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Background: Gestational diabetes (GDM) is associated with adverse short- and

long-term maternal and fetal outcomes. Observational data support a link between

sleep-disordered breathing (SDB) during pregnancy and GDM. However, it is unknown

whether treatment of SDB with continuous positive airway pressure (CPAP) improves

glucose control in this patient population. In addition, CPAP adherence and feasibility as

a treatment option in pregnancy is unknown. This pilot randomized, controlled trial aims

to primarily determine the feasibility of CPAP treatment in pregnant women with SDB

and GDM. This study is also investigating the effect of SDB treatment on 24-h glucose

profiles as an exploratory outcome.

Objectives: To describe the study methodology in this ongoing study of pregnant

women with GDM and SDB.

Patients and Methods: Pregnant women with GDM and SDB defined by

apnea-hypopnea index (AHI)≥10 (Chicago Scoring Criteria) on level 2 polysomnography

are randomized to either auto titrating CPAP (experimental group) or a nasal dilator

strip (control group) until delivery. The primary outcome, objectively-assessed adherence

to CPAP, is measured over the course of the treatment period using device-specific

software. Recruitment and retention rates will be calculated to assess the feasibility for

planning future trials. Twenty-four hour glucose profiles are measured over a 72-h period

using the continuous glucosemonitoring (CGM) system, before and after the intervention.

Conclusion: The results of this study will be highly informative to determine whether

CPAP is a feasible treatment for pregnant women with GDM and SDB, a specialized

population at risk for substantial comorbidity. The trial results will ultimately be useful in

planning future SDB treatment trials in pregnancy and GDM.

The study is registered on clinicaltrials.gov (NCT02245659).
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INTRODUCTION

Gestational diabetes (GDM) is glucose intolerance that is first
recognized during pregnancy (1). The prevalence of GDM
doubled between 1994 and 2002 in amulti-ethnic U.S. population
(2), possibly related to the global epidemic of obesity. Current
estimates of prevalence range from 8 to 16%, depending on the
study population and diagnostic criteria used (3, 4). Maternal
hyperglycemia can lead to both short-term and long-term adverse
outcomes for both themother and baby, including increased rates
of preeclampsia, perinatal mortality, cesarean section, neonatal
metabolic abnormalities, macrosomia and resulting birth injuries
(5). In addition, in the long-term, a history of GDM in women
is associated with an increased risk of developing cardiovascular
disease (6–8), type 2 diabetes (9, 10) and non-alcoholic fatty
liver disease (NAFLD) (11, 12). Although the majority of GDM
cases arise during pregnancy and resolve after delivery, long-
term follow-up studies demonstrate that ∼20–50% of women
progress to type 2 diabetes, a risk which has doubled over the
past 10 years (13–16). Moreover, there is also an increased risk
for developing metabolic syndrome and being overweight later in
life among offspring exposed to GDM (17–20). Thus, prevention
and improved management of GDM may improve outcomes for
both the mother and offspring.

Sleep-disordered breathing (SDB) is prevalent in 17–45% of
pregnant women by the third trimester (21–25), depending on
the diagnostic cut-offs used, degree of obesity, and comorbidities
present in the study population. SDB is characterized by
breathing pauses during sleep, which results in sleep disruption
from frequent arousals and intermittent hypoxia. Similar to
polysomnography-based estimates of SDB prevalence, symptoms
of SDB are reported in 14–35% of pregnant women by the 3rd
trimester (26–28). In addition to weight gain, pregnancy-specific
physiological changes that include upper airway narrowing,
vascular congestion, nasal congestion and decreased functional
residual capacity (29, 30) are hypothesized to increase the
risk of SDB. In several studies that have adjusted for obesity,
SDB in the non-pregnant population is associated with glucose
intolerance and type 2 diabetes (31, 32). Although the specific
mechanisms of this relationship have yet to be clearly defined,
pathways involving increases in sympathetic drive, cortisol, and
inflammation, are likely involved (33, 34). Extrapolating from
the non-pregnant literature, SDB may also represent a novel
risk factor for GDM (21, 31, 35). Two recent meta-analyses of
observational studies demonstrated an increased risk of GDM in
maternal SDB (36, 37) (adjusted odds ratios of 1.86–3.06). More
recently, publication of the nuMoM2b cohort sleep substudy,
which assessed SDB in pregnancy in the largest cohort to date
(n= 3,705), revealed similar results between the presence of SDB
in pregnancy and the risk of GDM (odds ratios∼3) (38).

Despite the accumulating evidence that gestational SDB is
associated with GDM, the data are limited by the biases inherent
in observational studies, particularly with possible residual
confounding from obesity. Performing controlled interventional
studies with treatment of SDB is the next essential step to
determine whether there is an associated improvement in
outcomes. Our ultimate objective is to perform a large-scale,

multi-center randomized trial evaulating the effects of CPAP
treatment of SDB on glycemic control in GDM. To date, a few
studies, mostly uncontrolled and all with small sample sizes,
have investigated whether treatment of SDBwith CPAP improves
blood pressure among patients with gestational hypertension or
preeclampsia [Reviewed in (21)]. In a recently published trial
of CPAP vs. no CPAP for 2 weeks in women with GDM, of
the 15 women on CPAP, only 7 were adherent (minimum usage
4h/night for > 70% of nights) (39). However, adherence to CPAP
for a longer duration during pregnancy and its effect on 24-h
glucose profiles is unknown.

Several CPAP trials in non-pregnancy that have failed to
demonstrate improvements with respect to metabolic outcomes
have also been limited by poor CPAP adherence [reviewed in
(31)]. Optimizing CPAP use, on the other hand, has improved
cardiometabolic outcomes (40–45), particularly in in-laboratory
proof-of-concept studies with 8 h a night of CPAP use in patients
with prediabetes (46) and type 2 diabetes (47). In pregnancy,
CPAP adherence may be further affected by the unique sleep
complaints that are prevalent in pregnancy, including less deep
sleep and more frequent nocturnal awakenings (48). In order
to appropriately power large, multi-center trials in pregnant
women with SDB for improving cardiometabolic outcomes, the
adherence to CPAP among pregnant women needs to first be
established. As such, the primary aim of this pilot trial is to assess
the adherence to CPAP in pregnant women with GDM, a unique
population at risk for significant comorbidity. The secondary
aims are to collect pilot data on glycemic control in the form
of 24-h continuous glucose monitoring (CGM) as well as other
relevant outcomes to allow planning and sample size calculations
for a future, multi-center trial with the primary aim of evaluating
the effects of SDB treatment on glycemic control in GDM.

