2D risk by over 50%, yet challenges like low engagement persist. To address these complexities, future 
research should prioritize developing acceptable postnatal interventions, incorporating peer support, addressing 
barriers, and employing randomized controlled trials with larger participant cohorts. The multidimensional approach 
involves lifestyle modifications, dietary changes, behaviour change strategies, and exploration of pharmacological 
options, collectively contributing to a substantial reduction in the long-term T2D risk for women with a history of GDM. 

Keywords: Diabetes; Gestational Diabetes; Prevention; Lifestyle Interventions; Pharmacological Interventions 

1. Introduction

1.1. Prevention of Type 2 Diabetes in postnatal period 

Gestational diabetes Mellitus (GDM) is the most common complication in pregnancy, with 14% of all pregnancies 
affected by GDM, worldwide.(1) GDM causes an 11-fold increase in the woman’s risk of developing type 2 diabetes (T2D) 
later on in life.(2) The global increase of T2D has led to the need for postnatal interventions for women with GDM.(3) The 
lack of routine care for diabetes prevention in the crucial postnatal period has been identified and many different studies 
have tried to evaluate the best method to prevent diabetes and keep women engaged with the intervention in the long 
run.(4) So far, interventions implemented in women at risk of developing T2D have focused on increasing physical 
activity, changing diet, using pharmacological treatments, adopting behaviour modification strategies and using goal-
setting techniques, to reduce weight and promote a healthy lifestyle.(5-7) These interventions have been found to reduce 
the risk of diabetes by more than 50% and have the potential to be beneficial for women with a history of GDM.(4, 6, 7) 

However, some of the studies that focused on preventing the progression of GDM to T2D, recruited participants with a 
history of GDM, later on in life and not in the immediate postnatal period, delivered a short-term intervention, focused 
on weight reduction and not on diabetes or faced barriers with recruitment and were underpowered.(4, 8, 9) It is evident, 
based on what was previously discussed, that development of effective postpartum interventions is necessary(2) with 
the realistic potential to improve outcomes.  
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Since the risk is known, an opportunity arises in the postnatal period where women can be educated about diabetes 
prevention. This can potentially allow them to change their lifestyle, not only to prevent diabetes development but also 
to enter safely a subsequent pregnancy, as they would have received postnatal testing, extra follow-up appointments 
and preconception support. 

1.2. Lifestyle interventions 

Most studies in the postnatal period, for women with a history of GDM are implementing lifestyle interventions in an 
effort to reduce their diabetic risk. These interventions either introduce dietary changes and/or aim to increase physical 
activity. Fewer studies are focused on increasing awareness about the benefits of breastfeeding in lowering the risk of 
developing diabetes.(4) 

The intervention that has been used as a pillar for the development of most postnatal studies, is the Diabetes Prevention 
Program (DPP), which was conducted in United States. This study included 350 women with previous history of GDM.(10, 

11) The DPP study randomised subjects to receive metformin or placebo, routine care or intense lifestyle intervention. 
In the past, the effectiveness of a lifestyle intervention versus metformin has been debated in regard to diabetes 
prevention, with both reported as beneficial, as they have successfully reduced the incidence of T2D in patients at risk, 
with lifestyle intervention proven to be even more effective.(11, 12) However, for women with a history of GDM, both 
metformin and lifestyle intervention are equally highly effective and achieved a reduction of diabetes incidence by 
approximately 50% compared to the placebo group.(10)  

The DPP study introduced an intense lifestyle intervention, and the two primary goals were a minimum weight loss of 
7% and a minimum physical activity of 150 minutes a week. It implemented behaviour change methods to promote 
such an intense lifestyle change by utilising sixteen sessions tailored to teach coping and self-management strategies 
for physical activity and weight loss, used goal-setting features, gave access to lifestyle coaches, reinforced regular 
contact for participants in order to create a supportive environment and it tailored material to be ethnically diverse.(11) 
The diet goals were focused on fat reduction, increasing calorie load awareness and restricting portion sizes.(11) Women 
with GDM history were less able to maintain the specific level of activity and had a lower peak of weight loss compared 
to women without GDM history, despite this, over a three-year period, lifestyle change was still an effective treatment 
for diabetes prevention.(10) 

