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[HZE] B - HIHEUR ORISR i85 (oral lipid tolerance test, OLTT) 7ELE§RIINEIRNG (gestational diabetes mellitus, GDM)
PR B (e . F73% - 2019455 —20194F 12 A #1830 K @ 55— NREBe R BR324 10 71 i), F 2% 14~20 847 OLTT,
I Fas@AIRES (2. 4h) EGEBKIL, 235080 =B Hl (triacylglycerol, TAG) . UFEZIEIHR (free fat acid, FFA). /N IL%
NG 1 (small dense low density lipoprotein, sd-LDL) . #R ¥ 17 I 75 2 Bl it i858 (oral glucose tolerance test , OGTT) 45 %43 N
GDM A (n=22) FIXTHEZL (n=49), 4il0] HLACAFIYSE — Mt bn, LI ZSEFIGE J§ (2. 4h) M TAG. FFA. sd-LDL /K-, #iidis
OLTT th#s JEFINR4 5 (2. 4h) Y TAG. FFA. sd-LDL ol s dl, s 4lm OGTT bl (fuffizs fE bk . 1 hifh. 2 hift
i) . FASAI B R % (homeostatic model assessment for insulin resistance, HOMA-IR) M2%5%, HWH& 4] GDM B4R, 2
il 323 & LAEFFHE 28 (receiver operator characteristic curve, ROC M2k ), 445 #8545 % GDM B9 #f 28 T 1#i AL (area under curve,
AUC). ZR - GDM YL 55X AL A I 45— e bR b, 2R 808 L (P>0.05), GDMAMZIEMIEE)S (2. 4h) TAG. sd-
LDL KA XG4 )G 4 h FFA Y B 35 5 PR, 2Z2RA 50125 L (¥ P<0.05); 1Mizs @ FIIE4 )G 2 h FRA fY4H 18] 22 3 e84 5 (ﬁJ
P>0.05). 75 TAG 47 I IMARKF- B 2 @ T AL TAG A, 2R A Gi2#E L (P<0.05); i1, 2 hIfFHER 2 5 LE 4=
(¥ P>0.05), BEAESG2hi TAGAIZNE . | hIWHE B &R THEEE 2 hMLTAGHL, ERAGFIFE L (3 P<0.05), HE%F4h.nJTAG
HWOGTT A . 1 hifHE & & THEEE 4 MR TAGH , ZRERITFEX (¥P<0.05), FEMIEEE (2. 4h) BWTAGH . &
sd-LDL £ i) HOMA-IR ¥ &} 2 5 T X B A I TAG 41 . ik sd-LDL 4 (34 P<0.05). %M = TAG 41545 Ik TAG 4119 GDM & ALK L4,
ZRIGIHHEE L (P>0.05). FER (2. 4h) 7 TAGAZIAR GDM & A RIGFE TR MK TAGA (34 P<0.05). ROC HhZk i brat 1
R, WE4J5 4 h FFAX GDM I AUCHR K (P<0.05), Z518 - (LURMIIOZOBNR (O 2 VIAH G, GDM 22 A 7E 22 1 i T OGTT KA 22 if R
%éfujﬂamﬁbl-m, 14~20 JE 47 OLTT VN ZS IS BB A A Ah T, Xk GDM XU T AT S A0 {EL,  mTLASRET & B GDM & /e AR .
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Value of pregnancy lipid tolerance test in predicting risk of gestational diabetes mellitus
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[Abstract] Objective:To explore the value of gestational oral lipid tolerance test (OLTT) in predicting the risk of gestational diabetes mellitus (GDM).
Methods*From May 2019 to December 2019, 71 pregnant women were recruited in Shanghai General Hospital. OLTT was performed during 14—20
gestational weeks. Triacylglycerol (TAG), free fat acid (FFA) , and small dense low density lipoprotein (sd-LDL) were tested on an empty stomach in the
morning and 2 and 4 h after eating a high-fat meal. According to the oral glucose tolerance test (OGTT), the pregnant women were divided into GDM
group (n=22) and control group (n=49). General indicators such as age; and the levels of TAG, FFA and sd-LDL on an empty stomach and after a fat meal
(2 and 4 h) were compared between the two groups. According to the median of fasting and postprandial (2 and 4 h) TAG, FFA, and sd-LDL in OLTT, the
pregnant women were divided into different groups. OGTT blood glucose (including fasting blood glucose, 1 h blood glucose, and 2 h blood glucose) ,
homeostatic model assessment for insulin resistance (HOMA-IR) and the incidence of GDM were compared between the groups. The area under curve
(AUC) of each indicator against GDM was compared by receiver operator characteristic (ROC) curve. Results: There was no statistical difference in
general indicators such as age between the GDM group and the control group (P>0.05). The fasting and postprandial (2 and 4 h) TAG, sd-LDL and
postprandial 4 h FFA in the GDM group were significantly higher than those in the control group, and the differences were statistically significant (all P<
0.05). There was no significant difference between the two groups in fasting and 2 h FFA after meal (both P>0.05). The fasting blood glucose level of the
fasting high TAG group was significantly higher than that of the fasting low TAG group, and the difference was statistically significant (P<0.05).
However, there was no statistically significant difference in blood glucose at 1 h and 2 h between the two groups (both P>0.05). The fasting blood glucose
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and 1 h blood glucose of the 2 h high TAG group were significantly higher than those of the corresponding low TAG group, and the differences were
statistically significant (both P<0.05). The OGTT fasting and 1 h blood glucose levels of the 4 h high TAG group were significantly higher than those of
the corresponding low TAG group, and the difference was statistically significant (both P<0.05). The HOMA-IR of all high TAG groups was significantly
higher than that of the corresponding groups (all P<0.05). The HOMA-IR of all high sd-LDL groups was significantly higher than that of the
corresponding group (all P<0.05). There was no significant difference in the incidence of GDM between the fasting high TAG group and the fasting low
TAG group (P>0.05). After meals (2 and 4 h), the incidence of GDM in pregnant women in the high TAG group was higher than that in the corresponding
low TAG group (P<0.05). ROC curve analysis showed that the AUC of 4 h FFA versus GDM was the largest and was statistically significant (P<0.05).
Conclusion * Glycolipid metabolism in pregnant women is closely related. Pregnant women with GDM already show abnormal lipid metabolism during
the second trimester (before OGTT examination). OLTT during 14—20 weeks of gestation can be used as a supplement to fasting blood lipid testing, and

