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Abstract

Purpose of Review The rates of diabetes in pregnancy (type 1, type 2, and gestational diabetes) are increasing. Diabetes in
pregnancy is associated with increased risk for maternal and neonatal complications. Certain groups are disproportionately
affected by these complications and this paper reviews the data about disparities in diabetes in pregnancy and explores the
social determinants of health (SDoH) underlying these disparities.

Recent Findings Rates of diagnosis of gestational diabetes and pregestational diabetes are higher in racial and ethnic minor-
ity groups and people with socioeconomic disadvantage. There is higher all cause maternal mortality for Black people com-
pared to White people. Emerging data suggests higher risk for adverse pregnancy outcomes for Black, American Indian, and
Hispanic/Latina subjects with diabetes compared to White subjects. Individuals living in neighborhoods with higher poverty
and less educational attainment also have higher rates of pregnancy and neonatal complications with diabetes.

Summary Diabetes in pregnancy is a complex condition which requires specialty care that can be time-consuming and
costly. Individuals with disadvantages in income and employment, food security, social protection and support, and access to
affordable and quality health services may be particularly susceptible to adverse outcomes of diabetes in pregnancy. Provid-
ers can reduce disparities by recognizing individuals with vulnerabilities in SDoH and tailoring treatment to social context.

Equitable access to diabetes technology and postpartum care can also reduce disparities in outcomes.

Keywords Diabetes - Gestational diabetes - Pregnancy - Healthcare disparities - Social determinants of health

Introduction

Diabetes has been described as a “silent epidemic” which is
projected to affect 1 in 8 adults (783 million people) by the
year 2045 and is one of the top 10 causes of death worldwide
[1-3]. Diabetes in pregnancy is of particular concern due to
its high prevalence and the short- and long-term implica-
tions for maternal and offspring health. In general, diabetes
in pregnancy is divided into pregestational diabetes (type 1
and type 2) and gestational diabetes (GDM), which is glu-
cose intolerance that develops during pregnancy. In the US,
GDM affected 8.3% of pregnancies in 2021, an increase
from 6.0% of pregnancies in 2016 [4]. Pre-gestational
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diabetes affects 1-2% of pregnancies and from 2000 to
2019 the prevalence of type 2 diabetes (T2D) in pregnancy
quadrupled [5]. These statistics are not surprising; amongst
women of childbearing age, 4.5% have diabetes and up to
30% of those are unaware of their diagnosis [6].

The potential for adverse outcomes from diabetes in
pregnancy depends on the timing and severity of hypergly-
cemia. With diabetes in pregnancy, there is maternal risk
for pre-eclampsia and gestational hypertension and neonatal
risk for stillbirth, major congenital anomaly, and large for
gestational age [7, 8]. The implications of diabetes in preg-
nancy extend beyond pregnancy and delivery. People with
gestational diabetes have up to a 50% increased lifetime
risk of type 2 diabetes depending on the length of follow
up and population studied [9]. The risk for type 2 diabetes
after GDM remains elevated for more than 35 years after
pregnancy [10]. Children of pregnancies with gestational
diabetes have increased risk for overweight and obesity as
well as T2D and hypertension [11, 12]. Certain groups are
disproportionately affected by diabetes in pregnancy and the
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associated complications. This paper reviews the data about
disparities in diabetes in pregnancy and explores the social
determinants of health (SDoH) underlying these disparities.

Healthcare disparities can be defined as a “difference
between population groups in the way they access, experi-
ence, and receive healthcare [13].” The World Health Orga-
nization, Centers for Disease Control, and many other public
health groups have recently focused efforts to understand
social determinants of health (SDoH) which can contribute
healthcare disparities [14, 15]. Research in disparities com-
monly reports on race, ethnicity, and poverty because these
measures are relatively straightforward to quantify from
public records and existing databases. However, there are
less easily quantifiable factors which are important to con-
sider such as social and community context and healthcare
access and quality. It is important to acknowledge the limi-
tations of descriptions of individuals based on race and eth-
nicity. Rather than describing biologic differences, race is a
social construct and its use in research and clinical medicine
can have potentially deleterious effects on health outcomes
and social determinants of health [16]. This paper will dis-
cuss outcomes based on race and ethnicity as reported in the
cited studies while recognizing these limitations.

