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Abstract: Gestational diabetes mellitus (GDM) is a common complication with negative impacts on
mother and child. The primary aim of this study was to examine whether plasma glucose cutoffs for
GDM diagnosis based on venous sampling can be replaced by cutoffs based on capillary sampling.
A prospective cross-sectional study was performed at an antenatal care clinic including 175 pregnant
women undergoing an oral glucose tolerance test (OGTT). Duplicate samples were collected by
capillary and venous puncture while fasting and 1 h and 2 h after an OGTT. Both samples were
analyzed on Accu-Chek Inform II. The cutoffs for a GDM diagnosis using capillary samples were
corrected from 5.1 to 5.3 mmol/L for the fasting sample, from 10.0 to 11.1 mmol/L for the 1 h sample,
and from 8.5 to 9.4 mmol/L for the 2-h sample using half of the dataset. Applying these cutoffs to
the remaining dataset resulted in a sensitivity, specificity, and accuracy of 85.0%, 95.0%, and 90.3%,
respectively, with a positive predictive value (PPV) of 83%, an negative predictive value (NPV) of 96%,
and a positive negative likelihood ratio (LHR) of 16.4 using capillary sampling for the GDM diagnosis
at fasting and 2-h after. Corrected cutoffs and capillary samples can be used for the diagnosis of GDM
with maintained diagnostic accuracy using Accu-Chek Inform II.

Keywords: antenatal care; gestational diabetes mellitus; pregnancy; OGTT; fasting glucose;
capillary sampling

1. Introduction

The Hyperglycemia and Adverse Pregnancy Outcomes (HAPO) study from 2008 found a strong
continuous association between maternal glucose levels and the incidence of adverse obstetric and
perinatal outcomes, e.g., increased risk for cesarean section and newborns being large for gestational
age [1–3]. Gestational Diabetes Mellitus (GDM) is one of the most common complications during
pregnancy, and the prevalence is rising worldwide, with 1% to 28% of pregnancies being affected [4].
The International Diabetes Federation (IDF) estimates that one in six live births (16.8%) are to women
with some form of hyperglycemia in pregnancy, and the majority (84%) are related to GDM [2,5]. In the
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last consensus statement by the International Association of the Diabetes and Pregnancy Study Groups
(IADPSG) [2,5], GDM is diagnosed if one or more of the following glucose values is met or exceeded: a
fasting venous P-glucose ≥5.1 mmol/L and/or a 1 h value ≥10.0 mmol/L and/or 2 h value ≥8.5 mmol/L
post-75 g oral glucose tolerance test (OGTT).

The cutoffs from the HAPO study were based on venous P-glucose as well as the recommendations
from IADPSG. However, they do not specify which method to be used to analyze P-glucose [2,5,6].
Some studies indicate that the glucose levels in capillary and venous plasma are not interchangeable,
especially not in the non-fasting condition [7,8], but there is controversy about whether capillary plasma
samples can be used for diagnosing GDM [9]. There are several advantages with capillary sampling,
as it is easier to perform and requires simpler equipment.

Point-of-care testing (POCT) is an attractive option compared to sending the test to a laboratory.
POCT has advantages considering cost and convenience and offers the immediate availability of results
and the opportunity to measure P-glucose from both venous and capillary samples [10]. Not all POCT
methods have enough analytical accuracy to be used in the diagnosis of diabetes. However, Accu-Chek
Inform II has been proven to fulfil adequate performance for diagnostic use [11,12]. To date, there have
been no studies comparing P-glucose values in capillary and venous samples from pregnant women
before and during OGTT, where the same analytical instrument has been used for both sample types.

We hypothesized that capillary sampling using Accu-Chek Inform II can be applied for the
diagnosis of GDM.

The primary aim was to examine whether plasma glucose cutoffs for GDM diagnosis based on
venous sampling can be replaced by cutoffs based on capillary sampling in an antenatal setting without
compromising diagnostic accuracy.

Secondary aims were to evaluate the necessity to continue OGTT after taking fasting samples and
to investigate the additional number of women who receive the diagnosis of GDM at 1 h and 2 h.

2. Materials and Methods

Pregnant women attending the antenatal care clinic between March 2017 and January 2019
in Linköping, Sweden and who had been recommended to take an OGTT were asked to participate in
this study when the total workload allowed it.

The criteria for undergoing an OGTT in gestational weeks (GW) 28–29 were body mass index
(BMI) ≥30, previous neonate with a birth weight of ≥4500 g, family history of type 2 diabetes,
previously intrauterine fetal death, polyhydramnion, accelerated fetal growth according to the
symphysis-fundal height, and non-European origin. If a woman had GDM in a previous pregnancy or
BMI ≥ 35 kg/m2, an OGTT was also performed in GW 12. If random capillary P-glucose in GW 10, 25,
29, or 32 was >8.9–12.2 mmol/L, the woman was recommended to have an OGTT within the following
seven days. If random capillary plasma glucose was ≥12.2 mmol/L, the woman was considered to
have diabetes mellitus. Oral and written information were given, and if oral consent was obtained,
inclusion took place. Women with gastric bypass surgery or inability to understand both spoken and
written Swedish were excluded.

