
1Mahmoud E, et al. BMJ Open 2024;14:e091258. doi:10.1136/bmjopen-2024-091258

Open access 

Association between gestational 
diabetes mellitus diagnostic criteria and 
adverse pregnancy outcomes—a 
systematic review and meta- analysis of 
adjusted effect sizes from studies using 
current diagnostic criteria

Elhassan Mahmoud    , Abdalla Moustafa Elsayed, Basant Elsayed, 
Yasmin Elsalakawi, Aswathy Gopinath, Tawanda Chivese

To cite: Mahmoud E, 
Elsayed AM, Elsayed B, 
et al.  Association between 
gestational diabetes mellitus 
diagnostic criteria and adverse 
pregnancy outcomes—a 
systematic review and meta- 
analysis of adjusted effect sizes 
from studies using current 
diagnostic criteria. BMJ Open 
2024;14:e091258. doi:10.1136/
bmjopen-2024-091258

 ► Prepublication history 
and additional supplemental 
material for this paper are 
available online. To view these 
files, please visit the journal 
online (https://doi.org/10.1136/ 
bmjopen-2024-091258).

Received 16 July 2024
Accepted 28 October 2024

Qatar University College of 
Medicine, Doha, Ad Dawhah, 
Qatar

Correspondence to
Tawanda Chivese;  
 tchivese@ qu. edu. qa

Original research

© Author(s) (or their 
employer(s)) 2024. Re- use 
permitted under CC BY- NC. No 
commercial re- use. See rights 
and permissions. Published by 
BMJ.

ABSTRACT
Objectives To quantify the association between 
Gestational Diabetes Mellitus (GDM) and adverse 
pregnancy outcomes and primarily compare the 
associations between diagnostic criteria following the 
International Association of Diabetes and Pregnancy Study 
Groups (IADPSG) recommendations and non- IADPSG 
criteria, which use higher blood glucose cut- offs.
Design Systematic review and meta- analysis of 
observational studies using contemporary GDM diagnostic 
criteria.
Data sources PubMed, Scopus, Google Scholar, Cochrane 
Database of Systematic Reviews and the Cumulative Index 
to Nursing and Allied Health Literature (CINAHL) were 
searched for articles published between 2010 and 2023. 
The search was carried out on 15 May 2023.
Eligibility criteria Studies were included if they were 
observational studies that reported adjusted effect 
sizes for GDM- related adverse outcomes and compared 
outcomes between women with and without GDM, used 
contemporary diagnostic criteria and were conducted after 
2010.
Data extraction and synthesis Two reviewers 
independently extracted data and assessed study quality 
using the MethodologicAl STandards for Epidemiological 
Research (MASTER) scale. Bias- adjusted inverse variance 
heterogeneity meta- analysis models were used to 
synthesise adjusted effect sizes. The same meta- analytic 
models were used to synthesise the overall OR and their 
95% CIs for comparisons of the criteria which followed the 
IADPSG recommendations to other criteria, mostly with 
higher blood glucose cut- offs (non- IADPSG).
Results We included 30 studies involving 642 355 
participants. GDM was associated with higher odds of 
maternal outcomes, namely; caesarean section (adjusted 
OR (aOR) 1.24, 95% CI 1.01 to 1.51) and pregnancy- 
induced hypertension (aOR 1.55, 95% CI 1.03 to 2.34). 
GDM was associated with higher odds of neonatal 
outcomes, specifically; macrosomia (aOR 1.38, 95% CI 
1.13 to 1.69), large for gestational age (aOR 1.42, 95% CI 
1.23 to 1.63), preterm birth (aOR 1.41, 95% CI 1.21 to 

1.64), neonatal intensive care unit admission (aOR 1.42, 
95% CI 1.12 to 1.78), neonatal hypoglycaemia (aOR 3.08, 
95% CI 1.80 to 5.26) and jaundice (aOR 1.47, 95% CI 1.12 
to 1.91). Further analyses showed no major differences in 
adverse pregnancy outcomes between IADPSG and non- 
IADPSG criteria.
Conclusions GDM is consistently associated with adverse 
pregnancy, maternal and foetal outcomes, regardless of 
the diagnostic criteria used. These findings suggest no 
significant difference in risk between lower and higher 
blood glucose cut- offs used in GDM diagnosis.

INTRODUCTION
Gestational diabetes mellitus (GDM) is 
defined as any degree of glucose intolerance 
with onset or first recognition during preg-
nancy and it affects 14% of pregnancies glob-
ally.1 2 After delivery, most women diagnosed 
with GDM revert to normal glycemic status, 
however, both the mother and their offspring 
are at a higher risk of developing type 2 
diabetes and cardiovascular disease later 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ Utilised contemporary studies with modern 
Gestational Diabetes Mellitus (GDM) diagnosis cri-
teria, relevant to current debate on screening and 
diagnosis of GDM.

 ⇒ Included only adjusted effect sizes, minimising the 
influence of confounding on the relationship be-
tween GDM and outcomes.

 ⇒ Limitations include the use of data from observa-
tional studies, where confounding factors could not 
be fully eliminated.

 ⇒ Had a limited number of studies using non- 
International Association of Diabetes and Pregnancy 
Study Group criteria, potentially affecting the con-
clusiveness of the analysis.
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in life.3 4 The hyperglycaemia and pregnancy outcomes 
(HAPO) study showed that there was a linear increase in 
the risk of adverse pregnancy outcomes with increasing 
blood glucose, but there are no known cut- offs at which 
the risk of these outcomes becomes significantly elevated, 
unlike diabetes outside of pregnancy.5 6 Although many 
guideline bodies have adopted the International Associa-
tion of Diabetes and Pregnancy Study Groups (IADPSG) 
recommendations, debate is still ongoing about the 
appropriate GDM screening strategies, blood glucose cut- 
offs and timing of GDM testing.7–9 Given the variation of 
the diagnostic criteria for GDM and screening approaches 
internationally, the prevalence of GDM varies widely.10 
It is still not clear how the heterogeneity in screening 
approaches and diagnostic criteria affects the association 
between GDM and adverse pregnancy outcomes.

There is now abundant evidence that GDM not only 
causes adverse pregnancy outcomes and future type 2 
diabetes and cardiovascular disease, but also has impact 
on a woman’s mental health and is associated with higher 
costs to the health system.3 4 11–14 The landmark HAPO 
study findings showed that milder levels of hyperglycaemia 
can adversely affect pregnancy outcomes.5 These findings 
resulted in changes and revisions to many international 
GDM diagnosis guidelines, based on the recommenda-
tions of the IADPSG published in 2010.6 The WHO in 
2013,15 the American Diabetes Association (ADA),16 the 
Australasian Diabetes in Pregnancy Society (ADIPS)17 and 
the Society for Endocrinology, Metabolism and Diabetes 
of South Africa (SEMDSA)18 are examples of guideline 
bodies which adapted their GDM diagnostic guidelines to 
align with the IADPSG recommendations. The IADPSG 
recommends universal screening for GDM of all pregnant 
women without pre- existing diabetes, between 24 and 28 
weeks of gestation using a one- step 2 hour 75 g oral glucose 
tolerance test (OGTT) and to diagnose GDM if a woman 
has one abnormal test result based on the following cut- 
offs: fasting plasma glucose (FPG)≥5.1 mmol/L, 1 hour 
OGTT plasma glucose≥10.0 mmol/L or 2 hour OGTT 
plasma glucose≥8.5 mmol/L.6

Despite the consensus on the adverse effects of hyper-
glycaemia on pregnancy outcomes, there is still a lack 
of agreement on GDM screening, testing and diagnosis, 
evidenced by the existence of more than 30 different GDM 
dianostic guidelines in use in many regions and countries 
worldwide.19 The differences in these criteria are not only 
in diagnostic maternal blood glucose levels, but also in 
the screening approaches, glucose testing methods and 
timing of GDM screening. Some of the heterogeneity also 
stems from differences in resource allocation for GDM 
care, while others arise from uncertainty in the evidence 
about the appropriate GDM screening and testing 
approaches. Some notable guideline bodies that have not 
adopted the IADPSG recommendations are the National 
Institute for Health and Care Excellence (NICE) which 
recommends risk factor- based GDM screening and has 
maintained a higher fasting glucose of ≥5.6 mmol/L 
for GDM diagnosis.20 Another example is the Diabetes 

in Pregnancy Study Group India (DIPSI) which recom-
mends testing in a non- fasting state and diagnosis of GDM 
only if the 2 hour plasma glucose is ≥7.8 mmol/L.21 The 
heterogeneity in GDM screening and diagnostic criteria 
is likely one reason why there is variability in the observed 
effect magnitudes of the association between GDM and 
adverse pregnancy outcomes.

