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VERSION 1 - REVIEW 

REVIEWER Annunziata Lapolla 
DPT Medicine Padova University 

REVIEW RETURNED 12-Dec-2014 

 

GENERAL COMMENTS In this large observational study conducted in a suburban area of 
Paris , the authors aim to evaluate the prognoses associated with 
psychosocial deprivation in women with GDM. On the basis of their 
results the authors conclude that “in our area psychosocial 
deprivation is common in women with GDM and is associated with 
earlier GDM diagnoses and greater insulin treatment, an increased 
likelihood of shoulder distocia and, independently of obesity, 
gestational weight gain and other confounders with LGA infants.”  
The paper is interesting and well conducted; furthermore the results 
of the study are important in order to improve the outcome of 
pregnancy in areas of psychosocial deprivation.  
I recommend only to improve the quality of the figures. 

 

REVIEWER Helena Fadl 
Dept of Obstetrics and Gynecology Örebro  
Sweden 

REVIEW RETURNED 22-Dec-2014 

 

GENERAL COMMENTS This study adresses the difficult question if psychosocial deprivation 
is associated with negative pregnancy outcomes for GDM women. 
The population is too small to evaluate for certain outcomes, but is a 
substudy of a larger study based on power calculations on different 
outcomes.  
A comparison of GDM/non GDM women in another region and/or 
more specific calculations on for example education level, could give 
results that would be easier to generalize. The questionnaire takes 
into account several measures, and it is unclear from the 
introduction whether this test is used clinically or only for research 
purposes.  
Abstract:  
Outcome measure CS defined but in the results not mentioned?  
Line 31: as I read this reference psychosocial deprivation was not 
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associated with fetal growth?  
33-47: New WHO definition would be maybe more correct to use?  
The poor outcomes is mostly related to the severity of 
hyperglycemia- especially the combination of hyperglycemia and 
obesity. When looking at outcomes such as LGA this could be 
clarified in the introduction.  
Treatment goals? Is physical activity recommended?  
Is the instrument used clinically?  
 
Methods:  
Since the severity of hyperglycemia matters; I think it would be 
valuable to get the following facts:  
-screening methods and possible variations during the study period?  
-capillary or venous B-gluc samples?  
-the prevalemce of diagnosed GDM after 2010- if adopting IADPSG 
criteria the group is larger and consists mostly of milder forms of 
hyperglysemia.. Compliance to treatment recommendations- how 
was that handled?  
CS- both acute and elective? How many acute vs elective CS?  
Onlsy one investigator doing interviews? Problems with multicultural 
population as for languages and understanding?  
The accuracy of selfreported information is not as good as facts from 
clinical records- should be clarified in tables etc.  
How was ethnicity and obesity categorized in the multivariate 
analysis?  
Results:  
Could there be a bias since non responders differed from the 
responders?  
Shoulder dysctocia is a rare and difficult diagnosis; were the 
diagnosis checked from records and actual patient charts so that the 
diagnose was correctly done? Is the OR crude or adjusted?  
Table 1: mother´s height? Differences between groups? Affects the 
rate of LGA...  
Table 2- first line- is the p-value correct- ref?  
Overweight/obesity differs between the groups- why not analysed 
adjusted model? BMI>25, non-european and mother´s height and 
age, parity, insulin treatment in the model – does that change the 
results?  
Table 3: Would prefer better structure and dividing into groups 
depending on if selfreported or not.  
As for main results maternal age should be added to the multivariate 
analysis  
Discussion:  
Does the structure of discussion follow the BMJ guidelines?  
First conclusion does not address main research question.  
Line 47. I do not agree that these results advocate for screening. 
The study has been done an a small, specific population where only 
23 % were of european origin. There are several factors that could 
be associated with poorer results such as LGA, and identification 
and screening for psychosocial deprivation (even though it has other 
values) might not give us better results of LGA.  
Excessive growth of a child depends on many factors, some 
unknown. I think one should be cautious when interpretaing the 
results. Mother´s height, ethnicity, severity of hyperglycemia, food 
habits, GWG, physical activity, age, compliance to treatment and 
also the fathers characteristics has an impact as well as how soon in 
pregnancy the treatment starts. If starting too late it is difficult to 
improve excessive growth.  
Validating these results in another population seems important. 
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VERSION 1 – AUTHOR RESPONSE 