Disparities in Diabetes in Pregnancy
Overall Diabetes Prevalence and Outcomes

The prevalence of diabetes in the US varies significantly
based on race and ethnicity and socioeconomic status.
According to CDC data from 2019 to 2021, the prevalence
of diagnosed diabetes is 13.6% for American Indian and
Alaska Native adults, 12.1% for non-Hispanic Black adults,
11.7% for Hispanic adults, 9.1% for non-Hispanic Asian
adults, and 6.9% for non-Hispanic White adults [17]. Preva-
lence of diabetes is higher for adults with less than a high
school education (13.1%) compared to those with a high
school education (9.1%) or more than a high school educa-
tion (6.9%) [17]. The odds of having diabetes are higher for
Black and White individuals living in poor neighborhoods,
defined as neighborhoods with >=20% of families below
the federal poverty line [18].

Outcomes of diabetes also differ based on race and eth-
nicity and socioeconomic status. Zakaria et al. in 2023
observed higher odds of poor glycemic control (hemoglo-
bin Alc 7.0% or greater) in Hispanic or Latino (OR 1.46)
and non-Hispanic Black people (OR 1.28) compared to non-
Hispanic White people with a self-reported diagnosis of dia-
betes [19]. Mortality from diabetes is higher in Black people
compared to White people, as demonstrated in a recent anal-
ysis of cause-specific mortality rates across racial-ethnic
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groups from 2000 to 2019. This study observed that that
Black people with diabetes and kidney disease had higher
mortality rates compared to white people in 99.1% of 1486
US counties [20]. For type 1 diabetes, low socioeconomic
status has been associated with higher morbidity and mor-
tality and specifically with higher risk for diabetic ketoaci-
dosis [21, 22].

Diabetes in Pregnancy: Prevalence

Regarding diabetes in pregnancy, data has consistently dem-
onstrated disparities in rates of diagnosis of GDM and pre-
gestational diabetes based on race and ethnicity. A study by
Shah et al. in 2021 examined data for 12,610,235 subjects
in the US with singleton first live births from 2011 to 2019.
Rates of GDM increased in all racial and ethnic subgroups
and certain subgroups were disproportionately affected.
Most Asian and Hispanic/Latina subgroups had higher rates
of GDM compared to non-Hispanic white subjects, though
the rates for Black subjects were similar to White subjects
(risk ratio 0.97 with 95% CI 0.94-0.99). The highest abso-
lute rates of GDM were observed in Asian Indian subjects
(129.1 per 1000 live births). Higher rates of pregestational
diabetes per 1000 live births were observed in Black sub-
jects (12.4) and Hispanic/Latina subjects (10.8) compared
to non-Hispanic White subjects (7.9) [23].

In addition to race and ethnicity, community factors can
influence rates of GDM and pregestational diabetes. A mul-
ticenter study by Field et al. published in 2024 examined
9155 nulliparous subjects at eight US medical centers and
used the Area Deprivation Index to quantify socioeconomic
disadvantage. Subjects living in the highest tertile of socio-
economic disadvantage had higher rates of pregestational
diabetes compared to the lowest tertile (2.6% vs. 0.8%;
adjusted odds ratio, 2.52; 95% CI 1.41-4.48). No significant
associations between socioeconomic disadvantage and rates
of GDM were observed. However, small increases in risk
for gestational diabetes were seen in subjects living in food
deserts and less walkable neighborhoods [24]. Individuals
in rural areas are also more likely to be diagnosed with pre-
gestational and GDM compared to those in urban areas [25].

Diabetes in Pregnancy: Outcomes

Though many studies have investigated racial and ethnic
differences in diabetes diagnosis in pregnancy, there is rela-
tively less data about differences in pregnancy outcomes
in different population groups. Studies have consistently
observed higher all cause maternal mortality rates for non-
Hispanic Black people. A 2021 study of US vital records
from 2016 to 2017 demonstrated 3.55 times higher mater-
nal mortality rate for non-Hispanic Black people compared
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to non-Hispanic White people. The cause of mortality was
predominantly cardiovascular conditions including pre-
eclampsia and postpartum cardiomyopathy. Diabetes was
not reported in this dataset, but these cardiovascular condi-
tions have a clear link to diabetes [26].

A cohort study of 7,468 subjects with GDM at Kaiser
Permanente Northern California observed a higher preva-
lence of LGA in Black subjects (25.1%) compared to His-
panic (17.3%), white (16.4%), or Asian (13.9%) individuals.
A multivariate model adjusting for racial and ethnic group,
parity, age at delivery, education, BMI and other variables
found Black subjects were 30% more likely to have an LGA
newborn [27]. Another cohort study of 32,193 pregnancies
with GDM observed higher odds of multiple complications
in Black subjects including preeclampsia (aOR=1.57) neo-
natal hypoglycemia (aOR=1.79), and preterm delivery <37
weeks (aOR=1.56) [28].

