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Abstract Objective To assess the association between dietary glycemic index (GI) and excess
weight in pregnant women in the first trimester of pregnancy.
Methods A cross-sectional study in a sample of 217 pregnant women was conducted
at the maternal-fetal outpatient clinic of the Hospital Geral de Fortaleza, Fortaleza,
state of Ceará, Brazil, for routine ultrasound examinations in the period between 11 and
13 weeks þ 6 days of gestation.Weight and height weremeasured and the gestational
body mass index (BMI) was calculated. The women were questioned about their usual
body weight prior to the gestation, considering the prepregnancy weight. The dietary
GI and the glycemic load (GL) of their diets were calculated and split into tertiles.
Analysis of variance (ANOVA) or Kruskal-Walls and chi-squared (χ2) statistical tests were
employed. A crude logistic regression model and a model adjusted for confounding
variables known to influence biological outcomes were constructed. A p-value < 0.05
was considered significant for all tests employed.
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Introduction

Gestational weight gain is the focus of several studies,1–5 as a
result of the worldwide epidemic of obesity1–3 and its
importance in gestational outcomes.4,5 Excessive gestational
weight gain has been associated with increased risk of large
infants for the gestational age (GA), preeclampsia, gestational
diabetes, cephalopelvic disproportion, trauma, asphyxia, and
perinatal death.4,5 Excessive gestational weight gain is asso-
ciated with postpartum weight retention.3

In the last few years, the relevance of the dietary glycemic
index (GI) for the development of obesity has been contro-
versially debated.6–8 The GI is considered an important
determinant of fasting glucose tolerance and of postprandial
glycemic response.7–9 Mechanisms linking the habitual con-
sumption of high-GI foods to body composition include
reduced satiety signaling, enhanced carbohydrate oxidation,
and decreased fat oxidation in response to habitual post-
prandial glycemia and insulinemia.8,9

The GI quantifies the glycemic variations in response to
the dietary carbohydrate consumption, and is defined as the
area under the glucose response curve after the intake of

50 g of carbohydrates of a test-food, expressed as a percent-
age response to the same quantity of carbohydrate of a
standard food, measured in the same individual.10 The
glycemic load (GL) is a measure derived from the quantity
and quality (GI) of dietary carbohydrates.11

High-GI and/or high-GL diets are independently associat-
edwith the development andwith the progression of chronic
diseases, particularly those associated with insulin resis-
tance.6,11 The hypothesis that there is an association be-
tween overall dietary GI, GL, and disease risk have been
inconsistent with this hypothesis.12,13

Therefore, given the importance of the diet to the nutri-
tional status and health of pregnant women, the objective of
the present study was to evaluate the association of dietary
GI and GL during pregnancy with excess weight (overweight
and obesity) in women at prepregnancy and during the first
trimester of gestation.

Methods

A cross-sectional study, part of a larger prospective cohort
entitled “Prediction of preeclampsia using the triple vascular

Results The sample group presented a high percentage of prepregnancy and gestational
overweight(39.7%and40.1%,respectively). In thetertilewiththehigherGIvalue, therewasa
lower dietary intake of total fibers (p ¼ 0.005) and of solublefibers (p ¼ 0.008). In the third
tertile, the dietary GI was associated with overweight in pregnant women in the first
trimester of gestation, both in the crude model and in the model adjusted for age, total
energy intake, and saturated fatty acids. However, this association was not observed in
relation to the GL.
Conclusion A high dietary GI was associated with excess weight in women in the first
trimester of pregnancy.

