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Gestational diabetes mellitus is the most common medical 
complication of pregnancy and refers to hyperglycaemia in 
pregnancy that does not meet the criteria for overt diabetes. 

Although it is usually asymptomatic, if undiagnosed it can present 
with glycosuria, polyhydramnios, a large-for-gestational-age infant, 
hypertensive disease in pregnancy and, rarely, stillbirth. Complica-
tions associated with gestational diabetes across the life course are 
listed in the Table, and include long-term cardiometabolic disease 
for women and their offspring. The causes of gestational diabetes 
include a combination of genetic, epigenetic and environmental 
factors, reflected by the risk factors shown in Box 1.1

The prevalence of gestational diabetes in Australia continues to 
increase, corresponding to background rates of obesity, prediabetes 
and diabetes in women of reproductive age. The Australasian 
Diabetes in Pregnancy Society (ADIPS) has recently updated its 
Consensus Recommendations for the Screening, Diagnosis and Clas-
sification of Hyperglycaemia in Pregnancy, endorsed by several national 
professional bodies, including the Royal Australasian College of 
Obstetrics and Gynaecology and the Royal Australasian College 
of General Practitioners.2
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The Australasian Diabetes in Pregnancy Society’s recent 
update of its screening and diagnosis recommendations for 
gestational diabetes promote the earlier detection of the 
condition and a life course approach. GPs have a crucial 
role in early testing and ongoing risk management, to 
ensure the best outcome for women with gestational 
diabetes and their offspring.

PERSPECTIVE  PEER REVIEWED

Key points
•	New Australasian Diabetes in Pregnancy Society 

recommendations for diagnosing gestational diabetes reflect 
rising rates of obesity and diabetes in women of reproductive 
age, as well as other contributing factors.

•	Gestational diabetes is now seen as a lifelong, modifiable risk 
factor for future cardiometabolic disease.

•	Diagnostic thresholds for the 75 g two-hour pregnancy oral 
glucose tolerance test (POGTT) have been raised.

•	Early POGTT before 20 weeks’ gestation (preferably between  
10 and 14 weeks’ gestation) is now recommended for women 
with risk factors for hyperglycaemia to reduce pregnancy 
complications. 

•	All women should still be screened for gestational diabetes with 
a POGTT at 24 to 28 weeks’ gestation.

•	GPs play a crucial role in implementing a life course approach  
to gestational diabetes by screening women with risk factors  
pre- and early pregnancy to identify overt or gestational 
diabetes, assessing glucose status postpartum and 
implementing interventions to reduce future risk of type 2 
diabetes, cardiovascular disease and obesity.
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The new approach to screening and diagnosis of 
gestational diabetes  
Between 2022 and 2024, the ADIPS undertook extensive consultation 
to update their 2014 national guidelines for the screening and diagnosis 
of gestational diabetes, following the release of findings from the Treat-
ment of Booking Gestational diabetes Mellitus (TOBOGM) randomised 
controlled trial (RCT).2-4 This trial demonstrated clear benefit in the 
detection and treatment of early gestational diabetes, defined as hyper-
glycaemia less than overt diabetes detected before 20 weeks’ gestation. 
The Flowchart summarises the 2025 ADIPS recommendations.2 

Detecting overt diabetes in pregnancy 
Glycated haemoglobin (HbA1c) levels  are often used to diagnose diabetes 
in nonpregnant adults but may be affected by altered red cell turnover, 
such as that caused by iron deficiency or haemoglobinopathies, as well 
as by pregnancy.1 An HbA1c threshold of 6.5% (≥48 mmol/mol) and 
above can be used to diagnose overt diabetes in pregnancy, with these 
women managed as having previously undiagnosed type 2 diabetes 
until it can be confirmed by postpartum testing.3 Although HbA1c 
lacks sensitivity for detecting gestational diabetes, it correlates with 
adverse pregnancy outcomes.5 For this reason, it is now recommended 
to measure HbA1c with initial blood tests in the first trimester, in women 
with risk factors for gestational diabetes, as listed in Box 1.1 

Identifying overt diabetes early in pregnancy enables timely initiation 
of high-dose folic acid, optimisation of maternal glycaemia to reduce 
the risk of congenital malformations and increased antenatal surveil-
lance. Management should also include prompt referral to a local 
specialist diabetes in pregnancy service for diabetes education, initiation 
of self-blood glucose monitoring, baseline retinal screening and assess-
ment of albuminuria. Although some women with overt diabetes in 
pregnancy may not have confirmed pre-existing diabetes on postpartum 
glucose testing, they still benefit from early intensive management. 