Data concerning the women’s age, prepregnancy BMI, weight, parity, GW at the time of OGTT,
and indication for OGTT were manually extracted from the computerized patient record system
(Obstetrix, Cerner Nordics, Sweden).

This study was approved by the Regional Ethical Review Board in Linköping, Sweden (2016/498-32).
The date of approval was 29 November 2016. Consent from the study participants was given verbally
and confirmed by taking a sample after the study information was given.

Data were divided into two parts with similar distribution concerning time for inclusion and
with similar proportions of samples collected in different sampling orders. The first data set (n = 88)
was used to calculate a conversion factor between venous and capillary P-glucose at fasting, and 1 h
and 2 h after per oral glucose load, which was used to correct the capillary P-glucose cutoffs for the
GDM diagnosis. The second data set (n = 87) was used to evaluate sensitivity, specificity, positive
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predictive value (PPV), negative predictive value (NPV), accuracy, and positive and negative likelihood
ratios (LHR).

The OGTT was performed by five nurse assistants. The sampling was carried out in the following
sequence: after an overnight fast, duplicate blood samples were collected both by capillary sampling
from the sides of the third or fourth fingertips and by venous puncture of the ante-cubital vein.
The women were numbered from 1 to 175. For women with odd numbers, capillary samples were taken
before the venous samples, and for women with even numbers, samples were taken in the other order.
The venous samples were collected in vacuum tubes spray coated with K2 EDTA (Vacutainer™,
Becton-Dickinson, Franklin Lakes, NJ, USA) and were mixed 10 times by vertical inversion. Within
10 min, blood was absorbed on two test strips and immediately analyzed on the Accu-Chek Inform
II (Roche Diagnostics Scandinavia AB, Solna, Sweden). A sample volume of 0.6 µL was required.
Capillary samples were collected after wiping off two to three drops of blood from the side of the
fingertip and measured using an Accu-Chek Inform II. Duplicate samples were taken. Subsequently,
75 g anhydrous glucose dissolved in 200 mL water was given for oral ingestion within five minutes.
The sampling and measurement procedures were then repeated after 1 h and 2 h.

The Accu-Chek Inform II is a handheld device approved for diagnostic use that determines plasma
glucose concentration by means of glucose test strips with a measuring range of 0.6–33.3 mmol/L.
The glucose results of both the capillary and the venous determination are reported in mmol/L.
The test principle of the Accu-Chek Inform II is based on direct measurement of glucose in the
plasma phase using glucose dehydrogenase and pyrroloquinoline quinone (PQQ) as a coenzyme.
After further reaction steps, this leads to formation of electrons which are measured amperometrically
by the instrument. The analysis is not dependent on oxygen saturation in the sample and gives reliable
results in the hematocrit interval of 0.10–0.65. The calibration of each test strip lot is traceable to the
National Institute of Standard and Technology standards, and the reference method is based on isotopic
dilution gas chromatography-mass spectrometry (IDGC-MS).

A total of four Accu-Chek Inform II instruments were used. Analytical quality was regularly
checked by analysis of internal controls on two levels. The coefficients of variation (CVs) calculated for
all these instruments during a 12-month period were 4.1% (level: 2.4 mmol/L, n = 178) and 2.8% (level:
16.0 mmol/L n = 171). New lots of test strips were checked on three mentor instruments which were
also included in an external control program. In this program, results from individual laboratories are
compared to values determined by a replicate of analyses on a reference method (IDGC-MS) or a reliable
hospital laboratory method. The mean bias during the study period was −2.6% (n = 50) and all but one
sample differed by less than 10% against the reference value. Upon introduction of AccuChek Inform II
and prior to this study, validation was performed against IDGC-MS at Linköping University Hospital.
Thirty plasma samples with different levels of glucose were analyzed on four different meters using one
lot of test strips. Analyses were made in duplicates on each glucose meter and by the reference method.
The method is based on derivatization of glucose to its aldonitrile pentaacetate, and 13C6-glucose was
used as an internal standard. Briefly, analysis was performed on a gas chromatograph equipped with a
CP-Sil-13 CB WCOT fused silica column (Chrompack International, BC, Middleburg, The Netherlands)
and a HP MSD 5970 mass spectrometer (Hewlett-Packard, Palo Alto, CA, USA). Glucose was quantified
using acquisition of ions at m/z 314.0 and 242.1 for unlabeled glucose and ions at m/z 319.0 and 246.1
for 13C-labeled glucose. For more details of the method, see Hannestad et al. [13].