METHODS

Trial Protocol
This is an unblinded, randomized-controlled parallel study.
Figure 1 demonstrates the protocol design and testing at each
visit. Recruitment started in March 2015 at two centers in
Montreal, Canada (McGill University Health Centre and Centre
Hospitalier Universitaire Sainte-Justine).

Participants
Participants are screened for eligibility if they are pregnant
women aged ≥18 years referred to the GDM clinic between
>20 and <34 weeks gestational age with a diagnosis of GDM.
Participants receive a diagnosis of GDM prior to their first study
visit based on a positive non-fasting screening 50-g glucose
load (24–28 weeks gestation) of >11.1 mmol/L. If this test is
abnormal but not in the diabetic range (7.8–11.1 mmol/L), then
a fasting, standard, 75-g oral glucose tolerance test (OGTT) is
ordered. GDM is defined at our center with either an abnormal
50-g screening test with level ≥11.1 mmol/L or from one of
the following from the 75-g OGTT: (1) fasting glucose ≥5.1
mmol/L, (2) 1-h glucose ≥10.0 mmol/L, or (3) 2-hr glucose ≥8.5
mmol/L (49), all in the absence of pre-existing or pregestational
diabetes. Screening questions on snoring, witnessed apneas or
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FIGURE 1 | The trial protocol involves a baseline evaluation that initially confirms the diagnosis of gestational diabetes (GDM). This testing usually takes place between

24 and 28 weeks of gestational age. During the baseline visit, participants wear an Armband, consisting of an accelerometer, for 1 week in order monitor activity levels

and sleep-wake patterns. Insertion of a continuous glucose monitoring (CGM) device for 72 h takes place at this visit. Within 1–2 weeks, a home sleep study to screen

for sleep-disordered breathing (SDB) is organized. If participants are eligible for the study, randomization to either auto-titrating continuous positive airway pressure

(CPAP) or nasal dilator strip (control group) takes place. Participants follow-up with the study nurse every 2 weeks to verify adherence to therapy and complete study

measurements. Post-partum, participants are invited back for a repeat sleep study ∼12 weeks after the study is completed and also complete an oral glucose

tolerance test as part of routine follow-up with the endocrinologist.

other symptoms of SDB are not used in the selection process.
Participants are not eligible if they had multiple pregnancy,
current cigarette smoking or alcohol consumption, chronic
renal disease, cardiovascular disease, stroke, active psychiatric
disease, active malignancy, HIV infection, Hepatitis C or B, prior
treatment for SDB, occupation involving shift work or travel
across time zones, or inability to provide informed consent.

Within 1 week of the initial GDM clinic visit, participants
are scheduled for a one-night level 2 screening home
polysomnogram. A sleep technologist sets up the complete
polysomnogram (Titanium unit, Medcare, Natus Inc.,
Mississauga, ON) in the participant’s home in the evening
and verifies all signals. Following the sleep recording, a driver
picks up the device from the participant’s home and returns it
to our sleep laboratory. Data from the recorder is downloaded
and studies are scored by a Registered Polysomnographic
Technologist with review by one of the study sleep physicians (SP,
RJK). Standard quality assurance measures for scoring reliability
are applied including ensuring a minimum of ∼4 h of total sleep
time. In addition, oximetry, electroencephalography (EEG), and
nasal cannula signals are verified for adequate quality, which is
necessary for accurate scoring of respiratory events. Sleep-wake
state, arousals and periodic limb movements are scored in
accordance with current AASM criteria (50); respiratory events

are scored using standard Chicago criteria (51). A diagnosis of
SDB establishing eligibility for randomization is made based on
the presence of an apnea-hypoponea index (AHI) ≥10 based
on Chicago respiratory scoring criteria. Since pregnancy is
generally characterized by milder SDB and lesser degrees of
oxygen desaturation (21, 52–55), the more sensitive Chicago
scoring criteria were chosen for diagnosis of SDB.

Potential participants in whom sleep studies demonstrate
severe SDB (AHI ≥30 events/h) with significant sleepiness (ESS
≥15), or significant oxygen desaturation regardless of symptoms
(4% oxygen desaturation index≥30 or sustained hypoxia <80%)
are excluded and sent for urgent evaluation at the Sleep Clinic at
our institution.

Randomization
Eligible participants are randomized using web-based
randomization with permuted blocks of varying size (Dacima
software, Montreal, Quebec).

Treatment Interventions
Experimental Group
Nightly CPAP treatment until delivery: In the participants
randomized to the active intervention arm, auto-titrated CPAP
(auto-CPAP) is started within 2 weeks of the initial GDM
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clinic visit following a positive sleep study for SDB. Active
arm participants receive an individualized 1 h session on set-
up, mask-fitting and preference, and potential side-effects (e.g.,
dry mouth, nasal congestion). A variety of nasal masks are
initially tried for comfort during set-up, but if mouth-breathing,
or intolerance to the nasal mask occurs, an oronasal mask is
fitted. Education, troubleshooting of side effects occurs every
2 weeks, and more often as necessary by telephone or in-
person visits. Download of the CPAP adherence data (adherence,
leaks, pressure settings, efficacy with residual AHI) occurs either
by Wi-Fi using available software or by interrogation of the
memory chip at specific visits every 2 weeks (Figure 1) (56). All
participants assigned to CPAP are encouraged to use the device
for the remaining period of pregnancy (∼8 weeks) for as many
hours during sleep as possible.

Control Group
Significant uncertainty exists on the optimal control group
for CPAP studies. In particular, in pregnant women, a sham
CPAP group may likely interfere with sleep quality and may
shorten sleep duration. These effects may worsen glucose control
and bias the results in favor of the active intervention arm.
For these reasons, nightly nasal dilator strips are being tested
in this population as a possible control. The strips (Breathe
Right R©, GlaxoSmithKline, Brentford, UK) mechanically pull the
lateral nasal walls outward, causing nasal passage dilatation,
thereby easing breathing and reducing snoring, but not SDB,
in the general population (57). Since nasal strips have not
been evaluated thoroughly in pregnancy, we are assessing for
adherence in a way that is analogous to a pill count, by
monitoring for leftover strips. Side effects and tolerability is also
queried during each clinic visit. Control arm participants also
complete a level 2 home polysomnogram 2 weeks after starting
the nasal strip to determine if any improvements in respiratory
parameters occurred.

