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Abstract

Background: The aim was to evaluate the influence of the 
new International Association of Diabetes and Pregnancy 
Study Groups (IADPSG) guidelines for screening of ges-
tational diabetes mellitus (GDM) on GDM prevalence in a 
cohort from a Swiss tertiary hospital.
Methods: This was a retrospective cohort study involving 
all pregnant women who were screened for GDM between 
24 and 28 weeks of gestation. From 2008 until 2010 
(period 1), a two-step approach with 1-h 50 g glucose chal-
lenge test (GCT) was used, followed by fasting, 1- and 2-h 
glucose measurements after a 75 g oral glucose tolerance 
test (OGTT) in case of a positive GCT. From 2010 until 2013 
(period 2), all pregnant women were tested with a one-
step 75 g OGTT according to new IADPSG guidelines. In 
both periods, women with risk factors could be screened 
directly with a 75 g OGTT in early pregnancy.
Results: Overall, 647 women were eligible for the study 
in period 1 and 720 in period 2. The introduction of the 

IADPSG criteria resulted in an absolute increase of GDM 
prevalence of 8.5% (3.3% in period 1 to 11.8% in period 2).
Conclusions: The adoption of the IADPSG criteria resulted 
in a considerable increase in GDM diagnosis in our Swiss 
cohort. Further studies are needed to investigate if the 
screening is cost effective and if treatment of our addition-
ally diagnosed GDM mothers might improve short-term as 
well as long-term outcome.

Keywords: Gestational diabetes mellitus; IADPSG crite-
ria; oral glucose tolerance test; pregnancy; prevalence; 
screening.

Background
The introduction of the new International Association of 
Diabetes and Pregnancy Study Groups (IADPSG) screen-
ing criteria in 2010 [1] resulted in a massive increase in 
women who need intensive counseling and treatment 
for gestational diabetes (GDM) worldwide. The new 
thresholds were based on results of a large prospective 
cohort study, the Hyperglycemia and Adverse Pregnancy 
Outcome (HAPO) study [2]. The aim of the HAPO study 
was to investigate the degree of maternal glycemia with 
regard to adverse perinatal outcome like large-for-ges-
tational-age (LGA) infants, neonatal hypoglycemia and 
cesarean section rate. The results showed no clear thresh-
old for the occurrence of adverse outcomes, but rather a 
continuous increase of these outcomes across the range 
of glucose concentrations after universal screening with 
75 g oral glucose tolerance test (OGTT) between 24 and 28 
weeks of gestation. The thresholds were defined by odds 
ratios of 1.75 for a macrosomic child or clinical hyperinsu-
linemia (cord blood c-peptide). This screening approach 
was at first widely accepted. The Swiss Society for Endo-
crinology and Diabetology (SGED) recommended in 2009 
the use of the IADPSG criteria [3], followed by the Swiss 
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Society of Gynecology and Obstetrics (SGGG) in 2011 [4]. 
The American Diabetes Association (ADA) adopted these 
thresholds in 2010 and the World Health Organization 
(WHO) in 2013 [5, 6]. The IADPSG criteria resulted in a 
considerable increase in the prevalence of GDM up to 
45.3% [7] depending on ethnic background, obesity, mean 
maternal age at delivery and other factors. High resulting 
prevalences of GDM in some countries led to conflicting 
opinions about treatment evidence of mild GDM cases and 
cost effectiveness of the universal screening approach [8]. 
The diagnostic changes in GDM screening were made in 
the background of epidemic increases in obesity and dia-
betes type 2 worldwide. Expectations are high that by wid-
ening the diagnostic window, both short- and long-term 
outcome for mothers and their babies could be optimized.

The primary aim of our study was to analyze GDM 
prevalence before and after the introduction of the IADPSG 
criteria in a Swiss tertiary center. Secondly, we aimed 
to clarify if the change in screening approach identified 
additional women at risk of adverse perinatal outcome 
with emphasis on the detection of LGA infants.