Findings on the estimates of the effect of GDM on 
adverse pregnancy outcomes are still not conclusive. A 
recent meta- analysis22 evaluated the association between 
GDM and adverse pregnancy outcomes. However, this 
meta- analysis included studies based on older diag-
nostic criteria that are no longer in practice, potentially 
encompassing cohorts which include overt diabetes and 
pre- existing diabetes. This limitation may have led to over-
estimation of the impact of GDM by including undiag-
nosed pre- existing diabetes in the analysis. Further, some 
meta- analyses used unadjusted odds ratios (ORs), thereby 
reported associations that could be confounded.23 To 
address these limitations, the current meta- analysis inves-
tigated the effect of GDM, diagnosed using contemporary 
criteria, on adverse pregnancy outcomes, and compared 
the effect sizes between criteria that conformed to the 
IADPSG recommendations and non- IADPSG criteria that 
generally used higher blood glucose cut- offs. By restricting 
our analysis to studies that report adjusted effect sizes, 
we aim to minimise the influence of confounders and 
provide a more accurate estimate of the true association 
between GDM and adverse pregnancy outcomes under 
current diagnostic practices.

RESEARCH QUESTIONS
What is the effect of GDM, diagnosed using contempo-
rary criteria, on each adverse pregnancy outcome? Does 
the effect of GDM on adverse pregnancy outcomes differ 
between different GDM diagnostic criteria?

METHODS
Study design
A systematic review and meta- analysis of relevant studies 
was conducted. The study protocol is registered on the 
International Prospective Register of Systematic Reviews 
(PROSPERO) (CRD42020155061) and it follows the 
Preferred Reporting Items for Systematic Reviews and 
Meta- Analyses protocol extension (PRISMA- P).24

Search strategy for identification of studies
Data sources and electronic searches
PubMed, Scopus, Google Scholar, Cochrane Central 
Register of Controlled Trials (CENTRAL), the Cumu-
lative Index to Nursing and Allied Health Literature 
(CINAHL) were searched for articles published between 
2010 and 2023. The search was carried out on 15 May 
2023. Medical subject headings (MeSH words) and 
keyword searches for GDM and pregnancy outcomes 
were used in the search. Supplementary Tables 1- 3 
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contains the search strategy. Further, the reference lists 
of included papers were also searched. EndNote was 
used to remove duplicate, and studies were screened for 
inclusion using the Rayyan systematic review manage-
ment website (www.rayyan.ai). Two reviewers (EM, AE) 
independently screened the studies for inclusion within 
Rayyan. Following the initial screening, four reviewers 
(EM, AE, BE, YE) evaluated the papers for inclusion using 
full text, according to the specified inclusion criteria. 

Studies inclusion criteria
Inclusion criteria
Studies were included if they were observational cohort, 
cross- sectional and case–control comparing adverse preg-
nancy outcomes between women with and those without 
GDM. The studies were included if they were conducted 
between 2010, when the IADPSG recommendations were 
published, to the year 2023 and if they reported adjusted 
ORs for the association between GDM and adverse preg-
nancy outcomes. Experimental studies were included 
only if they compared GDM diagnostic criteria as inter-
vention and comparators.

Exclusion criteria
Studies were excluded if they were conducted prior to 
2010, review articles, included animal studies, did not 
report an effect size or any outcomes related to this study, 
did not report adjusted effect sizes or included partici-
pants with pre- existing diabetes.

Outcomes of interest
Maternal outcomes
Maternal outcomes included caesarean section, 
pregnancy- induced hypertension (PIH) and pre- 
eclampsia. Caesarean sections included both elective 
and emergency. PIH was defined as a systolic blood pres-
sure≥140 mm Hg or diastolic blood pressure≥90 mm 
Hg diagnosed at ≥20 weeks gestation. Pre- eclampsia 
was defined as hypertension (≥140/90 mm Hg) and 
proteinuria.

Foetal outcomes
Foetal outcomes included large- for- gestational- age 
(LGA), small- for- gestational- age (SGA), macrosomia, 
preterm birth, shoulder dystocia, neonatal hypogly-
caemia, neonatal intensive care unit admission (NICU), 
jaundice and respiratory distress syndrome (RDS). 
Macrosomia was defined as birth weight greater than 
4000 g. LGA was defined as birth weight above the 90th 
percentile for gestational age. SGA was defined as birth 
weight of less than 10th percentile for gestational age. 
Preterm birth was defined as birth before 37 completed 
weeks of gestation.

Data extraction and management
For duplicate publications, we only included the article 
that contains the most information, and all others were 
excluded. The following data were extracted from the 

articles: study characteristics such as the publication 
year, duration of the study, region, country, study design, 
sample size, GDM diagnostic criteria used, numbers of 
participants with the outcomes of interest and the effect 
size with their corresponding CIs. Data were extracted 
into a predesigned and piloted Microsoft Office Excel 
spreadsheet. For each study, two reviewers independently 
extracted the data and compared thereafter. Disparity in 
data extracted was resolved via discussion between all the 
reviewers.

Assessment of risk of bias
The risk of bias and external validity of the included 
studies was assessed using the MethodologicAl STandards 
for Epidemiological Research (MASTER) scale.25 Two 
reviewers independently assessed each study, and differ-
ences were resolved by discussion. If no consensus was 
reached, a third reviewer was consulted to resolve the 
conflict.

Data synthesis
Study characteristics and other data were narratively 
described and were presented as tables. Because the 
included studies were observational, of varying quality, 
a bias- adjusted inverse variance heterogeneity (quality 
effects) model was used as to synthesise overall effect sizes 
for the meta- analysis, with quality weights derived from 
the MASTER scale. Estimates from the random- effects 
model were also computed for comparison purposes, 
since this is the most widely used model in literature. The 
I2 statistic and the Cochrane’s Q p- values were both used to 
assess the heterogeneity. Doi plots and funnel plots were 
used for the assessment of publication bias. To explore 
the association between GDM diagnostic criteria and the 
odds of adverse outcomes, further analyses were carried 
out by comparing IADPSG to non- IADPSG. Non- IADPSG 
criteria in this study were Carpenter- Coustan (CC) (two 
studies26 27), 2008 Canadian Diabetes Association (CDA) 
(one study28), ADA 2014 (one study29), WHO 1999 (one 
study30) and the ADIPS (one study31). The studies using CC 
criteria employed universal OGTT screening. The cut- offs 
used in these studies varied. For CC and ADA 2014 criteria, 
fasting glucose≥5.3 mmol/L, 1- hour≥10.0 mmol/L and 
2- hour≥8.6 mmol/L were used (n=7612). The WHO 1999 
cut- offs included fasting glucose≥7.0 mmol/L or 2 hour 
glucose≥7.8 mmol/L (n=42 656). The 2008 CDA criteria 
used fasting glucose≥5.3 mmol/L, 1- hour≥10.6 mmol/L 
and 2- hour≥8.9 mmol/L (n=2 70 843). The ADIPS cut- 
offs used included fasting glucose≥5.5 mmol/L and 
2- hour≥8.0 mmol/L (n=32 013). For analysis purposes, 
the non- IADPSG criteria were grouped together, since 
they used a higher FPG and are therefore expected to 
result in stronger associations with adverse pregnancy 
outcomes. The analysis was carried out using Stata V.17 
software.