Reviewer Name Annunziata Lapolla  

Institution and Country DPT Medicine Padova University  

Please state any competing interests or state „None declared‟: none  

 

In this large observational study conducted in a suburban area of Paris , the authors aim to evaluate 

the prognoses associated with psychosocial deprivation in women with GDM. On the basis of their 

results the authors conclude that “in our area psychosocial deprivation is common in women with 

GDM and is associated with earlier GDM diagnoses and greater insulin treatment, an increased 

likelihood of shoulder distocia and, independently of obesity, gestational weight gain and other 

confounders with LGA infants.”  

The paper is interesting and well conducted; furthermore the results of the study are important in 

order to improve the outcome of pregnancy in areas of psychosocial deprivation.  

I recommend only to improve the quality of the figures.  

 

Thank you for your positive evaluation of the manuscript.  

The figure has been drawn with power point, and transferred as “.tif” as requested.  

 

 

 

 

Reviewer Name Helena Fadl  

Institution and Country Dept of Obstetrics and Gynecology Örebro  

Sweden  

Please state any competing interests or state „None declared‟: None declared  

 

This study adresses the difficult question if psychosocial deprivation is associated with negative 

pregnancy outcomes for GDM women. The population is too small to evaluate for certain outcomes, 

but is a substudy of a larger study based on power calculations on different outcomes.  

A comparison of GDM/non GDM women in another region and/or more specific calculations on for 

example education level, could give results that would be easier to generalize. The questionnaire 

takes into account several measures, and it is unclear from the introduction whether this test is used 

clinically or only for research purposes.  

 

ANSWER- This observational study included only women with gestational diabetes mellitus (GDM). 

Therefore, we are not able to compare GDM and non-GDM women. The EPICES questionnaire is 

routinely used in some centers in our area since the results of the study, but was performed here 

specifically for research purpose. This is now clearer in the introduction (end of page 7):  

“DURING THIS STUDY, THE women who attended these maternity units responded to the Evaluation 

of Precarity and Inequalities in Health Examination Centers [EPICES] questionnaire, a questionnaire 

which evaluates psychosocial deprivation.6 7 19 24 26 »  

We used the EPICES score, which is an individual index that has been validated during pregnancy 

and appears to be more strongly linked to the risk of adverse materno-fetal outcomes than 

neighborhood-level socioeconomic status, as stated in the limitation and strength section of the 

discussion (page 16:lines 20-31.):  

“We used the EPICES score, which is an individual index that has been validated during pregnancy19 

and appears to be more strongly linked to the risk of adverse materno-fetal outcomes than 

neighborhood-level socioeconomic status.17 »  

 

 

Abstract:  

Outcome measure CS defined but in the results not mentioned?  
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ANSWER- We only reported the positive associations in the abstract because the word count is 

limited.  

 

Line 31: as I read this reference psychosocial deprivation was not associated with fetal growth?  

ANSWER- We understand that your comments now concern the introduction. The references 17-20 

report a higher rate of small for gestational age infants in women with as compared to women without 

psychosocial deprivation (whatever GDM status).  

This is now clearer: “12-14 During pregnancy, psychosocial deprivation is also associated with poor 

outcomes that include increased rates of maternal15 and neonatal15 16 hospitalization, stillbirth,17 

postnatal death,18 preterm delivery17 19 and SMALL FOR GESTATIONAL AGE INFANTS.17-20 »  

 

33-47: New WHO definition would be maybe more correct to use?  

The poor outcomes is mostly related to the severity of hyperglycemia- especially the combination of 

hyperglycemia and obesity. When looking at outcomes such as LGA this could be clarified in the 

introduction.  