Resumo Objetivo Avaliar a associação entre índice glicêmico (IG) dietético e presença de
excesso de peso em gestantes no primeiro trimestre de gestação.
Métodos Estudo transversal realizado com 217 gestantes atendidas no Ambulatório
de Medicina Materno-Fetal do Hospital Geral de Fortaleza, Fortaleza, CE, para
realização de exames ultrassonográficos de rotina no período entre 11 e 13 semanas
e 6 dias de gestação. Peso e altura foram obtidos para o cálculo do índice de massa
corporal (IMC) gestacional. As mulheres foram questionadas quanto ao peso corporal
habitual anterior à gestação, considerado o peso pré-gestacional. O IG e a carga
glicêmica (CG) das suas dietas foram calculados e divididos em tercis. As associações
foram investigadas por análise de variância (ANOVA, na sigla em inglês) ou pelos testes
Kruskal-Walls e qui-quadrado (χ2).
Resultados O grupo tinha alto percentual de excesso de peso pré-gestacional (39,7%)
e gestacional (40,1%). Houve menor consumo de fibras totais (p ¼ 0,005) e fibras
insolúveis (p ¼ 0,008) no tercil de maior valor de IG. No terceiro tercil, o IG da dieta foi
associado ao excesso de peso dasmulheres no primeiro trimestre de gestação, tanto no
modelo bruto como no modelo ajustado para idade, consumo total de energia e de
ácidos graxos saturados. No entanto, não se observou esta associação em relação à CG.
Conclusão O alto IG da dieta consumida foi associado ao excesso de peso das
mulheres no primeiro trimestre da gestação.

Palavras-chave

► gestação
► índice glicêmico
► carga glicêmica
► excesso de peso
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test”was conducted at thematernal-fetal outpatient clinic of
the Hospital Geral de Fortaleza, Fortaleza, state of Ceará,
Brazil. The study was approved by the Local Ethics Commit-
tee (reference number 050309/09). All of the participants of
the present study were informed of the purpose of the study
and of all the potential risks involved before signing awritten
consent form.

The sample comprised 217 pregnant women that under-
went routine ultrasound scans at between 11 and 13 weeks
þ 6 days of gestation. Weight and height were measured
during pregnancy using aMarte digital anthropometric scale
(Marte Científica, São Paulo, SP, Brazil), with a capacity of
200 kg and 2 m, with a sensitivity of 50 g and of 0.50 cm,
respectively. The women were questioned about their usual
body weight prior to the gestation, considering the prepreg-
nancyweight. Their bodymass index (BMI) was calculated as
their weight in kilograms divided by their height in meters
squared (kg/m2). The prepregnancy BMI was classified
according to theWorld HealthOrganization (WHO)14 criteria
as underweight (< 18.5 kg/m2), normal (18.5–24.9 kg/m2),
overweight (25.0–29.9 kg/m2) and obese (� 30 kg/m2). The
gestational BMI was classified using the table of Atalah
et al.15 Overweight or obese women were grouped together
into a category named excess weight.

Dietary intake data was collected through interviews that
were applied two the 24 hours dietary recall (24hDR) during
2 non-consecutive days, including one weekend day. The
pregnant women informed their daily food intake from the
previous 24 hours in householdmeasures and, subsequently,
we converted them into grams.16 Dietary data were input to
the DietWin Profissional 2.0 software (dietWin, Porto Alegre,
RS, Brazil), which calculated the nutritional composition of
the diets, along with the total daily energy intake in kilo-
calories (Kcal). The nutrients consumed were adjusted for
energy using the residual method17 andwere expressed in g/
1,000 Kcal.

Based on the information available for the chemical
composition of the diets, the GI was determined using the
table of Brand-Miller et al.18,19 For foods whose GIs were not
listed in the tables, the value was estimated based on foods
with similar characteristics and carbohydrate levels. The
daily GI was calculated by multiplying the GI of each food
(IGf) by the proportion of glycemic carbohydrate in the food
item (HCOgf ¼ HCOf – total fiber of food) regarding the
amount of daily glycemic carbohydrate, and summing the
resultant values (daily GI ¼ P

(GIf x HCOgf) /
P

HCOgf). The
daily GL was determined by adding the glycemic carbohy-
drate of each food, in grams, multiplied by its individual GI,
and dividing it by 100 (daily GL ¼ P

(GIf x HCOgf) / 100).20

The daily GI and GL of each of the two recalls were calculated,
and an arithmeticmean of daily GI and GL for each individual
was obtained. The usual intake of GI and GLwas estimated by
the multiple source method (MSM) to correct for interper-
sonal variability.21 The mean values adjusted by the MSM
were split into tertiles.