Patient and public involvement
No patients or members of the public were involved in 
this study.
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RESULTS
Search results
A total of 17 513 records were identified. There were 80 
duplicate records that were removed. Figure 1 shows the 
PRISMA flow chart for the search process. Out of 305 study 
records selected at the initial title and abstract screening, 
273 were excluded as they did not meet the inclusion 
criteria. The reasons for the exclusions were as follows: 
studies conducted before 2010 (n=83), letters/recom-
mendations/reviews (n=17), studies where full texts were 
not available (n=16), studies where the criteria used were 
not clear (n=28), studies with no outcomes of interest 
(n=29) and studies excluded for other reasons (n=100). 
The list of excluded studies and reasons for exclusion are 
in online supplemental table 4. A total of 30 studies26–55 
with 642 355 participants were finally included.

Characteristics of included studies
Table 1 shows the characteristics of the included 
studies. Of the 30 included studies, most (n=17) were 
from Asia,26 27 29 37–39 41–44 47 48 51–55 four were from 
Europe,30 34 36 49 three were from the Middle East,32 33 50 
two were from Australia,31 40 two were from Africa,45 46 one 
was from South America35 and one was from North 
America28 (table 1). The studies were from these countries: 
Australia,31 40 Brazil,35 Croatia,30 36 India,48 Iran,26 Saudi 

Arabia,32 50 Qatar,33 Italy,34 49 Canada,28 Vietnam,29 38 53 South 
Korea,27 China37 41–44 47 51 52 54 55 and Ethiopia.45 46 All the 
studies employed either cross- sectional or cohort designs. 
Four of these studies contained two independent popula-
tions that were analysed separately in the meta- analysis. In 
table 1, these populations are labelled as ‘Author, Year A’ 
for the first population and ‘Author, Year B’ for the second 
population. While the total number of studies is 30, the 
inclusion of these separate populations increased the total 
number of assessed populations in the meta- analysis to 34. 
The years of data collection were from 2010 to 2023. All 
studies have employed universal screening.

Quality of included studies
Overall, most of the studies had relatively high scores in 
the quality assessment using the MASTER scale56 (online 
supplemental figure 1). Four studies33–35 55 scored 28/36, 
four studies29 38 40 48 had a score of 27/36 and four 
studies27 42 49 52 had a score of 26/36. The scores of the 
remaining studies ranged from 22/36 to 25/36. The 
main deficiencies were in equal retention, equal ascer-
tainment, equal prognosis and sufficient analysis domains 
(online supplemental figure 1).

Maternal outcomes
Table 2 shows the results of the overall syntheses for the asso-
ciation between GDM and adverse pregnancy outcomes. 

Figure 1 PRISMA flow chart showing the search. *Other reasons—did not exclude pre- existing diabetes, did not report 
relevant effect sizes (adjusted OR/RR). PRISMA, Preferred Reporting Items for Systematic reviews and Meta- Analyses.
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A total of 18 studies26–28 30–33 35 36 40 42 43 45 48–50 52 53 reported 
data on total C- sections, with adjusted ORs (aORs) 
between 0.831 42 and 2.3.36 The overall aOR of total 
C- section was 1.24 (95% CI 1.01 to 1.51) with high 

heterogeneity (I2=85.9%) (online supplemental figure 
2). GDM was associated with a 25% increase in the odds 
of pre- eclampsia, in overall synthesis (aOR 1.25, 95% CI 
1.00 to 1.56, I2=31.8%, n=8 studies27 28 31 33–35 38 49) (online 

Table 1 Characteristics of included studies

Study
Study 
duration Country

Sample 
size Region Study design Criteria Screening

Alfadhli et al, 201532 2011–2014 Saudi Arabia 954 Middle East Cohort IADPSG Universal

Bashir et al, 202033 2015–2016 Qatar 2221 Middle East Cohort IADPSG Universal

Capula et al, 201334 2010–2012 Italy 2448 Europe Cohort IADPSG Universal

Carvalho et al, 202335 2020–2020 Brazil 1618 South 
America

Cross- sectional IADPSG Universal

Darbandi et al, 202226 2018–2018 Iran 3675 Asia Cross- sectional Non- IADPSG (CC) Universal

Djelmis et al, 201636 2012–2014 Croatia 4646 Europe Cohort IADPSG Universal

Erjavec et al, 201630 2010–2010 Croatia 42 656 Europe Cross- sectional Non- IADPSG 
(WHO- 1999)

Universal

Erjavec et al, 201630 2014–2014 Croatia 39 092 Europe Cross- sectional IADPSG Universal

He et al, 202337 2012–2021 China 115 097 Asia Cohort IADPSG Universal

Hiersch et al, 201928 2012–2016 Canada 266 942 North 
America

Cohort Non- IADPSG (CDA) Universal

Hiersch et al, 201928 2012–2016 Canada 3901 North 
America

Cohort Non- IADPSG (CDA) Universal

Hirst et al, 201238 2010–2011 Vietnam 2772 Asia Cohort IADPSG Universal

Kawasaki et al, 202339 2015–2019 Japan 1807 Asia Cohort IADPSG Universal

Kim et al, 201927 2014–2016 Korea 1907 Asia Cohort Non- IADPSG (CC) Universal

Kim et al, 201927 2014–2016 Korea 1969 Asia Cohort IADPSG Universal

Laafira et al, 201640 2011–2014 Australia 3105 Australia Cohort IADPSG Universal

Li et al, 201441 2011–2011 China 54 275 Asia Cross- sectional IADPSG Universal

Lin et al, 202242 2012–2020 China 2151 Asia Cohort IADPSG Universal

Mak et al, 201943 2015–2015 China 1901 Asia Cohort IADPSG Universal

Mei et al, 202144 2016–2018 China 333 Asia Cohort IADPSG Universal

Muche et al, 202045 2018–2019 Ethiopia 694 Africa Cohort IADPSG Universal

Muche et al, 202046 2018–2019 Ethiopia 684 Africa Cohort IADPSG Universal

Nguyen et al, 202029 2015–2016 Vietnam 2030 Asia Cohort Non- IADPSG (ADA- 
2014)

Universal

Pan et al, 201547 2010–2012 China 17 808 Asia Cohort IADPSG Universal

Punnose et al, 202248 2011–2017 India 2638 Asia Cohort IADPSG Universal

Ronco et al, 202349 2010–2020 Italy 2364 Europe Cohort IADPSG Universal

Wahabi et al, 201750 2013–2015 Saudi Arabia 9723 Middle East Cohort IADPSG Universal

Wan et al, 2019A31 2010–2013 Australia 3419 Australia Cohort Non- IADPSG 
(ADIPS)

Universal

Wan et al, 2019B31 2010–2013 Australia 28 594 Australia Cohort Non- IADPSG 
(ADIPS)

Universal

Wang et al, 202152 2012–2013 China 8844 Asia Cohort IADPSG Universal

Wang et al, 202351 2018–2020 China 2031 Asia Cohort IADPSG Universal

Yang et al, 201855 2011–2015 China 1232 Asia Cohort IADPSG Universal

Yue et al, 202253 2016–2018 Vietnam 4703 Asia Cohort IADPSG Universal

Zou et al, 202254 2016–2018 China 4121 Asia Cohort IADPSG Universal

ADA, American Diabetes Association; ADIPS, Australasian Diabetes in Pregnancy Society; CC, Carpenter- Coustan; CDA, Canadian 
Diabetes Association; IADPSG, International Association of Diabetes and Pregnancy Study Groups.
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supplemental figure 3). Finally, in overall synthesis of seven 
studies,27 28 31 33–35 38 45 47–49 GDM showed an estimated 55% 
increase in the odds of PIH (aOR 1.55, 95% CI 1.03 to 
2.34, I2=69.4%; online supplemental figure 4). The anal-
yses suggested minor evidence of publication bias for all 
maternal outcomes, except for PIH which showed major 
evidence (online supplemental figures 5–7). In further 
analyses, compared with the IADPSG, non- IADPSG 
criteria showed similar odds of pre- eclampsia, PIH and 
total C- section (table 3).