Most women with an HbA1c level in the prediabetes range (6.0 to 
6.4% [42 to 47 mmol/mol]) will also return an abnormal one-step 75 g 
two-hour pregnancy oral glucose tolerance test (POGTT), and many 

antenatal services treat them as having early gestational diabetes in 
accordance with local policy. This approach avoids the need for a second 
confirmatory early POGTT and allows timely initiation of management, 
including referral to a specialist service for counselling, lifestyle edu-
cation and self-monitoring of blood glucose. 

The treatment of abnormal HbA1c levels in early pregnancy is 
summarised in Box 2, and further management is detailed in the 
Flowchart.2

The evolution of gestational diabetes screening and 
diagnosis
The diagnosis of gestational diabetes has undergone several revisions 
over time. The previous change in Australia occurred in 2014, when 
ADIPS endorsed the WHO-recommended one-step 75 g two-hour 
POGTT, performed at 24 to 28 weeks’ gestation, with diagnostic 
thresholds of: 6,7

•	 fasting blood glucose of 5.1 mmol/L or higher
•	 one-hour postload blood glucose of 10.0 mmol/L or higher
•	 two-hour postload blood glucose of 8.5 mmol/L or higher. 

1. Risk factors for gestational diabetes*1

•	 Previous gestational diabetes

•	 Maternal age >40 years

•	 Family history of diabetes

•	 Obesity (BMI ≥30 kg/m2)

•	 Previous macrosomia (birthweight >4500 g)

•	 Polycystic ovary syndrome

•	 Ethnicity or race associated with a high incidence of type 2 diabetes, 
including Asian, Middle Eastern, African, Aboriginal and Torres  
Strait Islander people

Abbreviations: BMI = body mass index; TOBOGM = Treatment of Booking Gestational 
diabetes Mellitus. 

* Used for early screening in the TOBOGM trial.

Table. Complications associated with gestational diabetes across the life course

Life stage Gestational diabetes complications

Short-term Long-term 

Maternal •	 Hypertensive disorders of pregnancy, including pre-eclampsia
•	 Obstetric intervention 

–	 induction of labour
–	 caesarean section

•	 Recurrence of gestational diabetes
•	 Type 2 diabetes  
•	 Cardiovascular disease
•	 Chronic kidney disease

Neonatal •	 Stillbirth
•	 Macrosomia
•	 Large-for-gestational-age infant
•	 Shoulder dystocia
•	 Respiratory distress syndrome, transient tachypnoea of the 

newborn and lesser degrees of neonatal respiratory distress
•	 Hypoglycaemia
•	 Hyperbilirubinaemia

•	 Impaired glucose tolerance and type 2 diabetes
•	 Obesity 
•	 Neurodevelopmental disorders, including autism and 

attention deficit hyperactivity disorder
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FBG ≥7.0 mmol/L, or  
2h-BG ≥11.1 mmol/L

Overt diabetes in pregnancy

FBG ≥7.0 mmol/L, or  
2h-BG ≥11.1 mmol/L

Overt diabetes in pregnancy

FBG ≥5.3–6.9 mmol/L, or 
1h-BG ≥10.6 mmol/L, or 

2h-BG ≥9.0–11.0 mmol/L

Early gestational diabetes

FBG ≥5.3–6.9 mmol/L, or 
1h-BG ≥10.6 mmol/L, or 

2h-BG ≥9.0–11.0 mmol/L

Gestational diabetes

FBG <5.3 mmol/L, and
1h-BG <10.6 mmol/L, and 

2h-BG <9.0 mmol/L

No early gestational diabetes

FBG <5.3 mmol/L, and 
1h-BG <10.6 mmol/L, and 

2h-BG <9.0 mmol/L

No gestational diabetes

Are risk factors for gestational diabetes present (see Box 1)?