Follow-Up Visits
Antenatal
The GDM clinics at the recruitment sites routinely follow
patients with GDM every 2–4 weeks from diagnosis until
delivery. During these clinic visits, participants receive their
routine care from their endocrinologist, nurse, maternal-fetal-
medicine specialist and dietitian. Participants are then seen by
our research team during the same visit if possible to verify and
record CPAP adherence, download CGM and capillary blood
glucose measurements when appropriate, and assess sleep habits
through questionnaires. Figure 1 indicates the specific tests and
evaluations that are performed at each scheduled visit.

Postnatal
After delivery, neonatal and obstetrical outcomes are abstracted
through chart review. All study participants are referred to the
Sleep Clinic between 1 and 3 months post-partum for assessment
of persistent SDB symptoms and a repeat sleep study. Participants
also have a follow-up in the GDM clinic with an OGTT to assess
for post-partum diabetes and prediabetes. Treatment with CPAP

is offered to participants in both groups after delivery until SDB
is reassessed at the postnatal Sleep Clinic visit.

Outcomes
1. The primary outcome in this study is to objectively determine

the adherence to CPAP among women with GDM and SDB.
Acceptable adherence is defined by mean usage ≥4 h/night
for at least 70% of nights, the conventional threshold for
acceptable CPAP adherence in the general non-pregnant
population (40–42, 58). Secondary analyses will examine
predictors of CPAP adherence (i.e., demographic and SDB
severity variables).

2. As a secondary outcome, the suitability of nasal dilator
strips as a possible control intervention for a future large-
scale, multi-centered RCT in GDM will be assessed. Patient
adherence, changes in indices of SDB as assessed by level
2 polysomnography, and changes in sleep quality and
daytime sleepiness (questionnaire-based assessments) will be
measured.

3. Recruitment and retention rates will be computed at the end
of the trial. This will be important in planning a future large
scale RCT.

4. The feasibility of measuring glucose levels using CGM
in CPAP vs. control groups is also being assessed. CGM
provides in-depth information on glucose levels that cannot
be obtained from routine blood glucose measurements. We
use the well-validated iPro2 R© (Medtronic, Northridge, CA)
CGM (59, 60), a small, minimally invasive device with a
painless, subcutaneous sensor measuring interstitial glucose
levels every 5min. These levels are comparable to venous
blood glucose measurements (61–63). A trained technician
inserts the CGM device subcutaneously in the arm or
abdomen, which takes measurements over 3 days to take into
consideration day-to-day variability (64). CGM has been used
in pregnant subjects previously and is well-tolerated (65). The
CGM is blinded so participants cannot see glucose values
and will be not be burdened by alarms or sensor inaccuracy.
To ensure accuracy of the measurements, CGM requires
calibration against capillary blood glucose measurements that
are measured as part of standard of care 4 times/day by
the participant (61). Insulin requirements are documented
at each visit using self-reported insulin doses in patient
logbooks. Participants are asked to maintain their usual diet
and exercise patterns during this time. Glucose levels between
the treatment and control groups will be compared.

Other Assessments
Sleep Quality and Duration
Short sleep duration and sleep quality are also assessed, as these
can be additional factors contributing to glucose dysregulation
(66, 67). The Pittsburgh Sleep Quality Questionnaire (PSQI) (68)
Berlin Questionnaire (69) and Epworth Sleepiness Scale (70)
are administered at baseline, and again at weeks 2 and 6 after
treatment initiation. Sleep time is objectively measured with the
Sensewear R© Armband (BodyMedia), which uses an actigraphy
analysis to record movements for estimating sleep-wake activity.
This Armband is worn for 1 week both at baseline and 1 month
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after treatment initiation. The pilot study is intended to assess
the feasibility of performing these measurements in the pregnant
GDM population with SDB.

Activity and Diet Assessments
Dietary habits, including self-reported total energy intake and
macronutrients consumed (e.g., fats, protein, carbohydrates) are
assessed through routine clinically-administered dietary logs that
are monitored by the clinic dietician every 2 weeks. Body weight
is recorded at each visit. Moreover, we also measure levels of
physical activity through the Sensewear R© Armband analysis,
which is validated for and measures levels of physical activity
(steps, average mets, and energy expenditure) (71, 72). The
Armband is worn for 1 week at baseline and after treatment
initiation as indicated in Figure 1.

Maternal-Fetal Outcome Data
The medical records for each participant is reviewed to obtain
data regarding the perinatal course, including details on labor
and delivery, post-partum complications, and the course and
complications in the newborn.

Sample Size
The assumption underlying the calculation of the sample size was
that for CPAP to be an acceptable treatment option in pregnant
women with GDM, the adherence should be similar to that
observed in the non-pregnant population. Interventional studies
with CPAP in non-pregnant populations have demonstrated a
wide range of adherence rates [46–83% (73, 74)], with a few
recent trials demonstrating adherence rates of≥60–70% (40, 41).
We estimate that 30 participants (CPAP group) will be needed to
observe a CPAP adherence rate of 70% with a confidence interval
of width of 0.34 or less with probability > 90%. In Table 1, the
confidence interval width for CPAP adherence is estimated based
on various sample sizes that may be achieved with the pilot trial,
with a probability >90%.

Data Analysis
Between-group differences will be assessed for statistical
significance with the Student’s t-test for normally distributed
variables and the non-parametric Mann-Whitney test for non-
normal distributions. Continuous variables will be reported as
mean ± standard deviation. Median and interquartile ranges
will be used for non-normally distributed variables. The primary
outcome assesses CPAP adherence, which will be reported as
% acceptable adherence rates with associated 95% confidence
intervals (using conventional definition of ≥4 h/night for >70%
of nights) in participants randomized to the CPAP intervention

TABLE 1 | Confidence interval widths for achieving CPAP adherence rates of 70%

based on sample size per group achieved in pilot trial.

Sample size Confidence interval width, with probability >0.90

20 0.36

25 0.36

30 0.34

group. Adherence in the control group will be calculated as
the proportion of nights the Breathe Right strips are used
(total number of strips used from box over period of treatment
nights). Secondary analyses will include the predictors of CPAP
acceptable adherence in this population (e.g., demographic and
SDB severity variables, SDB sleep symptoms). Recruitment rates
will be calculated as the number of participants randomized
at each site over the enrolment period. Retention rates will be
100 minus the percent of participants that dropped out after
randomization over the period of the trial. Missing data will be
analyzed by multiple imputation.

For examination of between-group differences in glycemic
control, an intention-to-treat analysis is planned. At baseline and
follow-up assessments, mean (standard deviation) 24 h, daytime,
and nighttime glucose values will be computed as well as time that
glucose levels are above 7.8 mmol/L (hyperglycemia). Between-
group differences in change in glycemic control will be calculated
with 95% CI. Secondary analyses will estimate linear regressions
and adjust for relevant covariates (age, sex, BMI, baseline AHI,
baseline glucose).