Birth size-related neonatal outcomes
Data from 19 studies were included in the analysis 
of macrosomia.26 27 29 31–33 36 37 40 41 43 46–48 50 52–55 The 
overall aOR for macrosomia was 1.38 (95% CI 1.13 to 
1.69) with moderate heterogeneity (I2=75.0%) (online 
supplemental figure 8). Overall, GDM was associated 
with 1.42- fold higher odds of LGA (aOR 1.42, 95% CI 
1.23 to 1.63, I2=60.1%, n=1927 29 31 33–38 42–44 46–49 52–54) 
(online supplemental figure 9). However, the synthesis 
suggested no significant associations between GDM 
and the odds of SGA (aOR 0.91, 95% CI 0.80 to 1.04, 
I2=40.1%, n=14;27 31 33 34 38 39 42–44 46 49 52–54online supple-
mental figure 10) or shoulder dystocia (aOR 1.20, 95% CI 
0.86 to 1.66, I2=0.0%, n=4;27 31 32 50 online supplemental 
figure 11). The analyses suggested evidence of publica-
tion bias for macrosomia and LGA, minor evidence for 
shoulder dystocia and no evidence of publication bias 
for SGA (online supplemental figures 12–15). In further 
analyses, compared with the non- IADPSG, the IADPSG 
criteria showed similar odds of macrosomia, LGA and 
SGA (table 3).

Other neonatal outcomes
In an analysis of 17 studies,26–28 31–34 38 39 43 46–48 50–53 GDM 
was associated with increased odds of preterm birth 
(online supplemental figure 16), with an overall aOR 
of 1.41 (95% CI 1.21 to 1.64) and moderate heteroge-
neity (I2=62.3%). For NICU admission, data from 14 
studies27 28 31–35 38 39 42 43 48 50 53 showed that GDM was asso-
ciated with a 1.42- fold increased odds (aOR 1.42, 95% CI 
1.12 to 1.78) with high heterogeneity (I2=78.7%) (online 
supplemental figure 17). The overall aOR for neonatal 
hypoglycaemia was 3.08 (95% CI 1.80 to 5.26, I2=86.3%, 
n=727 28 31–33 38 42) (online supplemental figure 18). GDM 
was associated with 1.47- fold higher odds of neonatal 
jaundice (aOR 1.47, 95% CI 1.12 to 1.91, I2=65.0%, 
n=6;27 28 31–34 online supplemental figure 19). Moreover, 
GDM was associated with a 1.22- fold increased odds of 
neonatal RDS (aOR 1.22, 95% CI 1.01 to 1.47, I2=40.1%, 
n=6;28 31–34 42 online supplemental figure 20). The anal-
yses suggested evidence of publication bias for jaundice 
and RDS, minor evidence for neonatal hypoglycaemia 
and no evidence of publication bias for preterm birth and 
NICU admission (online supplemental figures 21–25). 
Analyses by diagnostic criteria showed that, compared 
with non- IADPSG, IADPSG criteria showed similar odds 
of jaundice, RDS, neonatal hypoglycaemia, preterm birth 
and NICU admission (table 3).

DISCUSSION
In this meta- analysis of 30 studies, we found strong asso-
ciations between GDM diagnosed using contemporary 

Table 2 Results of overall syntheses for the association between GDM and each adverse pregnancy outcome

Outcome Overall aOR (95% CI) I2 (%) LFK* Number of studies

Maternal outcomes

  Total C section 1.24 (1.01, 1.51) 85.9 1.7 18

  Pre- eclampsia 1.25 (1.00, 1.56) 31.8 1.6 8

  PIH 1.55 (1.03, 2.34) 69.4 −2.8 7

Birth size- related neonatal outcomes

  Macrosomia 1.38 (1.13, 1.69) 75.0 4.2 19

  LGA 1.42 (1.23, 1.63) 60.1 2.8 19

  SGA 0.91 (0.80, 1.04) 40.1 0.8 14

  Shoulder dystocia 1.20 (0.86, 1.66) 0.0 −1.0 4

Other neonatal outcomes

  Preterm birth 1.41 (1.21, 1.64) 62.3 0.0 17

  NICU admission 1.42 (1.12, 1.78) 78.7 0.0 14

  Neonatal hypoglycaemia 3.08 (1.80, 5.26) 86.3 1.1 7

  Jaundice 1.47 (1.12, 1.91) 65.0 −5.0 6

  RDS 1.22 (1.01, 1.47) 40.1 2.7 6

*The LFK is a measure of symmetry of publication bias plots and reflects major asymmetry when its absolute value is greater than 2 (or −2).
aOR, adjsuted OR; GDM, Gestational Diabetes Mellitus; LGA, large- for- gestational- age; NICU, neonatal intensive care unit admission; PIH, 
pregnancy- induced hypertension; SGA, small- for- gestational- age.
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criteria and adverse pregnancy outcomes. The highest 
associations were observed for neonatal hypoglycaemia, 
PIH, jaundice, NICU admission, macrosomia, LGA and 
preterm birth. We found no major differences in the effect 
of GDM between IADPSG- based criteria and criteria that 
used higher glucose cut- offs.

We found no major differences between IADPSG and 
non- IADPSG criteria on the effect of GDM on adverse 
pregnancy, maternal and foetal outcomes. When 
comparing IADPSG to stricter GDM criteria, this meta- 
analysis showed that no outcome differed by criteria. 
Our findings are similar to those of older meta- analyses 
which have also found that the risk of adverse pregnancy 
outcomes was not largely different across the different 
diagnostic criteria.23 57–59 A key difference between our 
synthesis and the older previously publishes studies is that 
we included contemporary studies, with adjusted effect 
magnitudes, that were conducted after 2010 when the 
IADPSG recommendations were published. Our findings 

and those of previously published studies raise the ques-
tion about the benefits of using lower glucose cut- offs for 
the diagnosis GDM. It has been argued that the use of 
criteria with lower fasting glucose cut- offs combined with 
universal screening, like the IADPSG, leads to an increase 
in GDM prevalence, without a concurrent increase in 
benefit (ie, reduced pregnancy outcomes and postpartum 
type 2 diabetes).10

Our findings have several implications. For healthcare 
systems, adopting the IADSPG criteria, that is, universal 
screening and lower glycaemic thresholds compared 
with targeted screening and generally higher glycaemic 
diagnostic thresholds, may strain resources, as more 
women would require screening, monitoring and inter-
ventions. This could lead to an increase in healthcare 
costs,60 61 which will lead to an increased burden, espe-
cially in settings where resources are already constrained. 
On the other hand, selective or targeted screening may 
result in some proportions of women progressing with 

Table 3 Results of analyses by criteria for the association between GDM and each adverse pregnancy outcome

Outcome Criteria Overall aOR (95% CI) P for interaction

Maternal outcomes

Total C- section IADPSG 1.34 (1.12, 1.60) 0.398

Non- IADPSG 1.20 (1.02, 1.43)

Pre- eclampsia IADPSG 1.08 (0.60, 1.94) 0.565

Non- IADPSG 1.29 (1.11, 1.49)

PIH IADPSG 1.34 (0.82, 2.16) 0.636

Non- IADPSG 1.57 (0.98, 2.54)

Birth size- related neonatal outcomes

Macrosomia IADPSG 1.42 (1.24, 1.63) 0.577

Non- IADPSG 1.04 (0.34, 3.13)

LGA IADPSG 1.41 (1.20, 1.66) 0.759

Non- IADPSG 1.48 (1.14, 1.94)

SGA IADPSG 0.94 (0.80, 1.10) 0.298

Non- IADPSG 0.81 (0.65, 1.01)

Shoulder dystocia IADPSG 1.36 (0.63, 2.95) 0.761

Non- IADPSG 1.16 (0.60, 2.26)

Other neonatal outcomes

Preterm birth IADPSG 1.44 (1.21, 1.71) 0.797

Non- IADPSG 1.39 (1.15, 1.86)

