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Supplementary Table S1. Clinical definition of the complications and outcomes
	Complications and outcomes
	Clinical definitions

	Pregnancy complications
	

	Gestational diabetes mellitus
	Perform a diagnostic 75-g OGTT (oral glucose tolerance test) at 24th-28th week of gestation in pregnant women not previously diagnosed with diabetes mellitus, and the cut points of glucose values of 75-g OGTT: 0 h, 5.1mmol/L; 1 hour, 10.0 mmol/L; 2 hours, 8.5 mmol/L. The diagnosis of GDM can be made when any one value is met or exceeded1
.

	Gestational hypertension
	New onset of hypertension (systolic blood pressure greater than or equal to 140 mmHg and/or diastolic blood pressure greater than or equal to 90 mm Hg) after 20 weeks of gestation without any maternal or fetal features of preeclampsia, followed by return of blood pressure to normal within 3 months postpartum2
.

	Preeclampsia
	Diagnostic criteria include the development of hypertension, defined as a persistent systolic blood pressure of 140 mm Hg or higher, or a diastolic blood pressure of 90 mm Hg or higher after 20 weeks of gestation in a women with previously normal blood pressure2
.

	    mild preeclampsia
	Preeclampsia with the absence of severe manifestations often has been characterized as "mild".

	    severe preeclampsia
	A diagnosis of severe preeclampsia can be made when accompanied by one or more of the following conditions: systolic blood pressure of 160 mm Hg or higher, or diastolic blood pressure of 110 mm Hg or higher on two occasions at least 4 hours apart while the patient is on bed rest; thrombocytopenia; impaired liver function as indicated by abnormally elevated blood concentrations of liver enzymes, severe persistent right upper quadrant or epigastric pain unresponsive to medication and accounted for by alternative diagnoses, or both; progressive renal insufficiency; pulmonary edema; cerebral or visual disturbances.

	Intrahepatic cholestasis of pregnancy
	The presence of unexplained palm and sole pruritus and abnormal liver function during pregnancy which disappear after delivery without primary lesions on the skin or hepatobilitary diseases3
.

	Perinatal complications
	

	Placenta previa
	Placenta previa exists when the placenta is inserted wholly or in part into the lower segment of the uterus. It is classified by ultrasound imaging according to what is relevant clinically: if the placenta lies over the internal cervical os, it is considered a major previa; if the leading edge of the placenta is in the lower uterine segment but not covering the cervical os, minor or partial previa exists4.

	Placental abruption
	Placenta abruption, defined as a premature separation of a normally implanted placenta. The diagnosis of placental abruption is clinical, while ultrasound scan and cardiotocography are tools with limited use5.

	Preterm premature rupture of membranes    
	Membrane rupture before labor and before 37 weeks of gestation is referred to as preterm premature rupture of membranes6.

	Abnormal placental cord insertion
	The placental cord insertion site is abnormal if the site is located at the edge of the placental disk (marginal cord insertion) or if the umbilical vessels separate from each other and course between the amnion and chorion before reaching the placenta (velamentous cord insertion)7.

	Placental adherence
	A pathology characterized by abnormal and firm attachment of the placenta to the myometrium8.

	Postpartum haemorrhage
	An estimated blood loss in excess of 500 mL following a vaginal birth or a loss of greater than 1,000 mL following cesarean birth9.

	Polyhydramnios
	The amniotic fluid is more than 2000 mL during pregnancy, with a prevalence rate of 0.5%–1% and no difference in the appearance and characteristics of amniotic fluid compared with normal amniotic fluid10.

	Oligohydramnios
	Oligohydramnios is defined as Amniotic Fluid Index (AFI) of <5 cm at any gestational age (GA) or AFI <5th percentile according to GA11.

	Infant outcomes
	

	Preterm labour
	Gestational age at delivery ≥ 28 weeks and <37 weeks12.

	Low birthweight
	A birth weight of a liveborn infant of less than 2,500 g (5 pounds 8 ounces) regardless of gestational age13.