has important value in GDM risk prediction, and can identify high-risk of GDM in advance.

[Key words] gestational diabetes mellitus (GDM); oral lipid tolerance test (OLTT); triacylglycerol

IR WIMEJR G (gestational diabetes mellitus, GDM)
JEEIRIA O R B MO S, 5 2 B R 1) B
A ERALHIARERL, BPSBEE RACHT . B AN & R o i A
A, WHFE Y R ET B 4 M T BRI BR & 2 4 W AR R A
TERE PR REIR 1 B Z A7, X Se AR 5 1 S a8 ) i
WA E R, CAMERED IEWE G & =B H W
(triacylglycerol, TAG) W] Tl JB & ZALHT . i 29 W 1iid 52
AR DA S 2 BRI Y A o TR IR AR S e A R A T
7S LS 22T, T GDM 1 & A A LA I I A
TR, HARRTT . APEER DR, PP AT THRACE
FE) AR BE 7 8 SR AP R IR 1 1 A A i
i (oral glucose tolerance test, OGTT) #b, 4 HJRAG
i iR5 (oral lipid tolerance test, OLTT), H.E#%) &
HTREGIREIIT; B, R 5 R KF
AIAHOCPENF SN EEAT o AT RAIR SR AR A o i £ 1
1E GDM JXURS S0 b A (8, 5 7SR 1 A BUBE A I 5
fe NBE, Mi/> GDM DL KA IRES R i &4 .