Methods
Study population

This analysis is a retrospective cohort study involving all pregnant 
women who underwent screening for GDM at the University Women’s 
Hospital of Basel between June 2008 and January 2013 and who deliv-
ered at  > 22 completed weeks of gestation. The study was conducted 
in compliance with the Helsinki Declaration. All patient protection 
criteria were complied. According to local regulations international 
review board consent was not required for this type of study. Exclu-
sion criteria were multiple gestations, screening values conclusive 
for pre-existing diabetes mellitus (fasting glucose value  ≥ 7.0 mmol/L 
(126 mg/dL) and/or 2-h glucose value  ≥ 11.1 mmol/L (200 mg/dL) after 
75 g OGTT) at any time of pregnancy, “late” screening  > 28 weeks of 
gestation, incomplete data set or delivery elsewhere. Only the first 
pregnancy was included in the study if a woman delivered more than 
once during the study period.

GDM screening strategies

During the observational period, GDM screening consisted initially 
of a 2-step screening approach between June 2008 and September 
2010 according to the recommendations of the Canadian Diabetes 
Association (CDA) in 2008. The first step involved a universal screen-
ing between 24 and 28 weeks of gestation with a 1-h 50 g glucose 
challenge test (GCT), which could be administered in a non-fasting 
state. A glucose value  ≥ 7.8 mmol/L (140 mg/dL) was interpreted as 
a screening positive result. All women who screened positive then 
underwent a fasting, 2-h 75 g OGTT with fasting, 1-h and 2-h blood 
glucose thresholds of  ≥ 5.3  mmol/L (95 mg/dL),  ≥ 10.0  mmol/L 

(180 mg/dL) and  ≥ 8.6 mmol/L (155 mg/dL), respectively. The diagno-
sis of GDM was established if women had at least two or more values 
exceeding the thresholds values.

In accordance with the SGED recommendations of 2009 [3], the 
new one-step screening approach based on the HAPO study from 
2008 [2] were introduced in our perinatal center in October 2010. A 
28-month period between June 2008 and September 2010 with the 
two-step screening were compared with the subsequent 28-month 
period from October 2010 until January 2013 with the new one-
step screening approach. All women were screened directly with 
the 75 g OGTT with fasting, 1-h and 2-h blood glucose values with 
thresholds of  ≥ 5.1  mmol/L (92 mg/dL),  ≥ 10.0  mmol/L (180 mg/dL) 
and  ≥ 8.5 mmol/L (153 mg/dL), respectively, between 24 and 28 weeks 
of gestation. Screen-positive women were those who had at least one 
glucose value above the recommended threshold.

In both screening periods, some women with multiple risk 
 factors underwent a 75 g OGTT in early pregnancy to reduce false-
negative tests. Risk factors were BMI ≥ 30 kg/m2, Asian, African or 
Hispanic ethnicity, physical inactivity, polycystic ovary syndrome, 
intake of diabetogenic drugs, diabetes type 2 of a first grade relative, 
previous birth of a macrosomic infant or previous GDM. All early 
screen-negative women with risk factors had to complete a second 
75 g OGTT between 24 and 28 weeks of gestation. All glucose meas-
urements were performed in venous plasma.

Follow-up and delivery management

All women who screened positive for GDM were followed up by a 
nutritionist and a diabetes nurse in contact with a diabetologist 
and had regular appointments at our obstetrical outpatient clinic at 
 2–4-week intervals depending on the clinical condition, glucose val-
ues and ultrasound findings. Women who failed to meet the targeted 
glucose values after 1–2 weeks of diet management were treated with 
insulin according to the SGED guidelines [3]. No oral antiglycemic 
agents were prescribed. Labor induction was considered in women 
with GDM between 38 and 41 weeks of gestation dependent on 
insulin/diet management, glycemic control 2–4 weeks before labor, 
clinical condition and estimated fetal weight. If additionally fetal 
macrosomia was suspected, labor induction, expectant management 
or primary cesarean section was discussed with the parents accord-
ing to the recommendations by the American College of Obstetrici-
ants and Gynecologists (ACOG) [9].