A more recent 2022 study by Venkatesh et al. described
1,560,822 subjects with gestational diabetes and single-
ton live births between 2014 and 2020. Black subjects had
significantly increased risk for most adverse pregnancy
outcomes compared to White subjects including cesarean
delivery, preeclampsia or gestational hypertension, preterm
birth, and NICU admission. American Indian subjects had
significantly increased risk for most adverse pregnancy out-
comes and Hispanic/Latina subjects also had increased risk
for cesarean delivery, preterm birth, and NICU admission
[8].

A 2024 study of 2,071 pregnancies with GDM examined
neighborhood factors and risk for a composite outcome
of complications including preeclampsia, macrosomia,
hypoglycemia, neonatal intensive care unit admission,
hemorrhage, and stillbirth. They observed higher rates of
complications in Black subjects compared to White or other
(37.8% vs. 31.0% and 26.9%, p=0.0009). Complications
were more likely in neighborhoods with >5.7% of house-
holds below the poverty level and in neighborhoods with
>8.9% of residents with less than a high school diploma
[29].

Understanding the Reason for Disparities in
Diabetes in Pregnancy

The data presented above establishes that rates of diabetes
in pregnancy and pregnancy complications disproportion-
ately affect certain population groups. Treatment of diabetes
in pregnancy with lifestyle measures and pharmacologic
therapy to improve glycemia reduces risk for maternal
and neonatal complications for GDM and pregestational
diabetes [30, 31]. However, the care required to optimize
outcomes for diabetes in pregnancy can be complex, time-
consuming, and costly. We will explore the requirements of

diabetes care in pregnancy to understand factors that can
limit certain groups of people from receiving optimal care.

Diabetes care in pregnancy can be complex. Qualitative
studies of women with GDM have demonstrated limited
patient understanding about different types of diabetes, the
effect of diabetes on pregnancy outcomes, and the long term
health implications [32]. Registered dieticians and certified
diabetes educators provide critical counseling about nutri-
tion and diabetes self-management with additional support
from patient navigators and community health workers.
However, these resources may not be universally available.
Medical care for diabetes in pregnancy requires specific
provider knowledge and technologic expertise. The Ameri-
can Diabetes Association (ADA) and Society for Maternal
and Fetal Medicine (SMFM) provide lengthy recommenda-
tions and checklists for management of diabetes from pre-
conception through antenatal and postpartum care [33, 34].
Limited access to high quality medical centers and subspe-
cialists is a factor that can contribute to disparities in diabe-
tes in pregnancy.

Diabetes care in pregnancy can be time-consuming.
The foundation of management of diabetes in pregnancy is
lifestyle measures including nutrition and physical activity
[33]. It is essential for patients to have time to shop for food
and prepare meals and time for physical activity. Further-
more, significant time is required for glycemic monitoring
and medication administration. Glycemic monitoring in
pregnancy is often recommended fasting, preprandial, and
postprandial (6 times per day) and medical therapy with
insulin can require injections up to 4-5 times per day [33].
Frequent medical visits are required to monitor glycemia
and fetal wellbeing. These can include provider appoint-
ments (obstetrics or maternal fetal medicine, endocrinol-
ogy, nutritionist) and dedicated ultrasounds. By the end of
pregnancy, twice weekly antenatal testing is recommended
in pregnancies with pregestational diabetes [35]. Attending
to glycemic monitoring, medication administration, and fre-
quent medical appointments can be challenging for patients
with work and childcare obligations especially when there
is limited social support.

Diabetes care in pregnancy can be costly. The interven-
tions described above including healthy foods, medications,
testing supplies, and transportation to medical visits can
lead to significant cumulative costs for diabetes in preg-
nancy. As an example, continuous glucose monitors (CGM)
have become the standard of care for type 1 diabetes outside
of pregnancy and show evidence of benefit in pregnancy
for pregestational diabetes and possibly gestational diabe-
tes [36—38]. CGM devices are worn on the body for 7-15
days and measure interstitial glucose to provide continu-
ous glucose data and obviate the need for fingersticks. This
technology has potential to ease the burden of the intensive
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Fig. 1 The continuum of diabetes care before, during, and after pregenency

fingerstick glucose testing that is required in pregnancy but
access to CGM can be limited due to cost and insurance cov-
erage. According to 2021 data from the Centers for Disease
control (CDC), Medicaid provided coverage for 41.0% of
deliveries overall and specifically 64.0% of Black patients
at 58.1% of Hispanic patients. Medicaid for CGM coverage
varies by state and as of 2022, 40 states and the District of
Columbia provided some level of CGM coverage but with
varying requirements for diagnosis and documentation [39].