To minimize bias in interpreting results, the statistician
and researchers involved in outcome assessment during data
collection and analyses will be blinded to treatment arm
allocation.

DISCUSSION

In light of observational data demonstrating robust associations
between SDB and the risk of GDM and gestational hypertension
(22, 36–38, 75) interventional controlled trials are necessary
to assess the direct impact of SDB treatment on improving
outcomes related to GDM. Several cardiometabolic trials in
non-pregnancy with equivocal or negative results have had
barriers in adequate CPAP adherence (76, 77), while other studies
ensuring full CPAP compliance have demonstrated improvement
in glucose levels using overnight or 24-h glucose monitoring
(46, 47, 78). This pilot trial in SDB and GDM therefore focuses
on CPAP adherence as the primary outcome.

Although the glycated hemoglobin (HbA1c) is the
conventional measure of glucose in clinical practice in patients
with type 2 diabetes, this measure does not capture changes
that may occur specific to time of day (i.e., nocturnal vs.
daytime), post-prandial measurements, general levels of
glycemic variability throughout the day, and time spent in
hyperglycemia. Moreover, since HbA1c reflects glycemia over
several weeks, potentially important changes in glucose levels
over a shorter period of time, as may occur during pregnancy,
may be missed. CGM has been recently used in clinical trials in
patients with T2DM to more specifically characterize the effect of
newer therapies on various aspects of glucose control (79, 80). Of
note, maintaining normal glucose levels with 24-h monitoring in
GDM has been shown to result in improved maternal and fetal
outcomes (81).

The results of this trial will provide novel data on the feasibility
and acceptance of CPAP treatment of SDB among women with
GDM and will provide valuable preliminary findings on which
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aspects of glucose control, if any, are improved by CPAP in
pregnancy. These data will be essential to planning future, larger
RCTs to definitively evaluate the impact of SDB treatment during
pregnancy on maternal and infant outcomes.
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approved by the Research Ethics Board of the McGill University
Health Centre and Centre Hospitalier Universitaire Sainte-
Justine. All adverse events are reported by the study PI (SP) to the
Research Ethics Board using standard procedures. Appropriate
steps are immediately taken to deal with adverse events including
sending affected participants for medical evaluation as indicated.

AUTHOR CONTRIBUTIONS

SP conceived of the study design, managed and led the study,
wrote the manuscript and was involved in all editing. SM and
KD helped with study design and editing of manuscript. NG and
RG helped with study design and participant recruitment. LL,
AO, AK, and GT helped with study conduct. AB helped with
study design and statistical analyzes. ER helped with study design
and participant recruitment. KD helped with study design, and
editing. RK helped with study design, study conduct, and editing.

ACKNOWLEDGMENTS

This trial is funded by the Canadian Institutes of Health Research
(136886; Nominated Principal Investigator SP).

REFERENCES

1. American Diabetes Association. Gestational diabetes mellitus. Diabetes Care

(2003) 26(Suppl. 1):S103–5. doi: 10.2337/diacare.26.2007.S103

2. Dabelea D, Snell-Bergeon JK, Hartsfield CL, Bischoff KJ, Hamman

RF, McDuffie RS, et al. Increasing prevalence of gestational diabetes

mellitus (GDM) over time and by birth cohort: kaiser permanente of

Colorado GDM screening program. Diabetes Care (2005) 28:579–84.

doi: 10.2337/diacare.28.3.579

3. Halperin IJ, Feig DS. The role of lifestyle interventions in the

prevention of gestational diabetes. Curr Diabetes Rep. (2014) 14:452.

doi: 10.1007/s11892-013-0452-2

4. International Association of Diabetes and Pregnancy Study Groups

Consensus Panel, Metzger BE, Gabbe SG, Persson B, Buchanan TA, Catalano

PA, et al. International association of diabetes and pregnancy study groups

recommendations on the diagnosis and classification of hyperglycemia in

pregnancy. Diabetes Care (2010) 33:676–82. doi: 10.2337/dc09-1848

5. Buchanan TA, Xiang AH. Gestational diabetes mellitus. J Clin Invest. (2005)

115:485–91. doi: 10.1172/JCI24531

6. Shah BR, Retnakaran R, Booth GL. Increased risk of cardiovascular disease

in young women following gestational diabetes mellitus. Diabetes Care (2008)

31:1668–9. doi: 10.2337/dc08-0706

7. Carr DB, Utzschneider KM, Hull RL, Tong J, Wallace TM, Kodama K., et

al. Gestational diabetes mellitus increases the risk of cardiovascular disease

in women with a family history of type 2 diabetes. Diabetes Care (2006)

29:2078–83. doi: 10.2337/dc05-2482

8. Tobias DK, Stuart JJ, Li S, Chavarro J, Rimm EB, Rich-Edwards J., et al.

Association of history of gestational diabetes with long-term cardiovascular

disease risk in a large prospective cohort of US women. JAMA Intern Med.

(2017) 177:1735–42. doi: 10.1001/jamainternmed.2017.2790

9. Kaul P, Savu A, Nerenberg KA, Donovan LE, Chik CL, Ryan EA., et al. Impact

of gestational diabetes mellitus and high maternal weight on the development

of diabetes, hypertension and cardiovascular disease: a population-level

analysis. Diabet Med. (2015) 32:164–73. doi: 10.1111/dme.12635

10. Rayanagoudar G, Hashi AA, Zamora J, Khan KS, Hitman GA, Thangaratinam

S. Quantification of the type 2 diabetes risk in women with gestational

diabetes: a systematic review andmeta-analysis of 95,750women.Diabetologia

(2016) 59:1403–11. doi: 10.1007/s00125-016-3927-2

11. Foghsgaard S, Andreasen C, Vedtofte L, Andersen ES, Bahne E, Strandberg

C., et al. Nonalcoholic fatty liver disease is prevalent in women with

prior gestational diabetes mellitus and independently associated with

insulin resistance and waist circumference. Diabetes Care (2017) 40:109–16.

doi: 10.2337/dc16-1017

12. Ajmera VH, Gunderson EP, VanWagner LB, Lewis CE, Carr JJ, Terrault NA.

Gestational diabetes mellitus is strongly associated with non-alcoholic fatty

liver disease. Am J Gastroenterol. (2016) 111:658–64. doi: 10.1038/ajg.2016.57

13. Kim C, Newton KM, Knopp RH. Gestational diabetes and the incidence

of type 2 diabetes: a systematic review. Diabetes Care (2002) 25:1862–8.