Data collection and analysis

Data were extracted from the obstetrical, pediatric and laboratory 
datasets and cross matched. The following data were collected: GCT 
and OGTT test results, gestational age at the time of screening, eth-
nicity, demographic characteristics, general, medical and obstetric 
history of the mother, GDM management, and obstetric and neonatal 
outcome. Maternal pre-pregnancy weight was self-declared by the 
women during the first pregnancy visit. Maternal weight at the time 
of delivery was measured upon arrival of the women at the delivery 
ward. Pre-pregnancy and delivery weight were ranked according 
to the WHO classification system for body mass index (BMI). Ges-
tational weight gain was calculated as the difference between pre-
pregnancy and delivery weight and was ranked in categories “below 
 recommended”, “met recommended” and “above recommended” 



Huhn et al., Prevalence of gestational diabetes mellitus using IADPSG criteria      361

gestational weight gain according to the Institute of Medicine (IOM) 
guidelines of 2009 (recommended weight gain according BMI class: 
underweight ( < 18.5 kg/m2): 12–18 kg; normal (18.5–24.9 kg/m2): 11.5–
16 kg; overweight (25.0–29.9 kg/m2): 6.8–11.4 kg; obese ( ≥ 30.0 kg/m2): 
5–9 kg) [10]. Birth weight and length were collected from the delivery 
and neonatal records and weight percentiles were calculated based 
on gestational age. LGA infants were defined as neonates with a birth 
weight  ≥ 90 percentile. Macrosomia was defined as neonates with a 
birth weight  ≥ 4000 g. GDM prevalence, diet/insulin management 
and pregnancy outcomes of the screening positive and negative 
women in each period were compared. Neonatal hypoglycemia was 
defined as a glucose value of  < 2.5 mmol/L in infants born  ≥ 34 weeks 
of gestation according to the Swiss Society of Neonatology.

Statistics

Categorical and continuous variables were presented as mean (SD) or 
counts (percentages). Study groups were compared using the χ2 test 
or the independent t-test as appropriate. If the expected frequency 
was  < 5, Fisher’s exact test was used. A level of significance of P  ≤  0.05 
was considered as significant. All statistical analyses were performed 
with the statistical software R version 3.1.1 [11].

Results

Effects of IADPSG criteria on GDM prevalence

A total of 1687 women were screened for GDM during 
the study period. In the end, 1376 women with singleton 

Figure 1: Flow chart of included and excluded women in both screening periods.

pregnancies were eligible to participate in the study 
(Figure  1): 651 women in screening period 1 and 725 
women in screening period 2. Four women (0.61%) in 
screening period 1 and five women (0.69%) in screening 
period 2 had glucose values conclusive for pre-existing 
diabetes. In screening period 1, 12 women (1.9%) were 
tested in early pregnancy directly with a one-step 75 g 
OGTT because of multiple risk factors. Two women were 
diagnosed to have GDM by early screening. Eighteen 
percent of all 1-h 50 g GCTs (115/635) were interpreted 
as screening positive in 24–28 weeks of gestation. The 
subsequent 75 g OGTT in the 50 g GCT screen-positive 
group was found to be pathologic in 16.5% (19/115). This 
screening approach resulted in an overall GDM preva-
lence of 3.3% in screening period 1. In screening period 
2, 70 (9.7%) women were screened in early pregnancy 
before 24 weeks of gestation. Nineteen of these 70 women 
(27.1%) were diagnosed early in pregnancy with GDM. 
Additionally, 66 of 701 (650 first plus 51 second time 75 g 
OGTT) 75 g OGTTs in 24–28 weeks of gestation had path-
ologic glucose values (9.4%). This screening approach 
resulted in a prevalence of 11.8% in screening period 2. 
Forty-nine percent of women with GDM were diagnosed 
by fasting glucose level surpassing the threshold value 
of  ≥ 5.1 mmol/L in early and late screening (Table 1). Addi-
tionally, 35.3% and 15.3% of women were found to have 
GDM based on the glucose values over the recommended 
1- and 2-h IADPSG threshold.
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Table 1: IADPSG thresholds, cumulative proportion and total pro-
portion of each threshold to the diagnosis of GDM in period 2 (early 
and late OGTT 75 g).

