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Abstract
Background: Childbearing may increase the future risk of developing type 2 diabetes mellitus (T2DM) in mothers. However, the issue is not clear completely and not investigated in the Middle East, a region with a high burden
of T2DM. In the current study, we examined the association of parity/live birth number with incident T2DM among
Iranian women.
Methods: The study population included 2552 women aged 30–65 years recruited in 1999–2001 and were followed
for incident T2DM by 3-year intervals. Multivariable Cox proportional hazard models were applied to estimate hazard
ratios (HRs) and 95% confidence intervals (CIs) of the parity/live birth number for incident T2DM. Parity number was
defined as the number of live childbirth (number of live birth) plus the number of stillbirth (defined as birth of an
infant that died after the 20th week of pregnancy in the uterus).
Results: During a median follow-up of 15.4 years, 557 incident T2DM cases have occurred. After adjustment for
potential T2DM risk factors and reproductive factors, each additional parity caused a 9% higher risk for incident T2DM.
Moreover, compared to women with one parity, those with 3 and ≥ 4 parity had HRs of 1.73 [95% CI: 1.06–2.83] and
2.23 [1.36–3.65], respectively. After further adjustment for body mass index (BMI) and waist circumference, although
the HRs were attenuated prominently, parity ≥ 4 was associated with significantly higher risk (HR: 1.72 [1.05–2.83]);
even after further adjustment for triglycerides (TG)/ high-density lipoprotein cholesterol (HDL-C), the risk remained
marginally significant (HR: 1.64 [1.00–2.70; P value: 0.051]). For the number of live birth, the results were also similar.
Moreover, in a sensitivity analysis, when we considered BMI change during follow-up as another covariate, generally,
the effect sizes did not change; the trend of HRs across categories of parity number remained marginally significant (P
value: 0.064).
Conclusions: During a long-term follow-up, after adjustment for potential T2DM risk factors, reproductive factors,
obesity indices, and TG/HDL-C (insulin resistance surrogate), we demonstrated that higher parity/live birth numbers
could be associated with increased risk of T2DM development among Iranian women. Moreover, even after further
adjustment for BMI change, the suggestive higher risk was still found.
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Introduction
Diabetes mellitus (DM) is a leading cause of mortality and morbidity in the world, with a greater burden
in low- and middle-income countries [1]. In 2017, the
global prevalence number of DM reached 476.0 million, with a 129.7% increase from 1990 [1]. In addition
to prevalence, the trends of incidence rate, death rate,
and disability-adjusted life-years (DALYs) were also
increasing for DM, especially for type 2 DM (T2DM)
[1]. The age-standardized prevalence of T2DM among
adult residents of Tehran was 13.5% in 2008–2011 [2],
and about 1% of them developed T2DM annually [3].
In addition to known DM risk factors such as obesity,
genetic susceptibility, unhealthy lifestyle, and environmental risk factors [4], it was suggested that childbearing could associate with T2DM development among
mothers [5]. Pregnancy, as one of the most important
events during women’s life, involves marked alterations in cardiometabolic parameters, including weight
gain, increased plasma glucose, insulin resistance, and
dyslipidemia. Although these changes are physiological, which are beneficial to both mother and fetus, they
may have an impact on the risk of diabetes and other
cardiometabolic diseases in future life [5–8]. In a metaanalysis of prospective studies on this issue, the risk of
T2DM was increased by 9% for each birth [5]. Similarly, in another meta-analysis, each additional birth
increased the risk by 6% [9]. Moreover, in both metaanalyses, compared to those with lower parity, higher
parity (at least 4 live births) was associated with about
40% higher risk for incident T2DM [5, 9]. It should be
noted that in both of these meta-analyses, the authors
found significant heterogeneities (all I2 > 70%) among
previous cohort studies conducted in Europe, East
Asia, and the US [5, 9]. The authors recommended
further investigations with further adjustment for the
potential confounders, especially among uninvestigated
populations [5, 9], considering that the impact of parity number on incident T2DM is not same in different
ethnicity [10]. To the best of our knowledge, there is
a lack of information on this issue in the Middle East
and North Africa (MENA) region, with a high burden
of DM [11]. The current study aims at determining
whether the parity/live birth number is an independent risk factor for T2DM development among Iranian
women aged 30–65 years. We used collected data from
the oldest cohort of the MENA region, the Tehran Lipid
and Glucose Study (TLGS).

