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Comparison of 
the world health 
organization and 
the international 
association of diabetes 
and pregnancy study 
groups criteria in 
diagnosing gestational 
diabetes mellitus in 
South Indians
Sir,
We read with great interest the article by Nallaperumal 
et al.,[1] which shows that according to a single World 
Health Organization (WHO) cutoff  of  2 hour plasma 
glucose >140 mg/dl is suitable for screening of  gestational 
diabetes mellitus (GDM) in our country. Similar conclusion 
was also reported by Seshiah et al.[2] But these fi ndings are 
in contrast to the results of  our study.[3]

In our study, the prevalence of  GDM was 83/304 (27.3%) 
and 27/304 (8.8%) by the International Association of  
Diabetes and Pregnancy Study Groups (IADPSG) and 
WHO criteria, respectively.[3] Among them, 20 (22.2%) GDM 
patients were diagnosed by both the criteria. This implies 
that use of  IADPSG criteria alone missed only 7/90 (7.8%) 
cases and use of  WHO criteria missed the diagnosis in a 
larger proportion of  patients i.e. 63/90 (70%). This is in 
sharp contrast to the results of  the study by Nallaperumal 
et al.[1] from Chennai. They reported a prevalence of  
699/1351 (51.7%) and a miss of  approximately 17% cases by 
either criteria. Interestingly, Seshiah et al.[2] reported a lower 

prevalence of  214/1463 (14.6%) using IADPSG criteria 
and 196/1463 (13.4%) using Diabetes In Pregnancy Study 
group India (DIPSI) criteria from the same place. DIPSI 
criteria is nothing but a modifi ed version of  WHO criteria 
in which 2-hour plasma glucose >140 mg/dl following 
75 gram of  glucose oral tolerance test (irrespective of  the 
fasting status of  pregnant mothers) is considered diagnostic 
of  GDM.[4] The discrepancy in the prevalence of  GDM 
between above mentioned studies may be explained by 
the clinical settings in which these were performed. It 
is obvious that the prevalence will be higher when high 
risk cases referred to a diabetes centre with suspected 
GDM are screened as in the study by Nallaperumal et al.[1] 
compared to screening of  general population attending a 
community health centre as in the study by Seshiah et al.[2] 
or an antenatal clinic of  a teaching hospital as in our study.[3]

Another important fi nding in our study[3] was that majority 
of  the GDM cases (n = 53/83, 63.8%) were diagnosed 
based on elevated fasting plasma glucose (FPG) alone, 
without abnormal 1-hr or 2-hr values, using IADPSG 
criteria, in contrast to 88/699 (12.5%) subjects by 
Nallaperumal et al.[1] Similarly, out of  total 214 GDM 
patients according to IADPSG criteria, 136 (63.5%) 
subjects were diagnosed by elevated FPG (with or without 
high 1 hr/2-hr plasma glucose) in the study by Seshiah 
et al.[2] in contrast to 71/83 (87%) in our study. But there 
was no agreement between the patients diagnosed as GDM 
using IADPSG criteria by raised FPG (>92 mg%) alone 
and those diagnosed by WHO criteria. In the study by 
Nallaperumal et al.,[1] out of  88 women being diagnosed 
as GDM by virtue of  their F PG abnormality alone using 
IADPSG criteria, 34% were classifi ed as GDM as per 
the WHO criteria. In contrast, out of  53 subjects in our 
study with fasting hyperglycemia as the sole abnormality, 
only 7.5% were picked up by WHO criteria.[3] This may be 
explained by different patient characteristics and sample 
size in various clinical settings. The vital question is which 
single abnormal value will be the most appropriate and cost 
effective in screening of  GDM in the Indian population, a 
fasting cutoff  as per the IADPSG criteria or 2-hr cutoff  as 
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per the WHO criteria. This calls for large scale nationwide 
studies.
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Is metabolic syndrome 
prevailing in Iraqi 
children?
Sir,
Pediatric metabolic syndrome (MS) includes a cluster 
of  cardiovascular risk factors such as insulin resistance, 
dyslipidemia (including increased triglycerides and 
decreased high density lipoprotein-cholesterol), 
hypertension, and obesity in children. The median 
prevalence of  MS is estimated to be 3.3% (range 0-19.2%) 
in whole pediatric populations, 11.9% (range 2.8-29.3%) 
in overweight children, and 29.2% (range 10-66%) in 
obese children.[1] The prevalence is rising worldwide. This 
is partly due to a signifi cant increase in the prevalence of  
obesity.[2] The exact prevalence of  MS in Iraqi children 
is yet unknown as no studies have been conducted on 
that issue. However, the following evidences could point 
out to its substantial existence: (1) Hypertension and 
obesity were reported in 1.7% and 7.3% of  Iraqi children 
respectively.[3] (2) Though no studies are yet present 
considering the exact prevalence of  pediatric diabetes 
mellitus in Iraq, the available data generally showed 12.2% 
prevalence in general Iraqi population.[4] (3) Alteration in 
lipid profi le in Iraqi diabetic children was assessed and 
revealed that the mean total cholesterol, triglycerides, 
high density lipoprotein-cholesterol (HDL-C), low 
density lipoprotein-cholesterol (LDL-C), very low 
density lipoprotein-cholesterol (VLDL-C), and LDL-C/

HDL-C ratio were signifi cantly higher in diabetic children 
compared to control group.[5] Various obstacles do present 
that hamper studying MS in Iraqi children. These include 
the following: (1) Absence of  Iraqi age and gender-specifi c 
cut-off  values for growth parameters essential to diagnose 
obesity. (2) Absence of  Iraqi age and gender-specifi c 
laboratory standards considering lipid profi le and blood 
sugar necessary to diagnose dyslipidemia and diabetes 
mellitus respectively. (3) The signifi cant budget needed 
to cover the fi nancial context. (4) Poor knowledge and 
limited awareness of  pediatricians and public on MS and 
its grave consequences. Therefore, alleviation of  these 
obstacles is critical to successfully conduct studies on MS 
with the objective of  halting accelerated atherogenesis as 
Iraqi children move into adulthood.
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