In addition, the presence of under-reporting of dietary
intake was analyzed. To this end, the basal metabolic rate
(BMR) was estimated using the formulas recommended by

the Food and Agriculture Organization (FAO)/WHO,22 and
the total energy intake/BMR ratio was calculated. Values
< 1.5, which is the reference cutoff point, were considered
indicative of under-reporting.23

The values for dietary intake and anthropometric varia-
bles were split into the GI tertiles. Analysis of variance
(ANOVA) or the Kruskal-Walls and chi-squared (χ2) statistical
tests were employed. A crude logistic regression model and a
model adjusted for confounding variables known to influ-
ence biological outcomes were constructed. A p-value
< 0.05 was considered significant for all statistical tests
used. The IBM SPSS for Windows, Version 20.0 (IBM Corp.,
Armonk, NY, USA) was used for all analyses.

Results

The majority (77.9%) of the participants of the present study
were between 19 and 34 years old, andmost patients (67.7%)
weremarried or living with a partner. The distribution of the
women according to their reported race was predominantly
mixed (71.4%) and white (24.4%). The anthropometric data
from the pregnant women are presented in ►Table 1. The
mean prepregnancy BMI of the population studied was
24.5 kg/m2 ( � 4.4). The prepregnancy BMIs showed that a
high percentage (39.7%) of the patients had excess weight
(overweight and obese). The gestational BMIs (first trimester
of gestation) revealed that 40.1% of the women had excess
weight. Themean BMI of the population increased to 25.1 kg/
m2 ( � 4.4). Weight gain occurred in most of the women
(71.9%), with a mean weight increase of 3.1 kg ( � 2.5).

The relationship between sociodemographic profile, GA,
BMI, and food consumption with the GI tertiles are shown in
►Table 2. There was a significant difference in the consump-
tion of total (p ¼ 0.005) and insoluble fibers (p ¼ 0.008),
with a lower intake of this nutrient in the highest GI tertile.
The GL varied between the three tertiles (p ¼ 0.002) without
a specific pattern, but following the variation of carbohy-
drates, even though the latter did not give a difference
between the tertiles.

Table 1 Anthropometric assessment at prepregnancy andduring
the first trimester of pregnancy

Variable n (%)
�Prepregnancy nutritional diagnosis

Underweight 9 (4.1)

Normal weight 122 (56.2)

Excess weight 86 (39.7)
��Nutritional diagnosis during pregnancy

Underweight 34 (15.7)

Normal weight 96 (44.2)

Excess weight 87 (40.1)

Total 217 (100.0)

Source: �Rasmussen et al (2009)14 and ��Atalah et al (1997).15
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All of the dietary intake variables and gestational charac-
teristics were tested according to the GI and GL tertiles.
Logistic regression models were constructed showing that
the high GI values in the third tertile were associated with
excess weight (overweight and obesity) of the pregnant
women in the first trimester in both the crude model and
in the model adjusted for age, total energy intake, saturated
fatty acids, and under-reporting. This association was not
observed for the GL (►Table 3).