Statistical Analysis

To detect a difference in fasting plasma glucose at a minimum of 0.15 mmol/L with a correlation
coefficent of 0.7, a standard deviation of 0.9, alpha <0.05, and a power of 0.8, sample size was determined
to 172 individuals.

Normal distribution was checked using a Kolmogorov–Smirnov test. Normally distributed data
are reported as mean ± SD. The significance of differences between capillary and venous samples was
examined by a two-sided paired Student’s t-test. A p-value <0.05 was considered significant.
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Capillary and venous P-glucose were further compared by a Passing–Bablock regression analysis.
Bland–Altman plots were used to assess the analytical performance of the POCT device. This method
was chosen because it is seen as the most appropriate way of determining limits of agreement between
measurements [14].

Spearman´s rank correlation coefficient (r) was used for calculating correlation between all venous
and capillary P-glucose values. The use of capillary sampling compared to venous sampling was
assessed by calculating the sensitivity, specificity, positive and negative predictive values, accuracy,
and likelihood ratios based on true positive, false negative, true negative, and false positive values.
Venous P-glucose was looked upon as the standard (true positive) since recommended cutoffs are
based on venous sampling [1].

The imprecision of P-glucose measured in capillary and venous samples was calculated from
the values of duplicate samples using Dahlberg´s formula, and it is presented as relative standard
deviation (CV%).

3. Results

The characteristics of the study population (n = 175) are shown in Table 1.

Table 1. Characteristics of the study population (n = 175).

Characteristic

Age (year) mean (SD) - 31.5 (5.0)

OGTT in Gestational week - -

Min-max (median) - 11–34 (28)

n (%)
<24 weeks 26 (14.9)

≥24 weeks 149 (85.1)

BMI (kg/m2) n (%)

<20.0 5 (2.9)

20.0–24.9 40 (22.9)

25.0–29.9 40 (22.9)

30.0–34.9 49 (28.0)

35.0–39.9 33 (18.9)

≥40.0 8 (4.6)

Parity n (%) nulliparous 63 (36.0)

Indication for OGTT * n (%)

BMI 90 (51.4)

Family history of type 2 diabetes 56 (32.0)

Previous LGA 13 (7.4)

Previous GDM 7 (4.0)

Non-European origin 3 (1.7)

≥8.9 mmol/L, random glucose 5 (2.9)

Previous IUFD 1 (5.7)

Other 5 (2.9)

LGA = Large for gestational age; GDM = Gestational Diabetes Mellitus; IUFD = Intrauterine fetal death; BMI = Body
Mass Index; OGTT = Oral Glucose Tolerance test. Other includes women with oocyte donation, polyhydramnion,
and unspecified. * One woman could have more than one indication for OGTT.

A total of 16 out of 2100 samples were missing (0.8%) due to technical sampling difficulties or
interruption of the OGTT due to nausea.

Validation of Accu-Chek Inform II against IDGC-MS as a reference method showed a mean bias
of −1.7 % and a high level of agreement for the whole measuring range reflected in a slope of 1.01 and
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an intercept of −0.18; see Supplementary Figure S1. Only 2 out of 240 individual results on Accu-Chek
Inform II differed by >10% from the reference method.

The imprecision calculated from the two measurements at each OGTT time point was higher in
the capillary samples compared to the venous samples as seen in Table 2.

Table 2. Evaluation of imprecision based on capillary and venous duplicate samples.

Sampling Point Coefficient of Variation
(%) Venous

Coefficient of Variation
(%) Capillary

Fasting, single value (n = 175) 2.48 3.37

OGTT 1 h, single value (n = 171) 2.79 3.66

OGTT 2 h, single value (n = 170) 2.51 3.43

Fasting, mean from duplicate (n = 175) 1.75 2.38

OGTT 1 h, mean from duplicate (n = 171) 1.98 2.59

OGTT 2 h, mean from duplicate (n = 170) 1.77 2.43

Capillary P-glucose measured by the Accu-Chek Inform II was significantly higher than venous
P-glucose at fasting (4.99 ± 0.41 vs. 4.77 ± 0.41, p < 0.001), 1 h (8.38 ± 1.71 vs. 7.26 ± 1.70, p < 0.001),
and 2 h (7.11 ± 1.61 vs. 6.21 ± 1.61, p < 0.001). The glucose values represent means from duplicate
measurements and were normally distributed.

Passing–Bablock regression applied on venous and capillary P-glucose are shown in Figure 1a–c.
The slope was not significantly different from 1 at any time point. A positive intercept was found for
capillary samples at all time points in accordance with calculated mean differences. Capillary and
venous P-glucose samples were significantly correlated with r of 0.93 (p < 0.001).

Data was divided into two sets as described in the Material and Methods section. Using the first
data set, the difference between venous and capillary P-glucose at all-time points were analyzed by
Bland–Altman plots and are shown in Figure 2a–c.

