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Key Messages

o The International Association of Diabetes in Pregnancy Study Group (IADPSG) approach to diagnose gestational diabetes is debated
and outcomes reported are inconsistent.

e This study compared pregnancy outcomes of women delivering before and after the adoption of the IADPSG criteria.

e The IADPSG criteria showed lower rates of pre-eclampsia, labour induction and neonatal intensive care unit admission.

ARTICLE INFO ABSTRACT

Am’c"e history: Objectives: At 1 Canadian university hospital, pregnant women were routinely screened for gestational
Eecef"eg 14 Ma,rd:jzfmg diabetes mellitus (GDM) with a 75-g oral glucose tolerance test (OGTT). Diagnostic plasma glucose
6ecc)i::\;i)e;r;5$\gnse orm thresholds were as follows: fasting: >5.3 mmol/L, 1 h: >10.6 mmol/L and 2 h: >9.0 mmol/L. In 2015,
Accepted 7 October 2019 diagnostic thresholds were reduced to those recommended by the International Association of Diabetes

in Pregnancy Study Group (IADPSG) as follows: fasting: >5.1 mmol/L, 1 h: >10.0 mmol/L and 2 h: >8.5

mmol/L. However, subsequent Diabetes Canada guidelines state that further evidence is required before
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g?s’tational diabetes mellitus recommending those thresholds. Our objectives were to compare pregnancy outcomes of all pregnant
glucose intolerance women who underwent a 75-g OGTT before and after the adoption of the IADPSG criteria.

new diagnostic criteria Methods: Pregnancy outcomes of all women (N=2,830) that had a pregnancy OGTT at the Hopital

Maisonneuve-Rosemont between July 1, 2014 and March 1, 2015 (pre-IADPSG group) were compared
with women who were screened between March 1, 2015 and January 1, 2016 (post-IADPSG group).
Medical files were reviewed to compare outcomes.
Results: Women in the post-IADPSG group had a higher early body mass index (26.3 vs 25.5 kg/m?,
p=0.01) and more chronic hypertension (3.7% vs 1.2%, p<0.0001), respectively. OGTT results were similar,
but rates of GDM were 10.8% (141 of 1,295) in the pre-IADPSG group and 17.6% (271 of 1,535) in the post-
IADPSG group. In the post-IADPSG group, pre-eclampsia rates were lower (1.0% vs 2.2%, p=0.021), as was
labour induction (25.6% vs 32.8%, p<0.0001) and neonatal intensive care unit admission (4.8% vs 8.5%,
p<0.001), respectively.
Conclusions: Adopting IADPSG criteria for GDM improved pregnancy outcomes in our obstetric
population.

© 2019 Canadian Diabetes Association.
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Objectifs : Dans un centre hospitalier universitaire, les femmes enceintes sont dépistées pour le diabéte
gestationnel (DG) avec une hyperglycémie orale provoquée (HGOP) de 75 g. Les valeurs pour un diag-
nostic étaient: a jein >5.3 mmol/L, 1-hr: >10.6 mmol/L, 2-hr: >9.0 mmol/L. En mars 2015, les valeurs
diagnostiques ont été réduites a celles recommandées par le International Association of Diabetes in
Pregnancy Study Group (IADPSG): & jetin >5.1 mmol/l, 1-hr >10.0 mmol/l, 2-hr >8.5 mmol/I. Les lignes
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directrices canadiennes mentionnent que davantage d’évidences sont nécessaires avant de recommander
ces critéres. L'objectif de cette étude était de comparer les taux de complications obstétricales avant et
aprés I'adoption des critéres IADPSG.

Méthodes : Etude de cohorte rétrospective incluant 2830 femmes. Les complications obstétricales des
femmes ayant eu une HGOP avant I'adoption des critéres IADPSG ont été comparées a celles des femmes
ayant été dépistées par IADPSG.