The limitation of the DPP study is that it did not recruit women in the postnatal period and there is a loss of possible 
candidates due to T2D development, since the participants received their GDM diagnosis around 12 years prior to the 
study.(10) A study group in Australia implemented the DPP lifestyle modification programme in women in the postnatal 
period with a history of GDM, three months after delivery and for the first postnatal year. This study is called MAGDA 
(Mothers After Gestational Diabetes in Australia). They demonstrated a 1 kg reduction in weight, which could reduce 
the woman’s diabetic risk, but they faced the issue of low engagement.(13) This leads to the conclusion that the 
effectiveness of an intensive lifestyle intervention in the first postnatal months has not yet been measured or proven to 
be achievable and acceptable. A systematic review suggests the initiation of the intervention as early as 6 weeks 
postnatally, as women are more prone to make lifestyle changes in the very early postnatal period.(4) The reasons behind 
this, could be the fact that women might perceive their diabetic risk as being high right after pregnancy or because they 
are used to a high number of appointments and monitoring their glucose levels daily in pregnancy, which could lead to 
them being highly motivated to facilitate a change. 

Several systematic reviews have shown that dietary and lifestyle interventions can reduce the risk of diabetes in women 
with GDM history, but most studies are pilot or feasibility studies and have not yet proven the effectiveness of the 
methods used.(8, 14) Small RCTs with 20 to 40 participants have shown that physical activity can be increased in this 
population but not to the recommended level.(15) Future interventions should adjust physical activity time, recommend 
walking as an activity or consider providing dietary interventions.(16)A recent systematic review and metanalysis looked 
at thirteen RCTs on lifestyle interventions compared to routine care, confirmed that lifestyle interventions can reduce 
T2D risk in women with GDM history. In addition, they also noted that the studies that were included had different 
follow-up periods varying from 4 to 36 months and the sample sizes were small (over half of the studies included were 
conducted in China).(17) The studies vary at the timing that the intervention was introduced, from 2 months postpartum 
up to 14 years.(18) 

There is an issue in the postnatal period with women receiving vague lifestyle suggestions from clinicians and not being 
aware of their risk of diabetes. (8)A prospective cohort study has shown that women with a history of GDM frequently 
have low adherence to lifestyle interventions due to lack of social support.(19)  
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Future studies should take the element of peer-support into account, adopt a randomised controlled trial design with 
the involvement of more participants and introduce interventions in the first postnatal year. Taking into consideration 
the several questions that arise regarding acceptability and effectiveness of the aforementioned interventions to 
prevent diabetes, this results in a need for acceptable postnatal interventions that take into account the several barriers 
that are part of a busy postpartum schedule. 

1.3. The Mediterranean Diet for Type 2 Diabetes Prevention 

Apart from reducing fat and calorie intake, another diet that has been suggested for its usefulness in women with prior 
GDM is the Mediterranean Diet. The Mediterranean Diet is associated with lowered risk of gestational diabetes and 
improved glucose tolerance during pregnancy.(20, 21) In addition, it can reduce cardiovascular risk by 52% in high-risk 
groups and reduce T2D risk by 20%.(22, 23) A Mediterranean Diet is based on specific principles such as increased daily 
consumption of vegetables, whole grains, legumes, nuts and seeds, daily consumption of fresh fruit and extra-virgin 
olive oil (EVOO), low to moderate consumption of dairy products, poultry, eggs and fish and low consumption of red 
meat.(24)  