The mean differences were 0.22 mmol/L (95% CI: 0.18–0.27) at fasting, 1.12 mmol/L (95% CI:
0.99–1.26), at 1 h and 0.87 mmol/L (95% CI: 0.76–0.98) at 2 h after OGTT. Based on these findings,
the cutoffs for a GDM diagnosis using capillary samples were corrected from 5.1 to 5.3 mmol/L, 10.0 to
11.1 mmol/L, and from 8.5 to 9.4 mmol/L for the fasting, 1 h, and 2 h samples, respectively.

The second data set was used to evaluate the corrected cutoffs obtained from the first data set by
calculating the sensitivity, specificity, PPV, NPV, accuracy, and positive and negative LHRs, which are
shown in Table 3.

Table 3. Sensitivity, specificity, positive predictive value (PPV), negative predictive value (NPV),
accuracy, and positive and negative likelihood ratios (LHR) for corrected cutoffs in capillary sampling
with venous sampling looked upon as the standard (true positive).

Test Corrected Cut-Offs
for Capillary Samples

Sensitivity
(%)

Specificity
(%) PPV (%) NPV (%) Accuracy

(%)
LHR

(Positive)
LHR

(Negative)

Fasting a 81.0 95.4 85.0 94.0 92.0 17.8 0.2

1 h b 71.4 97.4 71.4 97.4 95.2 27.5 0.3

2 h c 100 98.7 85.7 100 98.8 77 0.0

Fasting a, 1 h b and 2 h c 88.1 92.5 78.7 96.1 91.4 16.4 0.2

Fasting a and 2 h c 85.0 95.0 83.0 96.0 90.3 16.4 0.2
a
≥5.3 mmol/l; b: ≥11.1 mmol/l; c

≥9.4 mmol/l.
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Figure 1. Passing–Bablock regression analysis of capillary and venous P-glucose. (a) fasting: the slope 
is 1.00 (95% CI: 1.00 to 1.12). and the intercept is at 0.20 (95% CI: −0.37 to 0.20); n = 175; (b) 1 h: the 
slope is at 1.02 (95% CI: 0.96 to 1.09), and the intercept is 0.94 (95% CI: 0.45 to 1.37); n = 171; (c) 2 h: the 
slope is at 1.00 (95% CI: 0.94 to 1.07), and the intercept is 0.85 (95% CI: 0.42 to 1.17); n = 170. 

Data was divided into two sets as described in the Material and Methods section. Using the first 
data set, the difference between venous and capillary P-glucose at all-time points were analyzed by 
Bland–Altman plots and are shown in Figure 2a–c. 
  

Figure 1. Passing–Bablock regression analysis of capillary and venous P-glucose. (a) fasting: the slope
is at 1.00 (95% CI: 1.00 to 1.12), and the intercept is at 0.20 (95% CI: −0.37 to 0.20); n = 175; (b) 1 h: the
slope is at 1.02 (95% CI: 0.96 to 1.09), and the intercept is 0.94 (95% CI: 0.45 to 1.37); n = 171; (c) 2 h: the
slope is at 1.00 (95% CI: 0.94 to 1.07), and the intercept is 0.85 (95% CI: 0.42 to 1.17); n = 170.

Table 4 shows the number of women with a diagnosis of GDM in correlation to different sample
methods and time points.
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Figure 2. Bland–Altman plots of capillary and venous P-glucose in the first data. (a) set in fasting (n = 
88); (b) set at 1 h (n = 87); (c) set at 2 h (n = 87). 
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Figure 2. Bland–Altman plots of capillary and venous P-glucose in the first data. (a) set in fasting
(n = 88); (b) set at 1 h (n = 87); (c) set at 2 h (n = 87).



Diagnostics 2020, 10, 1011 8 of 12

Table 4. Number of women diagnosed with gestational diabetes mellitus in relation to sampling
method and OGTT time points (n = 175).

Sampling Method Fasting Sample
n (%)

One-Hour Sample
n (%)

Two-Hour Sample
n (%)

Venous samples 36 11 11

Capillary samples * 35 15 14

Cumulative number
venous samples 36 (20.6) 40 (22.9) 44 (25.1)

Cumulative number
capillary samples * 35 (20.0) 44 (25.1) 47 (26.9)

Cumulative number
venous samples # 36 (20.6) X 40 (22.9)

Cumulative number
capillary samples *,# 35 (20.0) X 41 (23.4)

* Corrected cutoffs were used for capillary samples # Not taking the 1 h sample in to account.

4. Discussion

We found a difference between capillary and venous samples of 0.2 mmol/L, 1.1 mmol/L,
and 0.9 mmol/L in P-glucose during fasting, 1 h, and 2 h. Using capillary samples at fasting and after
2 h for the OGTT is an acceptable method for use in the antenatal care clinic considering the accuracy
of 90.3% and the positive and negative LHRs of 16.4 and 0.2, respectively.