Treatment goals? Is physical activity recommended?  

Is the instrument used clinically?  

 

ANSWERS- This is a retrospective study and we cannot use the new WHO definition as we cannot 

classify hyperglycaemia first detected at any time during pregnancy as either diabetes mellitus in 

pregnancy or gestational diabetes mellitus. We mentioned this point in the second paragraph of the 

discussion (Page 14: 31-33): “… These findings suggest the possibility that these women might 

actually have had undiagnosed pregravid type 2 diabetes….”  

We do not have data about glycaemic control in the women but other major confounding factors are 

mentioned: “We hypothesized that psychosocial deprivation might be associated with poor prognoses 

in women with GDM when confounding factors, such as obesity,19 gestational weight gain (GWG)16 

and smoking habits,20 are considered”.  

Unfortunately, we could not consider glycaemic control and physical activity to adjust our results. This 

is also stated in the strengths and limitations section (page 15:47-52 and page 16: 5-14):  

“Our large, multicenter and diverse cohort and the adjustments for the relevant confounding factors 

ensure the robustness of our findings. However, we did not have access to data about glycemic 

control, diet, physical activity or the numbers of visits during pregnancy. Thus, the adverse outcomes 

observed for the women with precarity might have been due to these factors based on the following 

arguments: (i) poor glycemic control has been reported in vulnerable patients with diabetes7 and was 

likely present in our population with GDM and psychosocial insecurity because insulin treatment was 

more often necessary during GDM among this population; (ii) fruit and vegetable consumption was 

lower among the vulnerable women following pregnancy, which might be indicative of poorer 

nutritional habits during pregnancy;33 34 48 (iii) exercise during late pregnancy has been reported to 

vary with the education level of the mother;33 34 49 »  

The EPICES (or the Evaluation of Precarity and Inequalities in Health Examination Centers [EPICES]) 

instrument is routinely used in Health Examination Centers in France and in some centers in our area. 

It was performed here specifically for research purpose.  

 

 

Methods:  

Since the severity of hyperglycemia matters; I think it would be valuable to get the following facts:  

-screening methods and possible variations during the study period?  

-capillary or venous B-gluc samples?  

-the prevalemce of diagnosed GDM after 2010- if adopting IADPSG criteria the group is larger and 

consists mostly of milder forms of hyperglysemia..  

- Compliance to treatment recommendations- how was that handled?  
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ANSWERS- As stated in the method section (page 8: 34-47), “GDM was detected by oral glucose 

tolerance test and was defined by fasting blood glucose values ≥ 5.3 mmol/l and/or a 2-hour blood 

glucose value ≥ 7.8 mmol/l between January 2009 and December 2010,24 25 and thereafter 

according to the International Association of Diabetes and Pregnancy Study Groups criteria, adopted 

in France in 2010.27 ». Therefore, venous blood samples were considered. During the period of 

observation, universal screening was performed in the four centers.  

This was added: “GDM SCREENING WAS UNIVERSAL IN THE FOUR CENTERS.”  

Regarding the prevalence of GDM according to the diagnostic criteria, we can report the prevalence 

in one center (Jean Verdier hospital): 14.3% and 14.8% in 2009 and 2010 with the first definition, then 

15.6 and 15.9% in 2011 and 2012, respectively. Therefore, we think that GDM defined with the 

IADPSG criteria may not be considered as milder forms of GDM.  

Finally, compliance to treatment recommendations was not handled. This point was added in the 

limitation section: ““COMPLIANCE MAY ALSO DIFFER ACCORDING TO PSYCHOSOCIAL 

VULNERABILITY STATUS”.  