Résultats : Les femmes ayant été dépistées par IADPSG, ont un IMC pré-gestationnel plus important (26.3
kg/m? vs 25.5 kg/m?, p=0.01) et davantage d’hypertension chronique (3.7% vs 1.2%, p < 0.0001). L'in-
cidence de DG était de 10.8% (141 femmes de 1295) dans le groupe avant I'adoption de I'lADPSG, alors
qu'elle est de 17.6% (271 patientes de 1535) aprés leur adoption. Dans le groupe utilisant les critéres
IADPSG, le taux de prééclampsie est moindre (1.0% vs 2.2%, p=0.021), tout comme le taux d’induction
(25.6% vs 32.8%, p< 0.0001) ainsi que les admissions en néonatalogie (4.8% vs 8.5%, p< 0.001).
Conclusions : Grace a I'adoption des critéres IADPSG, les taux de complications liées a la grossesse sont

significativement réduits.

© 2019 Canadian Diabetes Association.

Introduction

Gestational diabetes mellitus (GDM) is defined as “any degree
of glucose intolerance with onset or first recognition during
pregnancy” (1). Various methods have been used worldwide over
the years to diagnose GDM. These include a 50-g glucose chal-
lenge test with a 75- or 100-g oral glucose tolerance test (OGTT)
and 1-step OGTT with different cutoff values (2). In 2008, the
Hyperglycemia and Adverse Pregnancy Outcome (HAPO) study
was conducted to establish universal GDM diagnostic criteria (3).
In 2010, the International Diabetes in Pregnancy Study Group
(IADPSG) committee recommended universal screening using a
1-step 75-g OGTT between 24 and 28 weeks of gestation with
cutoff values of 5.1 mmol/L fasting, and 10.0 and 8.5 mmol/L at 1
and 2 h, respectively. GDM was defined by 1 abnormal value
(4). The use of IADPSG criteria is debated and elicits discussion.
Most studies have observed an increase in GDM incidence when
using these criteria, but the reported maternal and neonatal
outcomes have been inconsistent (5—7). Two large randomized
controlled studies have shown that treatment of GDM reduces
adverse obstetric and fetal outcomes, such as gestational hyper-
tension, pre-eclampsia, caesarean section, large-for-gestational-
age (LGA) newborns, fetal trauma, neonatal hypoglycemia,
hyperbilirubinemia and respiratory distress (8,9). In 2018, Dia-
betes Canada stated that there were insufficient evidence to
support the use of the IADPSG approach (2). The Canadian
guidelines still recommend a 2-step strategy with a 50-g glucose
challenge test (GCT) followed by a 75-g OGTT if the result of the
GCT is >7.8 mmol/L. Cutoff values for GDM diagnosis remain 5.3,
10.6 and 9.0 mmol/L, with 1 abnormal value establishing GDM
diagnosis. In the Hopital Maisonneuve-Rosemont, Montreal,
Quebec, Canada, the decision had been made to change to IADPSG
recommendations in 2015 before the publication of the most
recent Diabetes Canada guidelines (2). This study was conducted
to evaluate the impact of the IADPSG approach on the incidence
of GDM and perinatal outcomes of women who had a 75-g OGTT
during their pregnancy.

Methods
Study design
This is a retrospective cohort study. The study protocol received

approval from the institutional research ethics board. The medical
files of 3,117 pregnant women, who underwent routine GDM

screening with a 75-g OGTT between July 1, 2014 and January 1,
2016, were reviewed. Before March 1, 2015, pregnant women
underwent GDM screening with a 1-step approach using a 75-g
OGTT and were diagnosed with GDM when 1 blood glucose value
was >5.3 mmol/L fasting, 10.6 mm)/L after 1 h and 9.0 mmol/L after
2 h (pre-IADPSG group). From March 1 to December 31, 2016,
women were diagnosed according to IADPSG recommendations
(post-IASPSG group). All women with singleton pregnancy who
were screened with an OGTT during the study period were
included. Patients with abortion before 28 weeks’ gestation, mul-
tiple gestation pregnancies, pre-GDM, no GDM screening test
results and delivery at other centres were excluded.