Glucose 
value

  Glucose 
threshold 
(mmol/L)

  Cumulative 
proportion ≥ threshold 

(%)

  Proportion of GDM 
cases dependent 
on threshold (%)a

Fasting   5.1   5.8   49.4
1-h   10.0   10.0   35.3
2-h   8.6   11.8   15.3

aProportion of GDM cases (in %) dependent on threshold (the 
 diagnosis is found when one value exceeds the threshold).

Differences in patient characteristics and 
pregnancy outcomes

More overweight and obese women were found to have 
GDM compared to non-overweight/obese women in period 
1 as well as in period 2 (Table 2). No statistical differences 

Table 2: Characteristics of study groups in both periods.

Period  
 

Period 1 (n = 647) 
 

Period 2 (n = 720) 
 

Comparison of GDM 
groups in period 1/2

Study group No GDM 
(n = 626)

  GDM 
(n = 21)

  P-value No GDM 
(n = 635)

  GDM 
(n = 85)

  P-value P-value

Maternal age ≥ 35 years (%)   160 (26.0)  4 (19.0)  0.65  166 (26.2)  24 (28.2)  0.79  0.82
BMI pre-pregnancy (kg/m2)   23.8 (6.39)  28.2 (5.87)  0.003  23.6 (4.95)  27.7 (6.24)   < 0.001  0.99
BMI pre-pregnancy class (%)        < 0.001       < 0.001  0.60
 Underweight   35 (6.0)  0    42 (7.1)  0   
 Normal   401 (68.9)  6 (30.0)    388 (65.1)  32 (39.5)   
 Overweight   96 (16.5)  8 (40.0)    108 (18.1)  23 (28.4)   
 Obese   50 (8.6)  6 (30.0)    58 (9.7)  26 (32.1)   
BMI delivery (kg/m2)   29.7 (7.24)  33.3 (5.47)  0.01  29.1 (5.06)  32.8 (6.01)   < 0.001  0.99
BMI delivery class (%)       0.15       < 0.001  1.00
 Underweight   1 (0.2)  0    0  0   
 Normal   95 (16.8)  1 (5.3)    101 (17.8)  4 (5.5)   
 Overweight   251 (44.3)  6 (31.6)    278 (49.0)  24 (32.9)   
 Obese   219 (38.7)  12 (63.2)    188 (33.2)  45 (61.6)   
Weight gain (kg)   15.6 (6.17)  13.9 (7.61)  0.34  14.8 (6.02)  13.2 (7.06)  0.10  0.98
Weight gain groups (%)       0.95      0.50  0.95
 Below recom.   110 (20.0)  3 (15.8)    116 (20.9)  14 (19.7)   
 Met recom.   167 (30.4)  6 (31.6)    173 (31.2)  27 (38.0)   
 Above recom.   272 (49.5)  10 (52.6)    265 (47.8)  30 (42.3)   
Ethnicity (%)       0.21      0.41  0.26
 Caucasian   484 (79.1)  14 (66.7)    476 (75.3)  56 (66.7)   
 Asian (+Sri Lanka, China)   59 (9.6)  5 (23.8)    49 (7.8)  8 (9.5)   
 African   28 (4.6)  0    67 (10.6)  12 (14.6)   
 Latin American   11 (1.8)  0    10 (1.6)  1 (1.2)   
 Indian (+Pakistan, Bangladesh)  15 (2.5)  2 (9.5)    16 (2.5)  5 (6.1)   
 Other   15 (2.5)  0    14 (2.2)  2 (2.2)   
Parity ≥ 1 (%)   310 (50.6)  11 (52.4)  1.00  322 (50.9)  46 (54.8)  0.59  1.00