Materials and methods
Study design and study population

The TLGS is an ongoing cohort study carried out in a
general population that resided in district 13 of Tehran.
This study was initially designed to assess the prevalence
and incidence of non-communicable diseases (NCDs)
and their risk factors. Prevention of NCDs by advancing
healthier lifestyles is another aim of the TLGS. For the
current study, phase I of the TLGS (January 31, 1999- July
03, 2001) was considered as recruitment. Data gathering
for follow-up was done up to phase VI in about 3-year
intervals (i.e., phase II: 2001–2005, phase III: 2005–2008,
phase IV: 2008–2011, phase V: 2011–2014, and phase VI:
2015–2018). Details of the design, methods, and enrollment strategy of the TLGS have been described elsewhere [12].
A total of 4023 women aged 30–65 years were initially
recruited. Firstly, we excluded 547 participants with
prevalent DM at baseline. Then 152 singles (never married) and 11 individuals with no live birth (n = 11) were
also excluded from the analyses, leading to a total of
3313 women. Moreover, due to the lack of baseline data
on fasting plasma glucose (FPG) and 2-h post-challenge
plasma glucose (2h-PCPG), the glycemic status of 68 participants was unknown for us, and they were excluded.
Other reasons for exclusion were missing data on parity/
live birth number and other covariates (n = 202) and no
follow-up measurement (n = 491). Finally, 2552 female
participants (divorced or married) were eligible for our
analysis (response rate: 77%).
Clinical and laboratory measurements

Demographic data, past medical and drug history, family
history of DM, smoking habits, education level, marital
status, and data on the history of preeclampsia, macrosomia, and parity/live birth number were obtained by
structured, interviewer-administered questionnaires at
the enrollment phase (Additional file 1: Questionnaire).
Levels of physical activity were determined by the Lipid
Research Clinic (LRC) questionnaire [12]. We measured
weight, height, waist circumference (WC), and blood
pressure by standardized procedures according to the
TLGS protocol [12]. Body mass index (BMI) was considered as weight in kilograms divided by height in meters
squared. We determined systolic blood pressure (SBP)
and diastolic blood pressure (DBP) as the mean of the
two standardized measurements on the right arm by a
sphygmomanometer after 15 min of rest. For laboratory
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measurements of each phase, we asked our participants
to fast for at least 12 h before morning blood sample collection. Samples were analyzed on the same day in the
TLGS research laboratory. For the 2h-PCPG test, 82.5 g
glucose monohydrate solution (equivalent to 75 g anhydrous glucose) was orally taken by participants without a
history of using glucose-lowering medications. 2h-PCPG,
FPG, high-density lipoprotein cholesterol (HDL-C), and
triglycerides (TG) were measured by validated and standard methods as previously explained [12].
Definition of terms

We considered incident T2DM as the presence of
at least one of the following criteria: (a) FPG level
of ≥ 7.0 mmol/L, (b) 2 h-PCPG level of ≥ 11.1 mmol/L,
(c) pharmacologically treated with glucose-lowering
medications because of DM [13]. In our study, smoking
status was categorized into never/former smokers versus
current smokers. Participants were categorized based on
their education levels into more than 12 years of education and less than 12 years of education. Having physical
activity in less than 3 days of each week was considered
as low physical activity [12]. Macrosomia was defined as
a birth weight > 4 kg [14]. Parity number was defined as
the number of live childbirth (number of live birth) plus
the number of stillbirth (defined as birth of an infant that
died after the 20th week of pregnancy in the uterus). History of miscarriage was positive if an embryo or fetus was
lost before the 20th week of pregnancy.
Statistical analyses

Baseline characteristics across the number of parity (1,
2, 3, and ≥ 4) are presented as mean ± standard deviation (SD) for normally distributed continuous variables,
median (interquartile range: IQR) for the highly skewed
variables, and number (%) for categorical variables. Comparing baseline characteristics among different groups
was made using chi-square, fisher’s exact, ANOVA, and
Kruskal–Wallis tests as appropriate.
The time to event was defined as the time of censoring or the event occurring, whichever firstly came. We
censored participants in the case of death, leaving the
district, or being in the study until the end of phase VI
(April 2018) without any event. For the censored individuals, the survival time was the interval between the
first and the last observation dates. For the cases of incident T2DM, the event date was defined as the mid-time
between the date of follow-up visit at which T2DM was
detected for the first time, and the most recent follow-up
visit preceding the diagnosis.
The hazard ratios (HRs) with 95% CIs are reported
using the Cox proportional hazard models to evaluate the
association of the parity/live birth number with incident
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T2DM in 5 models: Model 1: adjusted for age; Model 2:
adjusted for age, educational level, low physical activity, family history of diabetes, SBP, DBP, and anti-hypertensive medications usage; Model 3: Model 2 + further
adjusted for reproductive factors (history of macrosomia,
preeclampsia, and oral contraceptive pill (OCP) usage);
Model 4: Model 3 + further adjusted for BMI and WC;
Model 5: Model 4 + further adjusted for TG/HDL-C.
Confounders were well-known risk factors for incident
T2DM [15], which were previously investigated in the
TLGS [3]. Moreover, the P value for the trend was calculated by considering each parity and live birth category as
a continuous variable.
We assessed the Cox models’ proportionality with the
Schoenfeld residual test. All proportionality assumptions
were appropriate, generally. Statistical analyses were
done using STATA version 14 (StataCorp LP, College Station, Texas) statistical software. P values < 0.05 were considered statistically significant.