Discussion

The results of the present study revealed a high rate of excess
weight (overweight and obesity) before pregnancy, showing
the need for continuous monitoring of weight and food
consumption.3,15 Adequate weight gain and nutrient intake
are fundamental for the gestational period, preventing com-
plications in pregnancy outcomes.4,5,24 Prepregnancy excess
weight is a risk factor for overweight and obesity during
pregnancy. Pregnant women gain weight during this period

but beginning the pregnancy with excess weight can lead to
an increase in bodymass that can affect negatively the health
of both the mother and the newborn.2,25

Excess weight in the first trimester of pregnancy was
found in 40.1% of the women. This group may have included
womenwith excess weight before pregnancy that continued
to gain weight. Excessive gestational weight gain has been
associated with an increased risk of large infants for the
GA,24,26 preeclampsia, gestational diabetes, cephalopelvic
disproportion, trauma, asphyxia, and perinatal death.4,5

Excessive weight gain can lead to an increased risk of
postpartum weight retention, influencing a potential obesity
that may persist or worsen during the lifetime of the wom-
an.1,27 Mattar et al1 observed that � 50% of the overweight or
obese women had a higher than recommended weight gain,
and that > 70% of themmaintained the excessiveweight up to
12 months postpartum, and 30% had a retention of � 10 kg.

Our results showed a greater risk of overweight in indi-
viduals who consumed diets with a higher GI. Sampaio et al6

observed the consumption of foods with a high or moderate

Table 2 Distribution of gestational and dietary intake characteristics according to the glycemic index

Variables GI p-value�

54.1–57.4 (n ¼ 72) 57.5–58.2 (n ¼ 73) 58.3–60.5 (n ¼ 72)

Dietary intake

Energy, Kcal 1,950.7 (553.0) 1,963.7 (629.5) 1,743.6 (682.2) 0.061

Protein, g/1000 Kcal 44.7 (9.9) 41.9 (12.2) 46.1 (12.2) 0.093

Carbohydrate, g/1000 Kcal 128.8 (19.4) 129.1 (20.4) 123.2 (20.9) 0.150

Dietary fiber, g 20.0 (10.5) 19.7 (9.8) 15.1 (6.3) 0.005¥

Soluble fiber, g 6.9 (4.0) 6.4 (3.3) 5.4 (2.7) 0.071

Insoluble fiber, g 9.4 (5.9) 9.7 (6.6) 7.0 (3.7) 0.008¥

Lipids, g/1,000 Kcal 33.8 (6.7) 34.8 (7.3) 35.4 (8.7) 0.435

SFA, g/1,000 Kcal 10.8 (3.2) 9.8 (3.0) 9.8 (3.1) 0.065

PFA, g/1,000 Kcal 6.4 (3.7) 6.6 (3.4) 7.2 (3.7) 0.250¥

MFA, g/1,000 Kcal 8.8 (2.5) 8.6 (3.0) 9.3 (3.4) 0.354

Glycemic load 141.3 (26.1) 143.7 (38.4) 124.5 (32.2) 0.002¥

Energy under-reporting, % 44 (61.1) 49 (67.1) 53 (73.6) 0.279

Socioeconomic profile

Age, years old 27.6 (6.3) 27.3 (7.2) 26.8 (6.9) 0.284

Marital Status, married (%) 45 (62.5) 55 (75.3) 47 (65.3) 0.311

Nutritional status

Gestational age, weeks 12.6 (0.9) 12.8 (0.8) 12.6 (0.9) 0.307

Prepregnancy BMI,1 kg/m2 24.5 (3.7) 25.2 (4.1) 25.0 (4.6) 0.199

Gestational BMI,2 kg/m2 24.9 (3.2) 25.5 (4.2) 25.8 (4.6) 0.204

Pre-BMI,1 excess weight (%) 26 (36.1) 30 (41.1) 39 (54.2) 0.078
2 Gestational BMI, excess weight (%) 36 (50.6) 37 (50.7) 48 (66.7) 0.074

Abbreviations: BMI, body mass index; g, grams; GI, glycemic index; MFA, monounsaturated fatty acids; PFA, polyunsaturated fatty acids; SFA,
saturated fatty acids.
Source: #Rasmussen et al (2009)14 and ##Atalah et al (1997).15
�ANOVA Test: p < 0.05.
¥Kruskal-Wallis and χ2: p < 0.05.
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GI in 78.7% of an obese group, highlighting a high percentage
of individuals who consumed diets with inadequate GI at
breakfast (82.9%), at afternoon snacks (60.0%), and at dinner
(64.6%).