Patients

Each patient file was reviewed to include maternal demo-
graphics and personal medical history, such as age, ethnicity, pre-
pregnancy weight, prepregnancy body mass index (BMI), chronic
hypertension and prior history of macrosomia, caesarean section
and GDM. Familial history of type 2 diabetes was also obtained.
During pregnancy, OGTT results, GDM treatment when required
and total weight gain were recorded, as were delivery and fetal
outcomes including pre-eclampsia, preterm delivery, labour
induction, caesarean section, LGA infant, macrosomia and neonatal
intensive care unit (NICU) admission.

Endpoints were defined as follows: 1) total weight gain during
pregnancy (based on the last recorded weight before delivery); 2)
gestational hypertension (defined as the onset of hypertension
after the 20th week of pregnancy in the absence of accompanying
proteinuria); 3) pre-eclampsia (defined as systolic blood pressure of
at least 140 mmHg and diastolic blood pressure of at least 90 mmHg
based on the average of at least 2 measurements after the 20th
week of pregnancy in previously normotensive women with new-
onset proteinuria, or one or more adverse conditions, or one or
more severe complications as defined by Society of Obstetricians
and Gynaecologists of Canada (SOGC) guidelines and assessed by
the obstetric team) (10); 4) primary caesarean section; 5) prema-
turity (defined as a delivery before the 37th week of pregnancy); 6)
LGA infant (defined as a birth weight of >90th percentile according
to Canadian charts) (11); 7) small-for-gestational-age infant
(defined as a birth weight of <10th percentile according to Cana-
dian charts) (11); 8) macrosomia (defined as a birth weight of
>4,000 g) (12); 9) admission to NICU and 10) presence of respira-
tory distress (defined as a need for positive pressure assisted-
ventilation for >5 min).
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Follow-up period

Women in both groups received obstetric care by the same
physicians before and after the adoption of the IADPSG recom-
mendations. For those diagnosed with GDM, diabetes care was
consistent during the study period. Women diagnosed with GDM
received individualized diet counselling by a registered dietitian
and were asked to monitor their blood sugars fasting and 1 h after
each meal during 2 weeks. If >50% of blood glucose values excee-
ded 5.2 mmol/L fasting and/or 7.7 mmol/L 1 h postmeal, insulin
therapy was added to diet. From 2014 to 2016, recommendations
for diet treatment and blood glucose thresholds for adding insulin
therapy remained exactly the same in our centre. Therefore,
patients in both groups received the same treatment and medical
follow up during their pregnancy and postpartum period. As for
child assessment, the neonatology team remained the same during
the study period.

Statistical analysis

Results are presented as means and SDs for continuous variables
with normal distribution, and as numbers and percentages for
categorical variables. Student t test for continuous variables and
chi-square test or Fisher exact test for categorical variables were
used for the comparison between the 2 groups. A linear regression
model was used for adjustment for continuous variables, and a
logistic regression model was used for categorical variables. A value
of p<0.05 was considered statistically significant. Analyses were
made using SAS version 9.4 (SAS Institute, Cary, North Carolina,
United States).