Results
The study population consisted of 2552 female participants with a mean age of 44.50 (SD: 9.47) years. Baseline
characteristics according to the number of parity are presented in Table 1. Generally, by increasing in the number of parity, cardiometabolic risk profiles became worse
among continuous variables except for HDL-C. Hence
higher parity was associated with older age, higher BMI
and WC, increased BP, and higher levels of FPG, TG,
and TG/HDL-C. Among categorical variables, women
with one parity had a higher prevalence of current smoking but a lower prevalence of having macrosomia baby
and taking antihypertensive/lipid-lowering medications.
Moreover, higher educated participants were less likely to
have a higher parity number.
From baseline phase until phase VI (2015–2018), during a median follow-up of 15.4 years (IQR: 10.7–16.4),
557 incident T2DM cases have occurred. Multivariable
HRs and 95% CIs of the association of number of parity
and live birth with incident T2DM are shown in Table 2
and Additional file 2: Table S1, respectively. Each additional parity and live birth was associated with 10% and
11% higher risk of incident T2DM in the age-adjusted
model 1, respectively (P values < 0.001); the higher risk
remained significant until model 3. However, after further adjustment for BMI and WC in model 4, the HR of
each additional parity was attenuated significantly and
reached 1.05 (95% CI 1.00–1.11; P value: 0.075). A similar
attenuation was also occurred for the HR of each additional live birth, although it remained significant even in
model 5 (1.06 [1.00–1.12; P value: 0.049]). Compared to
women with parity/live birth number of one, those with
parity/live birth number of 3 and ≥ 4 were significantly

Moazzeni et al. BMC Women’s Health

(2021) 21:378

Page 4 of 9

Table 1 Baseline characteristics according to the number of parity: Tehran Lipid and Glucose Study
Number of parity

1

2

3

4≤

Number of participants

180

614

640

1118

Continuous variables, mean ± SD
Age (years)

BMI (kg/m2)
WC (cm)
SBP (mmHg)

36.46 ± 7.99

26.59 ± 4.27

84.48 ± 10.52

38.34 ± 6.75

27.44 ± 4.40

85.74 ± 10.63

42.14 ± 7.69

28.39 ± 4.43

93.80 ± 11.15

< 0.001

78.43 ± 9.98

81.17 ± 10.82

< 0.001

1.14 ± 0.28

1.15 ± 0.30

112.53 ± 13.09

4.90 ± 0.50

4.92 ± 0.54

4.95 ± 0.53

1.25 (0.97)

1.41 (1.02)

1.06 (1.02)

Never or former smoker
Current smoker

FPG (mmol/L)
HDL-C (mmol/L)
TG (mmol/L)
TG/HDL-C

74.44 ± 8.98

76.58 ± 9.23

116.31 ± 15.91

125.00 ± 19.93

< 0.001

1.62 (1.13)

1.84 (1.27)

< 0.001

1.21 ± 1.12

1.48 ± 1.37

1.67 ± 1.49

< 0.001

166 (92.2%)

579 (94.3%)

613 (95.8%)

1078 (96.4%)

14 (7.8%)

35 (5.7%)

27 (4.2%)

40 (3.6%)

146 (81.1%)

542 (88.3%)

614 (95.9%)

1097 (98.1%)

1.16 ± 0.27

Smoking status

0.316

0.032

Education level, years
> 12

< 0.001

5.11 ± 0.55

1.18 ± 0.25

Categorical variables, n (%)

≤ 12

< 0.001
< 0.001

88.51 ± 10.78

110.66 ± 13.84

DBP (mmHg)

50.53 ± 8.07

29.59 ± 4.54

P value*

< 0.001
34 (18.9%)

72 (11.7%)

26 (4.1%)

21 (1.9%)

Low physical activity, yes

135 (75.0%)

415 (67.6%)

475 (74.2%)

833 (74.5%)

0.027

Family history of DM, yes

47 (26.1%)

174 (28.3%)

191 (29.8%)

293 (26.2%)

0.259

Antihypertensive medications, yes

4 (2.2%)

23 (3.7%)

31 (4.8%)

159 (14.2%)

< 0.001

Lipid-lowering medications, yes

3 (1.7%)

10 (1.6%)

19 (3.0%)

64 (5.7%)

< 0.001

History of macrosomia, yes

1 (0.6%)

34 (5.5%)

57 (8.9%)

141 (12.6%)

< 0.001

History of preeclampsia, yes

12 (6.7%)

51 (8.3%)

48 (7.5%)

71 (6.4%)

0.140

OCP use, yes

14 (7.8%)