There is a study that assessed the effectiveness of Mediterranean Diet food habits in lowering the diabetic risk of women 
with GDM history. The Nurses’ Health Study II (NHS II) showed that adherence to a healthful dietary pattern is linked 
to T2D risk reduction.(25) This study included the largest sample of participants which is 4,413 women and followed 
them for the longest period which is 16 years. It had several limitations such as that participants were mainly Caucasian 
and nurses which means that they possessed some knowledge regarding a healthy lifestyle. The acceptability of the diet 
to multi-ethnic groups is not known and the same applies for participants with different educational backgrounds. 
Another limitation is that participants were not introduced to the Mediterranean Diet, instead their dietary habits were 
assessed with specific validated food frequency questionnaires.(25) Women with history of GDM were part of the NHS-II 
but it is unclear in which point following GDM diagnosis. This study had a prospective design and initially measured 
outcomes focused on the use of contraceptive methods but later it expanded to investigating cancer, metabolic disorders 
and over 30 diseases.  

A randomised controlled trial (RCT) that commenced the intervention 6 to 12 weeks postnatally showed that 
significantly fewer women with GDM history developed glucose disorders 3 years after following a Mediterranean diet 
and a monitored physical activity programme.(26) The study population was mainly Caucasian and Hispanic women 
(N=237), who might be more accustomed to this diet compared to a more ethnically diverse group. The Mediterranean 
diet might be effective in this population but the acceptability of the diet to different ethnicities has not been assessed 
yet. A recent pilot study introduced the Mediterranean diet in the postnatal period in a multiethnic population, but has 
not published the results yet.(27) 

1.4. Behaviour change theories 

Lifestyle interventions should be underpinned by behaviour change theories as the effectiveness of an intervention can 
be enhanced by supporting participants to stay motivated and sustain behaviour change. The individual’s health related 
behaviours should be considered at the developmental stages of the study. These behaviours can focus on investigating 
enablers, motivators, beliefs, attitudes, and difficulties that might affect participant’s engagement with the study.(28) 
Coping strategies can be put in place in order to support and reinforce specific behaviours that would increase 
adherence and engagement. One model that can be useful for women with history of GDM in postnatal period for 
diabetes prevention is the COM-B model (Capability, Opportunity, Motivation and Behaviour)(29). Capability can increase 
by increasing knowledge about diabetes and supporting women to increase their confidence to follow a lifestyle 
intervention.(28) Opportunity is linked to personal barriers (for example childcare demands or lack of time) and how a 
supportive environment can be created to enable behaviour change, support can be provided by healthcare 
professionals, peers or from family members.(30) A known motivator for women with GDM history is the fear of type 2 
diabetes development but the enabler is the woman’s own confidence (self-belief) in being able to change.(28) Lifestyle 
interventions should provide participants with the opportunity to engage with other participants, consider how the 
intervention can be made culturally appropriate and educate participants about managing personal barriers. 

1.5. Pharmacological interventions to prevent diabetes development 

Several pharmacological interventions have been used for diabetes prevention in high-risk populations. The most 
common drugs used, for women with a history of GDM, are troglitazone, pioglitazone, metformin and dapagliflozin with 
metformin or alone.(31, 32) Pharmacological studies in this population are limited, and some of them were underpowered 
or conducted several years following a GDM diagnosis. 
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Troglitazone has been used in the TRIPOD randomised controlled study in women of Mexican, Guatemalan or 
Salvadoran descent that had a 70% risk of developing T2D.(33) Breastfeeding women were excluded from the study. 
Troglitazone was used to improve insulin sensitivity and was found to be effective in the pilot trial that the study group 
conducted. Women received the intervention within 4 years after a GDM diagnosis and the length of the trial was meant 
to be 42 months.(33) The trial was terminated 4 months early as troglitazone was removed from the market due to 
hepatotoxicity.(8) The study results were inconclusive and troglitazone was deemed as unsafe. The same study group 
invited participants without diabetes to receive pioglitazone, this drug was shown in the study to have an insulin-
sensitizing effect but this was a small trial with only 64 participants completing the end of study follow-up at 3 years.(34) 