1 ¥ME55E

L1 IR R

2019 4 5 J1—2019 4F 12 J £ b ¥ 22 38 R~ ) 25 —
N B B Bt T B 48 55 LR R 14~20 A Z2 40 71 9 . 9 A bR
OHfRIER. @QARZZE ., QBRI LA IFZRIVRLS
TE L HURARBERS . MR . O ERS . S L =R E
BB e Mg 45 . O 22 Fi 1R 5T & 45 % (body mass
index, BMI) 4 18.5~24.0 kg/m*, HEBRARME: DU Uk
MRFABERR 259 . QU IRMIIF AT EvEIF 28 . PR T
FRAE B

WF5ERT G T2 14~20 JH#E47 OLTT, ZSfE 12 h Tk H
SR R IR I 25 16 TAG . iR & I8 5 R (free fat acid,
FFA) . /NI %K% 8 4 1 (small dense low density
lipoprotein, sd-LDL). OLTT Y58 2 % M K hnifE ) K&
fam S, DA T E IR AR AR O b i £ A

http://xuebao.shsmu.edu.cn

KOMbRAE, $EHEZIE S — A E 29 R 680 keal (1 keal=
4.186 k) IR . Mg M —1~2955 g KB |
30 g, 2 ARl el (29100 g) . ANEF)
250 mL ARG, Hob gy . EEB. ks S
FA3 ok 59% . 12%. 29%. He%&J5 (2 h 14 h) 5300 F
UCHIEBGE K LA TAG . FFA.| sd-LDL. 3ZiXZ#{d7E 4 h
PN AT 3 D VKO b i oK

AT L1 A8 3E K B o — AR B B A AR
WZe piosdttie AR5 Befed [2018]) 26%), 704l
TEAFZ B ARNFE, IS 22 G RIS 0 W 2 15 .
AW 58 A B IR 5 O o N, NS
ChiCTR1800018884.,

FT A AT 2 2428 R AT OGTT, Horh 22 N2k
GDM, 49 A K%/ GDM, GDM 3 ¥£F5HH & 10 I PR
ZWibRiE ), R UR 24~28 AT Al 75 ¢ OGTT, =5 .
ARBEJ 1 by BRBEJS 2 bR K S AT A — 300 53 % 2 W
N GDM  ( z5 JfE If B5 >5.1 mmol/L, fR ¥%J5 1 h I B
>10.0 mmol/L, JRHEJ5 2 h L B%>8.5 mmol/L) .

1.2 KRS ke

SR JHAES 12000 fl27 %' G e 70 M (UK OGTT IR 15
R (Ekobik) s R4 A s A b4 Hrfl
ADVIA2400 f: 560 MU (R4 B S AL RIS ) 5 A0 2 IR AN
f&%J5 (2hM4h) ATAG. FFA. sd-LDL (ELISA#%);
JESRA PR, RS . PHTBMI, IR . ITFDIRE [BiEEW
% Z W (glutamic pyruvic transaminase, GPT)., AH
Lh K
OGTT Wil (i W . JBE 5 K i AR SRR I 5 R K
P840 (homeostatic model assessment for insulin resistance,
HOMA-IR) PPl Jo & SR ARPTIE L, HOMA-IR="3 I Jj
Rxa3 L ILKE22.5,

fiff (glutamic oxaloacetic transaminase, GOT) ],

13 SEitEah
ST SPSS 220 B HHEAT S22 40 o IR IE 45501
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(28 FE R s R, R R s RARMAIEZS 4346 11
TR M (P~P,) Fw, >R Mann-Whitney 5 55
B BRI 2R 5. 2l 2 X H T AR RR AR il £
(receiver operator characteristic curve, ROC &), 15
TAG. FFA. sd-LDL 1§ ROC i £& F i #1 (area under
curve, AUC). P<0.05F/RZE5A G0 L.

2 BR

2.1 GDM AL 54 MALRELR % R 52

GDM 2 5X} Al Z2 IR Ay . 2272k, 208 2200
BMI, M. HFINRESE — MG R AFAE L, 2 RS
P (B P>0.05), WFE1,
R1 2HBERHFRLER

Tab 1 Comparison of general characteristics between the two groups

Control group GDM group 2
Item
(n=49) (n=22) value
Agelyear 30.6+£3.9 31.5+4.9 0.113
Gravidity/n 2.140.5 1.2+1.2 0.311
Parity/n 0.5+0.5 0.6+0.7 0.576
Birth interval/year 2.743.6 2.4+4.2 0.717

Prepregnancy BMI/(kg+-m—2) 21.3(19.7-24.3) 21.4(20.8-24.5) 0.094

Systolic blood pressure/mmHg 114.1£8.9 113.4+8.8 0.333

Diastolic blood pressure/mmHg 68.149.6 70.1£8.0 0.158

GPT/(U-L7") 16.4 (12.3-20.4) 148 (11.6-19.4)  0.907

GOT/(U-L™") 16.4 (13.6-18.2) 152 (12.5-24.0) 0.928

Note: | mmHg= 0.133 kPa.