60 (9.8%)

45 (7.0%)

32 (2.9%)

< 0.001

Values are shown as mean ± SD and number (%), for continuous and categorical variables, respectively; for TG values are shown as Median (interquartile range)

SD Standard deviation, BMI body mass index, SBP systolic blood pressure, DBP diastolic blood pressure, FPG fasting plasma glucose, HDL-C high density lipoprotein
cholesterol, TG triglycerides, DM diabetes mellitus, OCP oral contraceptive pill
*The comparison p value between groups was calculated using ANOVA test for normal continues variables, Kruskal–Wallis test for skewed variables and chi-square
test (Fisher’s exact test if required) for categorical variables

at higher risk of incident T2DM in models 1–3. After
adjustment for general and central obesity indices in
model 4, having ≥ 4 parity/live birth was associated with
higher risk; even after further adjustment for TG/HDL-C
in model 5, the risk remained marginally significant for
parity ≥ 4 (1.64 [1.00–2.70; P value: 0.051]). Importantly,
trends of the HRs across parity/live birth categories were
also significant in model 1–4 and marginally significant
in model 5 (P value: 0.055 for parity and 0.060 for live
birth).
As a sensitivity analysis, to address the effect of changing BMI during follow-up on the association between
parity/live birth number and incident T2DM, we rerun
the Cox regression by further adjustment for BMI change
during follow-up (Additional file 3: Table S2). BMI
change
was
defined
as:
Secondary measurement−Baseline measurement
×
100
;
secondary
Baseline measurement ×Time interval (year)
measurement was performed at the first follow-up after

recruitment, before the individual developed T2DM or
censured. The time interval was calculated as the difference of the second measurement year with the baseline
recruitment. Due to the limited sample size and decrease
in the number of outcomes (154 participants with incident T2DM were excluded due to the lack of secondary
BMI measurement before outcome), generally, the P values became non-significant; however, it should be noted
that even after adjustment for BMI change, the effect
sizes were similar to the model 5 of the main analysis.
Moreover, compared to those with parity number of one,
parity ≥ 4 had a HR of 1.69 [0.94–3.01; P value: 0.078],
and the trend of the HRs across parity categories was
marginally significant (P value: 0.064).
As another sensitivity analysis, we reexamined the
impact of parity/live birth on incident T2DM during follow-up of less than 10 years. Accordingly, during a median follow-up of 9.4 years (IQR: 8.6–10.4),
323 incident T2DM cases have occurred until phase IV

2.28 (1.40–3.70)

128/640

311/1118

3
< 0.001

0.001

0.025

0.121

< 0.001

2.27 (1.39–3.72)

1.75 (1.07–2.86)

1.48 (0.91–2.43)

1

1.10 (1.04–1.15)

< 0.001

0.001

0.025

0.116

< 0.001

P value

2.23 (1.36–3.65)

1.73 (1.06–2.83)

1.48 (0.90–2.42)

1

1.09 (1.04–1.15)

HR (95% CI)

Model 3

< 0.001

0.001

0.028

0.119

0.001

P value

1.72 (1.05–2.83)

1.54 (0.94–2.52)

1.41 (0.86–2.31)

1

1.05 (1.00–1.11)

HR (95% CI)

Model 4

0.027

0.031

0.084

0.172

0.075

P value

1.64 (1.00–2.70)

1.50 (0.92–2.45)

1.39 (0.85–2.27)

1

1.04 (0.99–1.10)

HR (95% CI)

Model 5

0.055

0.051

0.107

0.193

0.108

P value

Model 1: Adjusted for age. Model 2: Adjusted for age, education level, low physical activity, family history of diabetes, systolic and diastolic blood pressure, and anti-hypertensive medications usage. Model 3: Model
2 + further adjusted for history of macrosomia, preeclampsia, and oral contraceptive pill (OCP) usage. Model 4: Model 3 + further adjusted for body mass index and waist circumference. Model 5: Model 4 + further
adjusted for triglyceride/ high-density lipoprotein cholesterol. T2DM: type 2 diabetes mellitus; E: event; N: number

P value for trend

≥4

1.74 (1.07–2.83)

99/614

1.48 (0.90–2.41)

19/180

1

1.10 (1.05–1.16)

2

557/2552

HR (95% CI)

HR (95% CI)

P value

Model 2

Model 1

1

Number of parity

Per each additional

Parity (continuous variable)

E/N

Table 2 Multivariable hazard ratios (HR) and 95% confidence intervals (CI) of incident T2DM by number of parity until phase VI (2015–2018): Tehran Lipid and Glucose Study
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2.16 (1.11–4.20)

72/624

187/1098

3
0.006

0.023

0.104

0.229

0.001

2.11 (1.08–4.13)

1.72 (0.88–3.36)

1.51 (0.77–2.97)

1

1.11 (1.04–1.19)