Metformin, an oral glucose lowering agent, was used in the DPP study, which included the largest sample size, compared 
to other pharmacological studies, looking at diabetes. A total of 350 women with history of GDM were recruited, the 
study showed a 50% reduction in diabetes development and metformin was found to be more effective in this group 
compared to women without GDM history. Participants received the intervention for 3 years when these study results 
were published, which in comparison with other studies is considered a long follow-up period.(10, 35) Participants had a 
12-year gap since their last pregnancy and considering that T2D development has the highest conversion rate in the 
first 5 years after delivery, many possible participants were lost due to the fact that they would already have a T2D 
diagnosis. The DPP study had comparable results to troglitazone which at the time showed a 55% risk reduction. 
Troglitazone was later discontinued, leading to metformin being the only safe drug that showed 50.4% risk reduction.(35) 

The safety and acceptability of the drug cannot be expanded to women of reproductive age, as women who were 
breastfeeding, women who were planning a pregnancy or women who did not take contraceptive measures were 
excluded from the study.(31) A recent randomised controlled double-blind pilot study introduced metformin in the 
postnatal period for 1 year and included women who were breastfeeding and had normal glucose levels after the 
delivery, this study successfully recruited participants but was unpredictably affected by COVID-19 pandemic, which 
had an impact on adherence and engagement, with half of the participants adhering to metformin at the end of the 
study.(36) 

Dapagliflozin is a sodium-glucose co-transporter-2 (SGLT-2) inhibitor, which improves glycaemic control and promotes 
weight reduction.(37) A recent randomised trial looked at the effectiveness of dapagliflozin and metformin, alone and 
combined, on weight management in women with GDM history. The trial found that dapagliflozin with metformin had 
a greater positive effect on anthropometric and metabolic parameters.(32) The study recruited obese women (body mass 
index above 25) with a history of GDM in the past 12 months. The results were promising but should be interpreted 
with caution as only 49 participants completed the study, it lasted for only 6 months and started 6 weeks postpartum. 
Another limitation is that women should not be breastfeeding and should be using contraception in order to receive the 
study treatment, which means many women would be excluded.(32) The World Health Organisation (WHO)(38) advises 
women to exclusively breastfeed their infants for the first 6 months postnatally. By restricting the sample to women 
who do not breastfeed, the number of participants will be significantly reduced, since the intervention commences at 6 
weeks postpartum. In addition, the participants are of reproductive age and might be planning another pregnancy and 
are at risk of an unplanned pregnancy. These restrictions justify the small sample of participants that completed the 
study.  

In women of reproductive age, metformin is considered a safe drug to use during pregnancy and in the breastfeeding 
period.(39, 40) The use of SGLT-2 inhibitors, including dapagliflozin, in pregnancy and in the breastfeeding period is not 
recommended.(39, 41) Future studies in this field should focus on assessing the acceptability and effectiveness of 
metformin in the immediate postnatal period, as metformin is a safe drug to use and potentially can reduce diabetes 
risk in the early postpartum period. Based on the evidence discussed in this section there is a notable gap in research in 
pharmacological treatment in the first years after a GDM pregnancy. 

2. Conclusion 

The prevention of Type 2 Diabetes in the postnatal period, for women with a history of Gestational Diabetes Mellitus 
(GDM), is a crucial area that requires focused attention and effective interventions. The global rise in type 2 diabetes 
necessitates targeted postnatal interventions to mitigate this risk. Lifestyle interventions have shown promise in 
reducing the risk of T2D by more than 50%. However, challenges persist, including low engagement, difficulties in 
maintaining specific activity levels, and the need for interventions to commence in the early postnatal period. 
Pharmacological interventions, such as metformin, have demonstrated significant risk reduction in T2D development. 
Future studies should prioritize the development of acceptable postnatal interventions, safe for breastfeeding women, 
addressing barriers, incorporating peer support, and adopting randomized controlled trial designs with larger 
participant cohorts.  
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In conclusion, the prevention of T2D in the postnatal period requires a comprehensive and multidimensional approach, 
encompassing lifestyle interventions, dietary modifications, behaviour change strategies, and the exploration of 
pharmacological options. A concerted effort to develop and implement effective interventions during the critical 
postnatal period can significantly contribute to reducing the long-term risk of T2D in women with a history of GDM. 