Yes

Yes

No

No

HbA1c 6.5% (≥48 mmol/mol)

Overt diabetes in pregnancy 
No POGTT needed (see Box 2)

Measure HbA1c with initial blood tests in first trimester  
(preferably before 8–10 weeks’ gestation)

Recommend POGTT‡ before 20 weeks’ gestation
(preferably at 10–14 weeks’ gestation)

A pregnant woman presents for the first antenatal visit

2025 ADIPS recommendations for gestational diabetes*

Are any of the following present?
• HbA1c 6.0–6.4% (42–47 mmol/mol; see Box 2)
•  Previous gestational diabetes
•  Local policy† or individualised risk assessment  
     indicates need for early screening

Recommend POGTT at 24–28 weeks’ gestation

Abbreviations: 1h-BG = one-hour postload blood glucose; 2h-BG = two-hour postload blood glucose; ADIPS = Australasian Diabetes in Pregnancy Society; FBG = fasting blood glucose;  
HbA1c  = glycated haemoglobin; POGTT = pregnancy oral glucose tolerance test. 

* Based on Treatment of Booking Gestational diabetes Mellitus trial data.2

† Local policies may adopt the risk factors outlined in Box 1 to determine referral for an early POGTT (i.e. 75 g two-hour oral glucose tolerance test), consistent with the approach used in the Treatment  
   of Booking Gestational diabetes Mellitus trial.
‡  If POGTT samples cannot be centrifuged within 30 minutes, citrate tubes should be used for collection.

Adapted from the Australasian Diabetes in Pregnancy Society 2025 consensus recommendations for the screening, diagnosis and classification of gestational diabetes.2
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These criteria were based on the Hyperglycaemia And Pregnancy 
Outcomes (HAPO) Study, a prospective observational cohort study 
involving 23,000 women worldwide, including two Australian sites.8 

HAPO Study demonstrated a linear relationship between maternal 
fasting, one-hour and two-hour postload blood glucose levels and 
the risk of adverse pregnancy outcomes. 

Informed by the HAPO Study, the International Association for 
the Diabetes in Pregnancy Study Groups established consensus- 
based POGTT diagnostic thresholds for gestational diabetes in later 
pregnancy, which were subsequently endorsed by the WHO.9 How-
ever, this approach relied on two assumptions that have since been 
disproven: firstly, that maternal hyperglycaemia only affects the 
fetus from 24 to 28 weeks’ gestation, and secondly, that treating 
hyperglycaemia before this point (if not overt diabetes) is of limited 
clinical benefit.

The new paradigm of gestational diabetes management
Just as there is a linear relationship between blood glucose levels at 
24 to 28 weeks’ gestation and pregnancy complications, emerging 
evidence confirms this relationship exists in early pregnancy as 
well.10,11 Furthermore, serious pregnancy complications (e.g. perinatal 
mortality) and more severe gestational diabetes (e.g. greater need 
for insulin therapy) are more common among women diagnosed 
earlier in pregnancy.12 

Ultrasound studies have demonstrated signs of fetal overgrowth, 
specifically increased abdominal circumference, as early as 20 weeks’ 
gestation, before the traditional diagnostic window for gestational 
diabetes from 24 weeks’ gestation.13 More recently, continuous glucose 
monitoring has shown that women who are later diagnosed with 
gestational diabetes already exhibit elevated blood glucose levels 
(below the threshold for overt diabetes) from early pregnancy.14

It is now increasingly recognised that a significant proportion 
(estimated at 30 to 70%) of women with gestational diabetes have 
early hyperglycaemia present before conception and continuing into 
early pregnancy. This form of hyperglycaemia, below the diagnostic 
threshold for overt diabetes, includes impaired fasting glucose, 
impaired glucose tolerance and prediabetes, and is associated with 
increased risk of pregnancy complications.1  

In the HAPO Study, even a fasting glucose level of 5.1 mmol/L 
(below the impaired fasting glucose threshold) was associated with 
a 75% increased risk of adverse pregnancy outcomes, independent 
of other factors such as obesity.8 According to The Diabetes Atlas, 
published in 2025 by the International Diabetes Federation, the 
prevalence of impaired fasting glucose among women of reproductive 
age is 4.8 to 10.2%, and the prevalence of impaired glucose tolerance 
is 6.3 to 13.4%, depending on the specific age group.15 The global 
prevalence of gestational diabetes of 15.6% likely reflects this burden 
of preconception, mild but fetotoxic, hyperglycaemia.