doi: 10.2337/diacare.25.10.1862

14. Lauenborg J, Hansen T, Jensen DM, Vestergaard H, Mølsted-Pedersen L,

Hornnes P., et al. Increasing incidence of diabetes after gestational diabetes: a

long-term follow-up in a Danish population. Diabetes Care (2004) 27:1194–9.

doi: 10.2337/diacare.27.5.1194

15. Ben-Haroush A, Yogev Y, Hod M. Epidemiology of gestational diabetes

mellitus and its association with type 2 diabetes. Diabet Med. (2004) 21:103–

13. doi: 10.1046/j.1464-5491.2003.00985.x

16. Feig DS, Zinman B, Wang X, Hux JE. Risk of development of diabetes

mellitus after diagnosis of gestational diabetes. CMAJ (2008) 179:229–34.

doi: 10.1503/cmaj.080012

17. Dabelea D. The predisposition to obesity and diabetes in offspring of diabetic

mothers. Diabetes Care (2007) 30(Suppl. 2):S169–74. doi: 10.2337/dc07-s211

18. Egeland GM, Meltzer SJ. Following in mother’s footsteps? mother-

daughter risks for insulin resistance and cardiovascular disease

15 years after gestational diabetes. Diabet Med. (2010) 27:257–65.

doi: 10.1111/j.1464-5491.2010.02944.x

19. Tam WH, Ma RC, Yang X, Li AM, Ko GT, Kong AP., et al. Glucose

intolerance and cardiometabolic risk in adolescents exposed to maternal

gestational diabetes: a 15-year follow-up study.Diabetes Care (2010) 33:1382–

4. doi: 10.2337/dc09-2343

20. Sellers EA, Dean HJ, Shafer LA, Martens PJ, Phillips-Beck W, Heaman M.,

et al. Exposure to gestational diabetes mellitus: impact on the development

of early-onset type 2 diabetes in canadian first nations and non-first nations

offspring. Diabetes Care (2016) 39:2240–6. doi: 10.2337/dc16-1148

21. Pamidi S, Kimoff RJ. Maternal sleep-disordered breathing. Chest (2018)

153:1052–66. doi: 10.1016/j.chest.2017.10.011

22. Champagne K, Schwartzman K, Opatrny L, Barriga P, Morin L, Mallozzi

A., et al. Obstructive sleep apnoea and its association with gestational

hypertension. Eur Respir J. (2009) 33:559–65. doi: 10.1183/09031936.001

22607

23. O’Brien LM, Bullough AS, Owusu JT, Tremblay KA, Brincat CA, Chames

MC., et al. Snoring during pregnancy and delivery outcomes: a cohort study.

Sleep (2013) 36:1625–32. doi: 10.5665/sleep.3112

24. Pamidi S, Marc I, Simoneau G, Lavigne L, Olha A, Benedetti A., et al.

Maternal sleep-disordered breathing and the risk of delivering small for

gestational age infants: a prospective cohort study. Thorax (2016) 71:719–25.

doi: 10.1136/thoraxjnl-2015-208038

25. Pien GW, Pack AI, Jackson N, Maislin G, Macones GA, Schwab RJ. Risk

factors for sleep-disordered breathing in pregnancy. Thorax (2014) 69:371–7.

doi: 10.1136/thoraxjnl-2012-202718

26. Franklin KA, Holmgren PA, Jonsson F, Poromaa N, Stenlund H, Svanborg

E. Snoring, pregnancy-induced hypertension, and growth retardation of the

fetus. Chest (2000) 117:137–41. doi: 10.1378/chest.117.1.137

Frontiers in Endocrinology | www.frontiersin.org 6 November 2018 | Volume 9 | Article 659

https://doi.org/10.2337/diacare.26.2007.S103
https://doi.org/10.2337/diacare.28.3.579
https://doi.org/10.1007/s11892-013-0452-2
https://doi.org/10.2337/dc09-1848
https://doi.org/10.1172/JCI24531
https://doi.org/10.2337/dc08-0706
https://doi.org/10.2337/dc05-2482
https://doi.org/10.1001/jamainternmed.2017.2790
https://doi.org/10.1111/dme.12635
https://doi.org/10.1007/s00125-016-3927-2
https://doi.org/10.2337/dc16-1017
https://doi.org/10.1038/ajg.2016.57
https://doi.org/10.2337/diacare.25.10.1862
https://doi.org/10.2337/diacare.27.5.1194
https://doi.org/10.1046/j.1464-5491.2003.00985.x
https://doi.org/10.1503/cmaj.080012
https://doi.org/10.2337/dc07-s211
https://doi.org/10.1111/j.1464-5491.2010.02944.x
https://doi.org/10.2337/dc09-2343
https://doi.org/10.2337/dc16-1148
https://doi.org/10.1016/j.chest.2017.10.011
https://doi.org/10.1183/09031936.00122607
https://doi.org/10.5665/sleep.3112
https://doi.org/10.1136/thoraxjnl-2015-208038
https://doi.org/10.1136/thoraxjnl-2012-202718
https://doi.org/10.1378/chest.117.1.137
https://www.frontiersin.org/journals/endocrinology
https://www.frontiersin.org
https://www.frontiersin.org/journals/endocrinology#articles


Pamidi et al. CPAP Treatment in Gestational Diabetes

27. Loube DI, Poceta JS, Morales MC, Peacock MD, Mitler MM. Self-reported

snoring in pregnancy: association with fetal outcome. Chest (1996) 109:885–9.

doi: 10.1378/chest.109.4.885

28. Bourjeily G, Raker CA, Chalhoub M, Miller MA. Pregnancy and fetal

outcomes of symptoms of sleep-disordered breathing. Eur Respir J. (2010)

36:849–55. doi: 10.1183/09031936.00021810

29. Izci-Balserak B, Pien GW. Sleep-disordered breathing and pregnancy:

potential mechanisms and evidence for maternal and fetal morbidity. Curr

Opin Pulm Med. (2010) 16:574–82. doi: 10.1097/MCP.0b013e32833f0d55

30. Edwards N, Middleton PG, Blyton DM, Sullivan CE. Sleep

disordered breathing and pregnancy. Thorax (2002) 57:555–8.