Compliance with ethical standards 

Disclosure of conflict of interest 

The authors declare no conflicts of interest 

References 

[1] Cho NH, Shaw JE, Karuranga S, Huang Y, da Rocha Fernandes JD, Ohlrogge AW, et al. IDF Diabetes Atlas: Global 
estimates of diabetes prevalence for 2017 and projections for 2045. Diabetes Res Clin Pract. 2018;138:271-81. 

[2] Vounzoulaki E, Khunti K, Abner SC, Tan BK, Davies MJ, Gillies CL. Progression to type 2 diabetes in women with 
a known history of gestational diabetes: systematic review and meta-analysis. BMJ. 2020;369:m1361. 

[3] Damm P, Houshmand-Oeregaard A, Kelstrup L, Lauenborg J, Mathiesen ER, Clausen TD. Gestational diabetes 
mellitus and long-term consequences for mother and offspring: a view from Denmark. Diabetologia. 
2016;59(7):1396-9. 

[4] Hedeager Momsen AM, Høtoft D, Ørtenblad L, Friis Lauszus F, Krogh RHA, Lynggaard V, et al. Diabetes prevention 
interventions for women after gestational diabetes mellitus: an overview of reviews. Endocrinology, Diabetes 
and Metabolism. 2021. 

[5] Ferrara A, Hedderson MM, Brown SD, Albright CL, Ehrlich SF, Tsai AL, et al. The Comparative Effectiveness of 
Diabetes Prevention Strategies to Reduce Postpartum Weight Retention in Women With Gestational Diabetes 
Mellitus: The Gestational Diabetes' Effects on Moms (GEM) Cluster Randomized Controlled Trial. Diabetes Care. 
2016;39(1):65-74. 

[6] Ferrara A, Peng T, Kim C. Trends in postpartum diabetes screening and subsequent diabetes and impaired fasting 
glucose among women with histories of gestational diabetes mellitus: A report from the Translating Research 
Into Action for Diabetes (TRIAD) Study. Diabetes Care. 2009;32(2):269-74. 

[7] Knowler WC, Barrett-Connor E, Fowler SE, Hamman RF, Lachin JM, Walker EA, et al. Reduction in the incidence 
of type 2 diabetes with lifestyle intervention or metformin. N Engl J Med. 2002;346(6):393-403. 

[8] Peacock AS, Bogossian F, McIntyre HD, Wilkinson S. A review of interventions to prevent Type 2 Diabetes after 
Gestational Diabetes. Women Birth. 2014;27(4):e7-e15. 

[9] Hod M, Hadar E, Cabero-Roura L. Prevention of type 2 diabetes among women with prior gestational diabetes 
mellitus. International Journal of Gynaecology & Obstetrics.131 Suppl 1:S16-8. 

[10] Ratner RE, Christophi CA, Metzger BE, Dabelea D, Bennett PH, Pi-Sunyer X, et al. Prevention of diabetes in women 
with a history of gestational diabetes: effects of metformin and lifestyle interventions. J Clin Endocrinol Metab. 
2008;93(12):4774-9. 

[11] Diabetes Prevention Program Research G. The Diabetes Prevention Program (DPP): description of lifestyle 
intervention. Diabetes Care. 2002;25(12):2165-71. 

[12] The Diabetes Prevention Program. Design and methods for a clinical trial in the prevention of type 2 diabetes. 
Diabetes Care. 1999;22(4):623-34. 

[13] O'Reilly SL, Dunbar JA, Versace V, Janus E, Best JD, Carter R, et al. Mothers after Gestational Diabetes in Australia 
(MAGDA): A Randomised Controlled Trial of a Postnatal Diabetes Prevention Program. PLoS Medicine / Public 
Library of Science.13(7):e1002092. 