To summarize, we have considered numerous confounding factors including obesity and gestational 

weight gain, but neither glycaemic control nor compliance specifically. We have therefore discussed 

these parameters to explain the poorer prognoses associated with psychosocial insecurity in the 

limitation section (page 15: 54-57 and page 16: 1-21):  

“Thus, the adverse outcomes observed for the women with precarity might have been due to these 

factors based on the following arguments: (i) poor glycemic control has been reported in vulnerable 

patients with diabetes7 and was likely present in our population with GDM and psychosocial insecurity 

because insulin treatment was more often necessary during GDM among this population; (ii) fruit and 

vegetable consumption was lower among the vulnerable women following pregnancy, which might be 

indicative of poorer nutritional habits during pregnancy;33 34 48 (iii) exercise during late pregnancy 

has been reported to vary with the education level of the mother;33 34 49 and (vi) access to health 

care might depend on socioeconomic status,19 but it is unlikely that access to health care influenced 

our results because health care is free of charge within the French healthcare system.”  

 

CS- both acute and elective? How many acute vs elective CS?  

ANSWER- Acute and elective CS were considered. This has been added (page 9: 45): “…delivery of 

the posterior arm) and ACUTE OR ELECTIVE caesarian section.” However we did not get detailed 

data concerning the type of caesarian.  

 

 

Onlsy one investigator doing interviews? Problems with multicultural population as for languages and 

understanding?  

The accuracy of selfreported information is not as good as facts from clinical records- should be 

clarified in tables etc.  

ANSWERS- We think that the declarative or self-reported data are now more clearly stated in the 

method section: “The investigator conducted semi-structured interviews by phone between January 

and November 2011 for the women who delivered before the IMPACT campaign (maximum delay of 

time since delivery 24 months) and at least six months after delivery for the women who delivered 

after the IMPACT initiative. The investigator requested information about the subjects‟ current 

weights, heights, waist circumferences, professional statuses, smoking statuses, number of children, 

antihypertensive and lipid-lowering treatments, family histories of diabetes and daily consumptions of 

fruits and vegetables. ALL THESE DATA WERE THEREFORE DECLARATIVE. »  

We have also added a sentence in the limitation section: “SOME DATA WERE SELF-REPORTED, 

SUCH AS CURRENT WEIGHT, HEIGHT, WAIST CIRCUMFERENCE CLASS, PROFESSIONAL 

STATUS, SMOKING STATUS, NUMBER OF CHILDREN, ANTIHYPERTENSIVE AND LIPID-

LOWERING TREATMENTS, FAMILY HISTORY OF DIABETES AND DAILY CONSUMPTION OF 

FRUITS AND VEGETABLES”; and also under Table 3 (please see below).  

The investigator could speak French and Arab. Help could be provided by friends or family. The 
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women who could not answer the EPICES questionnaire were not included.  

 

How was ethnicity and obesity categorized in the multivariate analysis?  

ANSWER- You can see in Table 3 the variables as entered in the multivariate analysis:  

- ethnicity: Europe (the reference), Antilla, North Africa, Sub Saharan Africa, Middle East, India 

Pakistan, Asia.  

- obesity (BMI 30 kg/m² or higher).  

 

 

Results:  

Could there be a bias since non responders differed from the responders?  

ANSWER- As stated in the Result section/characteristics of the women: “The characteristics of the 

994 women who responded to the EPICES questionnaire were similar to those of the 504 who did not 

respond with the exception of greater daily consumptions of fruits and vegetable (66.1 vs. 59.0%, 

respectively, p<0.01) and a trend toward being older (33.3±5.2 vs. 32.7±5.5 years, respectively, 

p=0.06). The EPICES questionnaire could not be completed by the women who could not be reached 

by phone and those with French language proficiencies that were insufficient for answering the 

questions”.  

Table 3 shows that neither age nor fruits and vegetable consumption were associated with large for 

gestational age infants. Thus, we think that this theoretical bias is low. However, as usual, the 

conclusions of our paper can only be drawn from the population that was included. We have added 

two sentences at the beginning of the limitation section: “THE PUBLIC HOSPITAL RECRUITMENT 

AND THE AREA WE COVER PROBABLY INCLUDED A HIGHER PROPORTION OF WOMEN 

LIVING WITH VULNERABLE CONDITIONS, PRECLUDING A GENERALIZATION OF OUR 

RESULTS. ON THE OTHER HAND, WE COULD ONLY INCLUDE WOMEN WHO COULD FULFILL 

THE EPICES INSTRUMENT AND THIS MAY HAVE UNDERESTIMATED THE PREVALENCE OF 

PSYCHOSOCIAL DEPRIVATION”.  

