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We appreciate the opportunity to
respond to the letter of Basevi
et al. (1). The new recommen-

dations by the American Diabetes Asso-
ciation (ADA) for gestational diabetes
mellitus (GDM) screening and diagnosis
are level B recommendations (“supportive
evidence from well-conducted cohort
studies”). As described in our Standards
of Medical Care (2), the ADA adopted the
consensus recommendations of an in-
ternational group convened by the In-
ternational Association of Diabetes and
Pregnancy Study Groups (IADPSG), on
the basis of the group’s extensive review
of published and unpublished data from
the multinational Hyperglycemia and Ad-
verse Pregnancy Outcome (HAPO) study.
The cut points chosen represent those
that confer an odds ratio of 1.75, com-
pared with the mean values, for a number
of prespecified adverse pregnancy out-
comes (3).

The recommendation for universal
GDM screening is not a major change.
Prior ADA recommendations were to
screen all but very low-risk women (in
the U.S., a very small minority of pregnant
women), either with a one- or two-step
protocol. The fasting plasma glucose (FPG)
cut point is only slightly lower than

the prior recommendation (95 mg/dL
[5.3 mmol/L]). Using an FPG cut point of
126 mg/dL (7 mmol/L) to diagnose GDM
is not the standard of care inmost systems.
In fact, in the HAPO study, women with
FPG.105 mg/dL (5.8 mmol/L) were un-
blinded and not included in the untreated
observational cohort for ethical reasons.

The main critique of the recommen-
dations is that more women will be
diagnosed with GDM because only one
abnormal oral glucose tolerance test value
is required. The IADPSG group’s analyses
showed that values at any of the three oral
glucose tolerance time points were infor-
mative of risk. By definition, women iden-
tified with the new criteria whowould not
have been identified by prior ADA criteria
will have milder GDM. We disagree that
treatment of GDM has limited benefit be-
yond reduction in shoulder dystocia. The
U.S. study (with diagnostic criteria similar
to the IADPSG criteria) showed sig-
nificant reductions in rates of primary
cesarean section and in preeclampsia
and gestational hypertension with identi-
fication and treatment of mild GDM (4).
Both the U.S. and Australian studies
showed significant reductions in macro-
somia (a known risk factor for future obe-
sity and diabetes) (4,5). The latter study
showed improved postpartum measures
of maternal quality of life and lower rates
of depression (5). In the U.S. study, 93%
of treated womenwere managed with life-
style therapy alone. It is likely that the
more hyperglycemic women requiring in-
sulin treatment would have been diag-
nosed by prior criteria.

For years GDM has been defined
differently throughout the world—a
patchwork that stymies epidemiological
analyses and harmonization of clinical re-
search and care. Prior diagnostic criteria
were not based on evidence for pregnancy-
related outcomes. The IADPSG recommen-
dations are a highly rational way to identify
women at higher risk of adverse pregnancy
outcomes—outcomes that can be reduced
primarily with lifestyle interventions. The
ADA therefore joined numerous diabetes

and obstetrical organizations worldwide
in adopting these recommendations.

CAROL H. WYSHAM, MD
1

M. SUE KIRKMAN, MD
2

From the 1Department of Medicine, University of
Washington, Spokane, Washington; and the
2American Diabetes Association, Alexandria,
Virginia.

Corresponding author: M. Sue Kirkman, skirkman@
diabetes.org.

DOI: 10.2337/dc11-0262
©2011 by theAmericanDiabetes Association. Readers

may use this article as long as the work is properly
cited, the use is educational and not for profit, and
thework is not altered. See http://creativecommons.
org/licenses/by-nc-nd/3.0/ for details.

Acknowledgments—No potential conflicts of
interest relevant to this article were reported.

c c c c c c c c c c c c c c c c c c c c c c c c

References
1. Basevi B, Di Mario S, Morciano C, Nonino

F, Magrini N. Comment on: American Di-
abetes Association. Standards ofmedical care
in diabetes—2011. Diabetes Care 2011;34
(Suppl. 1):S11–S61 (Letter). Diabetes Care
2011;34:e53. DOI: 10.2337/dc11-0174

2. American Diabetes Association. Standards
of medical care in diabetes—2011. Diabe-
tes Care 2011;34(Suppl. 1):S11–S61

3. Metzger BE, Gabbe SG, Persson B, et al.;
International Association of Diabetes and
Pregnancy Study Groups Consensus Panel.
International Association of Diabetes and
Pregnancy Study Groups recommendations
on the diagnosis and classification of hyper-
glycemia in pregnancy. Diabetes Care 2010;
33:676–682

4. Landon MB, Spong CY, Thom E, et al.;
Eunice Kennedy Shriver National Institute
of Child Health and Human Development
Maternal-Fetal Medicine Units Network. A
multicenter, randomized trial of treatment
for mild gestational diabetes. N Engl J Med
2009;361:1339–1348

5. Crowther CA, Hiller JE, Moss JR, McPhee
AJ, Jeffries WS, Robinson JS; Australian
Carbohydrate Intolerance Study in Preg-
nantWomen (ACHOIS) Trial Group. Effect
of treatment of gestational diabetes mellitus
on pregnancy outcomes. N Engl J Med
2005;352:2477–2486

e54 DIABETES CARE, VOLUME 34, MAY 2011 care.diabetesjournals.org

O N L I N E L E T T E R S
D

ow
nloaded from

 http://ada.silverchair.com
/care/article-pdf/34/5/e54/607864/e54.pdf by guest on 17 April 2024