Data is presented as mean±standard deviation (SD), number (percentage); BMI = body mass index, GDM = gestational diabetes mellitus, 
y = years.

were found in recommended weight gain per BMI group 
according to IOM, ethnicity or parity. The patient charac-
teristics in both GDM groups in period 1 and 2 were not 
significantly different.

In screening period 1, 38% of all women with GDM 
were treated with insulin due to elevated glucose values 
despite dietary management. Insulin therapy was initi-
ated in 29% of the GDM group in screening period 2 (P = 0.12 
between both GDM groups) (Table 3). Women with GDM 
tended to deliver more frequently via primary cesarean 
section in period 1 (33.3% vs. 10.5%, P = 0.04) and period 2 
(27.4 vs. 16.1, P = 0.008) than those without GDM; however, 
there were no differences in primary cesarean section rate 
between women with GDM in period 1 and 2. Gestational 
age at delivery, rate of preterm delivery and birth weights 
were not different between women with and without GDM 
in both periods or between women with GDM in period 1 
and 2 as well as rate of macrosomia (P = 0.16 in period 1, 
P = 0.13 in period 2) or LGA infants (P = 0.06 in both periods) 
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Table 3: Pregnancy outcomes of study groups in both periods.

Period  
 

Period 1 (n = 647)  
 
Period 2 (n = 720)  

 
Comparison of GDM 

groups in period 1/2

Study group No GDM 
(n = 626)

  GDM 
(n = 21)

  P-value No GDM 
(n = 635)

  GDM 
(n = 85)

  P-value P-value

Treatment   NA     NA   NA     NA  
 Diet     13 (61.9)       60 (70.6)     0.12
 Insulin     8 (38.1)       25 (29.4)    
GA at delivery, weeks (SD 
in days)

  39+4 (14)   39+3 (6)   0.75   39+2 (19)   38+6 (21)   0.22   0.62

 < 37 weeks   27 (4.4)   2 (9.5)   0.25   57 (9.0)   8 (9.8)   1.00   0.37
Mode of delivery (%)       0.04       0.008   0.87
 CD, primary   64 (10.5)   7 (33.3)     102 (16.1)   23 (27.4)    
 CD, secondary   93 (15.2)   1 (4.8)     102 (16.1)   14 (16.7)    
 OVD   111(18.2)   1 (4.8)     98 (15.5)   8 (9.5)    
Preeclampsia (%)   13 (2.1)   2 (9.5)   0.15   10 (1.6)   2 (2.4)   0.64   0.37
Birth weight (g)   3379 (582)   3573 (589)   0.15   3320 (635)   3348 (735)   0.74   0.42
Macrosomia ( ≥ 4000 g) (%)   72 (11.8)   5 (23.8)   0.16   72 (11.4)   15 (17.9)   0.13   0.66
LGA ( ≥ 90th percentile) (%)   25 (4.1)   3 (14.3)   0.06   28 (4.4)   8 (9.5)   0.06   0.83
Infant outcome (%)              
 Cord pH  < 7.0   3 (0.6)   0   1.00   2 (0.3)   1 (1.4)   0.30   1.00
 Shoulder dystocia   2 (0.4)   0   1.00   1 (0.2)   0   1.00   1.00
 Perinat. mortality   5 (0.9)   0   1.00   3 (0.5)   1 (1.2)   1.00   0.66
 Hypoglycemia   58 (9.6)   5 (25.0)   0.046   38 (6.3)   21 (26.3)    < 0.001   0.76

Data is presented as mean±standard deviation (SD), number (percentage); CD = cesarean delivery, GDM = gestational diabetes mellitus, 
LGA = large for gestational age, NA = not applicable, OVD = operative vaginal delivery, RDS = respiratory distress syndrome; weeks = weeks (of 
gestation).

between women with and without GDM. No differences 
were found in rate of preeclampsia, asphyxia, shoulder 
dystocia or perinatal mortality. Infants of mothers with 
GDM  ≥ 34 weeks of gestation showed a higher rate of hypo-
glycemia after delivery compared to those born to women 
without GDM (period 1: 25% vs. 10%, P = 0.046; period 2: 
26% vs. 6%, P < 0.001).