doi: 10.1136/thorax.57.6.555

31. Pamidi S, Tasali E. Obstructive sleep apnea and type 2 diabetes: is there a link?

Front Neurol. (2012) 3:126. doi: 10.3389/fneur.2012.00126

32. Reutrakul S, Mokhlesi B. Obstructive sleep apnea and diabetes: a state of the

art review. Chest (2017) 152:1070–86. doi: 10.1016/j.chest.2017.05.009

33. Drager LF, Jun JC, Polotsky VY. Metabolic consequences of intermittent

hypoxia: relevance to obstructive sleep apnea. Best Pract Res Clin Endocrinol

Metab. (2010) 24:843–51. doi: 10.1016/j.beem.2010.08.011

34. Drager LF, Togeiro SM, Polotsky VY, Lorenzi-Filho G. Obstructive sleep

apnea: a cardiometabolic risk in obesity and the metabolic syndrome. J Am

Coll Cardiol. (2013) 62:569–76. doi: 10.1016/j.jacc.2013.05.045

35. Pamidi S, Aronsohn RS, Tasali E. Obstructive sleep apnea: role in the risk and

severity of diabetes. Best Pract Res Clin Endocrinol Metab. (2010) 24:703–15.

doi: 10.1016/j.beem.2010.08.009

36. Pamidi S, Pinto LM, Marc I, Benedetti A, Schwartzman K, Kimoff RJ.

Maternal sleep-disordered breathing and adverse pregnancy outcomes: a

systematic review and metaanalysis. Am J Obstet Gynecol. (2014) 210:52.e51–

e14. doi: 10.1016/j.ajog.2013.07.033

37. Luque-Fernandez MA, Bain PA, Gelaye B, Redline S, Williams MA. Sleep-

disordered breathing and gestational diabetes mellitus: a meta-analysis of

9,795 participants enrolled in epidemiological observational studies. Diabetes

Care (2013) 36:3353–60. doi: 10.2337/dc13-0778

38. Facco FL, Parker CB, Reddy UM, Silver RM, Koch MA, Louis JM., et al.

Association between sleep-disordered breathing and hypertensive disorders

of pregnancy and gestational diabetes mellitus.Obstet Gynecol. (2017) 129:31–

41. doi: 10.1097/AOG.0000000000001805

39. Chirakalwasan N, Amnakkittikul S, Wanitcharoenkul E, Charoensri S,

Saetung S, Chanprasertyothin S., et al. Continuous positive airway pressure

therapy in gestational diabetes with obstructive sleep apnea: a randomized

controlled trial. J Clin Sleep Med. (2018) 14:327–36. doi: 10.5664/jcsm.6972

40. Barbé F, Durán-Cantolla J, Sánchez-de-la-Torre M, Martínez-Alonso M,

Carmona C, Barceló A., et al. Effect of continuous positive airway pressure on

the incidence of hypertension and cardiovascular events in nonsleepy patients

with obstructive sleep apnea: a randomized controlled trial. JAMA (2012)

307:2161–8. doi: 10.1001/jama.2012.4366

41. Martínez-García MA, Capote F, Campos-Rodríguez F, Lloberes P, Díaz

de Atauri MJ, Somoza M., et al. Effect of CPAP on blood pressure

in patients with obstructive sleep apnea and resistant hypertension:

the HIPARCO randomized clinical trial. JAMA (2013) 310:2407–15.

doi: 10.1001/jama.2013.281250

42. Stradling JR, Davies RJ. Is more NCPAP better? Sleep (2000) 23(Suppl.

4):S150–3.

43. Sushmita P, Magdalena S, Khalid S-S, Whitmore H, Morselli L, Wroblews K,

et al. Effective treatment of obstructive sleep apnea improves glucose tolerance

in prediabetes: a randomized placebo-controlled study. Am J Respir Crit Care

Med. (2013) 187:A2381.

44. Weinstock TG,Wang X, RueschmanM, Ismail-Beigi F, Aylor J, Babineau DC.,

et al. A controlled trial of CPAP therapy on metabolic control in individuals

with impaired glucose tolerance and sleep apnea. Sleep (2012) 35:617–25B.

doi: 10.5665/sleep.1816

45. Lam JC, Lam B, Yao TJ, Lai AY, Ooi CG, Tam S., et al. A randomised

controlled trial of nasal continuous positive airway pressure on insulin

sensitivity in obstructive sleep apnoea. Eur Respir J. (2010) 35:138–45.

doi: 10.1183/09031936.00047709

46. Pamidi S, Wroblewski K, Stepien M, Sharif-Sidi K, Kilkus J, Whitmore

H., et al. Eight hours of nightly continuous positive airway pressure

treatment of obstructive sleep apnea improves glucose metabolism

in patients with prediabetes. a randomized controlled trial. Am J

Respir Crit Care Med. (2015) 192:96–105. doi: 10.1164/rccm.201408-1

564OC

47. Mokhlesi B, Grimaldi D, Beccuti G, Abraham V, Whitmore H, Delebecque F.,

et al. Effect of one week of 8-hour nightly continuous positive airway pressure

treatment of obstructive sleep apnea on glycemic control in type 2 diabetes:

a proof-of-concept study. Am J Respir Crit Care Med. (2016) 194:516–9.

doi: 10.1164/rccm.201602-0396LE

48. Walsleben JA. Women and sleep. Handb Clinical Neurol. (2011) 98:639–51.

doi: 10.1016/B978-0-444-52006-7.00040-X

49. Canadian Diabetes Association Clinical Practice Guidelines, Expert

C, Thompson D, Berger H, Feig D, Gagnon R, Kader T, et al.

Diabetes and pregnancy. Can J Diabetes (2013) 37(Suppl. 1):S168–83.

doi: 10.1016/j.jcjd.2013.01.044

50. Berry RB, Budhiraja R, Gottlieb DJ, Gozal D, Iber C, Kapur VK., et al. Rules

for scoring respiratory events in sleep: update of the 2007 AASM manual for

the scoring of sleep and associated events. deliberations of the sleep apnea

definitions task force of the american academy of sleep medicine. J Clin Sleep

Med. (2012) 8:597–619. doi: 10.5664/jcsm.2172

51. Sleep-related breathing disorders in adults: recommendations for syndrome

definition and measurement techniques in clinical research. The report of

an american academy of sleep medicine task force. Sleep (1999) 22:667–89.

doi: 10.1093/sleep/22.5.667

52. Connolly G, Razak ARA, Hayanga A, Russell A, McKenna P, McNicholas WT.

Inspiratory flow limitation during sleep in pre-eclampsia: comparison with

normal pregnant and nonpregnant women. Eur Respir J. (2001) 18:672–6.

doi: 10.1183/09031936.01.00053501

53. Edwards N, Blyton CM, Kesby GJ, Wilcox I, Sullivan CE. Pre-eclampsia is

associated with marked alterations in sleep architecture. Sleep (2000) 23:619–

25. doi: 10.1093/sleep/23.5.1d

54. Guilleminault C, Palombini L, Poyares D, Takaoka S, Huynh NTL,

El-Sayed Y. Pre-eclampsia and nasal CPAP: part 1. early intervention

with nasal cpap in pregnant women with risk-factors for pre-eclampsia:

preliminary findings. Sleep Med. (2007) 9:9–14. doi: 10.1016/j.sleep.2007.