NICU admission IADPSG 1.32 (1.11, 1.58) 0.723

Non- IADPSG 1.41 (1.04, 1.92)

Neonatal hypoglycaemia IADPSG 3.09 (1.52, 6.29) 0.956

Non- IADPSG 3.01 (1.64, 5.51)

Jaundice IADPSG 1.54 (1.24, 1.92) 0.816

Non- IADPSG 1.46 (0.96, 2.22)

RDS IADPSG 1.32 (1.01, 1.74) 0.574

Non- IADPSG 1.19 (0.92, 1.54)

aOR, adjusted OR; GDM, Gestational Diabetes Mellitus; LGA, large- for- gestational- age; NICU, neonatal intensive care unit admission; PIH, 
pregnancy- induced hypertension; RDS, respiratory distress syndrome; SGA, small- for- gestational- age.
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undiagnosed hyperglycaemia in pregnancy, and the 
consequent higher risk of adverse pregnancy outcomes. 
The NICE, for example, has opted to keep their guide-
lines which use risk factor- based screening and higher 
glycaemic thresholds. It is crucial to balance the costs and 
benefits of adopting either the IADPSG recommenda-
tions or selective screening, higher glycaemic threshold 
approaches such as that used by the NICE. These consid-
erations may be different for different health systems, 
depending on affordability and healthcare system 
capacity. For clinicians, these findings highlight the need 
for careful consideration when diagnosing and managing 
GDM, as they should be mindful of the potential for 
overdiagnosis and overtreatment, and they should tailor 
management strategies based on each patient’s individual 
risk factors, ensuring that interventions are justified and 
beneficial. For women, the increased likelihood of a GDM 
diagnosis that comes with universal screening and lower 
glycaemic thresholds may result in increased anxiety and 
an increased likelihood of medical interventions, without 
a clear improvement of outcomes. GDM diagnosis has 
been associated with a higher occurrence of mental 
health problems in pregnant women.62 63 It is therefore 
critical to provide women with clear and balanced infor-
mation along with the implications, and to promote 
shared decision- making. More research is needed to iden-
tify appropriate blood glucose cut- offs where the benefit 
of GDM diagnosis outweighs the unintended negative 
consequences.

GDM was associated with around a 25% increase in 
the odds of pre- eclampsia and total C- section and 56% 
increase in the odds of PIH. A previous meta- analysis 
showed a 50% increase in pre- eclampsia and a 40% 
increase in C- sections in women with than in those 
without gestational diabetes mellitus.22 The HAPO study 
found that the occurrence of pre- eclampsia was positively 
associated with blood glucose level even after adjusting 
for clinical centre, age, Body Mass Index, height, smoking 
status, alcohol consumption, family history of diabetes, 
gestational age at OGTT and urinary tract infection.13 64 
GDM causes increase in the insulin secretion by the foetal 
pancreas which itself is an anabolic hormone and leads 
to increase in the foetal weight. Fetuses with high birth 
size are usually delivered by caesarean sections as vaginal 
deliveries carry high risks to both mothers and babies.65 
The pathophysiology of pre- eclampsia is not well under-
stood, and the association observed in these studies may 
be bidirectional. Irrespective of direction of association, 
the findings of this meta- analysis confirm the need to 
screen and monitor women with GDM for pre- eclampsia 
and PIH. Notably, pre- eclampsia and PIH are all associ-
ated with higher rates of both emergency and elective 
C- sections, and therefore may partly explain the higher 
risk of C- section in women with GDM.

The current meta- analysis showed that GDM was asso-
ciated with higher the odds of neonatal hypoglycaemia, 
LGA, macrosomia, preterm birth, jaundice, NICU admis-
sion, RDS and shoulder dystocia. The higher odds of 

birth- size- related complications, LGA, macrosomia and 
shoulder dystocia, are likely because of maternal hyper-
glycaemia, which leads to a high glucose intrauterine 
environment which promotes foetal hyperglycaemia 
and hyperinsulinemia, which in turn induce excess fat 
deposition in the fetus.66 67 Notably, the highest OR 
was observed for neonatal hypoglycaemia, with three-
fold higher odds for GDM exposed neonates compared 
with the non- GDM exposed neonates. However, it is 
important to consider that this risk could be exaggerated 
due to the possibility of allocation bias for this outcome. 
Neonates born to mothers with GDM are more likely 
to be routinely tested for blood glucose levels shortly 
after birth due to the known risks of hypoglycaemia, 
whereas neonates of non- GDM pregnancies do not typi-
cally undergo such testing unless clinically indicated. 
This difference in clinical practice likely increases the 
detection rate of hypoglycaemia in the GDM group, 
which could lead to an overestimation of the association 
between GDM and neonatal hypoglycaemia. Previous 
meta- analyses have generally found that GDM was asso-
ciated with adverse pregnancy outcomes.21 22 However, 
our findings differ from those of many of these previous 
meta- analyses in that our aORs, although still suggesting 
a higher risk of adverse pregnancy outcomes with GDM, 
are generally lower than those reported by the other 
meta- analyses.23 This discrepancy is mostly due to the 
other meta- analyses having used unadjusted effect sizes. 
GDM is thought to cause RDS by interfering with the 
production of surfactant lipids and proteins.68 Notably, 
some previous meta- analyses have reported contrasting 
findings in terms of the associations observed. Ye et al, 
using a meta- analysis of unadjusted ORs and studies with 
criteria that are no longer in use, found no association 
between shoulder dystocia and GDM was not signifi-
cant.22 Tehrani et al used a meta- analysis of unadjusted 
ORs and reported a 20% decrease in the odds SGA, 
contrary to our finding.23

A strength of this study is the use of contemporary 
studies using contemporary GDM diagnosis criteria, there-
fore contributing to the current debate about the appro-
priate screening tests and testing strategy for GDM. We 
only included adjusted effect sizes, thus minimising the 
effect of confounding on the relationship between GDM 
and the outcomes, which is the main limitation of existing 
meta- analyses. However, this study has some limitations. 
Since this study uses data from observational studies, the 
role of confounding cannot be fully eliminated. Our find-
ings require confirmation by experimental randomised 
controlled trials which compare these criteria. Addition-
ally, most of the included studies were conducted in Asia 
(54%), and relatively fewer studies from the other regions. 
This may limit the generalisability of our findings to non- 
Asian populations. Finally, the small number of studies 
using non- IADPSG criteria, most of which employed cut- 
offs relatively close to those recommended by IADPSG, 
limits the strength of the comparison between IADPSG 
and non- IADPSG criteria, as the non- IADPSG group may 
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not fully represent the diversity of diagnostic approaches 
in use.

Conclusion
GDM showed consistent associations with pregnancy, 
maternal and foetal outcomes, with no major differences 
in the effects when different contemporary criteria were 
used.

Contributors Conceptualisation: EM, AME and TC; data curation: EM, AME, BE, 
YE and AG; formal analysis: EM and AME. TC; investigation: EM and AME, TC; 
methodology: EM, AME and TC; supervision: TC; visualisation: EM; validation: EM, 
AME and TC. Software: EM, AME and TC; resources: EM, AME and TC; project 
administration: EM. Writing—original draft: EM, AME, BE, YE and TC; writing—
review and editing: EM, AME, BE, YE, AG and TC is the guarantor.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not- for- profit sectors.

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in 
the design, or conduct, or reporting or dissemination plans of this research.

Patient consent for publication Not applicable.

Ethics approval This study involves human participants but ethical approval is not 
required as the review utilises published data. Exempted this study. Participants 
gave informed consent to participate in the study before taking part.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available upon reasonable request. All data 
relevant to the study are included in the article or uploaded as supplementary 
information.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iD
Elhassan Mahmoud http://orcid.org/0000-0001-8528-0272

REFERENCES
 1 Wang H, Li N, Chivese T, et al. IDF Diabetes Atlas: Estimation 

of Global and Regional Gestational Diabetes Mellitus 
Prevalence for 2021 by International Association of Diabetes 
in Pregnancy Study Group’s Criteria. Diabetes Res Clin Pract 
2022;183:S0168- 8227(21)00409- 5. 