Results

A total of 3,117 women underwent routine GDM screening
between 24 and 28 weeks of gestation with a 75-g OGTT during the
study period. Among these, 287 were excluded because of overt or
pre-GDM (n=1), abortion before 28 gestational weeks (n=4),
multiple pregnancy (n=39) or delivery at another centre (n=242)
as shown in Figure 1. A total of 1,295 pregnancies were included in
the pre-IADPSG group, and 1,535 pregnancies were in the post-
IADPSG group. Before adopting the IADPSG diagnostic approach,
10.8% of pregnant patients (n=141) were diagnosed with GDM. The
incidence of GDM increased to 17.6% (n=271) when using the
IADPSG thresholds (p<0.0001). This represents an absolute
increase of 6.8% and a relative increase of 62%. In the pre-IADPSG
group, 108 additional women would have received a GDM diag-
nosis with IADPSG criteria and, therefore, were not treated as GDM
before the adoption of the guidelines. A subgroup analysis was
conducted between women with treated GDM in the pre-IADPSG
group (n=141) to which we added the 108 patients with
untreated GDM (pre-IADPSG-GDM subgroup, n=249) and women
treated for GDM in the post-IADPSG group (post-IADPSG-GDM
subgroup, n=271).

Maternal baseline characteristics are shown in Table 1. The 2
main groups were similar in terms of age, history of previous GDM,
previous caesarean section and macrosomia. The post-IADPSG
group presented a higher prepregnancy BMI (26.3 vs 25.5 kg/m?,
p=0.01), but prepregnancy weight was similar between both
groups (68.2+15.0 vs 69.4+15.4 kg, p=0.055). Data for prepreg-
nancy BMI was available for only 60% of the entire cohort (1,652 of
2,830), mostly because of missing heights; therefore, a reliable
prepregnancy weight was available for most of the cohort (2,511 of
2,830). At baseline, there was a higher prevalence of chronic
hypertension (3.7% vs 1.2%, p<0.0001) in the post-IADPSG group.
Nearly one-half of the cohort was of white ethnicity, but other
ethnic backgrounds were different between the pre-IADPSG and

Overall subjects
N=3117

Exclusions criteria:
Delivered elsewhere N= 242
Multiple gestations N= 39
Men N=1
Congenital anomalies N= 4
Prior diabetes N= 1

Eligible subjects
N= 2830

N

Former criteria IADSPG criteria
group group
N= 1295 N= 1535
GDM GDM
N= 141 N =271
(10.8%) (17.6%)

Figure 1. Flowchart describing study population. GDM, gestational diabetes mellitus;
IADPSG, International Association of the Diabetes in Pregnancy Study Group.

post-IADPSG groups as shown in Table 1. The same trends were
seen in the 2 GDM subgroups.

Pregnancy outcomes are presented in Table 2. After adopting
IADPSG diagnostic criteria, there were a significant decrease in the
rate of pre-eclampsia (2.2% pre-IADPSG vs 1.0% post-IADPSG group;
p=0.0184), labour induction (32.8% pre-IADPSG group vs 25.6%
post-IADPSG group; p<0.001) and NICU admission (8.5% pre-
IADPSG group vs 4.8% post-IADPSG group, p<0.001). Women also
tended to gain less weight during their pregnancy in the post-
IADPSG group (14.24+6.3 vs 13.3+6.2 kg, p=0.0011). Adjusted
models showed that pre-eclampsia, induction rate and NICU
admission remained significant after adjusting for gestational
weight gain, ethnicity and prepregnancy hypertension (p=0.0029
for pre-eclampsia, and p<0.0001 for induction rate and NICU
admission). Another model including prepregnancy BMI, gesta-
tional weight gain, ethnicity and prepregnancy hypertension yiel-
ded similar results (p=0.0004 for pre-eclampsia, p<0.0001 for
induction rate and p=0.0029 for NICU admission). Trends were
similar in the 2 GDM subgroups. Rates of pre-eclampsia decreased
from 2.4% to 0.4% (p=0.059) after adopting IADPSG guidelines, and
NICU admission was reduced from 8.4% to 4.4% (p=0.072). Both
results failed to reach statistical significance because of a smaller
sample size. However, labour induction rate remained significant
between the 2 GDM subgroups (40.6% pre-IADPSG-GDM subgroup
vs 30.9% post-IADPSG-GDM subgroup; p=0.028). The rates of pri-
mary caesarean section, preterm delivery, macrosomia and shoul-
der dystocia were similar in both groups.

