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includes an OGTT with 75 gr of glucose and three 
blood samples drawn at 0, 60 and 120 min. Only one 
abnormal value is required for the diagnosis (Table 2).

The IADPSG criteria have a number of advantages. 
They represent a unique opportunity for uniformity 
in GDM diagnosis, are simple and can be compared 
with similar criteria for DM diagnosis in the non-
pregnant state. On the other hand, they have been 
developed based on observational studies of GDM 
complications and cannot necessarily be used as 
treatment thresholds. In addition, they increase the 
GDM prevalence to 16%, being more inclusive than 
older criteria.23,24

Regarding screening for GDM, the latest guide-
lines drawn up by the Endocrine Society (ES) are 
the first to recommend universal testing for overt 
DM in early pregnancy. A fasting plasma glucose, 
HbA1c or an untimed random plasma glucose at the 
first prenatal visit (before 13 weeks of pregnancy or 

as soon as possible thereafter) is recommended for 
those women not known to already have DM. In the 
event of overt DM, a second test (either a fasting 
plasma glucose, untimed random plasma glucose, 
HbA1c or OGTT) is recommended on another day 
to confirm the diagnosis. In all pregnant women in 
whom no overt DM or GDM has been diagnosed, a 
2-hour 75-g OGTT should be performed at 24 to 28 
weeks of pregnancy.25

5. Follow-up 

All women diagnosed with GDM should be fol-
lowed up during their pregnancy. Both maternal (meta-
bolic) and embryonic (ultrasonographic) parameters 
have to be applied, as they reflect different aspects of 
carbohydrate metabolism during pregnancy. Metabolic 
parameters that have been proposed for the follow-up 
of women with GDM are home blood glucose mea-
surements (HBGM), continuous glucose monitoring 
(CGM), HbA1c, fructosamine and body weight. Glucose 
monitoring, by means of HBGM, needs to include 
measurements of morning glucose, in the fasting state, 
as well as post-prandial measurements, usually one 
hour after the meal. CGM, usually in patients with DM 
type 1 who are on insulin pumps, seems to provide 
the greatest amount of information.26 Finally, HbA1c 
can provide additional information, though its use in 
pregnancy is limited.27-29

Ultrasonographic parameters that have been pro-
posed for the follow-up of women with GDM are 
estimated fetal weight (EFW), head circumference 
(HC), abdominal circumference (AC), femoral length 
(FL) and presence of polyhyramnios. Fetal growth 
ultrasound during the second and third trimesters of 
pregnancy seems to be the most important clinical 
assessment tool.30

Practical suggestions for HBGM during pregnancy 
include:

•	 Glucose must be checked each morning in the 
fasting state, as well as 1-h after each main meal.

•	 Patient-specific targets must be set.

•	 Women with GDM have to retain fasting glucose 
concentrations between 65 and 95 mg/dl and 1-h 
postprandial <140 mg/dl.

Table 1. Different sets of plasma glucose concentrations as thresh-
olds for GDM diagnosis. Plasma glucose concentrations correspond 
to odds ratios, as far as increase in neonatal fat mass, large-for-
age (LGA) and cord C-peptide concentrations >90 percentile are 
concerned, compared with mean glucose concentrations. In other 
words, a diagnosis of GDM set by the IADPSG criteria means that 
the specific woman has 75% increased risk (i.e. odds ratio 1.75) of 
developing complications, compared with a woman with mean glucose 
concentrations. The table illustrates the corresponding diagnostic sets 
of glucose concentrations, an odds ratio of 1.5 or 2 were adopted.

Time (min)
Odds ratio

1.5 1.75 2
Plasma glucose (mg/dl)

0 90 92 95
60 167 180 191

120 142 153 162
Source: Coustan DR, et al. Am J Obstet Gynecol 2010, 202:654.e1.

Table 2. Diagnosis of GDM according to the International Associa-
tion of Diabetes and Pregnancy Study Groups (IADPSG) criteria.

Time (min) Plasma glucose (mg/dl)
0 ≧90 (<126)

60 ≧180
120 ≧153

• Oral load 75 g glucose.
• One abnormal values is required for the diagnosis.