The GI quantifies the glycemic variations in response to
the dietary carbohydrate consumption. When diets with
high GI are consumed, a glycemic increase occurs due to
the high level of glucose, leading to hyperinsulinemia.28

Different sources of carbohydrates have varying absorption
rates, and their effects on plasma concentrations of glucose
and insulin vary accordingly.29,30 In the present study, both
the intake of total fiber as well as of the insoluble fiber
declined by the tertile. Diets containing a higher level of fiber
retard the absorption of glucose by the organism, avoiding a
rapid increase in blood glucose and reducing the release of
insulin by the pancreas.7,30

Postprandial glycemia is modulated mainly by the speed
of release of carbohydrates derived from the diet into the
bloodstream after meals, by the clearance time of the
carbohydrates through insulin secretion, and by peripheral
tissue sensitivity to the action of this hormone.20,29 Thus, the
type and amount of dietary carbohydrates are key factors
that influence the glycemic response.30,31 Studies have
shown that pregnant women receiving advice and encour-
agement to consume a low-GI diet have longer gestational
periods,32,33 as well as fewer preterm births, although no
effects of these diets on infant birth weight have been found
in groups at risk of macrosomia.33

Another aspect to consider is the GL, which is calculated
bymultiplying theGI of foods by their glycemic carbohydrate
content and reflects directly the quantity and quality of
dietary carbohydrates.7,10 The GL is one of the most repre-
sentative characteristics of the overall diet because it indi-
cates the dietary fiber intake.9,10No differencewas observed
among the GL values in the GI tertiles, probably because the

GL quantifies the total effect of a given amount of carbohy-
drate on plasma glucose, representing the GI product of a
food by its available carbohydrate content.7 The GL can
provide a better reflection of the glycemic response of a
specific food than the GI. The glycemic effect of foods varies
with the composition of the food and with the methods of
preparation.7,20 In addition, under-reporting was found in
53% of the pregnant women, which directly impacts the GL
values. Usually, women with excess weight tend to not fully
disclose their food intake for several reasons, including fear
of exposing their poor eating habits.34

The level of GI necessary to affect body composition
remains unclear. Further elucidation of themechanisms asso-
ciatedwith thepotential benefits of consuming carbohydrates,
asmeasuredbyGIvalues, is essentialbefore introducing this as
a strategy for controlling obesity and its comorbidities, partic-
ularly during pregnancy, when weight gain can be expected.
Moses et al32 found no significant differences in fetal and
obstetric outcomes between subjects who followed a low-GI
diet versus a higher-GI diet. A randomized controlled trial35

reported no difference in birthweight of newborns ofmothers
consuming a low-GL diet, whereas the gestational period was
10 days longer in the same group, suggesting that this type of
diet may be an important factor for preventing prematurity. A
meta-analysis that assessed 7 maternal and 11 newborn out-
comes observed that low-GI diets may have beneficial effects
on maternal outcomes for those at risk of developing high
glucose levels, without causing adverse effects on newborn
outcomes.36

Conclusion

Based in the results of the present study, it can be concluded
that high-GI diets were associated with excess weight in
pregnant women in the first trimester of gestation.

Table 3 Odds ratio of gestacional body mass index according the tertiles of glycemic index and glycemic load adjusted by the
multiple source method

Gestational BMI� (with and without excess weight)

Crude model Model 1�� Model 2���

OR (95% CI) OR (95% CI) OR (95% CI)

GI MSM

1st tertile (54.1–57.4) 1.00 1.00 1.00

2nd tertile (57.5–58.2) 1.028 (0.536–1.971) 0.992 (0.504–1.955) 0.993 (0.494–1.996)