2.2 GDMA4l 'S4 Al OLTT &5 YL Lb 4%

GDM 411z JE ARG (2. 4h) WTAGH T
XA, ERAGIEE X () P<0.05); GDM A E%E
J5 4 h B FFA & XA, ZRAGTE L (P<0.05),
1M 2 4125 W FI 4 ) 2 h i FFA 22 S B4t E X (3
P>0.05); GDM A A= @ AMAE®EE (2. 4h) B
sd-LDL #J75 TXJ B2, 2R A G2 8 3 (3 P<0.05);
2HAE%EE (2. 4h) BYTAG. FFA K 525 AR 2 Ik
B, ERHIGIFE L (P>0.05), WWE1~3,

2.3 M OLTT A [n] i 43 £ Lk 4% Mkl Al HOMA-IR

B 71 44 A 42 10 43 )RR I 25 i TAG 19 A 4R
(1.93 mmol/L) . JIE%)5 2 h TAG ) 43 %L (2.82 mmol/
L), 8% )5 4 h TAG B Z /3%t (2.84 mmol/L) 43 N2
JEMETAGA 555 1 = TAG 41 . 2 hiK TAG41 5 2 h i TAG
4. 4hfRTAGZH 54 hi& TAGHA, 730 440 OGTT
W1 18] B9 1B 7K SE A1 HOMA-IR . 250 BoR . 2SR E n
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(2. 4h) F TAG 4 Z2IA1E OGTT i 4 B 7K F- 2 8 T4
N IAR TAG 22 1H . Horbr, 231 5 TAG 4242 107E OGTT
I 1 25 I AR KO S e T IR TAG 4, 255 A 41t
Y (P<0.05), M2410GTT 1. 2 hIfifE K22 5
LG #m X (3P>0.05); 2 hi TAGHI OGTT =5

1 h iR K-35 5 T2 MK TAG 4L, 5 A SRS
(¥7P<0.05), 1241 OGTT i 2 h LA KV-25 5 JE 4t it2%
EX (P>0.05); [AFE, 4hi TAGZROGTTZME . 1h
MK BEE T4hETAGH, ZRAZITHEY (B
P<0.05), 241 OGTT 2 hiilBiK 22573 L5247 3
(P>0.05). ZSHEFAEESG (2. 4h) & TAG 41/ HOMA-
IR B EE TR MR TAGH, ZRAGH¥EX (B
P<0.05). W2,

8r

- P=0.030
=000 oControl group (n=49)
« oGDM group (n=22)
6 P=0.007 . .

TAG/(mmol-L™")
'

[\S]

0

Oh 2h 4h
OLTT
1 GDM AT ERAFIT OLTT B TAG 7K F L8
Fig 1 Fasting and postprandial TAG levels of the GDM and control groups in OLTT

10

P=0.023  oControl group (n=49)

) oGDM group (n=22)
i
=
S 61
g
)
S 4t
s
=

2t

0 . . :

0h 2h 4h
OLTT

E2 GDM HFNxIRA#IT OLTT B FFA KT b8
Fig 2 Fasting and postprandial FFA levels of the GDM and control groups in OLTT

100, F=0.007 P=0.004 P=0.007
oControl group (n=49)
80 o o . ® *  oGDM group (n=22)
o

B . .

= ° °

2 60t ° .

£ & £ &’ ¥

o 8 *

A 40r :

a

-5 :o o .

220+ s .