Insulin cost can pose another significant financial burden.
Most Medicaid plans cover insulin for free or significantly
reduced cost though this too can vary by state [40]. With
private insurance, many states have enacted copay caps for
insulin cost ranging from $25-$100 per month. However,
these out of pocket costs may still be prohibitive for low
income patients, particularly considering cost of testing sup-
plies in addition to medications.

Financial strain around the time of pregnancy has been
well documented and disproportionately affects Black and
Hispanic individuals. According to a 2023 study of US
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national survey data, poverty rates among Black pregnant
subjects before birth was 47.3% and in the month after
birth was 54.6%. Among Hispanic pregnant subjects the
poverty rate before birth was 36.3% and in the month after
birth was 49.7% [41]. There are myriad factors contributing
to the baseline poverty rates and increase in poverty after
birth. One important contributing factor to financial strain
is parental leave. Black and Hispanic workers are less likely
than White workers to have access to and use paid paren-
tal leave though these effects are somewhat attenuated by
employment characteristics (full or part time work, occupa-
tion, type of industry) [42].

Diabetes care does not end with delivery. Figure 1 illus-
trates the continuum of diabetes care through pregnancy,
postpartum, and long-term health. A particularly critical
step for long-term health in people with GDM is detecting
postpartum dysglycemia. It has been well established that
intensive lifestyle interventions through Diabetes Preven-
tion Programs and use of metformin can reduce risk for type
2 diabetes by around 50% for people with a history of GDM
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and impaired glucose tolerance. However, many individu-
als do not complete postpartum testing to identify impaired
glucose tolerance and are therefore unable to benefit from
these interventions. Historically<50% of people complete
the postpartum OGTT due to barriers in transportation,
finances, and childcare [43].

Income and employment, food security, social protec-
tion and support, and access to affordable and quality health
services are SDoH which can contribute significantly to
disparities in diabetes in pregnancy. Pregnant patients with
vulnerabilities in any of these SDoH may have difficulty
accessing care for diabetes in pregnancy and adhering to the
time-consuming and costly treatments that are required.

Strategies for Reducing Disparities and Improving
Outcomes

In order to address health inequities related to SDoH on an
individual patient level, healthcare providers must recog-
nize when vulnerabilities exist. The National Academy of
Sciences created a framework for educating health profes-
sionals to address SDoH and health inequalities [44]. This
should be a critical component of education for new pro-
viders and continuing education for current providers. The
ADA Standards of Care in 2024 includes recommendations
for tailoring diabetes treatment for social context. These
recommendations advise providers to assess food and hous-
ing insecurity, financial barriers, and social community sup-
port to guide treatment decisions. Diabetes care providers
and clinics should have a structured approach to identify
barriers to care and health systems should have programs
in place to provide assistance. A 2024 study of 68 hospitals
in Michigan found that systematic screening for SDoH was
performed in less than half of the surveyed hospitals but did
appear to be feasible in different types of hospitals [45].

The ADA additionally recommends involvement of local
community resources including health coaches, navigators,
or community health workers (CHW) [46]. One example
of a successful community health worker initiative is the
Safe Start program in Philadelphia. The program enrolled
publicly insured pregnant women with chronic health con-
ditions including diabetes and paired the subjects with a
CHW to provide case management, care coordination, and
emotional support. Compared to a control group with usual
care, the Safe Start participants had more engagement in
care, fewer antenatal admissions, and short neonatal inten-
sive care unit (NICU) stays [47].

Optimized single center care for diabetes in pregnancy
could reduce the risk for adverse outcomes in pregnancy
in vulnerable populations. A 2023 study from a socially
deprived suburb in Paris observed no difference in preg-
nancy outcomes for subjects with hyperglycemia with and

without psychosocial deprivation or food insecurity. This
center utilizes a multidisciplinary team including a diabe-
tologist, obstetrician, midwife, dietician, and nurse educa-
tor with close monitoring and a tailored education program
[48]. Telehealth may reduce the burden of in person health-
care visits for people with diabetes in pregnancy but data for
improved outcomes is lacking [49].

