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1.

Discussion and recommendations

Current evidence suggests that there is a benefit of reduced perinatal morbidity, with the use of
screening programs for GDM, and treating women who are diagnosed with it. For over 20 years, the
diagnosis of GDM has been derived from an ad hoc consensus, based on very limited data available at
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that time. When screening for GDM, there should be uniformity in the testing used and the subsequent
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follow-up management. The landmark observation trial HAPO, 2008 and other important randomised
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trials (Crowther et al. 2005 Langdon et al. 2009 ) have led to recommendations for new criteria for the
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diagnosis of GDM , which have been endorsed by the World Health Organisation (WHO) .
The following is recommended:
Biochemical screening for Gestational Diabetes should be performed at 26-28 weeks of gestation. Earlier
testing performed in women at particularly high risk should be repeated at 24-28 weeks gestation to test
for GDM, if a negative result is obtained at the earlier testing time point.
RANZCOG recommended screening regimen is a 75gram two-hour Pregnancy Oral Glucose Tolerance
Test (POGTT). A two-step procedure involving an initial one-hour non-fasting oral Glucose Challenge
Test (GCT) is no longer recommended.
The full set of criteria can be viewed at the following link:
ADIPS Consensus Guidelines for the Testing and Diagnosis of Gestational Diabetes Mellitus in Australia
http://adips.org/downloads/adipsconsensusguidelinesgdm-03.05.13versionacceptedfinal.pdf

Table 1. Criteria for Diagnosis of GDM with a 2-hour Pregnancy Oral GTT

Diagnosis

Fasting plasma glucose

1-hour glucose (mmol/l)

2-hour glucose

(mmol/l)

following 75g oral

(mmol/l) following

glucose load

75g oral glucose
load

GDM

>5.1

> 10.0

>8.5

The diagnosis of GDM provides an opportunity to counsel women regarding weight management and
lifestyle modification to attenuate the risks associated with glucose intolerance in later life.
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5.

Patient information

A range of RANZCOG Patient Information Pamphlets can be ordered via:
https://www.ranzcog.edu.au/Womens-Health/Patient-Information-Guides/Patient-InformationPamphlets
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Appendix B Overview of the development and review process for this statement

i.

Steps in developing and updating this statement

This statement was originally developed in November 1991and was most recently reviewed in July
2017. The Women’s Health Committee carried out the following steps in reviewing this statement:
•

Declarations of interest were sought from all members prior to reviewing this statement.

•

Structured clinical questions were developed and agreed upon.
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ii.

At the July 2017 face-to-face committee meeting, the existing recommendations were reviewed
and updated (where appropriate) based on the available body of evidence and clinical
expertise. Recommendations were graded as set out below in Appendix A part
iii)Declaration of interest process and management

Declaring interests is essential in order to prevent any potential conflict between the private interests
of members, and their duties as part of the Women’s Health Committee.
A declaration of interest form specific to guidelines and statements was developed by RANZCOG
and approved by the RANZCOG Board in September 2012. The Women’s Health Committee
members were required to declare their relevant interests in writing on this form prior to
participating in the review of this statement.
Members were required to update their information as soon as they become aware of any changes
to their interests and there was also a standing agenda item at each meeting where declarations of
interest were called for and recorded as part of the meeting minutes.
There were no significant real or perceived conflicts of interest that required management during the
process of updating this statement.

iii. Grading of recommendations
Each recommendation in this College statement is given an overall grade as per the table below,
based on the National Health and Medical Research Council (NHMRC) Levels of Evidence and Grades
of Recommendations for Developers of Guidelines. Where no robust evidence was available but
there was sufficient consensus within the Women’s Health Committee, consensus-based
recommendations were developed or existing ones updated and are identifiable as such. Consensusbased recommendations were agreed to by the entire committee. Good Practice Notes are
highlighted throughout and provide practical guidance to facilitate implementation. These were also
developed through consensus of the entire committee.
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Recommendation category

Description

Evidence-based

A

Body of evidence can be trusted to guide practice

B

Body of evidence can be trusted to guide practice in most
situations

C

Body of evidence provides some support for
recommendation(s) but care should be taken in its
application

D

The body of evidence is weak and the recommendation
must be applied with caution

Consensus-based

Recommendation based on clinical opinion and expertise
as insufficient evidence available

Good Practice Note

Practical advice and information based on clinical opinion
and expertise

Appendix B Full Disclaimer
This information is intended to provide general advice to practitioners, and should not be relied on as a
substitute for proper assessment with respect to the particular circumstances of each case and the needs
of any patient.
This information has been prepared having regard to general circumstances. It is the responsibility of
each practitioner to have regard to the particular circumstances of each case. Clinical management
should be responsive to the needs of the individual patient and the particular circumstances of each case.
This information has been prepared having regard to the information available at the time of its
preparation, and each practitioner should have regard to relevant information, research or material which
may have been published or become available subsequently.
Whilst the College endeavours to ensure that information is accurate and current at the time of
preparation, it takes no responsibility for matters arising from changed circumstances or information or
material that may have become subsequently available.

Diagnosis of Gestational Diabetes Mellitus (GDM)
C-Obs 7
6