In accordance with our results, Ignell et al. [7] found a similar difference of 0.2 mmol/L (SD: 0.3)
in fasting samples from 55 women previously having gestational diabetes. They found a greater
difference between capillary and venous P-glucose 2 h after an OGTT, 1.5 mmol/L compared to
0.9 mmol/L in our study. However, their method was based on measurements in hemolyzed whole
blood mathematically converted to P-glucose (HemoCue) in a nonpregnant population. Lee et al. [15]
found a difference of 0.21 mmol/L (95% CI: 0.08–0.34) between venous and capillary fasting P-glucose
samples measured simultaneously by two different glucose meters in 43 patients with diabetes mellitus
type 1; although the population differs from ours, the result is similar to our study. Glucose levels vary
depending on the source of the blood sample used for analysis; this variation is attributed to differences
in glucose extraction by tissues, perfusion, oxygenation, pH, and temperature [16]. The increased
volume of distribution in pregnancy may further affect these measurements [17], and it is possible that
pregnant women have an altered glucose metabolism due to changes in hormones and metabolism [18].
In a study by Kruijshopp et al. including 2715 men and women undertaking an OGTT, they found a
difference between capillary and venous P-glucose in fasting and at 2 h of 0.18 mmol/L and 1.09 mmol/L,
respectively, and a sensitivity and specificity of 84% and 98%, respectively, for the diagnosis of type 2
diabetes mellitus using capillary sampling [19]. These are similar results compared to our study where
we found a sensitivity and specificity of 85% and 95%. Furthermore, we found an 81% sensitivity, a 94%
specificity, and an 85% PPV for using fasting P-glucose capillary sampling. These results are supported
by a study of Coetzee where 122 women underwent OGTT eight weeks postpartum; they found a
sensitivity of 89.3%, a specificity of 97%, and a PPV of 89% in fasting samples when comparing capillary
and venous sampling. Similar agreements with our study were also found for the capillary sampling
at 2 h [10]. The positive and negative LHRs of 16.4 and 0.2 indicate that capillary sampling at fasting
and 2 h is reliable since a positive LHR above 10 indicates a high probability for correct diagnosis.
LHRs are not dependent on disease prevalence in the group examined, which also indicates that
capillary P-glucose measured by the Accu-Chek Inform II can be used safely for GDM diagnostics in
other populations than ours.

The major strengths of this study were that duplicate venous and capillary samples were analyzed
on the same instrument and that each instrument and lot of test strips were checked regularly in a
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quality assurance program that also included external controls. Accu-Chek Inform II was also validated
against a reference method (IDGC-MS) prior to this study, which confirmed the high analytical accuracy
previously reported. The large cohort of pregnant women allowed us to calculate the association
between capillary and venous sampling, and we alternated between starting with the capillary and the
venous samples in order to avoid making sampling order a bias.

The study has some limitations as only women that were able to understand both written and
spoken Swedish were included, considering that women of non-European origin normally constitute a
large group of women with GDM. On the other hand, there is no reason to suspect that this would
compromise the results although the generalizability might be reduced [20].

A minority of women in this study underwent OGTT before gestational week 24. We used the
same diagnostic criteria for GDM in this population. This might have affected the results, but as far
as we know, there are no specified criteria for the diagnosis for GDM in the first trimester. On the
other hand, it could be of importance to include all pregnant women regardless of gestational week
since OGTT is performed both in early and late pregnancy.

We showed that capillary compared to venous samples had slightly greater imprecision
as calculated from the results of duplicate sampling. This can probably be explained by the
sampling technique, as P-glucose in capillary blood was measured in two different samples,
whereas venous blood was taken from one and the same sample. As a general goal, analytical
imprecision should not exceed half of the within subject variation (CVI 5–6%) [21,22]. The goal for
analytical imprecision was set at <2.7%. Single measurements resulted in an imprecision slightly above
this goal. We therefore recommend duplicate samples when using Accu-Chek Inform II, which is in
line with several other studies that have shown similar results as ours when duplicate samples were
taken [7,8,23].

Our findings show that capillary sampling for measuring P-glucose in Accu-Chek Inform II POCT
can be performed with high accuracy in an antenatal care setting using a risk-based screening with
OGTT for the diagnosis of GDM. There are several advantages with capillary sampling, as it is easier to
perform and requires simpler equipment. By using POCT, errors caused by glycolysis due to delayed
measurement at a laboratory are reduced. The test result is also instantly available to facilitate further
decision-making and the possibility to start treatment at once [10]. Daly et al. concluded that POC
capillary maternal glucose tests were superior to customary laboratory practices for diagnosing GDM
and that adjusted point-of-care glucose measurements have potential in the diagnosis of GDM [24].
O´Malley et al. compared POCT-corrected capillary glucose results versus laboratory venous plasma
glucose results in OGTT for the diagnosis of GDM. They recommend the use of laboratory analysis
when strict adherence to preanalytical sample handling can be applied; otherwise, POCT may be
used for the diagnosis of GDM [25]. A recent Swedish study supported continuous use of POCT
with the Hemocue device in GDM diagnostics [26]. Another recent study suggested that POCT using
Accu-Chek can be used to obtain fasting values and to reduce overall waiting times for patients [27].