0.010

0.029

0.114

0.234

0.003

P value

2.03 (1.03–3.98)

1.67 (0.85–3.28)

1.49 (0.76–2.93)

1

1.10 (1.03–1.18)

HR (95% CI)

Model 3

0.017

0.040

0.134

0.249

0.007

P value

1.55 (0.79–3.05)

1.50 (0.77–2.95)

1.42 (0.72–2.80)

1

1.06 (0.99–1.13)

HR (95% CI)

Model 4

0.298

0.200

0.235

0.307

0.118

P value

1.47 (0.75–2.89)

1.45 (0.74–2.85)

1.40 (0.71–2.75)

1

1.06 (0.98–1.13)

HR (95% CI)

Model 5

0.432

0.267

0.276

0.335

0.126

P value

Model 1: Adjusted for age. Model 2: Adjusted for age, education level, low physical activity, family history of diabetes, systolic and diastolic blood pressure, and anti-hypertensive medications usage. Model 3: Model
2 + further adjusted for history of macrosomia, preeclampsia, and oral contraceptive pill (OCP) usage. Model 4: Model 3 + further adjusted for body mass index and waist circumference. Model 5: Model 4 + further
adjusted for triglyceride/ high-density lipoprotein cholesterol. T2DM: type 2 diabetes mellitus; E: event; N: number

P value for trend

≥4

1.74 (0.89–3.38)

54/597

1.51 (0.77–2.97)

10/173

1

1.12 (1.04–1.19)

2

323/2492

HR (95% CI)

HR (95% CI)

P value

Model 2

Model 1

1

Number of parity

Per each additional

Parity (continuous variable)

E/N

Table 3 Multivariable hazard ratios (HR) and 95% confidence intervals (CI) of incident T2DM by number of parity until phase IV (2008–2011): Tehran Lipid and Glucose Study
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(2008–2011). In model 1–3, each additional parity and
live birth caused a higher risk of incident T2DM, and also
those with parity/live birth number of ≥ 4 were at higher
risk; however, after adjustment for obesity indices in
model 4, the higher risk became non-significant (Table 3
and Additional file 4: Table S3).