 2 Sweeting A, Hannah W, Backman H, et al. Epidemiology and 
management of gestational diabetes. Lancet 2024;404:175–92. 

 3 Vounzoulaki E, Khunti K, Abner SC, et al. Progression to type 2 
diabetes in women with a known history of gestational diabetes: 
systematic review and meta- analysis. BMJ 2020;369:m1361. 

 4 Chivese T, Norris SA, Levitt NS. High prevalence of cardiovascular 
risk factors and insulin resistance 6 years after hyperglycemia first 
detected in pregnancy in Cape Town, South Africa. BMJ Open 
Diabetes Res Care 2019;7:e000740. 

 5 Coustan DR, Lowe LP, Metzger BE, et al. The Hyperglycemia and 
Adverse Pregnancy Outcome (HAPO) study: paving the way for new 
diagnostic criteria for gestational diabetes mellitus. Am J Obstet 
Gynecol 2010;202:654. 

 6 International Association of Diabetes and Pregnancy Study 
Groups Consensus Panel, Metzger BE, Gabbe SG, et al. 
International association of diabetes and pregnancy study 
groups recommendations on the diagnosis and classification of 
hyperglycemia in pregnancy. Diabetes Care 2010;33:676–82. 

 7 Doi SAR, Bashir M, Sheehan MT, et al. Unifying the diagnosis of 
gestational diabetes mellitus: Introducing the NPRP criteria. Prim 
Care Diabetes 2022;16:96–101. 

 8 Jensen RC, Jensen DM, Gibbons KS, et al. Adapting fasting plasma 
glucose threshold for GDM diagnosis according to the population 
distribution - An approach to the Danish paradox. Diabetes Res Clin 
Pract 2021;175:S0168- 8227(21)00191- 1. 

 9 McIntyre HD, Jensen DM, Jensen RC, et al. Gestational Diabetes 
Mellitus: Does One Size Fit All? A Challenge to Uniform Worldwide 
Diagnostic Thresholds. Diabetes Care 2018;41:1339–42. 

 10 Behboudi- Gandevani S, Amiri M, Bidhendi Yarandi R, et al. 
The impact of diagnostic criteria for gestational diabetes on its 
prevalence: a systematic review and meta- analysis. Diabetol Metab 
Syndr 2019;11:11. 

 11 Damm P, Houshmand- Oeregaard A, Kelstrup L, et al. Gestational 
diabetes mellitus and long- term consequences for mother and 
offspring: a view from Denmark. Diabetologia 2016;59:1396–9. 

 12 Bommer C, Sagalova V, Heesemann E, et al. Global Economic 
Burden of Diabetes in Adults: Projections From 2015 to 2030. 
Diabetes Care 2018;41:963–70. 

 13 Metzger BE, Lowe LP, Dyer AR, et al. Hyperglycemia and adverse 
pregnancy outcomes. N Engl J Med 2008;358:1991–2002. 

 14 Kim SY, England JL, Sharma JA, et al. Gestational diabetes mellitus 
and risk of childhood overweight and obesity in offspring: a 
systematic review. Exp Diabetes Res 2011;2011:541308. 

 15 World Health Organization. Diagnostic Criteria and Classification of 
Hyperglycaemia First Detected in Pregnancy, 2013. Available: https:// 
apps.who.int/iris/handle/10665/85975

 16 Goyal A, Gupta Y, Singla R, et al. American Diabetes Association 
“Standards of Medical Care- 2020 for Gestational Diabetes Mellitus”: 
A Critical Appraisal. Diabetes Ther 2020;11:1639–44. 

 17 Nankervis AMH, Moses R, Ross GP, et al. ADIPS Consensus 
Guidelines for the Testing and Diagnosis of Hyperglycaemia in 
Pregnancy in Australia and New Zealand, 2014. Available: https://
www.adips.org/downloads/2014ADIPSGDMGuidelinesV18.11.2014. 
pdf

 18 Society for Endocrinology, M.a.D.o.S.A. SEMDSA 2017 Guidelines 
for the Management of Type 2 diabetes mellitus. 2017.

 19 Tsakiridis I, Giouleka S, Mamopoulos A, et al. Diagnosis and 
Management of Gestational Diabetes Mellitus: An Overview 
of National and International Guidelines. Obstet Gynecol Surv 
2021;76:367–81. 

 20 Excellence,N.I.f.H.C.a. Diabetes in pregnancy: management from 
preconception to the postnatal period, 2015. Available: https://www. 
nice.org.uk/guidance/ng3/chapter/Recommendations#gestational- 
diabetes

 21 India, D.i.P.s.G. Diagnosis & Management of Gestational Diabetes 
Mellitus, 2021. Available: https://icogonline.org/wp-content/uploads/ 
pdf/gcpr/gdm-dipsi-guidline.pdf

 22 Ye W, Luo C, Huang J, et al. Gestational diabetes mellitus and 
adverse pregnancy outcomes: systematic review and meta- analysis. 
BMJ 2022;377:e067946. 

 23 Tehrani FR, Naz MSG, Bidhendi- Yarandi R, et al. Effect of Different 
Types of Diagnostic Criteria for Gestational Diabetes Mellitus on 
Adverse Neonatal Outcomes: A Systematic Review, Meta- Analysis, 
and Meta- Regression. Diabetes Metab J 2022;46:605–19. 

 24 Page MJ, Moher D, Bossuyt PM, et al. PRISMA 2020 explanation 
and elaboration: updated guidance and exemplars for reporting 
systematic reviews. BMJ 2021;372:n160. 

 25 Ahmed AI, Kaleem MZ, Elshoeibi AM, et al. MASTER scale for 
methodological quality assessment: Reliability assessment and 
update. J Evid Based Med 2024;17:263–6. 

 26 Darbandi M, Rezaeian S, Dianatinasab M, et al. Prevalence of 
gestational diabetes and its association with stillbirth, preterm 
birth, macrosomia, abortion and cesarean delivery: a national 
prevalence study of 11 provinces in Iran. J Prev Med Hyg 
2021;62:E885–91. 

 27 Kim MH, Kwak SH, Kim SH, et al. Pregnancy Outcomes of Women 
Additionally Diagnosed as Gestational Diabetes by the International 
Association of the Diabetes and Pregnancy Study Groups Criteria. 
Diabetes Metab J 2019;43:766–75. 

 28 Hiersch L, Berger H, Okby R, et al. Gestational diabetes mellitus is 
associated with adverse outcomes in twin pregnancies. Am J Obstet 
Gynecol 2019;220:S0002- 9378(18)30911- 6. 

 29 Nguyen CL, Lee AH, Minh Pham N, et al. Prevalence and pregnancy 
outcomes of gestational diabetes mellitus by different international 

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

E
n

seig
n

em
en

t S
u

p
erieu

r (A
B

E
S

)
at A

g
en

ce B
ib

lio
g

rap
h

iq
u

e d
e l

 
o

n
 Ju

n
e 7, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
21 N

o
vem

b
er 2024. 