Immediate postpartum oral glucose tolerance test
(OGTT) is a promising alternative to standard 4-12 week
postpartum screening with the potential to improve access
to care. A 2020 study by Werner et al. recruited 300 subjects
to complete a 2 day postpartum OGTT followed by a stan-
dard 4-12 week postpartum OGTT and then hemoglobin
Alc one year postpartum. In this cohort, there was no sig-
nificant difference between the immediate postpartum and
standard OGTT for predicting dysglycemia (Alc>5.7%) at
one year postpartum. Completion of the 2 day OGTT was
nearly universal (99% of subjects) [50]. Recent American
College of Obstetricians and Gynecologists (ACOG) guide-
lines presents immediate postpartum 75 g OGTT as a rea-
sonable alternative to the standard 4—12 week postpartum
screening [51].

Health care policy can takes steps to mitigate disparities,
particularly relating to equitable access to diabetes technol-
ogy. Universal insurance coverage for CGM for patients
using insulin can improve glycemic control, enhance patient
safety and ease the burden of frequent fingersticks. An ini-
tiative from the Center for Health Care Strategies (CHCS)
called Accelerating Access to CGMs in Medicaid to Improve
Diabetes Care is working to help states improve access to
CGM for people with Medicaid [52]. Furthermore, univer-
sal insurance coverage for postpartum care in the “fourth
trimester” (birth to 12 weeks postpartum) can help retain
patients in ongoing care, especially those at high risk for
future diabetes and diabetes complications.

Conclusions

Recognizing that health disparities exist is the first criti-
cal step in reducing inequities and optimizing health of the
entire population. This paper has outlined the current knowl-
edge about disparities in diabetes in pregnancy and the fac-
tors underlying these disparities. Further study is needed
to expand the relatively limited data about the impact of
disparities on pregnancy outcomes. Diabetes care provid-
ers should be knowledgeable about the impact of SDoH on
pregnancies with diabetes and take proactive steps to con-
nect patients with healthcare and community resources.
Improving access to diabetes medications and technology is
another critical approach to reduce disparities and diabetes
care providers can be important advocates in these efforts.

@ Springer



33 Page 6 of 8

Current Diabetes Reports (2025) 25:33

Key References

* Shah NS, Wang MC, Freaney PM, et al. (2021) Trends in
Gestational Diabetes at First Live Birth by Race and Ethnic-
ity in the US, 2011-2019. JAMA 326:660—6609.

A cross-sectional study of 12,610,235 subjects with sin-
gleton live births which showed increasing rates of GDM in
all racial and ethnic subgroups from 2011 to 2019 and that
most Asian and Hispanic/Latina subgroups had higher rates
of GDM compared to non-Hispanic white people

** Field C, Grobman WA, Yee LM, et al. (2024) Com-
munity-level social determinants of health and pregesta-
tional and gestational diabetes. Am J Obstet Gynecol MFM
6:101249.

A study of 9155 nulliparous subjects which showed that
subjects living in the highest tertile of socioeconomic dis-
advantage had higher rates of pregestational diabetes com-
pared to the lowest tertile.

** Venkatesh KK, Lynch CD, Powe CE, Costantine MM,
Thung SF, Gabbe SG, Grobman WA, Landon MB (2022)
Risk of Adverse Pregnancy Outcomes Among Pregnant
Individuals With Gestational Diabetes by Race and Ethnic-
ity in the United States, 2014-2020. JAMA 327:1356-1367.

A cross-sectional study of 1,560,822 subjects with GDM
which showed higher rates of adverse pregnancy outcomes
in Black, American Indian, and Hispanic/Latina subjects
compared to White subjects.

**Thomas LV, Jurkovitz CT, Zhang Z, Fawcett MR,
Lenhard MJ (2024) Neighborhood Environment and Poor
Maternal Glycemic Control-Associated Complications of
Gestational Diabetes Mellitus. AJPM Focus 3:100201.

A study of 2,071 pregnancies with GDM which showed
higher rates of pregnancy complications in Black subjects
compared to White subjects and in individuals living in
neighborhoods with more poverty and less educational
attainment.

Author Contributions L.D. wrote the manuscript and prepared figure
1.

Funding LD has received funding from the Helmsley Charitable Trust
(travel support for academic meeting.

Data Availability No datasets were generated or analysed during the
current study.

Declarations

Ethical Approval This article does not contain any studies with human
or animal subjects performed by any of the authors.