04.020

55. Poyares D, Guilleminault C, Hachul H, Fujita L, Takaoka S, Tufik S., et al. Pre-

eclampsia and nasal CPAP: part 2. hypertension during pregnancy, chronic

snoring, and early nasal CPAP intervention. Sleep Med. (2007) 9:15–21.

doi: 10.1016/j.sleep.2007.04.019

56. Schwab RJ, Badr SM, Epstein LJ, Gay PC, Gozal D, Kohler M., et al. An

official American Thoracic Society statement: continuous positive airway

pressure adherence tracking systems. The optimal monitoring strategies and

outcome measures in adults. Am J Respir Crit Care Med. (2013) 188:613–20.

doi: 10.1164/rccm.201307-1282ST

57. Kirkness JP, Wheatley JR, Amis TC. Nasal airflow dynamics: mechanisms and

responses associated with an external nasal dilator strip. Eur Respir J. (2000)

15:929–36. doi: 10.1034/j.1399-3003.2000.15e20.x

58. Weaver TE, Maislin G, Dinges DF, Bloxham T, George CF, Greenberg

H., et al. Relationship between hours of CPAP use and achieving

normal levels of sleepiness and daily functioning. Sleep (2007) 30:711–9.

doi: 10.1093/sleep/30.6.711

59. Akintola AA, Noordam R, Jansen SW, de Craen AJ, Ballieux BE, Cobbaert

CM., et al. Accuracy of continuous glucose monitoring measurements

in normo-glycemic individuals. PLoS ONE (2015) 10:e0139973.

doi: 10.1371/journal.pone.0139973

60. Sachedina N, Pickup JC. Performance assessment of the medtronic-minimed

continuous glucose monitoring system and its use for measurement of

glycaemic control in type 1 diabetic subjects. Diabet Med. (2003) 20:1012–5.

doi: 10.1046/j.1464-5491.2003.01037.x

61. Bailey TS, Ahmann A, Brazg R, Christiansen M, Garg S, Watkins

E., et al. Accuracy and acceptability of the 6-day Enlite continuous

subcutaneous glucose sensor. Diabetes Technol Ther. (2014) 16:277–83.

doi: 10.1089/dia.2013.0222

62. Bay C, Kristensen PL, Pedersen-Bjergaard U, Tarnow L, Thorsteinsson

B. Nocturnal continuous glucose monitoring: accuracy and reliability

of hypoglycemia detection in patients with type 1 diabetes at high

risk of severe hypoglycemia. Diabetes Technol Ther. (2013) 15:371–7.

doi: 10.1089/dia.2013.0004

Frontiers in Endocrinology | www.frontiersin.org 7 November 2018 | Volume 9 | Article 659

https://doi.org/10.1378/chest.109.4.885
https://doi.org/10.1183/09031936.00021810
https://doi.org/10.1097/MCP.0b013e32833f0d55
https://doi.org/10.1136/thorax.57.6.555
https://doi.org/10.3389/fneur.2012.00126
https://doi.org/10.1016/j.chest.2017.05.009
https://doi.org/10.1016/j.beem.2010.08.011
https://doi.org/10.1016/j.jacc.2013.05.045
https://doi.org/10.1016/j.beem.2010.08.009
https://doi.org/10.1016/j.ajog.2013.07.033
https://doi.org/10.2337/dc13-0778
https://doi.org/10.1097/AOG.0000000000001805
https://doi.org/10.5664/jcsm.6972
https://doi.org/10.1001/jama.2012.4366
https://doi.org/10.1001/jama.2013.281250
https://doi.org/10.5665/sleep.1816
https://doi.org/10.1183/09031936.00047709
https://doi.org/10.1164/rccm.201408-1564OC
https://doi.org/10.1164/rccm.201602-0396LE
https://doi.org/10.1016/B978-0-444-52006-7.00040-X
https://doi.org/10.1016/j.jcjd.2013.01.044
https://doi.org/10.5664/jcsm.2172
https://doi.org/10.1093/sleep/22.5.667
https://doi.org/10.1183/09031936.01.00053501
https://doi.org/10.1093/sleep/23.5.1d
https://doi.org/10.1016/j.sleep.2007.04.020
https://doi.org/10.1016/j.sleep.2007.04.019
https://doi.org/10.1164/rccm.201307-1282ST
https://doi.org/10.1034/j.1399-3003.2000.15e20.x
https://doi.org/10.1093/sleep/30.6.711
https://doi.org/10.1371/journal.pone.0139973
https://doi.org/10.1046/j.1464-5491.2003.01037.x
https://doi.org/10.1089/dia.2013.0222
https://doi.org/10.1089/dia.2013.0004
https://www.frontiersin.org/journals/endocrinology
https://www.frontiersin.org
https://www.frontiersin.org/journals/endocrinology#articles


Pamidi et al. CPAP Treatment in Gestational Diabetes

63. Damiano ER, El-Khatib FH, Zheng H, Nathan DM, Russell SJ. A comparative

effectiveness analysis of three continuous glucose monitors. Diabetes Care

(2013) 36:251–9. doi: 10.2337/dc12-0070

64. Rodbard D. Continuous glucose monitoring: a review of recent studies

demonstrating improved glycemic outcomes. Diabetes Technol Ther. (2017)

19:S25–37. doi: 10.1089/dia.2017.0035

65. Secher AL, Ringholm L, Andersen HU, Damm P, Mathiesen ER. The

effect of real-time continuous glucose monitoring in pregnant women with

diabetes: a randomized controlled trial. Diabetes Care (2013) 36:1877–83.

doi: 10.2337/dc12-2360

66. Spiegel K, Tasali E, Leproult R, Van Cauter E. Effects of poor and short sleep

on glucose metabolism and obesity risk. Nat Rev Endocrinol. (2009) 5:253–61.

doi: 10.1038/nrendo.2009.23

67. Stamatakis KA, Punjabi NM. Effects of sleep fragmentation on

glucose metabolism in normal subjects. Chest (2009) 137:95–101.

doi: 10.1378/chest.09-0791

68. Buysse DJ, Reynolds CF III, Monk TH, Berman SR, Kupfer DJ. The pittsburgh

sleep quality index: a new instrument for psychiatric practice and research.