3rd tertile (58.3–60.5) 2.000 (1.020–3.922) 1.988 (0.981–4.029) 2.204 (1.064–4.567)

p-value 0.045 0.059 0.034

GL MSM

1st tertile (52.9–119.7) 1.00 1.00 1.00

2nd tertile (120.9–146.1) 1.147 (0.592–2.223) 1.216 (0.566–2.611) 1.201 (0.552–2.614)

3rd tertile (148.4–307.0) 0.756 (0.392–1.458) 1.149 (0.446–2.961) 1.645 (0.583–4.644)

p-value 0.402 0.764 0.354

Abbreviations: BMI, body mass index; CI, confidence interval; GI, glycemic index; GL, glycemic load; MSM, multiple source method; OR, odds ratio.
�First trimester; ��Adjusted for age (tertile) and total energy intake (tertile); ��� Adjusted for age (tertile), total energy intake (tertile), saturated fatty
acids (tertiles), and under-reporting (yes or no).
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Therefore, individualized nutritional consultations are rec-
ommended in this group to promote dietary improvements.

Contributors
Ellery T. H. P., Sampaio H. A. C., Carioca A. A. F., Silva B. Y. C.,
Alves J. A. G., Costa F. S., Araujo Júnior E. and Melo M. L. P.
contributed with the project, the interpretation of data,
the writing of the article, the critical review of the
intellectual content, and with the final approval of the
version to be published.

Conflicts of Interest
The authors have no conflicts of interest to declare.

Acknowledgments
The authors are grateful for the support of Coordenação de
Aperfeiçoamento de Pessoal de Nível Superior (CAPES),
through the scolarship during the master’s degree, to the
pregnant women and to the General Hospital of Fortaleza.

References
1 Mattar R, Torloni MR, Betrán AP, Merialdi M. [Obesity and

pregnancy]. Rev Bras Ginecol Obstet 2009;31(03):107–110 Doi:
10.1590/S0100-72032009000300001

2 Carvalhaes MA, Gomes CdeB, Malta MB, Papini SJ, Parada CM.
[Prepregnancy overweight is associated with excessive weight
gain during pregnancy]. Rev Bras Ginecol Obstet 2013;35(11):
523–529 Doi: 10.1590/S0100-72032013001100008

3 Nast M, de Oliveira A, Rauber F, Vitolo MR. [Excessive gestational
weight gain is risk factor for overweight among women]. Rev Bras
Ginecol Obstet 2013;35(12):536–540 Doi: 10.1590/S0100-
72032013001200002

4 Vernini JM, Moreli JB, Magalhães CG, Costa RAA, Rudge MVC,
Calderon IMP. Maternal and fetal outcomes in pregnancies com-
plicated by overweight and obesity. Reprod Health 2016;13(01):
100–119 Doi: 10.1186/s12978-016-0206-0

5 Khan MN, Rahman MM, Shariff AA, Rahman MM, Rahman MS,
RahmanMA. Maternal undernutrition and excessive body weight
and risk of birth and health outcomes. Arch Public Health 2017;
75:12 Doi: 10.1186/s13690-017-0181-0

6 Sampaio HA, Silva BY, Sabry MO, Almeida PC. Glycemic index and
glycemic load of diets consumed by obese individuals. Rev Nutr
2007;20:615–624 Doi: 10.1590/S1415-52732007000600004

7 Augustin LS, Kendall CW, Jenkins DJ, et al. Glycemic index,
glycemic load and glycemic response: An International Scientific
Consensus Summit from the International Carbohydrate Quality
Consortium (ICQC). Nutr Metab Cardiovasc Dis 2015;25(09):
795–815 Doi: 10.1016/j.numecd.2015.05.005

8 Guttierres APM, Alfenas RdeC. [Effects of glycemic index on
energy balance]. Arq Bras Endocrinol Metabol 2007;51(03):
382–388 Doi: 10.1590/S0004-27302007000300005

9 Juanola-Falgarona M, Salas-Salvadó J, Buil-Cosiales P, et al; PRE-
vencion con DIeta MEDiterranea Study Investigators. Dietary
glycemic index and glycemic load are positively associated with
risk of developing metabolic syndrome in middle-aged and
elderly adults. J Am Geriatr Soc 2015;63(10):1991–2000 Doi:
10.1111/jgs.13668