[14] Jones EJ, Fraley HE, Mazzawi J. Appreciating Recent Motherhood and Culture: A Systematic Review of Multimodal 
Postpartum Lifestyle Interventions to Reduce Diabetes Risk in Women with Prior Gestational Diabetes. Maternal 
& Child Health Journal.21(1):45-57. 

[15] Peacock AS, Bogossian F, McIntyre HD, Wilkinson S. A review of interventions to prevent Type 2 Diabetes after 
Gestational Diabetes. Women and Birth. 2014;27(4):e7-e15. 



World Journal of Advanced Research and Reviews, 2024, 21(03), 470–476 

475 

[16] Kim C, Draska M, Hess ML, Wilson EJ, Richardson CR. A web-based pedometer programme in women with a 
recent history of gestational diabetes. Diabet Med. 2012;29(2):278-83. 

[17] Retnakaran M, Viana LV, Kramer CKJD, Obesity, Metabolism. Lifestyle intervention for the prevention of type 2 
diabetes in women with prior gestational diabetes: A systematic review and meta‐analysis. 2023;25(5):1196-
202. 

[18] Gilinsky A, Kirk A, Hughes A, Lindsay RJPmr. Lifestyle interventions for type 2 diabetes prevention in women 
with prior gestational diabetes: a systematic review and meta-analysis of behavioural, anthropometric and 
metabolic outcomes. 2015;2:448-61. 

[19] Kaiser B, Jeannot E, Razurel C. Determinants of Health Behaviors After Gestational Diabetes Mellitus: A 
Prospective Cohort Study in Geneva. Journal of Midwifery and Women's Health. 2016;61(5):571-7. 

[20] Karamanos B, Thanopoulou A, Anastasiou E, Assaad-Khalil S, Albache N, Bachaoui M, et al. Relation of the 
Mediterranean diet with the incidence of gestational diabetes. Eur J Clin Nutr. 2014;68(1):8-13. 

[21] Izadi V, Tehrani H, Haghighatdoost F, Dehghan A, Surkan PJ, Azadbakht L. Adherence to the DASH and 
Mediterranean diets is associated with decreased risk for gestational diabetes mellitus. Nutrition. 
2016;32(10):1092-6. 

[22] Esposito K, Chiodini P, Maiorino MI, Bellastella G, Panagiotakos D, Giugliano D. Which diet for prevention of type 
2 diabetes? A meta-analysis of prospective studies. Endocrine. 2014;47(1):107-16. 

[23] Salas-Salvado J, Bullo M, Estruch R, Ros E, Covas MI, Ibarrola-Jurado N, et al. Prevention of diabetes with 
Mediterranean diets: a subgroup analysis of a randomized trial. Ann Intern Med. 2014;160(1):1-10. 

[24] Martin-Pelaez S, Fito M, Castaner O. Mediterranean Diet Effects on Type 2 Diabetes Prevention, Disease 
Progression, and Related Mechanisms. A Review. Nutrients. 2020;12(8). 

[25] Tobias DK, Hu FB, Chavarro J, Rosner B, Mozaffarian D, Zhang C. Healthful dietary patterns and type 2 diabetes 
mellitus risk among women with a history of gestational diabetes mellitus. Archives of Internal Medicine. 
2012;172(20):1566-72. 

[26] Perez-Ferre N, Del Valle L, Torrejon MJ, Barca I, Calvo MI, Matia P, et al. Diabetes mellitus and abnormal glucose 
tolerance development after gestational diabetes: A three-year, prospective, randomized, clinical-based, 
Mediterranean lifestyle interventional study with parallel groups. Clin Nutr. 2015;34(4):579-85. 

[27] Bolou A, Lanz D, Drymoussi Z, Gonzalez Carreras FJ, Austin F, Dodds J, et al. Acceptability and adherence to a 
Mediterranean diet in the postnatal period to prevent type 2 diabetes in women with gestational diabetes in the 
UK: a protocol for a single-arm feasibility study (MERIT). 2021;11(12):e050099. 

