From August 4, 2025, The West Gippsland Hospital Gestational Diabetes (GDM) diagnostic pathway
will be updated to align with the ADIPS 2025 Consensus Recommendations for the screening,
diagnosis and classification of gestational diabetes. Below are the key updates, noting that patient
care should be individualised, involving women in decision-making.

ADIPS updated guidelines and answers to frequently asked questions can be accessed here.

Key Messages
1. HbAIc testing in first trimester:

- Recommended with initial antenatal bloods for women considered to be at high risk of
diabetes. However, clinicians may adopt universal screening as a pragmatic approach.

- This is a screening test for type 2 diabetes in women who have not had an HbAlc in the
previous 12 months.

- Afasting plasma glucose is not recommended.

2. Early pregnancy OGTT (before 20 weeks, ideally 10 — 14 weeks*) is now only routinely
recommended for
- Women with a history of prior GDM, OR
- First-trimester HbA1c 6.0 — 6.4%
* May be performed at time of aneuploidy screen

3. Routine OGTT is recommended for all women at 24 — 28 weeks gestation unless diabetes
has already been detected in the current pregnancy.

4. GDM is now diagnosed if one or more of the following criteria are met:
- Fasting plasma glucose 5.3 — 6.9 mmol/L
- 1-hour plasma glucose = 10.6 mmol/L
- 2-hour plasma glucose 9.0 — 11.0 mmol/L

5. Overt diabetes in pregnancy (overt DIP) is diagnosed if one or more of the following
criteria are met:
- HbAlc>6.5%
- Fasting plasma glucose > 7.0 mmol/L, OR
- 2-hour plasma glucose > 11.1 mmol/L
If overt DIP is diagnosed, urgent referral to West Gippsland Hospital Obstetric AND
Obstetric-Endocrinology Clinics is recommended.

6. For women who cannot have an OGTT (e.g. bariatric surgery), do not tolerate or decline an
OGTT, a fasting plasma glucose > 5.3 may be used to diagnose GDM.
- Women should be counselled that GDM cannot be excluded without a full OGTT.
- For women considered to be at high risk of GDM, capillary blood glucose monitoring for
one week may be offered (refer to WGHG Obstetric-Endo Clinic).

7. Interim change to GDM treatment targets on capillary blood glucose monitoring:
Aim for capillary blood glucose levels:
- Fasting glucose <5.3 mmol/L
- 2-hour post-prandial < 6.8 mmol/L
- Targets to be revised in 2026 when the ADIPS GDM Management Guidelines are
updated.


https://www.mja.com.au/journal/2025/223/3/australasian-diabetes-pregnancy-society-adips-2025-consensus-recommendations
https://www.mja.com.au/journal/2025/223/3/australasian-diabetes-pregnancy-society-adips-2025-consensus-recommendations
https://www.adips.org/gdm-diagnosis-and-screening-guidelines.asp

UPDATED SCREENING AND DIAGNOSTIC PATHWAY FOR GESTATIONAL DIABETES

First antenatal visit: assess for risk factors*

Y

One or more risk factors present

!

HbA,. with Initlal antenatal blood tests In first trimester
(If HbA,_ already measured within 12 months, use previous result)

!

!

HbA, = 6.5%
(= 48 mmol/mol)

Overt DIP
(No POGTT needed)

Is there:

¢ Previous gestational diabetes mellitus; or
o HbA, 2 6.0-6.4% (2 42—47 mmol/mol); or
¢ Local policy or individualised risk assessment that indicates early screening?

v

No risk factors

l

Yes

v

Recommend POGTT before 20 weeks, Ideally between 10-14 weeks'*

'

!

!

FPG = 7.0 mmol/L or
2hPG = 11.1 mmol/L

Overt DIP

FPG 2 5.3-6.9 mmol/L, or
1hPG = 10.6 mmol/L, or
2hPG 2 9.0-11.0 mmol/L

Early gestational
diabetes mellitus

FPG < 5.3 mmol/L, and
1hPG < 10.6 mmol/L, and
2hPG < 9.0 mmol/L

Y
Z
o

Recommend POGTT at 24—-28 weeks*

!

!

v

2hPG 2z 11.1 mmol/L

Overt DIP

FPG = 7.0 mmol/L or

mellitus

FPG = 53-6.9 mmol/L, or
1hPG = 10.6 mmol/L, or
2hPG 2 9.0-11.0 mmol/L

Gestational diabetes

FPG < 53 mmol/L, and
1hPG < 10.6 mmol/L, and
2hPG < 9.0 mmol/L

No diabetes

*Clinicians may consider universal screening as a pragmatic approach.

RISK FACTORS FOR GDM

Previous gestational diabetes

Age over 30 years

Overweight & Obesity

Multiparity*

First degree relative with diabetes
Polycystic Ovarian Syndrome
Pre-existing Hypothyroidism
+If clinician elects not to consider multiparity as a risk
factor for GDM, women with previous adverse
pregnancy outcomes should be considered high risk

(e.g. macrosomia, pre-term delivery, congenital
anomaly, stillbirth)