Discussion

This retrospective study showed a statistically significant
reduction in the rate of pre-eclampsia, labour induction and NICU
admission after adopting the IADPSG approach at our institution.
The 2 GDM subgroups showed similar trends in those 3 outcomes.
In total, there was an associated increase in rates of GDM from
10.8% to 17.6%.

Our study showed a decrease in the rate of pre-eclampsia (2.2%
pre-IADPSG vs 1.0% post-IADPSG; p=0.0184). There are multiple
risk factors for pre-eclampsia including obesity, diabetes, prior
history of pre-eclampsia and chronic hypertension (13). Our post-
IADPSG group had a higher BMI (26.3 vs 25.5 kg/m?) and a higher
prevalence of chronic hypertension (3.7% vs 1.2%). An adjusted
model to account for those differences showed that the change in
pre-eclampsia between both groups remained significant
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Table 1
Baseline clinical characteristics
Baseline characteristics Pre-IADPSG criteria Pre-IADPSG criteria Post-IADPSG criteria Post-IADPSG criteria p value
entire cohort (n=1,295) GDM subgroup (n=249) entire cohort (n=1,535) GDM subgroup (n=271) (entire cohort)
Age, years 30.9+5.3 32.6+5.6 31.0+£5.2 32.2+5.1 0.40*
Ethnicity <0.0001"
White 644 (49.7) 104 (41.8) 816 (53.2) 116 (42.8)
Asian 30(2.3) 9(3.6) 41 (2.7) 16 (5.9)
Middle East 334 (25.8) 94 (37.7) 302 (19.7) 70 (25.8)
African-Caribbean 210 (16.2) 31(12.4) 303 (19.7) 47 (17.3)
Hispanic 71 (5.5) 8(3.2) 56 (3.6) 12 (44)
Other 6 (0.5) 0(0) 17 (1.1) 1(04)
Baseline BMI, kg/m? 25.5+5.6 26.2+5.6 26.3+5.9 27.4+7.1 0.011*
Prepregnancy weight, kg 68.2+15.0 70.0+16.5 69.4+15.6 71.5+17.5 0.055*
Primiparity 433 (33.4) 63 (25.3) 484 (31.5) 66 (24.4) 0.29
Pre-existing hypertension 15(1.2) 2(0.8) 56 (3.7) 13 (4.8) <0.0001"
History of GDM 52 (5.8) 28 (11.2) 49 (4.4) 22 (8.1) 0.15
History of previous c/s 125 (14.2) 34 (12.5) 184 (16.2) 42 (15.5) 0.21
History of macrosomia 81(9.2) 22 (8.8) 93 (8.4) 24 (8.9) 0.58

BMI, body mass index; ¢/s, caesarean section; GDM, gestational diabetes mellitus; JADPSG, International Association of the Diabetes in Pregnancy Study Group.

Note: Values are mean + SD, n (%), or as otherwise indicated.
* Student t test.
 Chi-square test.
¥ Fisher exact test.

(p=0.0004 when adjusted for ethnicity, prepregnancy hyperten-
sion, prepregnancy BMI and gestational weight gain). A reduction
in the rate of gestational hypertension was seen in the Duran et al
study (5) (4.1% vs 3.5%, p<0.02), where they prospectively studied
maternal and fetal outcomes in the entire obstetric population after
changing GDM diagnostic criteria from the 2-step Carpenter-
Coustan diagnostic method (n=1,750) to the IADPSG criteria
(n=1,526). There were no pre-eclampsia data in the study. Other
retrospective studies exploring perinatal outcomes in pregnant
women who had a GDM screening test before and after adopting

the IADPSG approach showed conflicting results on pre-eclampsia.
Wau et al (14) showed no change in the pre-eclampsia rate (1.1% vs
1.4%, p=0.92), whereas Feldman et al (15) showed an increased rate
of pre-eclampsia (3% vs 4%, p=0.006). The discrepancy between
studies could partially be explained by other factors, including the
difference in study population and GDM treatment protocols.