Discussion
The aim of this study was to evaluate the effect of the new 
IADPSG guidelines for screening and diagnosis of GDM on 
GDM prevalence in a cohort from a single Swiss tertiary 
hospital. Instead of administering two screening methods 
to one period as previously reported we studied two 
screening periods with different screening approaches. 
The introduction of the new IADPSG criteria resulted in 
an absolute increase in GDM prevalence of 8.5% (3.3% 
in period 1 to 11.8% in screening period 2), which rep-
resents an almost fourfold increase in prevalence. This 
observation is consistent with the previously reported 
rise in prevalence in most western countries [12, 13]. Our 
and the mentioned rates of GDM prevalence in a mainly 

Caucasian population was lower than the prevalence of 
17.8% in the HAPO study, in which approximately 25,000 
pregnant women in four different continents participated 
[1]. In a sub-analysis of the HAPO study, a great variation 
in GDM frequencies was found from 9.3 to 25.5% and dif-
fered between collaborating centers [14].

Ten percent of women with GDM in screening period 
1 and 22% in screening period 2 could be detected in early 
pregnancy using the 75 g OGTT, if multiple risk factors 
were taken into account. The awareness for early GDM 
screening was much higher in our hospital after the intro-
duction of the IADPSG criteria. The screening approach 
resulted in earlier treatment through diet or with insulin 
in these women. This might be of benefit for the short and 
long term outcome of mother and child.

In screening period 2, the proportion of GDM cases 
dependent on each threshold showed similar results as 
reported in the HAPO study [1, 2]. In our cohort, 49% of 
women were diagnosed with GDM by an elevated fasting 
glucose value vs. 52% in the HAPO study, and 35% and 
15% by abnormal 1- and 2-h values vs. 35% and 13% in the 
HAPO study, respectively.

The proportion of women with insulin dependent 
GDM was decreased from 38% in screening period 1–29% 
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in screening period 2. This reduction was not statistically 
significant, possibly due to the sample size. The necessity 
of insulin therapy was high in both screening periods. 
The proportion of women who required insulin therapy 
in screening period 2 corresponded with the currently 
reported rates of insulin dependent GDM of around 25% 
[3]. Although not significant, the percentage of treated 
women with insulin therapy decreases slightly in period 
2, which means that with the lower cut-off thresholds, the 
medical community does not treat the same amount of 
women medically, but continues to put an accent on life-
style changes.

Despite the GDM diagnosis and a substantially higher 
pre-pregnancy BMI in GDM women, maternal weight 
gain was 1.6–1.7 kg less in GDM women in period 1 and 2. 
Additionally, birthweight and prevalence of macrosomia 
and LGA were relatively low. These observations possibly 
result from the great effect of the nutritional counseling 
and insulin treatment in GDM women.

Women with GDM were more likely to have a planned 
primary cesarean section than women without GDM 
in both periods (33% in screening period 1 and 27% in 
screening period 2). The major factors contributing to 
the high primary cesarean section rate were due to the 
maternal wish, fear of complications (macrosomia, high 
blood loss or perineal trauma, traumatic delivery experi-
ence) and unsuccessful labor induction, but probably not 
created through “doctor induced medicalization” due to 
higher prevalence of GDM diagnosis.