	Macrosomia
	The term fetal macrosomia implies fetal growth beyond a specific weight, usually 4,000 g (8 lb, 13 oz) or 4,500 g (9 lb, 4 oz), regardless of the fetal gestational age14
.

	Small for date infant 
	Infants whose term was between 37 weeks and 42 weeks, with the birth weight less than 2500g15
.


Supplementary Table S2. Final equation of logistic regression.
	X1: ART; X2: Gravidity; X3: Parity; X4: pre-pregnant BMI; X5: Maternal education; X6: Previous cesarean delivery

	Total
	GDM
	logit(P)=-5.212+0.69X1+0.52X3+0.438X4+0.368X5

	
	Gestational hypertension
	logit(P)=-4.977+0.947X1+0.288X3+0.65X4

	
	Preeclampsia
	logit(P)=-3.442+0.399X1+0.481X4-0.516X5

	
	    mild preeclampsia
	logit(P)=-2.204-1.637X3+0.611X4-0.715X5+1.844X6

	
	    severe preeclampsia
	logit(P)=-4.118+0.71X1+0.346X4-0.426X5

	
	ICP
	logit(P)=-3.099+1.052X1

	
	Placenta previa
	logit(P)=-3.787+0.803X1+0.299X2+0.357X3-0.198X5+0.409X6

	
	     complete placenta previa
	logit(P)=-6.222+0.961X1+1.259X3

	
	     partial placenta previa
	logit(P)=-6.678+1.221X1+1.26X6

	
	     marginal placenta previa
	logit(P)=-3.62+0.616X1+0.449X2-0.322X5

	
	Placental abruption
	logit(P)=-5.796+1.622X1

	
	pPROM
	logit(P)=-2.746+1.114X1+0.341X3-0.385X5

	
	Abnormal placental cord insertion
	logit(P)=-4.03+0.312X1+0.196X5+0.594X6

	
	Placental adherence
	logit(P)=-4.226+0.862X1+0.577X2+0.319X3-0.178X5

	
	Postpartum haemorrhage
	logit(P)=-3.422+1.002X1+0.63X3-0.32X5

	
	Polyhydramnios
	logit(P)=-5.108+0.58X1+0.679X3

	
	Oligohydramnios
	logit(P)=-1.545-0.4X1-0.534X3-0.181X5

	Singletons
	GDM
	logit(P)=-5.247+0.802X1+0.522X3+0.439X4+0.377X5

	
	Gestational hypertension
	logit(P)=-4.797+0.688X1+0.7X4+0.424X6

	
	Preeclampsia
	logit(P)=-3.362+0.538X4-0.598X5

	
	    mild preeclampsia
	logit(P)=-2.557-0.513X1-1.517X3+0.805X4-0.787X5+1.755X6

	
	    severe preeclampsia
	logit(P)=-3.14+0.421X1-0.541X5

	
	ICP
	logit(P)=-2.626+0.466X1-0.19X5

	
	Placenta previa
	logit(P)=-3.681+0.809X1+0.281X2+0.384X3-0.243X5+0.417X6

	
	     complete placenta previa
	logit(P)=-6.214+1.128X1+1.266X3

	
	     partial placenta previa
	logit(P)=-6.833+1.638X1+1.41X6

	
	     marginal placenta previa
	logit(P)=-3.457+0.47X1+0.426X2-0.374X5

	
	Placental abruption
	logit(P)=-5.844+1.487X1

	
	pPROM
	logit(P)=-3.099+0.518X1+0.587X3-0.4X5

	
	Abnormal placental cord insertion
	logit(P)=-3.126+0.337X1-0.239X2+0.582X6

	
	Placental adherence
	logit(P)=-4.299+0.792X1+0.622X2+0.386X3-0.218X5

	
	Postpartum haemorrhage
	logit(P)=-4.068+0.553X1+0.861X3+0.213X4-0.359X5

	
	Polyhydramnios
	logit(P)=-5.429+0.502X1-0.498X2+0.941X3+0.371X4

	
	Oligohydramnios
	logit(P)=-1.492-0.61X3-0.166X5

	Twins
	Postpartum haemorrhage
	logit(P)=-4.093+1.036X1
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