 

Shoulder dystocia is a rare and difficult diagnosis; were the diagnosis checked from records and 

actual patient charts so that the diagnose was correctly done? Is the OR crude or adjusted?  

ANSWERS- As stated, “shoulder dystocia was defined as the use of obstetrical maneuvers i.e., 

McRoberts episiotomy after delivery of the fetal head, suprapubic pressure, posterior arm rotation to 

an oblique angle, rotation of the infant by 180 degrees, delivery of the posterior arm” (Spong CY, 

Beall M, Rodrigues D, Ross MG An objective definition of shoulder dystocia: prolonged head-to-body 

delivery intervals and/or the use of ancillary obstetric maneuvers. Obstet Gynecol 1995; 86:433-436)” 

(page 9: 41-45) and this data was extracted from hospital records (page 9: 11-13).  

This is a crude odds ratio.  

 

Table 1: mother´s height? Differences between groups? Affects the rate of LGA...  

Answers- We added weight and weight in Table 1 and 3. Weight but not height was associated with 

psychosocial deprivation status (Table 1). Maternal weights and heights were associated with LGA 

infants (Table 3). Therefore we added another multivariate analysis including weight and height 

instead of obesity to explain LGA infant (please see after).  

 

Table 2- first line- is the p-value correct- ref?  

ANSWERS- Yes, the p value of global anova is 0.024.  

As stated above the table, REF means reference.  

 

Overweight/obesity differs between the groups- why not analysed adjusted model? BMI>25, non-

european and mother´s height and age, parity, insulin treatment in the model – does that change the 

results?  

ANSWERS- Two events (LGA infants and shoulder dystocia) were associated with psychosocial 
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deprivation in univariate analyses. The incidence of shoulder dystocia was low and multivariate 

analyses could not be performed. This was added at the end of the results section: “THE 

PREVALENCE OF SHOULDER DYSTOCIA WAS TOO LOW TO ALLOW MULTIVARIATE 

ANALYSES”.  

Considering LGA infants, and as stated in the method section “for multivariate analyses, we included 

all factors that were associated with LGA infants with p values ≤0.05 in the univariate analyses”, 

explaining the models we used.  

As obesity is calculated considering weight and height, we added a new model with weight and height 

in the place of the obesity.  

The complete results are shown in the Table next page. We report the main result in the result 

section: “In a model that was identical to the aforementioned model with the exception that weight and 

height were used in the place of the obesity, an association between psychosocial deprivation and 

LGA infants remained (per 10 units: OR 1.11 [1.02-1.20], p<0.05)”.  

 

 

 

 

No LGA infant LGA infant Univariate analysis Multivariate analysis  

 