Our study also demonstrated a reduction in gestational weight
gain in the post-IADPSG group (14.2+6.3 vs 13.3+6.2 kg, p=0.0011).
This might be explained by the increase in GDM diagnosis because
this cohort benefited from a closer weight monitoring and nutrition

Table 2
Maternal and fetal outcomes
Outcomes Pre-IADPSG criteria Pre-IADPSG criteria Post-IADPSG criteria Post-IADPSG criteria p value
entire cohort (n=1,295) GDM subgroup (n=249) entire cohort (n=1,535) GDM subgroup (n=271) (entire cohort)
GDM 141 (10.8) 141 (56.6) 271 (17.6) 271 (100) <0.001
Insulin treated 58 (41) 73 (26.9) 0.0038
Weight gain during 14.2+6.3 13.1+£7.1 13.3+6.2 12.1+£6.3 0.0011
pregnancy, kg
Gestational HTN 24 (1.9) 4(1.6) 27 (1.8) 3(1.1) 0.89'
Preeclampsia 28 (2.2) 6(24) 16 (1.0) 1(0.4) 0.021"
0.0029'
0.0004
GA at delivery >37 weeks 1,203 (93.8) 231(92.8) 1,444 (94.9) 252 (92.9) 0.19'
Induction of labour 422 (32.8) 101 (40.6) 391 (25.6) 84 (30.9) <0.0001'
<0.0001*
Mode of delivery
ovD 87 (6.8) 24 (9.6) 91 (6.0) 14 (5.2) 0.39'
Primary CD 182 (14.2) 41 (16.4) 203 (13.3) 31(11.4) 0.51'
Total CD 269 (20.9) 62 (24.9) 336 (21.0) 60 (22.1) 0.49'
Shoulder dystocia 30 (0.02) 2(0.8) 31 (0.02) 4(1.5) 0.60'
Fetal weight
Macrosomia (>4,000 g) 112 (8.9) 27 (10.8) 127 (8.6) 21(7.7) 0.79'
LGA (>90th percentile) 115 (9.2) 19(7.6) 114 (8.0) 22 (8.1) 0.27'
SGA (<10th percentile) 108 (8.7) 25 (10.0) 151 (10.6) 22 (8.1) 0.10'
Infant outcomes
Stillbirth 5(0.4) 1(04) 2(0.1) 0(0) 0.26
Respiratory distress 94 (7.5) 15(6.0) 108 (7.2) 24 (8.9) 0.83'
NICU admission 107 (8.5) 21 (8.4) 71 (4.8) 12 (4.4) <0.0001'
<0.0001"
0.0029°

CD, caesarean delivery; GA, gestational age; GDM, gestational diabetes mellitus; HTN, hypertension; IADPSG, International Association of the Diabetes in Pregnancy Study
Group; LGA, large for gestational age; NICU, neonatal intensive care unit; OVD, operative vaginal delivery; SGA, small for gestational age.

Note: Values are mean =+ SD, n (%), or as otherwise indicated.
* Student t test.
T Fisher exact test.

+ Adjusted for ethnicity and prepregnancy hypertension and gestational weight gain.

§ Adjusted for ethnicity, prepregnancy hypertension, gestational weight gain and prepregnancy body mass index.
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counselling by a registered dietitian. It has been demonstrated that
patients with a higher BMI tend to gain less weight during preg-
nancy (16). The IADPSG cohort had a slightly higher BMI that could
have contributed to the reduction in weight gain. The Wu et al
study (14) showed similar results. A reduction in gestational weight
gain is likely to lead to long-term positive outcomes because
excessive gestational weight gain is associated with adverse preg-
nancy outcomes, postpartum weight retention and childhood
obesity (17).