Two prospective interventional trials showed that 
treatment of mild hyperglycemia similar to those women 
detected by IADPSG criteria could significantly reduce the 
rate of macrosomia, shoulder dystocia, cesarean section, 
preeclampsia and maternal weight gain [15] and lower the 
rate of serious perinatal complications such as intrauter-
ine death, neonatal mortality, shoulder dystocia, nerve 
damage or bone fracture as well as macrosomia and preec-
lampsia [16]. But our cohort detected more women which 
were detected by even less stringent glucose thresholds 
as in both reported studies. A decrease in neonatal and 
maternal adverse events could not be shown in our study 
due to the limited number of women. The rate of LGA was 
similar in the group diagnosed with GDM according to 
IADPSG criteria with 9.5% as previously reported [17]. The 
incidence of preeclampsia, arterial cord blood pH  < 7.0, 
shoulder dystocia and perinatal mortality were rare and 
there were no statistically significant differences between 
the two periods and GDM groups.

Neonatal hypoglycemia  < 2.5 mmol/L occurred in 25% 
and 26% of infants born to mothers with GDM versus 10% 
and 6% of infants born to healthy mothers in screening 

period 1 and 2, respectively. The prevalence of 25–26% 
in neonates of mothers with GDM coincides with previ-
ously published data by Sakar et al. [18]. The prevalence 
of hypoglycemia in term infants was reported to be 12% in 
an early study in 1992 [19]. It should be noted that our find-
ings might partially be caused by detection bias, attributed 
to the fact that infants born to diabetic mothers are more 
likely to be closely monitored than normal neonates. In 
our center, all infants at increased risk for hypoglycemia 
are monitored frequently and treated early from the first 
h of life onwards with enteral feeds of breast milk accord-
ing to the guidelines of the Swiss Society of Neonatology 
to prevent hypoglycemia by promoting gluconeogenesis 
[20]. However, even with treatment of the mothers, the 
rate of neonatal hypoglycemia and thus fetal exposure 
to maternal hyperglycemia stays high and were similar in 
GDM groups of both periods.

To our knowledge, this study examines the impact 
of the new IADPSG criteria in a Swiss cohort for the first 
time. Therefore we used a retrospective approach to 
include the previous two-step screening approach and 
compared the two-step to the one-step screening test 
recommended by the IADPSG in 2010 [1]. The retrospec-
tive nature of the study limited the possibility of data 
acquisition. Another limitation of the study is the lack 
of multivariable logistic regression analysis to determine 
whether the degree of glucose tolerance had an impact on 
the adverse pregnancy outcomes. This was due to the low 
number of adverse events in both periods. The essential 
issue, whether women which were not diagnosed with the 
previous screening (period 1), but are now diagnosed with 
the current screening (period 2), had a better maternal 
and offspring short- and long-term outcome when treated, 
could not be elucidated with our study.

The debate about the new IADPSG criteria is ongoing. 
Some authors think that adopting the IADPGS criteria 
might be less beneficial [21–23]. Firstly, especially minor 
glucose abnormalities are likely to be detected. Secondly, 
the diagnostic test using a single OGTT 75 g shows low 
reproducibility. Thirdly, the evidence for a treatment 
benefit in these mild cases is weak. On the other hand, 
supporters of the new IADPSG criteria emphasize that 
implementation of lifestyle modifications even in women 
with mild GDM will change nutritional and exercise 
behavior positively and might improve acceptance of post-
delivery counseling to reduce the future diabetes risk. The 
reduction of diabetes type 2 in the mothers might then be 
cost effective [24].

In conclusion, the adoption of the new IADPSG cri-
teria resulted in a considerable and expected increase 
in GDM diagnosis in our single center Swiss cohort. Due 
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to the small numbers of adverse events in our screening 
periods, improvements in outcome for mothers and their 
neonates could not be detected. Further randomized 
controlled trials are needed to investigate whether treat-
ment of additionally diagnosed mothers with GDM might 
improves short-term as well as long-term outcomes, 
including cost-effectiveness analyses.
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