It is important to recognise that women diagnosed with early 
gestational diabetes often enter and leave pregnancy with an underlying 
predisposition to metabolic disease. This includes a tenfold increased 
risk of type 2 diabetes and a twofold increased risk of cardiovascular 

disease.16,17 However, this long-term risk may be mitigated through 
the education, lifestyle changes and health service engagement that 
typically follow a diagnosis of gestational diabetes, particularly when 
integrated into ongoing screening and support programs.18 This 
paradigm shift from viewing gestational diabetes as a transient preg-
nancy complication to understanding it as part of a broader, lifelong 
cardiometabolic condition that begins before conception and continues 
well beyond delivery is illustrated in the Figure.

Evidence for screening for and diagnosing early 
gestational diabetes
Recognising that early gestational diabetes exists and is associated 
with significant pregnancy risks may be clinically useful from a 
monitoring and obstetric perspective. However, until 2023, it was 
unclear whether treatment of early gestational diabetes conferred 
measurable benefits. 

A large population-based intervention (n = 40,206) that shifted 
from no systematic early screening and treatment to first-trimester 
screening and treatment for women with obesity demonstrated 
improved outcomes. This change was associated with a reduction in 
large-for-gestational infants (adjusted odds ratio [aOR] 0.89; 95% 
confidence interval [CI], 0.82–0.96) and caesarean delivery (aOR 0.89; 
95% CI, 0.85–0.93) across the entire population.19 Among those 
women diagnosed with gestational diabetes, large-for-gestational 

2. How to manage abnormal HbA1c levels in early pregnancy2

HbA1c 6.5% (≥48 mmol/mol) 
Likely indicates previously undiagnosed diabetes and should be 
classified as overt diabetes in pregnancy until confirmed by 
postpartum glucose testing.
•	 Initiate high-dose folic acid, up to 12 weeks’ gestation
•	 Optimise maternal glycaemia to reduce the risk of congenital 

malformations and other pregnancy complications 
•	 Increase antenatal surveillance
•	 Refer immediately to the local specialist diabetes in pregnancy 

service for:
–	 diabetes education
–	 individualised dietetic review
–	 commencement of self-blood glucose monitoring 
–	 baseline diabetes complications screening, including retinal  

and renal assessments

HbA1c 6.0–6.4% (42–47 mmol/mol) 
May indicate pre-existing intermediate hyperglycaemia, which is linked 
to a higher risk of pregnancy complications and future type 2 diabetes. 
These levels align with the Australian definition of prediabetes outside 
of pregnancy.
•	 Refer to specialist diabetes in pregnancy service for ongoing care 

(as above)
•	 Some local policies recommend diagnosing early gestational diabetes 

without a one-step 75 g two-hour POGTT, given the high proportion of 
women who will have hyperglycaemia and to spare them the 
discomfort of a POGTT

Abbreviations: HbA1c = glycated haemoglobin; POGTT = pregnancy oral glucose tolerance test.
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births were nearly halved (aOR 0.52; 95% CI, 0.39–0.70) and caesarean 
delivery was reduced by more than 20% (aOR 0.78; 95% CI, 0.65–0.94). 
Importantly, 80% of women diagnosed with early gestational diabetes 
did not meet diagnostic criteria for diabetes after pregnancy.