To date, no other study has shown a difference in induction rate
after adopting IADPSG criteria. Our data might be explained by an
increased maternal and fetal monitoring for patients with GDM, but
further studies are needed to draw conclusions. NICU admissions
were also reduced in the post-IADPSG group (8.5% pre-IADPSG
group vs 4.8% post-IADPSG group, p<0.001). Because the same
trend was seen in the GDM subgroups (8.4% vs 4.4%, p=0.072), we
are confident that treating additional patients contributed to those
results. Because of the retrospective nature of our study, reasons for
NICU admission could not be further explored. However, other
studies reported a similar decrease in neonatal adverse outcome.
The Duran et al study (5) demonstrated a reduction in admission to
NICU when comparing the 2-step Carpenter-Coustan approach
with the IADPSG approach (8.2% vs 6.2%, p<0.001). The Wu et al
study (14) did not show an isolated reduction in NICU admission,
but showed an overall reduction in adverse fetal outcomes,
including NICU admission, hypoglycemia, jaundice, LGA and birth
trauma.

Primary caesarean section, LGA, preterm delivery, shoulder
dystocia and macrosomia rates were similar between both cohorts.
Results have been conflicting for those outcomes in other studies.
Some studies showed a reduction in total caesarean section rate
(5,14), but others showed an increased rate after adopting IADPSG
criteria (15,18,20). These conflicting results might be explained by
the level of medical delivery intervention normally used in GDM
settings in each of those countries. LGA rates was showed to
be lower in only 1 study, where there was a relative reduction of
20% (5).

In this retrospective study, GDM incidence increased signifi-
cantly after adopting the IADPSG recommendations (17.6% vs 10.8%,
p<0.001) when compared with our former approach also using a
1-step 75-g OGTT with higher cutoff values. Our respective pre-
IADPSG (10.8%) and post-IADPSG (17.8%) GDM incidences are very
close to the HAPO study results (19). Other studies have shown a
much higher incidence increase when IADPSG recommendations
were adopted. For instance, in Duran et al (5), the incidence of GDM
increased to 35.5% with the IADPSG approach, but other studies
showed lower incidence ranging from 9.4% to 27% (14,15,20).

Our study has multiple strengths. This is a unique study
comparing the same diagnostic approach (1-step 75-g OGTT) for
GDM screening but with different cutoff values, corresponding to
the HAPO odds ratios of 2.0 and 1.75, respectively (4). Throughout
the study, pregnant women and offspring were followed by the
same obstetric physicians and, when needed, the same neona-
tology team. GDM treatment also remained similar, making GDM
diagnosis the major change during the study period. We also
included a significant number of patients in our study. Our obser-
vations are also subject to some limitations. The main limitation is
the retrospective nature of the study. Reports were sometimes
incomplete and data were lacking on confounders, such as
maternal prepregnancy BMI. Some outcomes, such as reasons for
induction and NICU admissions, were also limited by file review.
Finally, this study did not evaluate the cost-effectiveness of the
increased incidence of GDM when compared with a possible
improvement in perinatal outcomes. Duran et al (5) showed an
absolute incidence increase in GDM diagnosis of 24.9% (from 10.6%

to 35.5%) after adopting IADPSG recommendations, and they still
found their intervention cost-effective because of the reduction in
caesarean section (25.9% vs 19.7%, p=0.002) and NICU admission
(8.2% vs 6.2%, p=0.001). We showed a much lesser increase in GDM
diagnosis and a similar reduction rate in NICU admissions.

Conclusions

The use of IADPSG criteria increased the incidence of GDM by
62%. For all pregnant women who had a 75-g OGTT during the
study period, our observations showed a reduction in the rate of
pre-eclampsia, labour induction, NICU admissions and pregnancy
total weight gain after adopting IADPSG recommendations in our
entire obstetric population. These results support the use of IADPSG
criteria in our hospital settings. Further randomized studies are
needed to evaluate the economic impact of the IADPSG approach.
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