n=863 n=131 p OR [95% CI]* p*  

Parity, n 2.4 ± 1.3 2.7 ± 1.2 < 0.01 1.09 [0.92-1.30] NS  

Weight (kg) 73.1±14.8 82.1±15.3 <0.001 1.04 [1.01-1.08] <0.01  

Height (cm) 163±6 167±6 <0.001 1.02 [1.01-1.04] <0.05  

History of GDM (%) 143 (18.7) 41 (31.8) <0.001 1.76 [1.10-2.83] <0.05  

Ethnicity / origin <0.05  

Europe (%) 207 (24.8) 22 (16.8) REF  

Antilla (%) 17 (2.0) 2 (1.0) 0.82 [0.16-4.10] NS  

North Africa (%) 314 (37.6) 68 (51.9) 1.90 [1.06-3.41] <0.05  

Sub Saharan Africa (%) 122 (14.6) 23 (17.6) 1.05 [0.50-2.23] NS  

Middle East (%) 24 (2.9) 1 (0.8) 0.42 [0.05-3.45] NS  

India Pakistan (%) 66 (7.9) 8 (6.1) 1.54 [0.59-4.02] NS  

Asia (%) 85 (10.2) 7 (5.3) 0.87 [0.31-2.44] NS  

EPICES score, unit 39.1 ± 25.4 46.5 ± 25.3 0.002 1.11 [1.02-1.20]** <0.05  

Excessive GWG (%) 205 (24.3) 60 (47.6) <0.001 2.111 [1.39-3.23] <0.001  

Insulin therapy during pregnancy (%) 210 (27.8) 50 (38.8) <0.05 1.26 [0.81-1.96] NS  

 

 

Table 3: Would prefer better structure and dividing into groups depending on if selfreported or not.  

Answer- We added (as in the limitation section) at the end of Table 3: “Current weight, height, 

professional status, smoking status, number of children, family history of diabetes and daily 

consumption of fruits and vegetables were self-reported.”  

 

As for main results maternal age should be added to the multivariate analysis  

ANSWER- Again, for multivariate analyses, we included all factors that were associated with LGA 

infants with p values ≤0.05 in the univariate analyses”. As maternal age was not associated with LGA 

infants, this parameter was not included in the multivariate analyses.  

However, we have built another model for you including age as an additional parameter, and here are 

the results (which are globally similar as the previous ones):  

 

No LGA infant LGA infant Univariate analysis Multivariate analysis  

 

n=863 n=131 p OR [95% CI]* p*  

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2014-007120 on 6 M

arch 2015. D
ow

nloaded from
 

http://bmjopen.bmj.com/


Age (years) 33.3 ± 5.2 33.5 ± 5.2 NS 0.99 [0.95-1.03] NS  

Parity, n 2.4 ± 1.3 2.7 ± 1.2 < 0.01 1.12 [0.92-1.35] NS  

Weight (kg) 73.1±14.8 82.1±15.3 <0.001 1.04 [1.01-1.08] <0.01  

Height (cm) 163±6 167±6 <0.001 1.02 [1.01-1.04] <0.05  

History of GDM (%) 143 (18.7) 41 (31.8) <0.001 1.76 [1.10-2.82] <0.05  

Ethnicity / origin <0.05  

Europe (%) 207 (24.8) 22 (16.8) REF  

Antilla (%) 17 (2.0) 2 (1.0) 0.84 [0.17-4.24] NS  

North Africa (%) 314 (37.6) 68 (51.9) 1.92 [1.07-3.44] <0.05  

Sub Saharan Africa (%) 122 (14.6) 23 (17.6) 1.05 [0.50-2.22] NS  

Middle East (%) 24 (2.9) 1 (0.8) 0.44 [0.05-3.64] NS  

India Pakistan (%) 66 (7.9) 8 (6.1) 1.51 [0.58-3.94] NS  

Asia (%) 85 (10.2) 7 (5.3) 0.87 [0.31-2.43] NS  

EPICES score, unit 39.1 ± 25.4 46.5 ± 25.3 0.002 1.11 [1.02-1.20]** <0.05  

Excessive GWG (%) 205 (24.3) 60 (47.6) <0.001 2.12 [1.39-3.24] <0.001  

Insulin therapy during pregnancy (%) 210 (27.8) 50 (38.8) <0.05 1.28 [0.82-1.99] NS  

 

 

Discussion:  

Does the structure of discussion follow the BMJ guidelines?  

ANSWER- The guidelines are the following: “We also recommend, but do not insist, that the 

discussion section is no longer than five paragraphs and follows this overall structure (you do not 

need to use these as subheadings): a statement of the principal findings; strengths and weaknesses 

of the study; strengths and weaknesses in relation to other studies, discussing important differences 

in results; the meaning of the study: possible explanations and implications for clinicians and 

policymakers; and unanswered questions and future research“. Our structure appeared to be 

adequate to the editorial team and the other reviewer.  

First conclusion does not address main research question.  