The TOBOGM trial was the first – and remains the only – large 
scale trial to investigate the screening and treatment of early gestational 
diabetes (n = 802).4 TOBOGM demonstrated a significant reduction 
in multiple pregnancy complications by diagnosing and treating 
gestational diabetes before 20 weeks’ gestation in women with risk 
factors, using the aforementioned WHO criteria.7  

Optimal timing for treating early gestational diabetes
The TOBOGM trial also explored the optimal timing for screening and 
treatment of early gestational diabetes before 20 weeks’ gestation. Treat-
ment initiated before 14 weeks’ gestation (mostly from 10 weeks) was 
associated with the greatest absolute reduction in a composite of adverse 
pregnancy outcomes of −8.9% (95% CI, −15.1% to −2.6%), corresponding 
to a relative reduction of 25%. This early intervention was also asso-
ciated with a cost saving of $5548 (95% CI, −$16,740 to $1547).4,20

Diagnostic criteria for early gestational diabetes
The TOBOGM trial  also compared two sets of diagnostic thresholds 
for gestational diabetes in early pregnancy: the current WHO 

diagnostic POGTT criteria (as detailed above) and the higher Cana-
dian Diabetes Association (CDA) diagnostic criteria, which are: 4,7 
•	 fasting glucose level of 5.3 to 6.9 mmol/L
•	 one-hour postload blood glucose level of 10.6 mmol/L or higher
•	 two-hour postload blood glucose level of 9.0 to 11.0  mmol/L. 

Both sets of criteria were derived from HAPO Study data for 
adverse pregnancy outcomes at 24 to 28 weeks’ gestation, with WHO 
thresholds reflecting a 75% excess risk and CDA thresholds reflecting 
a doubling of risk.8 

In the TOBOGM trial, use of the higher CDA thresholds was 
associated with a significant reduction in severe perinatal outcomes 
(aOR −7.8; 95% CI, −14.6% to −0.9%) with an insignificant cost 
saving.4,20 In contrast, the WHO criteria resulted in only a small and 
nonsignificant reduction in severe perinatal outcomes and were not 
significantly more costly.7 Notably, using WHO criteria for early 
gestational diabetes was associated with a significant 77% increased 
risk of small-for-gestational-age infants, suggesting possible harm 
from overtreatment at these lower glucose thresholds.  

What to do at 24 to 28 weeks’ gestation
The traditional approach of screening for and diagnosing gestational 
diabetes at 24 to 28 weeks’ gestation has historically grouped together 
two distinct populations: those with undiagnosed early gestational 

Prepregnancy Pregnancy

First trimester screening to detect early
gestational diabetes, prediabetes and overt 
diabetes in those at high risk (see Box 1)

Universal screening at 24–28 weeks’ 
gestation

Gestational diabetes diagnosis and
management

Manage gestational diabetes with:
•	 lifestyle adjustments
•	 increased physical activity
•	 self-blood glucose monitoring
•	 pharmacotherapy, if required

Continue management with:
•	 lifestyle adjustments
•	 increased physical activity
•	 self-blood glucose monitoring
•	 pharmacotherapy, if required

Postpartum

Postpartum 6–12 week OGTT to
confirm postpartum glucose status
alongside baby follow up

National Diabetes Services Scheme 
provides prompts and information

Refer to state or other lifestyle-based 
programs (e.g. Get Healthy Service)

Long-term disease prevention of
maternal type 2 diabetes, obesity 
and cardiovascular disease

Target modifiable risk factors for 
gestational diabetes, such as obesity 
with dietary adjustments and increased 
physical activity

Counselling, including use of 
contraception

Diabetes screening in women with risk 
factors

Population-level healthy lifestyle promotion

Figure. Life course approach to gestational diabetes.
Abbreviation: OGTT = oral glucose tolerance test.
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diabetes (who are at higher risk of pregnancy complications) and 
those who develop gestational diabetes later due to the rising insulin 
resistance seen in later pregnancy. 

Although early landmark RCTs demonstrated the benefit of treating 
gestational diabetes from 24 to 28 weeks’ gestation, these benefits may 
now be reduced if higher-risk women are identified and treated earlier 
in pregnancy.21,22 Since those initial trials, additional large population- 
based RCTs have examined diagnosis later in pregnancy. The New 
Zealand Gestational Diabetes Mellitus Trial of Diagnostic Detection 
Thresholds compared the New Zealand criteria (fasting/two-hour 
postload blood glucose level: 5.5/9.0 mmol/L) with the current WHO 
diagnostic thresholds using the two-hour 75 g POGTT.7,23 Although 
no overall benefit was found from using the lower WHO thresholds 
across the general obstetric population, subgroup analysis showed 
that women with otherwise untreated gestational diabetes did benefit 
from diagnosis using the WHO criteria. 