[28] Neven AC, Lake AJ, Williams A, O'Reilly SL, Hendrieckx C, Morrison M, et al. Barriers to and enablers of 
postpartum health behaviours among women from diverse cultural backgrounds with prior gestational diabetes: 
A systematic review and qualitative synthesis applying the theoretical domains framework. 
2022;39(11):e14945. 

[29] Boyd J, McMillan B, Easton K, Delaney B, Mitchell CJBo. Utility of the COM-B model in identifying facilitators and 
barriers to maintaining a healthy postnatal lifestyle following a diagnosis of gestational diabetes: a qualitative 
study. 2020;10(8):e037318. 

[30] Wright C, Barnett A, Campbell KL, Kelly JT, Hamilton KJN, Dietetics. Behaviour change theories and techniques 
used to inform nutrition interventions for adults undergoing bariatric surgery: A systematic review. 
2022;79(1):110-28. 

[31] Pancer J, Wu N, Mahmoud I, Dasgupta K. Pharmacological intervention for diabetes after pregnancy prevention 
in women with prior gestational diabetes: A scoping review. Diabetes Res Clin Pract. 2020;160:107998. 

[32] Elkind-Hirsch KE, Seidemann E, Harris R. A randomized trial of dapagliflozin and metformin, alone and combined, 
in overweight women after gestational diabetes mellitus. Am J Obstet Gynecol MFM. 2020;2(3):100139. 

[33] Azen SP, Peters RK, Berkowitz K, Kjos S, Xiang A, Buchanan TA. TRIPOD (TRoglitazone In the Prevention Of 
Diabetes): a randomized, placebo-controlled trial of troglitazone in women with prior gestational diabetes 
mellitus. Control Clin Trials. 1998;19(2):217-31. 

[34] Xiang AH, Peters RK, Kjos SL, Marroquin A, Goico J, Ochoa C, et al. Effect of pioglitazone on pancreatic beta-cell 
function and diabetes risk in Hispanic women with prior gestational diabetes. Diabetes. 2006;55(2):517-22. 



World Journal of Advanced Research and Reviews, 2024, 21(03), 470–476 

476 

[35] Ratner RE, Christophi CA, Metzger BE, Dabelea D, Bennett PH, Pi-Sunyer X, et al. Prevention of diabetes in women 
with a history of gestational diabetes: Effects of metformin and lifestyle interventions. Journal of Clinical 
Endocrinology and Metabolism. 2008;93(12):4774-9. 

[36] Bolou A, Drymoussi Z, Lanz D, Amaefule CE, Carreras FJG, Llorente MdCP, et al. Metformin in the prevention of 
type 2 diabetes after gestational diabetes in postnatal women (OMAhA): a UK multicentre randomised, placebo-
controlled, double-blind feasibility trial with nested qualitative study. 2023;13(11). 

[37] Wilding J, Bailey C, Rigney U, Blak B, Kok M, Emmas C. Dapagliflozin therapy for type 2 diabetes in primary care: 
Changes in HbA1c, weight and blood pressure over 2 years follow-up. Prim Care Diabetes. 2017;11(5):437-44. 

[38] Victora CG, Bahl R, Barros AJ, Franca GV, Horton S, Krasevec J, et al. Breastfeeding in the 21st century: 
epidemiology, mechanisms, and lifelong effect. Lancet. 2016;387(10017):475-90. 

[39] Holt RI, Lambert KD. The use of oral hypoglycaemic agents in pregnancy. Diabet Med. 2014;31(3):282-91. 

[40] Glatstein MM, Djokanovic N, Garcia-Bournissen F, Finkelstein Y, Koren G. Use of hypoglycemic drugs during 
lactation. Can Fam Physician. 2009;55(4):371-3. 

[41] Cada DJ, Levien TL, Baker DE. Dapagliflozin. Hosp Pharm. 2014;49(7):647-62. 

 


