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benefits of treating women with gestational diabetes
these guidelines have now been demonstrated by 
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  1998 consensus guidelines on the management of gesta-

nal diabetes mellitus from the Australasian Diabetes in
gnancy Society emphasised that, “due to a lack of good

quality randomised controlled clinical trials in the area of [gesta-
tional diabetes mellitus], these guidelines are based on what is a
reasonable consensus of informed opinion in Australasia”.1 The clear
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met. Serious adverse perinatal outcomes occurred in 1% of the
intervention group versus 4% of the routine-care group (adjusted
relative risk, 0.33 [95% CI, 0.14–0.75]). The percentage of infants
who were large for gestational age was lower in the intervention
group (13% v 22%), with no increase in those who were small for
gestational age. Although induction of labour was more common
in the intervention group (39% v 29%), rates of caesarean delivery
were similar (around 31%). Measures of maternal quality of life
were more favourable in the intervention group. To prevent one
serious perinatal outcome, 34 women needed to be treated.

The 1998 guidelines were equivocal in regard to screening for
gestational diabetes, allowing either for universal screening or for
selective screening based on clinical risk factors in relatively low-
risk populations. In the light of the findings of ACHOIS, we
believe that universal screening should now be accepted and
implemented. There are multiple arguments in favour of this
approach:
• Most women with gestational diabetes have no symptoms, and
many have none of the classic risk factors associated with gesta-
tional diabetes.3

• Screening based on risk factors adds an extra complexity to
busy routine clinical practice and may lead to some women failing
to undergo appropriate testing.
• Furthermore, ACHOIS patients were relatively “low risk”, being
predominantly of European background, with a mean age of
around 30 years, and a mean body mass index of around 26 kg/m2.
Many would not have been tested based on risk factors. Nonethe-
less, the benefits of treatment were impressive.

The precise level of hyperglycaemia that carries increased preg-
nancy risk remains to be defined. ACHOIS used as its inclusion
criterion a 2-hour venous plasma glucose level on oral glucose
tolerance testing � 7.8 mmol/L but < 11.0 mmol/L. The women
included in the study had a median fasting glucose level of
4.8 mmol/L and a median 2-hour glucose level of 8.6 mmol/L. The
current Australian criteria suggest fasting and 2-hour cut-offs of
� 5.5 mmol/L and/or � 8.0 mmol/L, respectively, for the diagnosis
of gestational diabetes.4 To avoid the confusion which could occur
if multiple sets of criteria were promulgated, we suggest that the
diagnostic thresholds for gestational diabetes should not be revised
until the blinded prospective international epidemiological study

HAPO (Hyperglycemia and Adverse Pregnancy Outcome) reports
its results, which are expected by mid-2007.5

Screening for gestational diabetes also offers benefits from a public
health viewpoint, at a time of increasing prevalence of obesity and
type 2 diabetes.6 Screening allows identification of women with
undiagnosed type 2 diabetes and those at increased risk of developing
this condition in the future. Detection of gestational diabetes has the
potential to benefit not only the women involved, but also their
children, through intervention.7 Preventing progression from gesta-
tional diabetes to type 2 diabetes is already considered cost-effective.8

Introduction of routine screening for gestational diabetes clearly
carries cost and resource implications. The number of women diag-
nosed with gestational diabetes will increase, and appropriate provi-
sion must be made for their care. In ACHOIS, the intervention group
received care from a multidisciplinary team, which generally com-
prised a dietitian, diabetes educator and physician, in addition to the
obstetrician and midwives. This level of care is congruent with the
1998 Australasian guidelines, but may be difficult to implement on a
large scale across Australia. Other models of care may be required,
with increasing involvement of midwives, general practitioners and
other health care providers. There is some evidence to support the
efficacy of such treatment protocols.9 However, the ACHOIS data2

suggest that something more than “routine antenatal care” is required
for optimal outcomes in this patient group. Therefore, less intensive
models of care should be rigorously evaluated rather than promoted
ad hoc on the basis of potential cost savings. The extra costs involved
in providing optimal care for women with gestational diabetes are
likely to be far outweighed by savings due to reduction in adverse
perinatal outcomes.
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Evidence and recommendations on gestational diabetes

• Treatment for gestational diabetes substantially reduces adverse 
perinatal outcomes and improves maternal quality of life.

• Optimal proven treatment for gestational diabetes includes 
review by a diabetes educator, dietitian and physician, with insulin 
used if glycaemic targets are not achieved.

• Screening for gestational diabetes should be offered to all 
pregnant women.

• Maternity service providers should ensure that adequate 
resources are devoted to the detection and treatment of 
gestational diabetes. ◆
288 MJA • Volume 183 Number 6 • 19 September 2005



EDITORIALS
1 Hoffman L, Nolan C, Wilson JD, et al. Gestational diabetes mellitus —
management guidelines. The Australasian Diabetes in Pregnancy Society.
Med J Aust 1998; 169: 93-97. 

2 Crowther CA, Hiller JE, Moss JR, et al. Effect of treatment of gestational
diabetes on pregnancy outcomes. N Engl J Med 2005; 352: 2477-2486.

3 Moses RG, Moses J, Davis WS. Gestational diabetes: do lean young
Caucasian women need to be tested? Diabetes Care 1998; 21: 1803-1806.

4 Martin FI. The diagnosis of gestational diabetes. Med J Aust 1991; 155: 112.

5 HAPO Study Cooperative Research Group. The Hyperglycemia and Adverse
Pregnancy Outcome (HAPO) Study. Int J Gynaecol Obstet 2002; 78: 69-77.

6 Simmons D. Gestational diabetes mellitus: growing consensus on manage-
ment, but not diagnosis. N Z Med J 1999; 112: 45-46.

7 Dabelea D, Knowler WC, Pettitt DJ. Effect of diabetes in pregnancy on
offspring: follow-up research in the Pima Indians. J Matern Fetal Med 2000;
9: 83-88.

8 Gregory KD, Kjos SL, Peters RK. Cost of non-insulin-dependent diabetes in
women with a history of gestational diabetes: implications for prevention.
Obstet Gynecol 1993; 81: 782-786.

9 Weiderman WC, Marcuz L. Gestational diabetes: a triage model of care for
rural perinatal providers. Am J Obstet Gynecol 1996; 174: 1719-1723. ❏
MJA • Volume 183 Number 6 • 19 September 2005 289