Despite these findings, the revised ADIPS recommendations use 
the same, higher POGTT criteria for both early and later gestation.2 
This decision was based on stakeholder feedback supporting a con-
sistent diagnostic approach, and it results in about 40% fewer women 
being diagnosed with gestational diabetes. However, this change 
means that a small number of women who might have benefited from 
diagnosis using the lower WHO criteria will now be missed. Depend-
ing on local policy, women meeting the WHO criteria at 24 to 28 weeks’ 
gestation could be considered for specific management strategies (e.g. 
commencement of self-monitoring of blood glucose, fetal ultrasound 
at 36 weeks). However, the balance of harm (potential overtreatment) 
and benefit (avoidance of undertreatment) remains uncertain.

Precision and accuracy of glucose measurement
All glucose measurements, including those from the POGTT, are 
subject to significant variability. This is further exacerbated by 
suboptimal preanalytical handling, such as failure to centrifuge the 
blood glucose sample within 30 minutes or the use of fluoride rather 
than citrate as a preservative. Inadequate handling can result in a 
glucose decline of about 0.1 to 0.2 mmol/L per hour.24 For example, 
one hospital observed a 77% increase in gestational diabetes diagnosis 
after switching from hospital orderly pickup and delivery of blood 
samples to a vacuum tube system.25 

Models of care
Several models of care for gestational diabetes management operate 
across Australia. All models include: diabetes counselling and edu-
cation; dietitian review; self-monitoring of blood glucose; escalation 
to metformin, insulin therapy or both, if glucose targets are not 
achieved with lifestyle intervention alone; and more intensive obstetric 
and ultrasound monitoring. Referral to specialist care is a local 
decision, provided that healthcare professionals involved have the 
appropriate skills and competencies, and that urgent clinical pathways 
are in place and are operational. 

All women diagnosed with gestational diabetes should be regis-
tered with the National Diabetes Services Scheme, which reduces 

the cost of self-monitoring of blood glucose levels and provides access 
to high-quality educational materials.

Continuous glucose monitoring
Continuous glucose monitoring is a fundamental part of modern 
type 1 diabetes care and is increasingly being used in type 2 diabetes. 
The role of continuous glucose monitoring in gestational diabetes, 
for both diagnosis and management, remains unclear. Targeting 
lower mean glucose levels and a higher percentage of time within 
the pregnancy blood glucose level range may offer some benefit, 
although this was not demonstrated in the first large trial of con-
tinuous glucose monitoring in gestational diabetes.26,27

Postpartum and long-term follow up
All women with a history of gestational diabetes should undergo a 
postpartum oral glucose tolerance test (OGTT) at six to 12 weeks, 
followed by annual OGTT to identify undiagnosed diabetes before 
a subsequent pregnancy and to reduce the risk of long-term com-
plications. Once the reproductive years are complete (including 
through the use of effective long-acting reversible contraception), 
screening frequency may be reduced to every three years. If women 
are unable to attend for an OGTT, both fasting glucose and HbA1c 
tests can be used, although they are less sensitive than the OGTT. 
Annual cardiovascular assessment (including blood pressure 
and lipid profile monitoring) is also recommended. Offspring 
should be monitored closely for overweight, obesity or other 
cardiometabolic complications.

Conclusion
The recent ADIPS consensus recommendations raise the diagnostic 
thresholds for the POGTT at any stage of pregnancy and advise an 
early POGTT between 10 and 14 weeks’ gestation for women with 
risk factors to identify early gestational diabetes. These updates 
reflect a paradigm shift: gestational diabetes is now viewed as a life 
course condition and a modifiable risk factor for future diabetes 
and cardiovascular disease, against the backdrop of rising rates of 
obesity, prediabetes and diabetes in women of reproductive age. 
GPs play a central role in this evolving model by facilitating pre-
pregnancy risk factor modification, enabling early screening for 
gestational diabetes and overt diabetes and ensuring timely post-
partum glucose assessment. Long-term follow up with lifestyle 
intervention and regular cardiometabolic screening is essential – not 
only to reduce maternal risk, but also mitigate the future risk of 
obesity and abnormal glucose tolerance in the offspring.�   ET
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