0 1 L 1
0Oh 2h 4h
OLTT

El3 GDM HFNXTRA#IT OLTT Bt sd-LDL 7K F L5
Fig3 sd-LDL levels of the GDM and control groups in OLTT
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Tab 2 Comparison of blood glucose and HOMA-IR in different OLTT groups

9 Rt LR OB SR K B ke o | 213

Fasting PG/(mmol-L™") 1 h PG/(mmol-L™") 2 h PG/(mmol-L™") HOMA-IR
Variable
M(P,—P,) P value M(P,—P,;) P value M(P,—P,,) P value M(P,—P,) P value
Fasting TAG 0.005 0.087 0.112 0.003
Low binary 4.2 (4.2-4.8) 7.7+1.6 7.0 (6.1-7.7) 1.2 (0.8-1.4)
High binary 4.8 (4.4-5.0) 8.5+1.8 7.2 (6.4-8.1) 1.7 (1.1-2.2)
2h TAG 0.000 0.004 0.058 0.009
Low binary 4.4 (4.2-7.6) 7.6+1.4 7.0 (6.1-7.6) 1.2 (0.8-1.6)
High binary 4.9 (4.6-5.1) 8.7+1.9 7.3 (6.4-7.9) 1.5(1.1-2.2)
4hTAG 0.000 0.016 0.078 0.020
Low binary 4.4 (4.2-4.7) 7.7+1.4 7.0 (6.1-7.7) 1.2 (0.9-1.6)
High binary 4.9 (4.5-5.1) 8.6+1.9 7.3 (6.3-8.0) 1.5(1.2-2.2)
Fasting FFA 0.311 0.401 0.067 0.306
Low binary 4.7 (4.3-5.1) 8.3+1.7 7.4 (6.6-7.9) 1.4 (1.0-2.1)
High binary 4.6 (43-4.8) 8.0+1.8 7.0 (6.1-7.6) 1.2 (0.9-1.7)
2 h FFA 0.382 0.818 0.840 0.739
Low binary 4.7 (43-5.1) 8.12.0 7.1 (6.3-7.7) 1.3 (0.9-2.0)
High binary 4.6 (4.4-4.8) 8.1=1.5 7.1(6.3-7.8) 1.3 (1.0-1.8)
4 h FFA 0.047 0.613 0.629 0.441
Low binary 4.5(43-49) 8.0+1.4 7.4 (6.6-7.7) 1.2 (0.9-1.7)
High binary 4.7 (4.5-5.0) 8.3£2.0 6.9 (6.3-2.1) 1.4 (1.0-2.1)
Fasting sd-LDL 0.003 0.218 0.505 0.015
Low binary 44 (4.2-4.7) 7.9+1.7 7.1 (6.0-7.8) 1.2 (0.8-1.6)
High binary 4.8 (4.4-5.0) 8.4+1.7 7.2 (6.4-79) 1.5(1.1-2.2)
2 h sd-LDL 0.002 0.178 0.490 0.011
Low binary 4.4 (4.2-4.7) 7.8+1.7 7.1 (6.0-7.7) 1.2 (0.8-1.5)
High binary 4.9 (4.5-5.0) 8.4+1.8 7.1 (6.3-7.9) 1.6 (1.1-2.2)
4 hsd-LDL 0.001 0.284 0.936 0.008
Low binary 4.4 (4.2-4.7) 7.9+1.7 7.1 (6.1-7.8) 1.1 (0.8-1.4)
High binary 4.8 (4.5-5.0) 8.4+1.7 7.2 (6.3-7.8) 1.6 (1.2-2.1)

Note: PG—plasm glucose.

W5 AZH 24053 SR 3 25 i FFA (4 H 7% (0.50 mmol/
L). JE%J5 2 h FFA () 0%k (0.25 mmol/L) . JE&JS
4 h ) FEA (9 H A2 %L (0.80 mmol/L) 43 KA FFA #H 1 7
FFA 41, 439 o845 40 OGTT 3 ] iy I B K F- . 45 30 1
/N, Z3ME B4 T 2 hiE FFA 212240 OGTT W 4 B A9 ifi
IK -5 %6 B A AR FFA 4122 1T Lt e, 25 R TE G812 7 &
(¥1P>0.05), WMilE% )5 4 hm FFA 207214 OGTT i iy =5 i
MR KT 35 5 T4 R A IR S 4 hIRFFA 412200, 225
At E X (P<0.05); =EMEEE (2. 4h) &
FFA 21 ) HOMA-IR 5% B (41K FFA 2H A2 IH Fo B, 22 5
SiiteEE X (M P>0.05), PEILE2.