Additionally, the OGTT can be stopped when the criteria of GDM are reached according to
the fasting glucose result, which in our study were one-fifth of the women. There are also rural
areas globally where capillary sampling is the only option available and the International Federation
of Gynecology and Obstetrics (FIGO) guidelines recommend use of a POCT glucose meter for the
diagnosis of GDM [16]. One might speculate that the use of POCT also could be an attractive option
during the ongoing pandemic of Covid-19.

Today in the clinical routine, most often only the fasting and 2 h glucose samples are analyzed
when performing OGTT and there is no consensus regarding cutoff values and sampling types used
for the diagnosis of GDM [28,29].

In this study, about one-quarter of the women were found to have GDM using the WHO 2013
guidelines [5]. The majority of the women performing an OGTT did so due to BMI≥30 kg/m2 or a family
history of diabetes type 2. In a risk-based screening strategy, the likelihood of having GDM among
the women screened is relatively high and it is important not to miss any cases. The disadvantage
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of receiving a false-positive diagnose is minor since the treatment is based on recommendations
concerning a healthy lifestyle and eating habits. The accuracy for using the fasting and 2 h samples
with corrected cutoffs for capillary samples in our study is high, and the number of women receiving
the diagnosis of GDM is almost identical in both sampling methods (40 versus 41 women).

5. Conclusions

We suggest that capillary fasting and 2 h P-glucose samples analyzed on the Accu-chek Inform II
could be used for diagnosis of GDM during pregnancy using corrected cutoffs with acceptable accuracy
in an antenatal care setting. Duplicate samples are necessary to maintain adequate precision. It is also
worth continuing with OGTT when the fasting samples are within a normal range, since more women
will receive a diagnosis of GDM.

Supplementary Materials: The following are available online at http://www.mdpi.com/2075-4418/10/12/1011/s1,
Figure S1: Validation of Accu-Chek Inform II against IDGC-MS.

Author Contributions: S.N.: methodology, formal analysis, investigation, writing—original draft, writing—review
and editing; E.L.: conceptualization, methodology, formal analysis, resources, writing—original draft,
writing—review and editing; M.B.: resources, supervision, writing—review and editing; B.E.: conceptualization,
methodology, formal analysis, writing—review and editing; C.L.: conceptualization, methodology, formal analysis,
resources, writing—original draft, supervision, writing—review and editing. All authors have read and agreed to
the published version of the manuscript.

Funding: This study was supported by ALF grants LIO-531111 Region Östergötland, Sweden.

Acknowledgments: We thank Ulf Hannestad for technical assistance concerning the analysis of plasma glucose
on ID-GCMS. Roche financially supported the validation of AccuChek Inform II against ID GC-MS but was not
involved in the design of this study or the effectuation of the analyses.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design of the study;
in the collection, analyses, or interpretation of data; in the writing of the manuscript; or in the decision to publish
the results.

References

1. HAPO Study Cooperative Research Group; Metzger, B.E.; Lowe, L.P.; Dyer, A.R.; Trimble, E.R.;
Chaovarindr, U.; Coustan, D.R.; Hadden, D.R.; McCance, D.R.; Hod, M.; et al. Hyperglycemia and
adverse pregnancy outcomes. N. Engl. J. Med. 2008, 358, 1991–2002.

2. International Association of Diabetes and Pregnancy Study Groups Consensus Panel; Metzger, B.E.;
Gabbe, S.G.; Persson, B.; Buchanan, T.A.; Catalano, P.A.; Damm, P.; Dyer, A.R.; Leiva, A.; et al. International
association of diabetes and pregnancy study groups recommendations on the diagnosis and classification of
hyperglycemia in pregnancy. Diabetes Care 2010, 33, 676–682. [CrossRef] [PubMed]

3. American Diabetes Association. Standards of medical care in diabetes-2020 abridged for primary care
providers. Clin. Diabetes 2020, 38, 10–38. [CrossRef] [PubMed]

4. Sacks, D.B. Diagnosis of gestational diabetes mellitus: It is time for international consensus. Clin. Chem.
2014, 60, 141–143. [CrossRef] [PubMed]

5. World Health Organization. Diagnostic Criteria and Classification of Hyperglycaemia First Detected in Pregnancy;
World Health Organization: Geneva, Switzerland, 2013.