Discussion
This is the first population-based cohort study conducted in the MENA region that examined the effect of
the parity/live birth number on incident T2DM. During 15.4 years of follow-up, after adjustment for a wide
series of important T2DM risk factors, including age,
education level, family history of diabetes, SBP, DBP,
using anti-hypertensive medications, and reproductive
factors, a higher parity/live birth number was associated with higher risk of T2DM development. After further adjustment for obesity indices and TG/HDL-C, the
higher risk was attenuated; however, the trends of the
HRs across parity/live birth categories were marginally significant, and those with parity ≥ 4 had more than
60% higher risk for T2DM development. Moreover,
each additional live birth was associated with 6% significant higher risk for incident T2DM.
Our findings were in line with two previous metaanalysis studies [5, 9]. Li et al., in a meta-analysis of the
cohort, cross-sectional, and case–control studies found
a nonlinear association between parity and the risk of
T2DM in which the combined multivariable RR for
T2DM development was 1.06 (95% CI: 1.02–1.09) per
live birth, with high heterogeneity (I2 = 87.2%) [5].
Also, in their sensitivity analysis for prospective studies only, the RR reached 1.09 [5]. Similarly, in another
mate-analysis of cohort studies by Guo et al., each
unit increase in parity number had the combined RR
of 1.06 (95% CI 1.02–1.09); however, a significant
high heterogeneity was shown between included studies (I2 = 84.3%) [9]. Moreover, in both meta-analyses,
compared to those with lower parity (reference = 0 or
1), participants of prospective studies who had higher
parity (at least 4 live births) showed about 40% higher
risk for T2DM development [5, 9]. Based on data of
126,721 middle-aged women from eight cohort studies,
a U-shaped association was found between the number
of children and the risk of DM, in which women with 2
live births had the lowest risk [16]. A similar U-shaped
relation was also observed among Danish women older
than 33 years of age [17] and Canadian women aged
18–50 years [10].
In the coronary artery risk development in young adults
(CARDIA) Study, it was shown that childbearing did not
increase the incidence of diabetes as long as women never
developed gestational diabetes mellitus (GDM). In other
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words, the association of childbearing with incident DM
can be explained through GDM [18]. On the other hand,
among Canadian women, an increased risk of DM with
increasing parity was observed, even after adjustment for
GDM [10]. Similarly, among Danish women without a
history of GDM, a relationship between parity and incident DM was also found [17]. In the current study, even
after adjustment for macrosomia, as a surrogate of GDM
[19], the association of parity/live birth number and incident T2DM remained significant.
During a 5-year follow-up of Japanese women, Nanri
et al. found that the association of parity with T2DM
development risk was significantly attenuated after
adjustment for BMI. They suggested that a higher risk
of T2DM development due to increased parity might
be partly explained by weight retention after pregnancy
[20]. In our short-term follow-up of less than 10 years, we
also found similar results that all P values became nonsignificant after adjustment for obesity indices in model
4. However, in our long-term follow-up (main analysis), similar to a cohort study among American women
[21], although the effect sizes for higher parity/live birth
numbers were attenuated prominently in model 4, but
remained significant for parity/live birth number of ≥ 4.
Furthermore, when we considered BMI change during follow-up as another covariate, generally, the effect
sizes did not change, and the P value for the trend of HRs
across categories of parity number remained marginally
significant.
In addition to weight retention, another explanation for
the association of the parity/live birth number with incident T2DM in women can be the insulin resistance (IR)
pathway. During a normal pregnancy, the target tissues
(liver, muscle, or adipose tissue) of the mother become
increasingly insensitive to insulin, mainly due to hormone production by the placenta that antagonizes insulin
[22]. This IR may progress to GDM or might be overcome
by a sufficient increase in insulin production by pancreatic beta cells [22]; however, this process can lead to an
extra burden on β-cell function and affect insulin secretion, even after delivery [9, 23]. In addition to GDM, a
well-established risk factor for developing T2DM in the
future [24], it is also known that mothers with milder
degrees of dysglycemia during pregnancy (i.e., less severe
than GDM) were at higher risk for developing prediabetes and T2DM in the future [23, 25]. Moreover, in fullmultivariable analysis, Kramer et al., found that insulin
sensitivity (as assessed by Matsuda index) decreased
during the first 3 years postpartum, even among women
who had had a normal glucose-tolerant pregnancy [23].
Moreover, the expected reduction in the physical activity and some cardiometabolic changes during pregnancy
(weight gain and dyslipidemia) can exacerbate this IR
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pathway [22]. By repeating pregnancy, exposure time to
IR condition increases and can lead to a higher chance
of T2DM development. In the current study, despite the
lack of data on insulin measurement, after further adjustment for TG/HDL-C (surrogate of IR [26, 27]), each additional live birth and parity ≥ 4 were generally associated
with higher risk. It means that other factors might also
have roles in the association of childbearing and T2DM
development, especially psycho-socioeconomic factors.
The present study has several strengths, including
standardized measurements of traditional risk factors
and using oral glucose tolerance test for outcome definition, rather than relying on self-reported data. Moreover,
besides the well-known risk factors of T2DM, we also
considered BMI change as a strong covariate in our analysis, which was not addressed in previous studies of this
field. The current study also has several weaknesses. First,
during follow-up, possible changes in risk factors, as well
as the parity/live birth number, were not considered. Second, we were not able to show the impact of nulliparity
due to the limited number of participants with no live
birth. Third, we did not have access to data on participant
diet, job status, income, and psychiatric history, which
are the potential representative factors of the socioeconomic and lifestyle status. They might affect the association between the parity/live birth number and incident
T2DM. Fourth, at the baseline of the current study, only
18 participants reported a positive history of GDM that
was too low to be considered as a covariate. Moreover,
at the time of recruitment of this study (1999–2001) and
before, there was no routine screening program for GDM
like oral glucose tolerance test (OGTT) during prenatal care in Iran. Therefore, most of the GDM cases were
missed at that time. However, in the current study, we
adjusted our models for macrosomia, the main surrogate
of GDM. Finally, this study was conducted among residents of Tehran city, and its findings may not be extendable to rural populations.

Conclusion
In this population-based observational cohort study, during a long-term follow-up, after adjustment for potential
T2DM risk factors, reproductive factors, obesity indices,
and TG/HDL-C (IR surrogate), we demonstrated that
higher parity/live birth numbers could be associated with
increased risk of T2DM development. Moreover, even
after further adjustment for BMI change, the suggestive
higher risk was still found. We suggested that weight
retention can have a key role between parity/live birth
number and incident T2DM, and weight management
should be more considered after delivery. Moreover, we
recommended that the potential role of psycho-socioeconomic factors should be investigated in future studies.