http://xuebao.shsmu.edu.cn

Ha 2 A 71 2 N2 1053 SRR U 45 1 sd-LDL 11
AL (41.55 mg/dL) . JR%EJ5 2 h sd-LDL 1 — 73 {3 %k
(4322 mg/dL) . A %& J5 4 h 9 sd-LDL 1Y — 53 i %k
(45.79 mg/dL) 43 MAK sd-LDL £H il & sd-LDL 4H , 23591 1
AU OGTT WA Ay s /K- 253 IR, 25 @ Flig&E
Ji (2. 4h) & sd-LDL 2022 194 OGTT B 9 I A 7K 734
fe TR AR sd-LDL 20220 ;. o, =SERIIRE S (2.
4h) fE sd-LDL 22215 OGTT B i 2 5 i 7K - 147 i 35 85
FXF R AR sd-LDL 22 15, SR A G Em L (¥ p<
0.05), M=K AAg4& )G (2. 4 h) @ sd-LDL 41 22 {4
OGTT Iy 19 1. 2 h I #E /K~ 5 % i A 41K sd-LDL 20 [L 4%
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ERIXGHFE L (P>0.05); FEMIER)G (2. 4h)
17 sd-LDL 0 1 HOMA-IR ¥ & 2% %5 F % b/ A9 i sd-LDL
4, ZRASIFEN (PY<0.05), HERLFE2,

2.4 Al OLTT A Wiy 4l 5% GDM & 71 %

25 [ 1 TAG 21523 1 I TAG 4114 GDM & 4= R L4,
ZERIGITEE L (P>0.05); JRE)SG (2. 4h) & TAG
411 GDM [ & AR i 2 | T X K TAGHL, ZRA45
R L (¥ P<0.05) . 2 IEFIAE4E 5 2 h & FFA 4119
GDM & A= R 55t i (K FFA 4 b, 2R 4024 S
(¥3P>0.05); MMifls4% )5 4 h = FFA 201 GDM kA= 5 i 3%
BT X RIAYIR FFA ZH (P<0.05)., =SEFIIEE)S (2. 4h)
f sd-LDL 21 ) GDM /& AE 2 35 &5 % j i) ik sd-LDL 4 ,
ZERAGIHFE L (3P <0.05). PEILES.
£3 1RIEARE TAG.FFA.sd-LDLKF 5 AL % GDM W% £ =R

Tab 3 Comparison of incidence of GDM in pregnant women with different
TAG, FFA and sd-LDL levels

Variable GDM /n (%) P value

Fasting TAG 0.144
Low binary 8(22.9)
High binary 14 (38.9)

2h TAG 0.003
Low binary 5(14.2)
High binary 17 (47.2)

4hTAG 0.008
Low binary 6(16.7)
High binary 16 (45.7)

Fasting FFA 0.311
Low binary 13 (37.1)
High binary 9(25.0)

2h FFA 0.382
Low binary 12 (34.3)
High binary 10 (27.7)

4h FFA 0.047
Low binary 8(22.8)
High binary 14 (38.8)

Fasting sd-LDL 0.003
Low binary 6(17.1)
High binary 16 (44.4)

2 h sd-LDL 0.002
Low binary 6(16.7)
High binary 16 (45.7)

4 h sd-LDL 0.001
Low binary 8(22.8)
High binary 14 (38.9)

2.5 OLTT W 445hi 5 GDM &L ROC ithk
K HI ROC [ 20 i 37 v 22 L 47 19 OLTT T 4%
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HAabRxT GDM 2 WA (Kl4~6), KI: 2 MIRHE
Ji (2. 4h) TAG X GDM ¥ A 2 Wi {6 (34 P<0.05),
Hoh 23 2 TAG 2 W GDM ) ROC #h£k F i Bl Kk (AUC=
0.701, P<0.05), i A{E12Wi{E N 1.690, HUKJE N
86.0%, iR N 44.9%; BE%EJ5 4 h FFAXI GDM HA 12
Wit fE, L ROC #Zk FHIFH 0.670, i Ei2WifE N
0.915, HUBEER 54.5%, F5 N 79.6%; 1% IE AR
J&i 2 h FFA X} GDM T2 Wi fE (P>0.05) . % FIRE 5
(2. 4h) sd-LDL % GDM G LWME (P#<0.05), H
T4 )5 2 h sd-LDL 2 f GDM 1 ROC i1 £ i i K
(AUC=0.713, P<0.05), HigE2Wi{E } 34.580, R
N7279%, FESE R 63.3%. HILH4,