6. American Diabetes, A. Standards of medical care in diabetes—2013. Diabetes Care 2013, 36, S11–S66.
[CrossRef]

7. Ignell, C.; Berntorp, K. Evaluation of the relationship between capillary and venous plasma glucose
concentrations obtained by the hemocue glucose 201+ system during an oral glucose tolerance test. Scand. J.
Clin. Lab. Investig. 2011, 71, 670–675. [CrossRef]

8. Stahl, M.; Brandslund, I.; Jorgensen, L.G.; Hyltoft Petersen, P.; Borch-Johnsen, K.; de Fine Olivarius, N.
Can capillary whole blood glucose and venous plasma glucose measurements be used interchangeably in
diagnosis of diabetes mellitus? Scand. J. Clin. Lab. Investig. 2002, 62, 159–166. [CrossRef]

9. Daly, N.; Turner, M.J. Laboratory diagnosis of gestational diabetes mellitus. Int. J. Obstet. Gynaecol. 2016,
123, 1430–1433. [CrossRef]

http://www.mdpi.com/2075-4418/10/12/1011/s1
http://dx.doi.org/10.2337/dc09-1848
http://www.ncbi.nlm.nih.gov/pubmed/20190296
http://dx.doi.org/10.2337/cd20-as01
http://www.ncbi.nlm.nih.gov/pubmed/31975748
http://dx.doi.org/10.1373/clinchem.2013.206920
http://www.ncbi.nlm.nih.gov/pubmed/24061614
http://dx.doi.org/10.2337/dc13-S011
http://dx.doi.org/10.3109/00365513.2011.619703
http://dx.doi.org/10.1080/003655102753611799
http://dx.doi.org/10.1111/1471-0528.13907


Diagnostics 2020, 10, 1011 11 of 12

10. Coetzee, A.; van de Vyver, M.; Hoffmann, M.; Hall, D.R.; Mason, D.; Conradie, M. A comparison between
point-of-care testing and venous glucose determination for the diagnosis of diabetes mellitus 6–12 weeks
after gestational diabetes. Diabet Med. 2019, 36, 591–599. [CrossRef]

11. Jeong, T.D.; Cho, E.J.; Ko, D.H.; Lee, W.; Chun, S.; Hong, K.S.; Min, W.K. Large-scale performance evaluation
of accu-chek inform ii point-of-care glucose meters. Scand. J. Clin. Lab. Investig. 2016, 76, 657–663. [CrossRef]

12. Mitsios, J.V.; Ashby, L.A.; Haverstick, D.M.; Bruns, D.E.; Scott, M.G. Analytic evaluation of a new glucose
meter system in 15 different critical care settings. J. Diabetes Sci. Technol. 2013, 7, 1282–1287. [CrossRef]
[PubMed]

13. Hannestad, U.; Lundblad, A. Accurate and precise isotope dilution mass spectrometry method for determining
glucose in whole blood. Clin. Chem. 1997, 43, 794–800. [CrossRef] [PubMed]

14. Dogan, N.O. Bland-altman analysis: A paradigm to understand correlation and agreement. Turk J. Emerg. Med.
2018, 18, 139–141. [CrossRef] [PubMed]

15. Lee, I.; Lunt, H.; Chan, H.; Heenan, H.; Berkeley, J.; Frampton, C.M. Postprandial capillary-venous glucose
gradient in type 1 diabetes: Magnitude and clinical associations in a real world setting. Diabet Med. 2016,
33, 998–1003. [CrossRef] [PubMed]

16. Hod, M.; Kapur, A.; Sacks, D.A.; Hadar, E.; Agarwal, M.; Di Renzo, G.C.; Cabero Roura, L.; McIntyre, H.D.;
Morris, J.L.; Divakar, H. The international federation of gynecology and obstetrics (figo) initiative on
gestational diabetes mellitus: A pragmatic guide for diagnosis, management, and care. Int. J. Gynaecol.
Obstet. 2015, 131, S173–S211. [CrossRef]

17. Soma-Pillay, P.; Nelson-Piercy, C.; Tolppanen, H.; Mebazaa, A. Physiological changes in pregnancy.
Cardiovasc. J. Afr. 2016, 27, 89–94. [CrossRef]

18. Negrato, C.A.; Zajdenverg, L. Self-monitoring of blood glucose during pregnancy: Indications and limitations.
Diabetol. Metab. Syndr. 2012, 4, 54. [CrossRef]

19. Kruijshoop, M.; Feskens, E.J.; Blaak, E.E.; de Bruin, T.W. Validation of capillary glucose measurements to
detect glucose intolerance or type 2 diabetes mellitus in the general population. Clin. Chim. Acta 2004,
341, 33–40. [CrossRef]

20. Wahlberg, J.; Ekman, B.; Nystrom, L.; Hanson, U.; Persson, B.; Arnqvist, H.J. Gestational diabetes: Glycaemic
predictors for fetal macrosomia and maternal risk of future diabetes. Diabetes Res. Clin. Pract. 2016,
114, 99–105. [CrossRef]

