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Diagnosis of Gestational Diabetes Mellitus
Current evidence suggests that there is a benefit in reduced perinatal morbidity in screening for
and treating gestational diabetes mellitus. When screening for gestational diabetes, there should
be uniformity in the testing used and the subsequent follow up. The following steps are
recommended.
Biochemical screening for gestational diabetes should be performed between 26 and 28 weeks of
gestation. Earlier testing may be performed in women at particularly high risk of gestational
diabetes (e.g. gestational diabetes in a previous pregnancy or current obesity) and then repeated
at 26-28 weeks gestation, if negative.
Screening regimens include (i) a Glucose Challenge Test (GCT) followed by a Glucose Tolerance
Test (GTT) if the GCT is abnormal, or (ii) GTT as the primary screening test, given the reduced
sensitivity of the GCT. Where GCT is used as the initial screening test, plasma glucose should be
measured 1 hour after either a 50g or 75g oral glucose load given in the non-fasting state. Women
with a plasma glucose value at 1 hour after a 50g load of ≥ 7.8 mmol/l or after a 75g load of ≥ 8.0
mmol/l are regarded as positive and should undergo a full glucose tolerance test, (fasting, 75g
glucose, 0, and 2 hr glucose estimations).
Screening with a full GTT should be performed in women at high risk of GDM (previous GDM,
obesity, family history type 2 DM), and those with a positive GCT. Some clinicians may choose to
omit the GCT and recommend a full GTT. They may so recommend for all pregnant women or only
those with a high likelihood of recall after a GCT. These clinicians may feel that a dual testing
regimen (GCT then GTT if GCT abnormal) is inconvenient for the women involved, increases the
administrative workload (recall processes) and inevitably delays the commencement of therapy.
The diagnosis of gestational diabetes should be made on a GTT following a fasting, 75g 2hr
glucose tolerance test. Fasting glucose level of ≥ 5.5mmol/l is diagnostic of gestational diabetes,
as is a 2 hr level ≥ 8.0 mmol/l by Australian criteria, or ≥ 9.0 mmol/l by NZ criteria.
These recommendations must not preclude confirmation of diabetes at any stage of pregnancy if
there are clinical features to suggest the diagnosis.
Women who had gestational diabetes should have a repeat 75g oral glucose tolerance test
performed 6 to 8 weeks after delivery. This should be evaluated according to standard WHO
criteria for the non-pregnant state. Women who do not have diabetes mellitus at this time should
still be regarded as at risk of developing diabetes mellitus later in life and should be screened
every two to three years. The diagnosis of GDM is 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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Disclaimer
This College Statement is intended to provide general advice to Practitioners. The statement should never be relied on as a
substitute for proper assessment with respect to the particular circumstances of each case and the needs of each patient.
The statement 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, and the application of this statement in each case. In particular, clinical management
must always be responsive to the needs of the individual patient and the particular circumstances of each case.
This College statement has been prepared having regard to the information available at the time of its preparation, and each
Practitioner must have regard to relevant information, research or material which may have been published or become available
subsequently.
Whilst the College endeavours to ensure that College statements are accurate and current at the time of their preparation, it takes no
responsibility for matters arising from changed circumstances or information or material that may have become available after the date
of the statements.
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