Page 8 of 9

Abbreviations
DM: Diabetes mellitus; DALYs: Disability-adjusted life-years; T2DM: Type 2 diabetes mellitus; RR: Relative risk; CI: Confidence interval; MENA: Middle East and
North Africa; TLGS: Tehran Lipid and Glucose Study; NCD: Non-communicable
disease; FPG: Fasting plasma glucose; 2h-PCPG: 2-Hour post-challenge plasma
glucose; LRC: Lipid Research Clinic; WC: Waist circumference; BMI: Body mass
index; SBP: Systolic blood pressure; DBP: Diastolic blood pressure; HDL-C:
High-density lipoprotein cholesterol; TG: Triglycerides; SD: Standard deviation;
IQR: Interquartile range; HR: Hazard ratio; OCP: Oral contraceptive pill; CARDIA:
Coronary artery risk development in young adults; GDM: Gestational diabetes
mellitus; IR: Insulin resistance; OGTT: Oral glucose tolerance test.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12905-021-01519-7.
Additional file 1. Tehran Lipid and Glucose Prospective Study General
Questionnaire.
Additional file 2. Table S1. Multivariable hazard ratios (HR) and 95% confidence intervals (CI) of incident T2DM by number of live birth until phase
VI (2015-2018): Tehran Lipid and Glucose Study.
Additional file 3. Table S2. Multivariable hazard ratios (HR) and 95%
confidence intervals (CI) of incident T2DM by parity/live birth number,
further adjusted for BMI change during follow-up: Tehran Lipid and
Glucose Study.
Additional file 4. Table S3. Multivariable hazard ratios (HR) and 95% confidence intervals (CI) of incident T2DM by number of live birth until phase
IV (2008-2011): Tehran Lipid and Glucose Study.
Acknowledgements
The authors would like to express their appreciation to the TLGS participants
and staff for their kind cooperation. The authors also wish to acknowledge
Dr. Laleh Rashidian for critical editing of English grammar and syntax of the
manuscript.
Authors’ contributions
Study conception and design: SSM and FH; analysis and interpretation of data:
SA, SSM, and FH; drafting of the manuscript: SSM, RHA, and FH; critical revision:
SSM, FA, and FH. All authors read and approved the final manuscript.
Funding
No funding from any source was obtained for this study.
Availability of data and materials
The datasets used and/or analysed during the current study are available from
the corresponding author on reasonable request.

Declarations
Ethics approval and consent to participate
This study was approved by the Institutional Review Board (IRB) of the
Research Institute for Endocrine Sciences (RIES), Shahid Beheshti University
of Medical Sciences, and all participants provided written informed consent.
All methods were done in accordance with the relevant guidelines and
regulations.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Author details
1
Prevention of Metabolic Disorders Research Center, Research Institute
for Endocrine Sciences, Shahid Beheshti University of Medical Sciences, Tehran,

Moazzeni et al. BMC Women’s Health

(2021) 21:378

Iran. 2 Endocrine Research Center, Research Institute for Endocrine Sciences,
Shahid Beheshti University of Medical Sciences, Tehran, Iran.
Received: 13 April 2021 Accepted: 20 October 2021

References
1. Lin X, Xu Y, Pan X, Xu J, Ding Y, Sun X, Song X, Ren Y, Shan PF. Global,
regional, and national burden and trend of diabetes in 195 countries and
territories: an analysis from 1990 to 2025. Sci Rep. 2020;10(1):14790.
2. Moazzeni SS, Ghafelehbashi H, Hasheminia M, Parizadeh D, Ghanbarian A, Azizi F, Hadaegh F. Sex-specific prevalence of coronary heart
disease among Tehranian adult population across different glycemic
status: Tehran lipid and glucose study, 2008–2011. BMC Public Health.
2020;20(1):1510.
3. Derakhshan A, Sardarinia M, Khalili D, Momenan AA, Azizi F, Hadaegh
F. Sex specific incidence rates of type 2 diabetes and its risk factors
over 9 years of follow-up: Tehran Lipid and Glucose Study. PLoS ONE.
2014;9(7):e102563.
4. Chen L, Magliano DJ, Zimmet PZ. The worldwide epidemiology of type 2
diabetes mellitus—present and future perspectives. Nat Rev Endocrinol.
2012;8(4):228–36.
5. Li P, Shan Z, Zhou L, Xie M, Bao W, Zhang Y, Rong Y, Yang W, Liu L.
Mechanisms in endocrinology: parity and risk of type 2 diabetes: a
systematic review and dose-response meta-analysis. Eur J Endocrinol.
2016;175(5):R231-245.
6. Moazzeni SS, Toreyhi H, Asgari S, Azizi F, Tehrani FR, Hadaegh F. Number
of parity/live birth(s) and cardiovascular disease among Iranian women
and men: results of over 15 years of follow-up. BMC Pregnancy Childbirth.
2021;21(1):1–11.
7. Moazzeni SS, Asgari S, Azizi F, Hadaegh F. Live birth/parity number and
the risk of incident hypertension among parous women during over 13
years of follow-up. J Clin Hypertens. 2021. https://doi.org/10.1111/jch.
14369.
8. Li W, Ruan W, Lu Z, Wang D. Parity and risk of maternal cardiovascular
disease: A dose–response meta-analysis of cohort studies. Eur J Prevent
Cardiol 2019;26(6):592–602. https://doi.org/10.1177/2047487318818265.
9. Guo P, Zhou Q, Ren L, Chen Y, Hui Y. Higher parity is associated with
increased risk of type 2 diabetes mellitus in women: a linear dose–
response meta-analysis of cohort studies. J Diabetes Complicat.
2017;31(1):58–66.
10. Almahmeed B, Shah B, Mukerji G, Ling V, Booth G, Feig D. Effect of
multiparity and ethnicity on the risk of development of diabetes: a large
population-based cohort study. Diabet Med. 2017;34(11):1637–45.
11. Azizi F, Hadaegh F, Hosseinpanah F, Mirmiran P, Amouzegar A, Abdi H,
Asghari G, Parizadeh D, Montazeri SA, Lotfaliany M. Metabolic health
in the Middle East and north Africa. Lancet Diabetes Endocrinol.
2019;7(11):866–79.
12. Azizi F, Ghanbarian A, Momenan AA, Hadaegh F, Mirmiran P, Hedayati M,
Mehrabi Y, Zahedi-Asl S. Prevention of non-communicable disease in a
population in nutrition transition: Tehran Lipid and Glucose Study phase
II. Trials. 2009;10:5.