Competing Interests The authors declare no competing interests.
Open Access This article is licensed under a Creative Commons

Attribution 4.0 International License, which permits use, sharing,

@ Springer

adaptation, distribution and reproduction in any medium or format,
as long as you give appropriate credit to the original author(s) and the
source, provide a link to the Creative Commons licence, and indicate
if changes were made. The images or other third party material in this
article are included in the article’s Creative Commons licence, unless
indicated otherwise in a credit line to the material. If material is not
included in the article’s Creative Commons licence and your intended
use is not permitted by statutory regulation or exceeds the permitted
use, you will need to obtain permission directly from the copyright
holder. To view a copy of this licence, visit http://creativecommons.o
rg/licenses/by/4.0/.

References

1. Diabetes. What to know about the silent epidemic that kills nearly
7 million of Us every year. World Economic Forum.

2. About Diabetes. Facts & figures. International
Federation.

3. The Top. 10 Causes of death. World Health Organization.

4. QuickStats. Percentage of mothers with gestational diabetes, by
maternal Age — National vital statistics system, united States,
2016 and 2021. MMWR Morb Mortal Wkly Rep. 2023;72:16. ht
tps://doi.org/10.15585/mmwr.mm?7201a4.

5.  Gorsch LP, Wen T, Lonier JY, Zork N, Mourad M, DA ME, Fried-
man AM. Trends in delivery hospitalizations with pregestational
and gestational diabetes mellitus and associated outcomes: 2000-
2019. Am J Obstet Gynecol. 2023;229:¢631-6314.

6. Azeez O, Kulkarni A, Kuklina EV, Kim SY, Cox S. Hypertension
and diabetes in Non-Pregnant women of reproductive age in the
united States. Prev Chronic Dis. 2019;16:190105. https://doi.org/
10.5888/pcd16.190105.

7. Yang J, Cummings EA, O’connell C, Jangaard K. Fetal and
neonatal outcomes of diabetic pregnancies. Obstet Gynecol.
2006;108:644-50.

8. Venkatesh KK, Lynch CD, Powe CE, Costantine MM, Thung SF,
Gabbe SG, Grobman WA, Landon MB. Risk of adverse preg-
nancy outcomes among pregnant individuals with gestational
diabetes by race and ethnicity in the united States, 2014-2020.
JAMA. 2022;327:1356-67.

9. Dennison RA, Chen ES, Green ME, Legard C, Kotecha D, Farmer
G, Sharp SJ, Ward RJ, Usher-Smith JA, Griffin SJ. The absolute
and relative risk of type 2 diabetes after gestational diabetes: A
systematic review and meta-analysis of 129 studies. Diabetes Res
Clin Pract. 2021;171:108625.

10. Diaz-Santana MV, O’Brien KM, Park Y-MM, Sandler DP, Wein-
berg CR. Persistence of risk for type 2 diabetes after gestational
diabetes mellitus. Diabetes Care. 2022;45:864—70.

11. Nehring I, Chmitorz A, Reulen H, von Kries R, Ensenauer R.
Gestational diabetes predicts the risk of childhood overweight
and abdominal circumference independent of maternal obesity.
Diabet Med. 2013;30:1449-56.

12. Bianco ME, Josefson JL. Hyperglycemia during pregnancy and
Long-Term offspring outcomes. Curr Diab Rep. 2019;19:143.

13. 2021 National Healthcare Quality and Disparities Report [Inter-
net]. Rockville (MD). Agency for Healthcare Research and Qual-
ity (US); 2021 Dec. DISPARITIES IN HEALTHCARE. Available
from: https://www.ncbi.nlm.nih.gov/books/NBK 578532/

14. Social Determinants of Health. WHO Health Topics. Accessed
14. Nov 2024. https://www.who.int/health-topics/social-determi
nants-of-health#tab=tab 1

15. Social Determinants of Health. Healthy People. 2030, U.S.
Department of Health and Human Services, Office of Disease
Prevention and Health Promotion. Accessed 14 Nov 2024, from h

Diabetes


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.15585/mmwr.mm7201a4
https://doi.org/10.15585/mmwr.mm7201a4
https://doi.org/10.5888/pcd16.190105
https://doi.org/10.5888/pcd16.190105
https://www.ncbi.nlm.nih.gov/books/NBK578532/
https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1
https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1
https://odphp.health.gov/healthypeople/objectives-and-data/social-determinants-health

Current Diabetes Reports

(2025) 25:33

Page70of8 33

16.

17.
18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

ttps://odphp.health.gov/healthypeople/objectives-and-data/socia
|-determinants-health

Use of. Race, Ethnicity, and Ancestry as Population Descriptors
in Genomics Research.

National. Diabetes Statistics Report.