10.1136/b
m

jo
p

en
-2024-091258 o

n
 

B
M

J O
p

en
: first p

u
b

lish
ed

 as 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0001-8528-0272
http://dx.doi.org/10.1016/j.diabres.2021.109050
http://dx.doi.org/10.1016/S0140-6736(24)00825-0
http://dx.doi.org/10.1136/bmj.m1361
http://dx.doi.org/10.1136/bmjdrc-2019-000740
http://dx.doi.org/10.1136/bmjdrc-2019-000740
http://dx.doi.org/10.1016/j.ajog.2010.04.006
http://dx.doi.org/10.1016/j.ajog.2010.04.006
http://dx.doi.org/10.2337/dc09-1848
http://dx.doi.org/10.1016/j.pcd.2021.08.006
http://dx.doi.org/10.1016/j.pcd.2021.08.006
http://dx.doi.org/10.1016/j.diabres.2021.108832
http://dx.doi.org/10.1016/j.diabres.2021.108832
http://dx.doi.org/10.2337/dc17-2393
http://dx.doi.org/10.1186/s13098-019-0406-1
http://dx.doi.org/10.1186/s13098-019-0406-1
http://dx.doi.org/10.1007/s00125-016-3985-5
http://dx.doi.org/10.2337/dc17-1962
http://dx.doi.org/10.1056/NEJMoa0707943
http://dx.doi.org/10.1155/2011/541308
https://apps.who.int/iris/handle/10665/85975
https://apps.who.int/iris/handle/10665/85975
http://dx.doi.org/10.1007/s13300-020-00865-3
https://www.adips.org/downloads/2014ADIPSGDMGuidelinesV18.11.2014.pdf
https://www.adips.org/downloads/2014ADIPSGDMGuidelinesV18.11.2014.pdf
https://www.adips.org/downloads/2014ADIPSGDMGuidelinesV18.11.2014.pdf
http://dx.doi.org/10.1097/OGX.0000000000000899
https://www.nice.org.uk/guidance/ng3/chapter/Recommendations#gestational-diabetes
https://www.nice.org.uk/guidance/ng3/chapter/Recommendations#gestational-diabetes
https://www.nice.org.uk/guidance/ng3/chapter/Recommendations#gestational-diabetes
https://icogonline.org/wp-content/uploads/pdf/gcpr/gdm-dipsi-guidline.pdf
https://icogonline.org/wp-content/uploads/pdf/gcpr/gdm-dipsi-guidline.pdf
http://dx.doi.org/10.1136/bmj-2021-067946
http://dx.doi.org/10.4093/dmj.2021.0178
http://dx.doi.org/10.1136/bmj.n160
http://dx.doi.org/10.1111/jebm.12618
http://dx.doi.org/10.15167/2421-4248/jpmh2021.62.4.1788
http://dx.doi.org/10.4093/dmj.2018.0192
http://dx.doi.org/10.1016/j.ajog.2018.10.027
http://dx.doi.org/10.1016/j.ajog.2018.10.027
http://bmjopen.bmj.com/


10 Mahmoud E, et al. BMJ Open 2024;14:e091258. doi:10.1136/bmjopen-2024-091258

Open access 

diagnostic criteria: a prospective cohort study in Vietnam. J Matern 
Fetal Neonatal Med 2020;33:3706–12. 

 30 Erjavec K, Poljičanin T, Matijević R. Impact of the Implementation of 
New WHO Diagnostic Criteria for Gestational Diabetes Mellitus on 
Prevalence and Perinatal Outcomes: A Population- Based Study. J 
Pregnancy 2016;2016:2670912. 

 31 Wan CS, Abell S, Aroni R, et al. Ethnic differences in prevalence, 
risk factors, and perinatal outcomes of gestational diabetes 
mellitus: A comparison between immigrant ethnic Chinese women 
and Australian- born Caucasian women in Australia. J Diabetes 
2019;11:809–17. 

 32 Alfadhli EM, Osman EN, Basri TH, et al. Gestational diabetes among 
Saudi women: prevalence, risk factors and pregnancy outcomes. 
Ann Saudi Med 2015;35:222–30. 

 33 Bashir M, Aboulfotouh M, Dabbous Z, et al. Metformin- treated- 
GDM has lower risk of macrosomia compared to diet- treated 
GDM- a retrospective cohort study. J Matern Fetal Neonatal Med 
2020;33:2366–71. 

 34 Capula C, Chiefari E, Vero A, et al. Gestational Diabetes Mellitus: 
Screening and Outcomes in Southern Italian Pregnant Women. ISRN 
Endocrinol 2013;2013:1–8. 

 35 de Carvalho LS, de Oliveira AAD, Grabovski TCM, et al. Maternal 
prepregnancy obesity and gestational diabetes influence on adverse 
perinatal outcomes. Arch Endocrinol Metab 2023;67:e000605. 

 36 Djelmis J, Pavić M, Mulliqi Kotori V, et al. Prevalence of gestational 
diabetes mellitus according to IADPSG and NICE criteria. Int J 
Gynaecol Obstet 2016;135:250–4. 

 37 He LR, Yu L, Guo Y. Birth weight and large for gestational age 
trends in offspring of pregnant women with gestational diabetes 
mellitus in southern China, 2012- 2021. Front Endocrinol (Lausanne) 
2023;14:1166533. 

 38 Hirst JE, Tran TS, Do MAT, et al. Consequences of gestational 
diabetes in an urban hospital in Viet Nam: a prospective cohort 
study. PLoS Med 2012;9:e1001272. 

 39 Kawasaki M, Arata N, Sugiyama T, et al. Risk of fetal undergrowth 
in the management of gestational diabetes mellitus in Japan. J 
Diabetes Investig 2023;14:614–22. 

 40 Laafira A, White SW, Griffin CJ, et al. Impact of the new IADPSG 
gestational diabetes diagnostic criteria on pregnancy outcomes in 
Western Australia. Aust N Z J Obstet Gynaecol 2016;56:36–41. 

 41 Li G, Kong L, Li Z, et al. Prevalence of macrosomia and its risk 
factors in china: a multicentre survey based on birth data involving 
101,723 singleton term infants. Paediatr Perinat Epidemiol 
2014;28:345–50. 

 42 Lin D, Fan D, Li P, et al. Perinatal outcomes among twin pregnancies 
with gestational diabetes mellitus: A nine- year retrospective cohort 
study. Front Public Health 2022;10:946186. 

 43 Mak JKL, Lee AH, Pham NM, et al. Gestational diabetes incidence 
and delivery outcomes in Western China: A prospective cohort study. 
Birth 2019;46:166–72. 

 44 Mei Y, Yu J, Wen L, et al. Perinatal outcomes and offspring growth 
profiles in twin pregnancies complicated by gestational diabetes 
mellitus: A longitudinal cohort study. Diabetes Res Clin Pract 
2021;171:S0168- 8227(20)30880- 9. 

 45 Muche AA, Olayemi OO, Gete YK. Effects of gestational diabetes 
mellitus on risk of adverse maternal outcomes: a prospective cohort 
study in Northwest Ethiopia. BMC Pregnancy Childbirth 2020;20:73. 

 46 Muche AA, Olayemi OO, Gete YK. Gestational diabetes 
mellitus increased the risk of adverse neonatal outcomes: A 
prospective cohort study in Northwest Ethiopia. Midwifery 
2020;87:S0266- 6138(20)30086- 3. 

 47 Pan L, Leng J, Liu G, et al. Pregnancy outcomes of Chinese women 
with gestational diabetes mellitus defined by the IADPSG’s but not 
by the 1999 WHO’s criteria. Clin Endocrinol (Oxf) 2015;83:684–93. 

 48 Punnose J, Malhotra RK, Sukhija K, et al. Gestational diabetes 
mellitus in early pregnancy amongst Asian Indian women: Evidence 
for poor pregnancy outcomes despite treatment. Diabet Med 
2023;40:e14993. 

 49 Ronco A, Roero S, Arduino S, et al. Gestational Diabetes Mellitus 
Does Not Worsen Obstetrical and Neonatal Outcomes of Twin 
Pregnancy. J Clin Med 2023;12:3129. 

 50 Wahabi H, Fayed A, Esmaeil S, et al. Prevalence and Complications 
of Pregestational and Gestational Diabetes in Saudi Women: Analysis 
from Riyadh Mother and Baby Cohort Study (RAHMA). Biomed Res 
Int 2017;2017:6878263. 

 51 Wang KL, Zhang M, Li Q, et al. Association between gestational 
diabetes mellitus and preterm birth subtypes. Zhonghua Liu Xing 
Bing Xue Za Zhi 2023;44:809–15. 

 52 Wang X, Zhang X, Zhou M, et al. Association of Gestational Diabetes 
Mellitus with Adverse Pregnancy Outcomes and Its Interaction 
with Maternal Age in Chinese Urban Women. J Diabetes Res 
2021;2021:5516937. 