Page 9 of 9

13. World Health Organization. Definition and diagnosis of diabetes mellitus
and intermediate hyperglycaemia: report of a WHO/IDF consultation.
2006.
14. Araujo Júnior E, Peixoto AB, Zamarian AC, Elito Júnior J, Tonni G. Macrosomia. Best Pract Res Clin Obstet Gynaecol. 2017;38:83–96.
15. American Diabetes Association. 2. Classification and diagnosis of
diabetes: standards of medical care in diabetes-2020. Diabetes Care.
2020;43(Suppl 1):S14.
16. Pandeya N, Huxley RR, Chung HF, Dobson AJ, Kuh D, Hardy R, Cade JE,
Greenwood DC, Giles GG, Bruinsma F. Female reproductive history and
risk of type 2 diabetes: a prospective analysis of 126 721 women. Diabetes Obes Metab. 2018;20(9):2103–12.
17. Naver K, Lundbye-Christensen S, Gorst-Rasmussen A, Nilas L, Secher N,
Rasmussen S, Ovesen P. Parity and risk of diabetes in a Danish nationwide
birth cohort. Diabet Med. 2011;28(1):43–7.
18. Gunderson EP, Lewis CE, Tsai A-L, Chiang V, Carnethon M, Quesenberry
CP, Sidney S. A 20-year prospective study of childbearing and incidence
of diabetes in young women, controlling for glycemia before conception:
the Coronary Artery Risk Development in Young Adults (CARDIA) Study.
Diabetes. 2007;56(12):2990–6.
19. Kamana K, Shakya S, Zhang H. Gestational diabetes mellitus and macrosomia: a literature review. Ann Nutr Metab. 2015;66(Suppl. 2):14–20.
20. Nanri A, Mizoue T, Noda M, Goto A, Sawada N, Tsugane S. Group JPHCbPS: Menstrual and reproductive factors and type 2 diabetes risk: the
Japan Public Health Center-based Prospective Study. J Diabetes Investig.
2019;10(1):147–53.
21. Nicholson WK, Asao K, Brancati F, Coresh J, Pankow JS, Powe NR. Parity
and risk of type 2 diabetes: the Atherosclerosis Risk in Communities
Study. Diabetes Care. 2006;29(11):2349–54.
22. Kampmann U, Knorr S, Fuglsang J, Ovesen P. Determinants of maternal
insulin resistance during pregnancy: an updated overview. J Diabetes
Res. 2019;2019:5320156.
23. Kramer CK, Swaminathan B, Hanley AJ, Connelly PW, Sermer M, Zinman B,
Retnakaran R. Each degree of glucose intolerance in pregnancy predicts
distinct trajectories of β-cell function, insulin sensitivity, and glycemia in
the first 3 years postpartum. Diabetes Care. 2014;37(12):3262–9.
24. Bellamy L, Casas J-P, Hingorani AD, Williams D. Type 2 diabetes mellitus
after gestational diabetes: a systematic review and meta-analysis. Lancet.
2009;373(9677):1773–9.
25. Carr DB, Newton KM, Utzschneider KM, Tong J, Gerchman F, Kahn SE,
Heckbert SR. Modestly elevated glucose levels during pregnancy are
associated with a higher risk of future diabetes among women without
gestational diabetes mellitus. Diabetes Care. 2008;31(5):1037–9.
26. Cordero A, Alegria-Ezquerra E. TG/HDL ratio as surrogate marker for
insulin resistance. E-J Cardiol Pract [Internet]. 2009;8:16.
27. Derakhshan A, Tohidi M, Hajebrahimi M, Saadat N, Azizi F, Hadaegh F. Sexspecific incidence rates and risk factors of insulin resistance and β-cell
dysfunction: a decade follow-up in a Middle Eastern population. Diabet
Med. 2017;34(2):245–52.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

