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The validity of fasting blood glucose and post-prandial blood glucose
measurement as an index of glycaemic control in Sri Lankan patients
with type 2 diabetes
Maintaining tight metabolic control with HbA1c values
below 7.5% prevents the onset of complications in patients
with type 2 diabetes [1]. Fasting blood glucose (FBG)
has been shown to correlate well with long term indicators
of glycaemic control such as HbA1c [2]. The post-prandial
blood glucose (PPBG) is commonly used as a surrogate
index of glycaemic control as facilities to perform HbA1c
are not available in Sri Lankan state hospitals.
Data on the validity of PPBG is scarce but random
blood glucose has been used in resource poor settings in
Africa [3]. We, therefore, compared the validity of FBG
and PPBG levels in determining glycaemic control using
HbA1c as the gold standard.
Our study population consisted of a total of 296
patients with type 2 diabetes, visiting a medical clinic.
HbA1c, PPBG levels and FBG levels were assessed on
these patients on the same day. FBS was performed after
an overnight 10 hour fast and PPBG was performed on
blood samples taken 2 hours after the midday meal. HbA1c
was also performed on these patients to find out which
variable best reflected good glycaemic control as defined
by a HbA1c level below 7.5%.
The correlation coefficients with 95% confidence
intervals were calculated and the data plotted on scatter
graphs. Sensitivity, specificity and likelihood ratios (LR)
for identifying those with a HbA1c of 7.5 or less were
calculated for different levels of FBS and PPBS (Table 1).
In our study population, the mean values for FBG
was 8.4 mmol/L (SD 2.7) while the means for PPBG and
HbA1c were 13.4 mmol/L (SD 3.1) and 8.3 (SD 2.0). There
was a significant positive correlation between FBG and
HbA1c where the correlation coefficient (R2) was 0.653

(p >0.001). However, the correlation coefficient value for
PPBG and HbA1c was only 0.245. The likelihood ratio
for a (positive test) FBG of less than 5 mmol/L in
confirming good control as defined by a HbA1c of 7.5
was 12. The likelihood ratio (LR) for a FBG greater than
9 mmol/L in ruling out a HbA1c less than 7.5 was 0.08.
Likelihood ratios for PPBG were below 10 for a positive
test (below 9 mmol/L LR 6, below 10 mmol/L LR 8.75,
below 11 mmol/L LR 5.89 or below 12 mmol/L LR 3.89)
and above 0.1 for a negative test (above 9 mmol/L LR
0.9, above 10 mmol/L LR 0.68, above 11 mmol/L LR
0.52 or above 12 mmol/L LR 0.37). A likelihood ratio
above 10 and below 0.1 is considered as strong evidence
to confirm or exclude disease states. Hence FBG
measurements appear to be a more reliable indicator of
HbA 1c than PPBS. A FBG below 5 mmol/L can be
assumed to indicate good control (HbA1c <7.5), while a
FBG greater than 9 mmol/L indicates poor control (HbA1c
> 7.5).
We, therefore, recommend the use of FBG as a
surrogate index of glycaemic control in patients with type
2 diabetes mellitus.
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Table 1. Likelihood ratios, sensitivity and specificity for different blood glucose levels
in predicting good glycaemic control as defined by a HbA1c below 7.5%

Fasting Blood
Glucose (FBG)
FBG <5mmol/L
FBG <6mmol/L
FBG <7mmol/L
FBG <8mmol/L
FBG <9mmol/L
FBG <10mmol/L
PPBG <8mmol/L
PPBG <9mmol/L
PPBG <10mmol/L
PPBG <11mmol/L
PPBG <12mmol/L

Sensitivity
0.12
0.43
0.66
0.86
0.95
0.98
0.01
0.12
0.35
0.53
0.70

Specificity
0.99
0.92
0.85
0.72
0.61
0.46
1
1
0.97
0.97
0.86

Likelihood ratio
of a HbA1c <7.5

Likelihood ratio
of a HbA1c <7.5

12
5.38
4.4
3.77
2.44
1.81
—
6
8.75
5.89
3.89

0.89
0.62
0.40
0.19
0.08
0.04
0.99
0.9
0.68
0.52
0.37

FBG = fasting blood glucose, PPBG = post-prandial blood glucose
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Knowledge, attitudes and practices regarding postpartum contraception
among 100 mother-father pairs leaving a Sri Lankan maternity hospital
after childbirth
(Index words: Antenatal education, induced abortion, male participation, postpartum contraception)

An estimated seven induced abortions take place for
every 10 births in Sri Lanka [1]. The main reason for
seeking an abortion is that the youngest child is too young
[2], indicating a deficiency in family planning in the
postpartum period and in families with young children.
In Sri Lanka, 96% of the deliveries take place in hospitals
[3]. There are, therefore, many opportunities to introduce
the subject of postpartum contraception.
We studied the knowledge, attitudes and intended
practice of postpartum contraception among a group of
100 mother-father couples leaving the De Soysa Hospital
for Women, Colombo, after childbirth. A pre-tested
questionnaire was administered by an interviewer to each
participant.
Sixty four (64%) mothers and 76 (76%) fathers had
had at least 10 years of school education. Thirty seven
(37%) of the couples had previously used modern methods
of contraception. Twenty eight (28%) of mothers and 41
(41%) of fathers had not decided on a method of
postpartum contraception at the time of interview. Only
28% of the fathers had received education about
contraception during the index pregnancy compared to
76% of the mothers.
Fifty one per cent of the mothers received
information from the field clinics, 33% from the field
midwife and 46% from the prenatal classes at the De Soysa
Hospital. Nineteen per cent of the fathers received
information from these classes, and contributions from
other sources was negligible.
All 76 mothers who had received information knew
about methods available for use and 85.5% knew about
their side-effects. However, knowledge regarding follow
up (40.8%) and danger signs (22.4%) was poor. Among

the 28 fathers who had received information, the figures
were lower at 25% and 14.3%, respectively. Only 39
(39%) of the mothers and 7 (7%) of the fathers were aware
of the necessity to start a contraceptive method by 6 weeks’
postpartum. Twenty-six (26%) of mothers and 43 (43%)
of the fathers were unaware that it was possible to conceive
before the return of periods. Seventy six (76%) and 72
(72%) of mothers and fathers, respectively, knew that it
was possible to conceive during lactation.
This study shows poor awareness regarding some
vital aspects of postpartum contraception and, in
particular, that there is little effort to educate fathers. Sri
Lankan men play an important role in decisions regarding
contraception [4]. Improvement of education regarding
postpartum contraception could contribute to reducing the
high abortion rate in Sri Lanka.
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