10 Brand-Miller J, Wolever TMS, Colagiuri S, Foster-Powell K. The
Glucose Revolution: the Authoritative Guide to the Glycemic
Index—the Groundbreaking Medical Discovery. Boston, MA: Da
Capo; 1999

11 Atkinson FS, Foster-Powell K, Brand-Miller JC. International tables
of glycemic index and glycemic load values: 2008. Diabetes Care
2008;31(12):2281–2283 Doi: 10.2337/dc08-1239

12 Nadeau KJ, Anderson BJ, Berg EG, et al. Youth-onset type 2
diabetes consensus report: current status, challenges, and prio-
rities. Diabetes Care 2016;39(09):1635–1642 Doi: 10.2337/dc16-
1066

13 Giugliano D, Maiorino MI, Bellastella G, Esposito K. Comment on
American Diabetes Association. Approaches to Glycemic Treat-
ment. Sec. 7. In Standards of Medical Care in Diabetes-2016.
Diabetes Care 2016;39(Suppl. 1):S52-S59. Diabetes Care 2016;39
(06):e86–e87 Doi: 10.2337/dc15-2829

14 Rasmussen KM, Yaktine AL. Institute of Medicine, National
Research Council, Committee to Reexamine IOM Pregnancy
Weight Guidelines. Weight Gain During Pregnancy: Reexamin-
ing the Guidelines. Washington, DC: National Academies Press;
2009

15 Atalah E, Castillo C, Castro R, Aldea A. [Proposal of a new standard
for the nutritional assessment of pregnant women]. RevMed Chil
1997;125(12):1429–1436

16 Pinheiro ABV, Lacerda EMA, Benzecry EH, Gomes MCS, Costa VM.
Tabela para Avaliação de Consumo Alimentar em Medidas Case-
iras. 5a ed. São Paulo, SP: Atheneu; 2008

17 Willett WC, Howe GR, Kushi LH. Adjustment for total energy
intake in epidemiologic studies. Am J Clin Nutr 1997;65(4, Suppl)
1220S–1228S, discussion 1229S–1231S Doi: 10.1093/ajcn/
65.4.1220S

18 Brand-Miller J, Nantel G, Slama G, Lang V. Glycaemic Index and
Health: the Quality of the Evidence. Paris: John Libbey Eurotex;
2001

19 Brand-Miller J, Foster-Powell K, Atkinson F. The Shopper’s Guide
to GI Values: The Authoritative Source of Glycemic Index Values
for More Than 1,200 Foods. Boston, MA: Da Capo; 2015

20 Lau C, Faerch K, Glümer C, et al; Inter99 study. Dietary glycemic
index, glycemic load, fiber, simple sugars, and insulin resistance:
the Inter99 study. Diabetes Care 2005;28(06):1397–1403

21 Harttig U, Haubrock J, Knüppel S, Boeing H; EFCOVAL Consortium.
The MSM program: web-based statistics package for estimating
usual dietary intake using the Multiple Source Method. Eur J Clin
Nutr 2011;65(Suppl 1):S87–S91 Doi: 10.1038/ejcn.2011.92

22 FAO/WHO. Human Energy Requirements: Report of a Joint FAO/
WHO/UNU Expert Consultation. Rome: Food and Agriculture
Organization; 2004

23 Goldberg GR, Black AE, Jebb SA, et al. Critical evaluation of energy
intake data using fundamental principles of energy physiology: 1.
Derivation of cut-off limits to identify under-recording. Eur J Clin
Nutr 1991;45(12):569–581

24 Liu P, Xu L, Wang Y, et al. Association between perinatal outcomes
and maternal pre-pregnancy body mass index. Obes Rev 2016;17
(11):1091–1102 Doi: 10.1111/obr.12455