 53 Yue S, Thi VTK, Dung LP, et al. Clinical consequences of gestational 
diabetes mellitus and maternal obesity as defined by asian BMI 
thresholds in Viet Nam: a prospective, hospital- based, cohort study. 
BMC Pregnancy Childbirth 2022;22:195. 

 54 Zou J- J, Wei Q, Shi Y- Y, et al. Longitudinal Associations Between 
Maternal Glucose Levels and Ultrasonographic Fetal Biometrics in a 
Shanghai Cohort. JAMA Netw Open 2022;5:e226407. 

 55 Yang Y, Wang Z, Mo M, et al. The association of gestational 
diabetes mellitus with fetal birth weight. J Diabetes Complications 
2018;32:635–42. 

 56 Stone JC, Glass K, Clark J, et al. The MethodologicAl STandards for 
Epidemiological Research (MASTER) scale demonstrated a unified 
framework for bias assessment. J Clin Epidemiol 2021;134:52–64. 

 57 Ramezani Tehrani F, Naz MSG, Yarandi RB, et al. The Impact of 
Diagnostic Criteria for Gestational Diabetes Mellitus on Adverse 
Maternal Outcomes: A Systematic Review and Meta- Analysis. J Clin 
Med 2021;10:666. 

 58 Wendland EM, Torloni MR, Falavigna M, et al. Gestational diabetes 
and pregnancy outcomes--a systematic review of the World Health 
Organization (WHO) and the International Association of Diabetes 
in Pregnancy Study Groups (IADPSG) diagnostic criteria. BMC 
Pregnancy Childbirth 2012;12:23. 

 59 Hartling L, Dryden DM, Guthrie A, et al. Diagnostic thresholds for 
gestational diabetes and their impact on pregnancy outcomes: a 
systematic review. Diabet Med 2014;31:319–31. 

 60 Mission JF, Ohno MS, Cheng YW, et al. Gestational diabetes 
screening with the new IADPSG guidelines: a cost- effectiveness 
analysis. Am J Obstet Gynecol 2012;207:S0002- 9378(12)00662- X. 

 61 Werner EF, Pettker CM, Zuckerwise L, et al. Screening for gestational 
diabetes mellitus: are the criteria proposed by the international 
association of the Diabetes and Pregnancy Study Groups cost- 
effective? Diabetes Care 2012;35:529–35. 

 62 Wilson CA, Newham J, Rankin J, et al. Is there an increased risk of 
perinatal mental disorder in women with gestational diabetes? A 
systematic review and meta- analysis. Diabet Med 2020;37:602–22. 

 63 Fischer S, Morales- Suárez- Varela M. The Bidirectional Relationship 
between Gestational Diabetes and Depression in Pregnant Women: A 
Systematic Search and Review. Healthcare (Basel) -> Healthc (Basel) 
2023;11:404. 

 64 Yang Y, Wu N. Gestational Diabetes Mellitus and Preeclampsia: 
Correlation and Influencing Factors. Front Cardiovasc Med 
2022;9:831297. 

 65 Phaloprakarn C, Tangjitgamol S. Risk score for predicting primary 
cesarean delivery in women with gestational diabetes mellitus. BMC 
Pregnancy Childbirth 2020;20:607. 

 66 Kc K, Shakya S, Zhang H. Gestational Diabetes Mellitus and 
Macrosomia: A Literature Review. Ann Nutr Metab 2015;66:14–20. 

 2 Hay W. Growth and development: physiological aspects, in 
encyclopediaof human nutrition, 4th edn. AcademicPress, 2023.

 68 Yildiz Atar H, Baatz JE, Ryan RM. Molecular Mechanisms of Maternal 
Diabetes Effects on Fetal and Neonatal Surfactant. Children (Basel) 
2021;8:281. 

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

E
n

seig
n

em
en

t S
u

p
erieu

r (A
B

E
S

)
at A

g
en

ce B
ib

lio
g

rap
h

iq
u

e d
e l

 
o

n
 Ju

n
e 7, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
21 N

o
vem

b
er 2024. 

10.1136/b
m

jo
p

en
-2024-091258 o

n
 

B
M

J O
p

en
: first p

u
b

lish
ed

 as 

http://dx.doi.org/10.1080/14767058.2019.1583733
http://dx.doi.org/10.1080/14767058.2019.1583733
http://dx.doi.org/10.1155/2016/2670912
http://dx.doi.org/10.1155/2016/2670912
http://dx.doi.org/10.1111/1753-0407.12909
http://dx.doi.org/10.5144/0256-4947.2015.222
http://dx.doi.org/10.1080/14767058.2018.1550480
http://dx.doi.org/10.1155/2013/387495
http://dx.doi.org/10.1155/2013/387495
http://dx.doi.org/10.20945/2359-3997000000605
http://dx.doi.org/10.1016/j.ijgo.2016.07.005
http://dx.doi.org/10.1016/j.ijgo.2016.07.005
http://dx.doi.org/10.3389/fendo.2023.1166533
http://dx.doi.org/10.1371/journal.pmed.1001272
http://dx.doi.org/10.1111/jdi.13977
http://dx.doi.org/10.1111/jdi.13977
http://dx.doi.org/10.1111/ajo.12394
http://dx.doi.org/10.1111/ppe.12133
http://dx.doi.org/10.3389/fpubh.2022.946186
http://dx.doi.org/10.1111/birt.12397
http://dx.doi.org/10.1016/j.diabres.2020.108623
http://dx.doi.org/10.1186/s12884-020-2759-8
http://dx.doi.org/10.1016/j.midw.2020.102713
http://dx.doi.org/10.1111/cen.12801
http://dx.doi.org/10.1111/dme.14993
http://dx.doi.org/10.3390/jcm12093129
http://dx.doi.org/10.1155/2017/6878263
http://dx.doi.org/10.1155/2017/6878263
http://dx.doi.org/10.3760/cma.j.cn112338-20220927-00815
http://dx.doi.org/10.3760/cma.j.cn112338-20220927-00815
http://dx.doi.org/10.1155/2021/5516937
http://dx.doi.org/10.1186/s12884-022-04533-1
http://dx.doi.org/10.1001/jamanetworkopen.2022.6407
http://dx.doi.org/10.1016/j.jdiacomp.2018.04.008
http://dx.doi.org/10.1016/j.jclinepi.2021.01.012
http://dx.doi.org/10.3390/jcm10040666
http://dx.doi.org/10.3390/jcm10040666
http://dx.doi.org/10.1186/1471-2393-12-23
http://dx.doi.org/10.1186/1471-2393-12-23
http://dx.doi.org/10.1111/dme.12357
http://dx.doi.org/10.1016/j.ajog.2012.06.048
http://dx.doi.org/10.2337/dc11-1643
http://dx.doi.org/10.1111/dme.14170
http://dx.doi.org/10.3390/healthcare11030404
http://dx.doi.org/10.3389/fcvm.2022.831297
http://dx.doi.org/10.1186/s12884-020-03306-y
http://dx.doi.org/10.1186/s12884-020-03306-y
http://dx.doi.org/10.1159/000371628
http://dx.doi.org/10.3390/children8040281
http://bmjopen.bmj.com/

	Association between gestational diabetes mellitus diagnostic criteria and adverse pregnancy outcomes—a systematic review and meta-analysis of adjusted effect sizes from studies using current diagnostic criteria
	Abstract
	Introduction
	Research questions
	Methods
	Study design
	Search strategy for identification of studies
	Data sources and electronic searches

	Studies inclusion criteria
	Inclusion criteria
	Exclusion criteria

	Outcomes of interest
	Maternal outcomes
	Foetal outcomes

	Data extraction and management
	Assessment of risk of bias
	Data synthesis
	Patient and public involvement

	Results
	Search results
	Characteristics of included studies
	Quality of included studies
	Maternal outcomes
	Birth size-related neonatal outcomes
	Other neonatal outcomes

	Discussion
	Conclusion

	References