Gaskin DJ, Thorpe RJ, McGinty EE, Bower K, Rohde C, Young
JH, LaVeist TA, Dubay L. Disparities in diabetes: the nexus of
race, poverty, and place. Am J Public Health. 2014;104:2147-55.
Zakaria NI, Tehranifar P, Laferrére B, Albrecht SS. Racial and
ethnic disparities in glycemic control among insured US adults.
JAMA Netw Open. 2023;6:¢2336307.

GBD US Health Disparities Collaborators. Cause-specific mor-
tality by County, race, and ethnicity in the USA, 2000-19: a sys-
tematic analysis of health disparities. Lancet. 2023;402:1065-82.
Scott A, Chambers D, Goyder E, O’Cathain A. Socioeconomic
inequalities in mortality, morbidity and diabetes management
for adults with type 1 diabetes: A systematic review. PLoS ONE.
2017;12:e0177210.

Lindner LME, Rathmann W, Rosenbauer J. Inequalities in glycae-
mic control, hypoglycaemia and diabetic ketoacidosis according
to socio-economic status and area-level deprivation in type 1 dia-
betes mellitus: a systematic review. Diabet Med. 2018;35:12-32.
Shah NS, Wang MC, Freaney PM, et al. Trends in gestational dia-
betes at first live birth by race and ethnicity in the US, 2011-2019.
JAMA. 2021;326:660-9.

Field C, Grobman WA, Yee LM, et al. Community-level social
determinants of health and pregestational and gestational diabe-
tes. Am J Obstet Gynecol MFM. 2024;6:101249.

Venkatesh KK, Huang X, Cameron NA, Petito LC, Joseph J,
Landon MB, Grobman WA, Khan SS. Rural-urban disparities
in pregestational and gestational diabetes in pregnancy: serial,
cross-sectional analysis of over 12 million pregnancies. BJOG.
2024;131:26-35.

MacDorman MF, Thoma M, Declcerq E, Howell EA. Racial
and ethnic disparities in maternal mortality in the united States
using enhanced vital records, 2016-2017. Am J Public Health.
2021;111:1673-81.

Sridhar SB, Ferrara A, Ehrlich SF, Brown SD, Hedderson MM.
Risk of large-for-gestational-age newborns in women with gesta-
tional diabetes by race and ethnicity and body mass index catego-
ries. Obstet Gynecol. 2013;121:1255-62.

Nguyen BT, Cheng YW, Snowden JM, Esakoff TF, Frias AE,
Caughey AB. The effect of race/ethnicity on adverse perinatal
outcomes among patients with gestational diabetes mellitus. Am
J Obstet Gynecol. 2012;207:¢3221-6.

Thomas LV, Jurkovitz CT, Zhang Z, Fawcett MR, Lenhard MJ.
Neighborhood environment and poor maternal glycemic Control-
Associated complications of gestational diabetes mellitus. AJPM
Focus. 2024;3:100201.

Pillay J, Donovan L, Guitard S, Zakher B, Gates M, Gates A,
Vandermeer B, Bougatsos C, Chou R, Hartling L. Screening
for gestational diabetes: updated evidence report and system-
atic review for the US preventive services task force. JAMA.
2021;326:539-62.

Tennant PWG, Glinianaia SV, Bilous RW, Rankin J, Bell R. Pre-
existing diabetes, maternal glycated haemoglobin, and the risks
of fetal and infant death: a population-based study. Diabetologia.
2014;57:285-94.

Parsons J, Ismail K, Amiel S, Forbes A. Perceptions among women
with gestational diabetes. Qual Health Res. 2014;24:575-85.
American Diabetes Association Professional Practice Committee.
15. Management of diabetes in pregnancy: standards of care in
diabetes-2024. Diabetes Care. 2024;47:S282-94.

Patient Safety and Quality Committee, Society for Maternal-Fetal
Medicine. Electronic address: smfm@smfm.org, Hameed AB,
Combs CA. (2020) Society for Maternal-Fetal Medicine Special

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

SI.

Statement: Updated checklist for antepartum care of pregesta-
tional diabetes mellitus. Am J Obstet Gynecol 223:B2-BS5.
(2021) Indications for outpatient antenatal fetal surveillance:
ACOG committee opinion, number 828. Obstet Gynecol
137:e177-97.

Feig DS, Donovan LE, Corcoy R, et al. Continuous glucose mon-
itoring in pregnant women with type 1 diabetes (CONCEPTT):
a multicentre international randomised controlled trial. Lancet.
2017;390:2347-59.