ANSWER- our purpose was to “investigate the fetomaternal prognoses of these women with GDM 

according to their individual psychosocial statuses” (page 8: 5-10)”. Our first conclusion in the first 

paragraph section is that “independent of confounding factors, psychosocial deprivation was 

associated with increases in adverse outcomes, particularly LGA infants” (page 13:21-23). We think 

that the conclusion fits fairly well with the research question.  

 

Line 47. I do not agree that these results advocate for screening. The study has been done an a 

small, specific population where only 23 % were of european origin. There are several factors that 

could be associated with poorer results such as LGA, and identification and screening for 

psychosocial deprivation (even though it has other values) might not give us better results of LGA.  

Excessive growth of a child depends on many factors, some unknown. I think one should be cautious 

when interpretaing the results. Mother´s height, ethnicity, severity of hyperglycemia, food habits, 

GWG, physical activity, age, compliance to treatment and also the fathers characteristics has an 

impact as well as how soon in pregnancy the treatment starts. If starting too late it is difficult to 

improve excessive growth.  

ANSWER- We do not think that a series of 994 women with GDM is so small, although you previously 

published a so nice series!  

We did our best to adjust our findings for the maximum of confounding factors in your list  

Done: Mother´s height, ethnicity, age  

Additional data: weight/obesity; gestational weight gain; parity; insulin therapy during pregnancy  

We could not be perfect as already discussed in the limitation section: “However, we did not have 

access to data about glycemic control, diet, physical activity or the numbers of visits during 

pregnancy. Thus, the adverse outcomes observed for the women with precarity might have been due 

to these factors based on the following arguments: (i) poor glycemic control has been reported in 
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vulnerable patients with diabetes7 and was likely present in our population with GDM and 

psychosocial insecurity because insulin treatment was more often necessary during GDM among this 

population; (ii) fruit and vegetable consumption was lower among the vulnerable women following 

pregnancy, which might be indicative of poorer nutritional habits during pregnancy;33 34 48 (iii) 

exercise during late pregnancy has been reported to vary with the education level of the mother;33 34 

49 and (vi) access to health care might depend on socioeconomic status,19 but it is unlikely that 

access to health care influenced our results because health care is free of charge within the French 

healthcare system.” As previously written, we have added the following sentence: “COMPLIANCE 

MAY ALSO DIFFER ACCORDING TO PSYCHOSOCIAL VULNERABILITY STATUS”.  

Moreover, we found that psychosocial deprivation in women with GDM was associated with earlier 

GDM diagnoses (17.% vs 12.1% before 24 weeks gestation, and 62% vs 53.6% before 28 weeks 

respectively), which advocates for screening for psychosocial vulnerability, in order to perform early 

screening. This might increase early treatment adherence and effectiveness.  

Previous studies have shown that GDM is more frequent in case of vulnerability. In France like in 

many countries, GDM screening is only recommended in at-risk women. However, we previously 

showed that a selective screening would lead to miss one-third of the women with GDM who, even 

without risk factors, had more events than women without GDM (Cosson E et al. Diagnostic and 

prognostic performances over 9 years of a selective screening strategy for gestational diabetes 

mellitus in a cohort of 18,775 subjects. Diabetes Care 2013;36:598-603). We think that psychosocial 

vulnerability should be considered in order not to let women with undiagnosed GDM. Furthermore, we 

show here that the risk for LGA infants in a woman with GDM is further increased in case of 

psychosocial vulnerability. We should consider psychosocial vulnerability as a potential risk factor of 

poorer prognoses in women with GDM.  

 

Validating these results in another population seems important.  

ANSWER- You are right and as previously written, we have added a sentence at the beginning of the 

limitation section: “The public hospital recruitment and the area we cover probably included a higher 

proportion of women living with vulnerable conditions, precluding a generalization of our results. On 

the other hand, we could only include women who could fulfill the EPICES instrument and this may 

have underestimated the prevalence of psychosocial deprivation”.  

 

Thank you very much for your comments which helped us to improve our manuscript. 
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