1.0 ‘
i |
0.8 v/
[
2061
&
K04}
—Fasting TAG
—2h TAG
02} 4h TAG
——Reference line
0 0.2 0.4 0.6 0.8 1.0

1-Specificity
4 ROC f£ 4 #7 TAG X GDM K2 B &
Fig4 ROC curve of TAG in diagnosis value of GDM

1.0 L
0.8 L.
206
W&
é 7
3041 ‘ )
—Fasting FFA
—2hFFA
02k I~ 4 h FFA
r /e/ —Reference line
[ L L L L |
0 0.2 0.4 0.6 0.8 1.0

1-Specificity
El5 ROC HiZ:4#7 FFA Xt GDM KIS BT &
Fig 5 ROC curve of FFA in diagnosis value of GDM
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Tab 4 Comparison of diagnostic efficiency of each index for GDM

OLTT AUC Standard error P value Best diagnostic value Sensitivity/% Specificity/% 95%CI(AUC)
Fasting TAG 0.701 0.065 0.007 1.690 86.0 44.9 0.573-0.829
2 hTAG 0.681 0.068 0.015 2.795 71.3 61.2 0.548-0.814
4h TAG 0.662 0.069 0.030 2.250 86.4 49.0 0.527-0.798
Fasting FFA 0.494 0.077 0.941 = = = 0.343-0.645
2 h FFA 0.487 0.070 0.857 - - - 0.350-0.623
4h FFA 0.670 0.068 0.023 0.915 54.5 79.6 0.537-0.802
Fasting sd-LDL 0.701 0.069 0.007 28.555 86.4 49.0 0.565-0.837
2 h'sd-LDL 0.713 0.068 0.004 34.580 72.7 63.3 0.579-0.847
4 hsd-LDL 0.702 0.069 0.007 44.730 50.0 85.7 0.567-0.838

3 itie

AR R 5y of ] 5 ik F A 28 BEIR A F o Nordestgaard
S AR HIRREAHTBEERI ST vh K A 25 1 TAG (E T A3
FRARNREE T, AT SR 2 U AL 5O IURESE A A TR 7E N Y
AR, HGE BT EE 23 I AR AT XUBS: TR0
AT R T A AR A RS AR KT, SRR
TC. & % J& i 42 M 0 [ B (high-density lipoprotein-
cholesterol, HDL-C) FlI{% % B JIf 45 11 JIH [& B (low-
density lipoprotein-cholesterol, LDL-C) 1{H 1Y 22 5 #% /)
(<5%), 1 TAG & B 528 M i & 1 Fabr . &5 IE
B & TAG B (TAG-rich lipoprotein, TRL) & H:
FRRLIE B 5 R S HUR R TAG IUAE & A i = ZHLG 107
VPR 2 98015 A A0S S oA T A A . TR R AR R
JEEE I AR BT AR 1 BTG, AR e o R R AR
SESC VR TRL B2 R, TR RILPURE T,
JHRE X TRL B3R 45 S8 /b, I 25 FUAR I (lipoprotein
lipase, LPL) ZKfif iR FIAHOCHY TAG, B KAl 5
& LPL W& M T R, #F 1% Bl T TAG 58 3 m
TRLIEFRAEIR 28 5 R BRI, o ™ RINE S
TAG /KFRERS UK TRLKF-, 485 TAG Tt /s LN i
Br5eE, TAGAUZER . TAG /K54 T vl S 2Ue Mk
R LA N B A A 7, E— 20 2k e ml g Hh BT IR A
E RSN . GDM SR LEIRITFAE 1. BER S SN AR
J57 LA L BEWORLIE 2CHE A MG 3R, B 2 11 I s B /K fige
7742 FFA, FFA Al AR SR ™ A RE f HEHLIAfE ), FFA
KBy 52 e ML S5 S2 A T b FE 0 1l FFA 7K T i X
x5 R JFEH LDL-C 3G m, DA 52 P51 TAG 5 i
Tt mEgE e R, A I AT FRA AT A IR B 4 At 4R 1t
REfE, 1SR ER T =K FFA, KX EAR B 4 A 15 it
PREEPED F , SR TR D aeRuR . S A uEs
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R, I FEA ZKF- ) 52 i HLAA i 166 5 ZRACHURR B, I
KFFA KT8, R WIHLIA Y R 5 R ACHURE B ™
H i i JCEE X 48 J5 FFA 7KV 5 15 5 28 HC 0 BOb IR & 2E
JRUBS: (A SEATFSE