Padgett CE, Ye Y, Champion ML, Fleenor RE, Orfanakos VB,
Casey BM, Battarbee AN. (2024) Continuous glucose monitor-
ing for management of type 2 diabetes and perinatal outcomes.
Obstet Gynecol. https://doi.org/10.1097/A0G.00000000000056
09

Garcia-Moreno RM, Benitez-Valderrama P, Barquiel B, Gonzalez
Pérez-de-Villar N, Hillman N, Lora Pablos D, Herranz L. Effi-
cacy of continuous glucose monitoring on maternal and neonatal
outcomes in gestational diabetes mellitus: a systematic review
and meta-analysis of randomized clinical trials. Diabet Med.
2022;39:e14703.

Howe G, Chavis J. Expanding medicaid access to continuous glu-
cose monitors. Center for Health Care Strategies; 2022.

Leading. the Fight for Insulin Affordability. American Diabetes
Association.

Hamilton C, Sariscsany L, Waldfogel J, Wimer C. Experiences of
poverty around the time of a birth: A research note. Demography.
2023;60:965-76.

Bartel A, Kim S, Nam J, Rossin-Slater M, Ruhm C, Waldfogel J.
(2019) Racial and ethnic disparities in access to and use of paid
family and medical leave: evidence from four nationally repre-
sentative datasets. MLR. https://doi.org/10.21916/mlr.2019.2
Werner EF, Has P, Kanno L, Sullivan A, Clark MA. Barriers to
postpartum glucose testing in women with gestational diabetes
mellitus. Am J Perinatol. 2019;36:212-8.

Committee on Educating Health Professionals to Address the
Social Determinants of Health, Board on Global Health, Institute
of Medicine, National Academies of Sciences, Engineering, and
Medicine. (2016) A Framework for Educating Health Profession-
als to Address the Social Determinants of Health. National Acad-
emies Press (US), Washington (DC).

Peahl AF, Chang C, Daniels G, Stout MJ, Low LK, Chen X,
Moniz MH. Rates of screening for social determinants of health
in pregnancy across a statewide maternity care quality collabora-
tive. Am J Obstet Gynecol. 2024;230:267—2693.

American Diabetes Association Professional Practice Committee.
1. Improving care and promoting health in populations: standards
of care in Diabetes-2024. Diabetes Care. 2024;47:S11-9.
Cunningham SD, Riis V, Line L, Patti M, Bucher M, Durnwald
C, Srinivas SK. Safe start community health worker program: A
multisector partnership to improve perinatal outcomes among
Low-Income pregnant women with chronic health conditions.
Am J Public Health. 2020;110:836-9.

Bihan H, Nachtargeale C, Vicaud E, Sal M, Berkane N, Pinto
S, Tatulashvili S, Fermaut M, Carbillon L, Cosson E. Impact of
experiencing multiple vulnerabilities on fetal growth and compli-
cations in women with hyperglycemia in pregnancy. BMC Preg-
nancy Childbirth. 2023;23:740.

Zork NM. Telehealth for the management of diabetes in preg-
nancy. Curr Diab Rep. 2022;22:365-9.

Werner EF, Has P, Rouse D, Clark MA. Two-day postpartum
compared with 4- to 12-week postpartum glucose tolerance test-
ing for women with gestational diabetes. Am J Obstet Gynecol.
2020;223:e4391-7.

Gandhi M, et al. Screening for gestational and pregesta-
tional diabetes in pregnancy and postpartum. Obstet Gynecol.
2024;144(1):e20-3.

@ Springer


https://doi.org/10.1097/AOG.0000000000005609
https://doi.org/10.1097/AOG.0000000000005609
https://doi.org/10.21916/mlr.2019.2
https://odphp.health.gov/healthypeople/objectives-and-data/social-determinants-health
https://odphp.health.gov/healthypeople/objectives-and-data/social-determinants-health

33 Page 8 of 8 Current Diabetes Reports (2025) 25:33

52. Accelerating Access to. Continuous glucose monitors in medicaid
to improve diabetes care. Center for Health Care Strategies.

Publisher’s Note Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations.

@ Springer



	﻿Disparities in Diabetes in Pregnancy and the Role of Social Determinants of Health
	﻿Abstract
	﻿Introduction
	﻿Disparities in Diabetes in Pregnancy
	﻿Overall Diabetes Prevalence and Outcomes
	﻿Diabetes in Pregnancy: Prevalence
	﻿Diabetes in Pregnancy: Outcomes
	﻿Understanding the Reason for Disparities in Diabetes in Pregnancy
	﻿Strategies for Reducing Disparities and Improving Outcomes

	﻿Conclusions
	﻿Key References
	﻿References