21. Carlsen, S.; Petersen, P.H.; Skeie, S.; Skadberg, O.; Sandberg, S. Within-subject biological variation of glucose
and hba(1c) in healthy persons and in type 1 diabetes patients. Clin. Chem. Lab. Med. 2011, 49, 1501–1507.
[CrossRef]

22. Ricos, C.; Juvany, R.; Simon, M.; Hernandez, A.; Alvarez, V.; Jimenez, C.V.; Minchinela, J.; Perich, C.
Commutability and traceability: Their repercussions on analytical bias and inaccuracy. Clin. Chim. Acta
1999, 280, 135–145. [CrossRef]

23. Colagiuri, S.; Sandbaek, A.; Carstensen, B.; Christensen, J.; Glumer, C.; Lauritzen, T.; Borch-Johnsen, K.
Comparability of venous and capillary glucose measurements in blood. Diabet. Med. 2003, 20, 953–956.
[CrossRef] [PubMed]

24. Daly, N.; Carroll, C.; Flynn, I.; Harley, R.; Maguire, P.J.; Turner, M.J. Evaluation of point-of-care maternal
glucose measurements for the diagnosis of gestational diabetes mellitus. Int. J. Obstet. Gynaecol. 2017,
124, 1746–1752. [CrossRef] [PubMed]

25. O’Malley, E.G.; Reynolds, C.M.E.; O’Kelly, R.; Killalea, A.; Sheehan, S.R.; Turner, M.J. A prospective
evaluation of point-of-care measurements of maternal glucose for the diagnosis of gestational diabetes
mellitus. Clin. Chem. 2020, 66, 316–323. [CrossRef] [PubMed]

26. Kristensen, K.; Wangel, A.M.; Katsarou, A.; Shaat, N.; Simmons, D.; Fadl, H.; Berntorp, K. Diagnosis of
gestational diabetes mellitus with point-of-care methods for glucose versus hospital laboratory method using
isotope dilution gas chromatography-mass spectrometry as reference. J. Diabetes Res. 2020, 2020, 7937403.
[CrossRef]

27. Garcia-Claver, A.; Ramos-Corral, R.; Lavina-Fananas, C.; Solans-Blecua, I.; Puzo-Foncillas, J. Capillary
glucose concentration during oral glucose tolerance test for the diagnosis of gestational diabetes. Int. J.
Gynaecol. Obs. Obstet. 2020. [CrossRef]

http://dx.doi.org/10.1111/dme.13903
http://dx.doi.org/10.1080/00365513.2016.1233575
http://dx.doi.org/10.1177/193229681300700518
http://www.ncbi.nlm.nih.gov/pubmed/24124955
http://dx.doi.org/10.1093/clinchem/43.5.794
http://www.ncbi.nlm.nih.gov/pubmed/9166233
http://dx.doi.org/10.1016/j.tjem.2018.09.001
http://www.ncbi.nlm.nih.gov/pubmed/30533555
http://dx.doi.org/10.1111/dme.13025
http://www.ncbi.nlm.nih.gov/pubmed/26536491
http://dx.doi.org/10.1016/S0020-7292(15)30033-3
http://dx.doi.org/10.5830/CVJA-2016-021
http://dx.doi.org/10.1186/1758-5996-4-54
http://dx.doi.org/10.1016/j.cccn.2003.10.033
http://dx.doi.org/10.1016/j.diabres.2015.12.017
http://dx.doi.org/10.1515/CCLM.2011.233
http://dx.doi.org/10.1016/S0009-8981(98)00187-9
http://dx.doi.org/10.1046/j.1464-5491.2003.01048.x
http://www.ncbi.nlm.nih.gov/pubmed/14632723
http://dx.doi.org/10.1111/1471-0528.14255
http://www.ncbi.nlm.nih.gov/pubmed/27532888
http://dx.doi.org/10.1093/clinchem/hvz005
http://www.ncbi.nlm.nih.gov/pubmed/32040574
http://dx.doi.org/10.1155/2020/7937403
http://dx.doi.org/10.1002/ijgo.13178


Diagnostics 2020, 10, 1011 12 of 12

28. Lindqvist, M.; Persson, M.; Lindkvist, M.; Mogren, I. No consensus on gestational diabetes mellitus
screening regimes in sweden: Pregnancy outcomes in relation to different screening regimes 2011 to 2012, a
cross-sectional study. BMC Pregnancy Childbirth 2014, 14, 185. [CrossRef]

29. Persson, M.; Winkvist, A.; Mogren, I. No unified guidelines concerning gestational diabetes in sweden.
Noticeable differences between screening, diagnostics and management in maternal health services.
Lakartidningen 2007, 104, 3365–3369.

Publisher’s Note: MDPI stays neutral with regard to jurisdictional claims in published maps and institutional
affiliations.

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1186/1471-2393-14-185
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