25 Tovar A, Must A, Bermudez OI, Hyatt RR, Chasan-Taber L. The
impact of gestational weight gain and diet on abnormal glucose
tolerance during pregnancy in Hispanic women. Matern Child
Health J 2009;13(04):520–530 Doi: 10.1007/s10995-008-0381-x

26 Knudsen VK, Heitmann BL, Halldorsson TI, Sørensen TI, Olsen SF.
Maternal dietary glycaemic load during pregnancy and gesta-
tional weight gain, birth weight and postpartum weight reten-
tion: a study within the Danish National Birth Cohort. Br J Nutr
2013;109(08):1471–1478 Doi: 10.1017/S0007114512003443

27 Widen EM, Whyatt RM, Hoepner LA, et al. Excessive gestational
weight gain is associated with long-term body fat and weight
retention at 7 y postpartum in African American and Dominican
mothers with underweight, normal, and overweight prepreg-
nancy BMI. Am J Clin Nutr 2015;102(06):1460–1467 Doi:
10.3945/ajcn.115.116939

28 Galgani J, Aguirre C, Díaz E. Acute effect of meal glycemic index
and glycemic load on blood glucose and insulin responses in
humans. Nutr J 2006;5:22 Doi: 10.1186/1475-2891-5-22

29 DeFronzo RA, Ferrannini E. Influence of plasma glucose and
insulin concentration on plasma glucose clearance in man. Dia-
betes 1982;31(8 Pt 1):683–688 Doi: 10.2337/diab.31.8.683

Rev Bras Ginecol Obstet Vol. 41 No. 1/2019

Association between Dietary Glycemic Index and Excess Weight in Pregnant Women Ellery et al. 9



30 Sheard NF, Clark NG, Brand-Miller JC, et al. Dietary carbohydrate
(amount and type) in the prevention and management of dia-
betes: a statement by the american diabetes association. Diabetes
Care 2004;27(09):2266–2271 Doi: 10.2337/diacare.27.9.2266

31 McGowan CA, McAuliffe FM. The influence of maternal glycaemia
and dietary glycaemic index on pregnancy outcome in healthy
mothers. Br J Nutr 2010;104(02):153–159 Doi: 10.1017/
S0007114510000425

32 Moses RG, Luebcke M, Davis WS, et al. Effect of a low-glycemic-
index diet during pregnancy on obstetric outcomes. Am J Clin
Nutr 2006;84(04):807–812 Doi: 10.1093/ajcn/84.4.807

33 Walsh JM, McGowan CA, Mahony R, Foley ME, McAuliffe FM. Low
glycaemic index diet in pregnancy to prevent macrosomia (ROLO

study): randomised control trial. BMJ 2012;345:e5605 Doi:
10.1136/bmj.e5605

34 Hill RJ, Davies PSW. The validity of self-reported energy intake as
determined using the doubly labelled water technique. Br J Nutr
2001;85(04):415–430 Doi: 10.1079/BJN2000281

35 Rhodes ET, Pawlak DB, Takoudes TC, et al. Effects of a low-
glycemic load diet in overweight and obese pregnant women: a
pilot randomized controlled trial. Am J Clin Nutr 2010;92(06):
1306–1315 Doi: 10.3945/ajcn.2010.30130

36 Zhang R, Han S, Chen GC, et al. Effects of low-glycemic-index diets
in pregnancy on maternal and newborn outcomes in pregnant
women: a meta-analysis of randomized controlled trials. Eur J
Nutr 2018;57(01):167–177 Doi: 10.1007/s00394-016-1306-x

Erratum: The ORCID ID of DOI: 10.1055/s-0038-1676096 has been changed from https://orcid.org/0000-0001-
7510-0485 to https://orcid.org/0000-0002-6145-2532.

Rev Bras Ginecol Obstet Vol. 41 No. 1/2019

Association between Dietary Glycemic Index and Excess Weight in Pregnant Women Ellery et al.10



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