Psychiatry Res. (1989) 28:193–213. doi: 10.1016/0165-1781(89)90047-4

69. Netzer NC, Stoohs RA, Netzer CM, Clark K, Strohl KP. Using

the Berlin questionnaire to identify patients at risk for the

sleep apnea syndrome. Ann Intern Med. (1999) 131:485–91.

doi: 10.7326/0003-4819-131-7-199910050-00002

70. Johns MW. Daytime sleepiness, snoring, and obstructive sleep apnea. The

epworth sleepiness scale. Chest (1993) 103:30–6. doi: 10.1378/chest.103.1.30

71. Brazeau AS, Karelis AD, Mignault D, Lacroix MJ, Prud’homme D,

Rabasa-Lhoret R. Test-retest reliability of a portable monitor to

assess energy expenditure. Appl Physiol Nutr Metab. (2011) 36:339–43.

doi: 10.1139/h11-016

72. Brazeau AS, Karelis AD, Mignault D, Lacroix MJ, Prud’homme D, Rabasa-

Lhoret R. Accuracy of the sensewear armband during ergocycling. Int J Sports

Med. (2011) 32:761–4. doi: 10.1055/s-0031-1279768

73. Kohler M, Smith D, Tippett V, Stradling JR. Predictors of long-term

compliance with continuous positive airway pressure. Thorax (2010) 65:829–

32. doi: 10.1136/thx.2010.135848

74. Weaver TE, Grunstein RR. Adherence to continuous positive airway pressure

therapy: the challenge to effective treatment. Proc Am Thorac Soc. (2008)

5:173–8. doi: 10.1513/pats.200708-119MG

75. Louis JM, Mogos MF, Salemi JL, Redline S, Salihu HM. Obstructive sleep

apnea and severe maternal-infant morbidity/mortality in the United States,

1998–2009. Sleep (2014) 37:843–9. doi: 10.5665/sleep.3644

76. Antic NA, Heeley E, Anderson CS, Luo Y, Wang J, Neal B., et al. The sleep

apnea cardiovascular endpoints (SAVE) trial: rationale, ethics, design, and

progress. Sleep (2015) 38:1247–57. doi: 10.5665/sleep.4902

77. Mokhlesi B, Ayas NT. Cardiovascular events in obstructive sleep apnea

- can CPAP therapy SAVE lives? N Engl J Med. (2016) 375:994–6.

doi: 10.1056/NEJMe1609704

78. Chopra S, Rathore A, Younas H, Pham LV, Gu C, Beselman A., et al.

Obstructive sleep apnea dynamically increases nocturnal plasma free fatty

acids, glucose, and cortisol during sleep. J Clin Endocrinol Metab. (2017)

102:3172–81. doi: 10.1210/jc.2017-00619

79. Bergenstal RM, Strock E, Mazze R, Powers MA, Monk AM, Richter S., et al.

Diurnal glucose exposure profiles of patients treated with lixisenatide before

breakfast or the main meal of the day: an analysis using continuous glucose

monitoring.Diabetes Metab Res Rev. (2017) 33:e2879. doi: 10.1002/dmrr.2879

80. Frías JP, Nakhle S, Ruggles JA, Zhuplatov S, Klein E, Zhou R., et al.

Exenatide once weekly improved 24-hour glucose control and reduced

glycaemic variability in metformin-treated participants with type 2 diabetes:

a randomized, placebo-controlled trial. Diabetes Obes Metab. (2016)

19:40–8.

81. Jovanovic L, Peterson CM, Saxena BB, Dawood MY, Saudek CD. Feasibility

of maintaining normal glucose profiles in insulin-dependent pregnant

diabetic women. Am J Med. (1980) 68:105–12. doi: 10.1016/0002-9343(80)

90179-5

Conflict of Interest Statement: The authors declare that the research was

conducted in the absence of any commercial or financial relationships that could

be construed as a potential conflict of interest.

The reviewer JT-H and handling Editor declared their shared affiliation.

The CPAP devices used for this research study were obtained at a reduced

cost from Vitalaire.

Copyright © 2018 Pamidi, Meltzer, Garfield, Lavigne, Olha, Khalyfa, Benedetti,

Tremblay, Gagnon, Rey, Dasgupta and Kimoff. This is an open-access article

distributed under the terms of the Creative Commons Attribution License (CC BY).

The use, distribution or reproduction in other forums is permitted, provided the

original author(s) and the copyright owner(s) are credited and that the original

publication in this journal is cited, in accordance with accepted academic practice.

No use, distribution or reproduction is permitted which does not comply with these

terms.

Frontiers in Endocrinology | www.frontiersin.org 8 November 2018 | Volume 9 | Article 659

https://doi.org/10.2337/dc12-0070
https://doi.org/10.1089/dia.2017.0035
https://doi.org/10.2337/dc12-2360
https://doi.org/10.1038/nrendo.2009.23
https://doi.org/10.1378/chest.09-0791
https://doi.org/10.1016/0165-1781(89)90047-4
https://doi.org/10.7326/0003-4819-131-7-199910050-00002
https://doi.org/10.1378/chest.103.1.30
https://doi.org/10.1139/h11-016
https://doi.org/10.1055/s-0031-1279768
https://doi.org/10.1136/thx.2010.135848
https://doi.org/10.1513/pats.200708-119MG
https://doi.org/10.5665/sleep.3644
https://doi.org/10.5665/sleep.4902
https://doi.org/10.1056/NEJMe1609704
https://doi.org/10.1210/jc.2017-00619
https://doi.org/10.1002/dmrr.2879
https://doi.org/10.1016/0002-9343(80)90179-5
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/endocrinology
https://www.frontiersin.org
https://www.frontiersin.org/journals/endocrinology#articles

	A Pilot Randomized-Controlled Trial on the Effect of CPAP Treatment on Glycemic Control in Gestational Diabetes: Study Design and Methods
	Introduction
	Methods
	Trial Protocol
	Participants
	Randomization
	Treatment Interventions
	Experimental Group
	Control Group

	Follow-Up Visits
	Antenatal
	Postnatal

	Outcomes
	Other Assessments
	Sleep Quality and Duration
	Activity and Diet Assessments
	Maternal-Fetal Outcome Data

	Sample Size
	Data Analysis

	Discussion
	Ethics and Consent
	Author Contributions
	Acknowledgments
	References