sd-LDL J2 i 2 2 B 25 13 0 T 0 o R34
KA Sy . W58 1 UESE sd-LDL 5 1fi 4548 7k 48 iE Al 48,
A N A5 BB kR R AL DG R TE % Y] . Qiu 55 1 Al ]
ofs U5 2 Pl Sk X 105 451] GDM i 35 1 96 44 X IR 20 Z 4 e
AR 23 I8 i LDL RLAR R4 70 &, & 90 55 % RE 4 22 10
AL, GDM B 3% (4 1 LDL -k A2 48/, HL i3 v
sd-LDL /5 e (10.5% vs 2.1%, P<0.05); HipHE0Hr
% B sd-LDL & % ¥4 il T GDM 9 % ik KK (OR=4.9,
95%CI 1.1~23.2) 5 JH# T2 I04E 84 . 225 BML. M RA%
KL . 3K TAG K5, sd-LDL 5 GDM & i KUK Y
KRR (OR=4.2, 95%CI0.5~39.5) . ZWFsE &N
i LDL KiAe K/ GDM B A% UIAHSG, Jf 4 A as 225t
X 4 iR L1 sd-LDL 5 GDM % A AU #1456 22 1047 i sk
W5 . & MG 32 10 A AR B it B A e i K . AR
WF 5% 38 2 X 40 B0 00 20 2 25 7 S — M 4 O e ) s A g 4
Ji (2. 4h) Iffg, 43 OLTT MLfiEFE 4% (TAG. FFA,
sd-LDL) 5 GDM Ifih . Ji 5 AP C R

SO AR K7 5 S AR AR % DA DG, GDM 42
LA 18 K FRHRHURAAE 32 6 3 70 WA R W S I AR, e
A Z5 AL 0 8] B 3425 5 A i Bg AR 25 6L ™. Ghodke
2 20 S R Y 25 I TAG K SF 5 PR AT . GDM
FIRL = RS AFAE A e . ASHFSE o GDM 40 1925 16 TAG i
FE TR, ZRAGIFFEX, X 5HCHR 24
BA—E FIRARSE & L GDM AR ZS A& (2.
4h) TAG. sd-LDL¥JE Faf R4, 2R A5 ¢E .
AT 5T K B GDM 40 A BE 4 5 4 h FFA It 35 & T X BB 41,
A K B 2 241 22 6] 25 B FFA K PAFAE 25 575 HARHESE FPAR
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P25 I FFA KF4r 41 e 5% HOMA-IR, 2% K4 &
Mo ZEER G UM RS R, "TREEh TA R
MIREA A D . R 2B AR B4 )5 4 h FFA R /KF 5 %8
T B KF- T m B A 56, 45 B ARIFSE H 1 ROC 2k 45
e, WAL TS A& G 2 h FFA, 585 4 h FFA
WEERINT GDM W RN . L, AR & IR E S
4 h FFA A[{E 5 GDM KA iy B0 R 3=, £ BE 4 QG ik ]
K, 2SR AIE%S 2 h FFA ANGEVE IR IS BFFE 3647
GDM 42 4 1) R &% ZRHCHU RT3 B0 467 B8 ORI R FH
AN - & Vi (3T RN =3 s g | K= ke 4 8 13
T 2R AR, AR5 R A iR Y 22 B
L3l N S a a3 L e =R AW R S S 1 i ol o R 1
kS % AREIOETE AAR AU EIEER (2.
4h) MARMI P OIECH S, FITA A5, RS R
JE&JG (2. 4h) M5 TAG 41 F1 i sd-LDL 4 ) HOMA-
IR Y 0 &8 TR AR TAG 40 . (K sd-LDL 4, FEHI7E4
I (47 OGTT ki fr ZHif) =5 8% J5 = TAG . sd-LDL
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