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Abstract

Aims: The type 2 diabetes risk following gestational diabetes mellitus (GDM) is high,
particularly among South Asian women in Western countries. Our study aimed to advance
the knowledge regarding the mechanisms behind suboptimal follow-up in the Nordic and
South Asian women with previous GDM by comparing (1) their experiences, (2) health
and disease perceptions and (3) barriers to and facilitators of health-promoting behaviours.
Methods: This qualitative study was conducted in three hospital outpatient clinics
in Norway, comprising six focus group interviews with 28 women 1-3 years after a
pregnancy with GDM. The participants were purposively sampled and grouped ac-
cording to their ethnicity. The data were analysed using thematic analysis, and a theo-
retical approach was applied to support the analysis and discuss the study's findings.
Results: Five main themes were identified: lack of resilience, emotional distress,
‘caught between a rock and a hard place’, postpartum abandonment and insufficient
guidance. The key determinants of the maintenance of unwanted health behaviours
after GDM were consistent across the ethnic groups. Although the importance of a
culturally sensitive approach was emphasised, it appeared secondary to the need for a
more organised public healthcare during and after GDM.

Conclusions: Women's real-life constraints, combined with the inadequate
healthcare-service implementation, could explain the non-adherence to the lifestyle-
changes guidelines essential for preventing diabetes post-GDM. We suggest promot-
ing specific coping strategies and changing the healthcare service approach rather

than relying on women's capacity to initiate the necessary changes.
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1 | INTRODUCTION

Gestational diabetes mellitus (GDM), affecting 1%-—
25% of pregnancies worldwide,' is associated with ad-
verse pregnancy outcomes and an increased risk of future
type 2 diabetes in both mothers and their offspring.z’3 Its
prevalence' and that of type 2 diabetes after it** is twice
as high in South Asian women, compared to European
women.

Although the post-GDM type 2 diabetes risk is high
in all populations examined,” the national recommended
postpartum screening and subsequent lifelong medi-
cal follow-up are suboptimal.5 Qualitative analyses in-
dicate that healthcare providers fail to address this risk
during the antenatal period®™ and the emotional distress
linked to the GDM diagnosis, making women resistant to
follow—up.6_8

Therefore, understanding women's experience with GDM
is crucial. 510 Contrary to an internalised responsibility often
observed in Western people towards their diabetes, several
South Asian immigrants externalise it, attributing the disease
to general life circumstances or to God's will.'" Therefore,
understanding individuals’ physical, behavioural and psy-
chological beliefs about their illness is important when sup-
porting their health-promoting behaviours.”'*!* However,
limited research has addressed the health and disease beliefs
about illnesses to explain the ethnic differences in healthcare
post-GDM.

We, therefore, aimed to clarify the mechanisms determin-
ing unwanted behaviours (i.e. the gap between women's in-
tentions and actions related to health-promoting behaviours
post-GDM) in Nordic and South Asian women with previous
GDM by comparing their experiences of healthcare services
during and after pregnancy, health and disease beliefs, and
socio-cultural barriers and facilitators. We applied Lipsky's
theory of street-level bureaucracy (clarifying why recom-
mendations are not implemented as intended'*) to understand
women's responses to the current GDM guidelines and how
these influence GDM follow-up.

2 | METHODS

2.1 | Design and settings

This qualitative research utilised focus group interviews to
gain insights into sensitive topics, eliciting the study's ob-
jectives.ls’16 These interviews were a part of the ongoing
DIAbetes in South Asians 1 (DIASA 1) cross-sectional study
examining glucose metabolism using oral glucose tolerance
tests (OGTTs) in women with previous GDM referred to
one of three hospitals in the Oslo area, Norway; this was fol-
lowed by an invitation to focus group interviews scheduled

Novelty statement

e After the gestational diabetes mellitus (GDM)
diagnosis, adherence to health-promoting behav-
iours, which although appears to be low, may re-
duce the risk of developing type 2 diabetes.

e We here report that the causes of this lack of ad-
herence were both women's real-life constraints
and the healthcare system's failure to implement
its services.

e We encourage healthcare providers to carefully
consider mechanisms behind women's unwanted
behaviours when designing strategies to prevent
diabetes after GDM. These approaches should
promote specific coping techniques and adopt a
whole-system approach to make women more re-
ceptive to follow-up after GDM.

at a separate date. In Norway, women with GDM referred
to hospital clinics have more frequent follow-up visits than
those in primary healthcare, the latter reflecting women with
diet-treated GDM (Figure 1).

2.2 | Participants

The DIASA 1 study was approved by the South Eastern
Norway Regional Committee for Medical and Health
Research Ethics (reference number: 2018/689). Written in-
formed consent was obtained from the participants. The in-
clusion criteria were age >18 years, hailing from South Asia
(Pakistan, India, Bangladesh or Sri Lanka) or Nordic coun-
tries (Norway, Sweden, Denmark, Finland or Iceland), and a
diagnosis of GDM 1-3 years previously (according to WHO
1999'7 or modified International Association of Diabetes and
Pregnancy Study Groups (IADPSG) criteria'®). The exclu-
sion criteria were new pregnancies, exclusive breastfeeding
or drug-treated diabetes. The eligible women were recruited
through a letter of invitation. Additionally, the South Asian
women received a telephone invitation in their native
language.

A subgroup of women in DIASA 1 was invited to par-
ticipate in one of six planned focus group interviews; how-
ever, the final number of groups was determined by data
saturation (i.e. information power), and the recruitment
process continued until no new themes were identified."
To compare the differences and preserve the homogeneity
within the groups,15 the participants were purposively sam-
pled and grouped according their ethnicity: two Nordic,
two Pakistani, one Sri Lankan and one mixed South Asian

group.
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Primary healthcare
(GP/midwife)
in pregnancy

(free of cost,
financed by the Norwegian tax system)

Secondary healthcare
in pregnancy

(free of cost,
financed by the Norwegian
tax system)

Primary healthcare
(GP/midwife)
after pregnancy

(a small amount to pay, rest is financed by
the Norwegian tax system)

» Diagnose GDM

 Follow-ups every
4 to 6 weeks

 Refer to secondary
healthcare if fasting or
postprandial glucose levels
exceed given limits after
lifestyle advice (i.e,
women in need of
medication)

* Women are seen by a || * Responsible for follow-ups
multidisciplinary

» team at hospital

outpatient clinics

* Follow-ups every * Initially organise the
2 to 4 weeks

and for reiteration of lifestyle
» recommendations at 4 months
and yearly after GDM

maternity groups™

+ Women themselves are
responsible for booking an
appointment

FIGURE 1 The roles of different healthcare providers during a pregnancy with gestational diabetes mellitus in Norway [18]. *Maternity

groups: groups organised to gather women in same situation as new parents to share experiences (initiated by public health clinics (free of

cost), then organised by the women themselves). GP, general practitioner; GDM, gestational diabetes mellitus

2.3 | Data collection and analysis

The focus group interviews (60-90 min each) were con-
ducted at a convenient time outside a clinical setting at the
Akershus University Hospital. A flexible interview guide
(Appendix S1) developed by the research team elucidated
the study objectives. The demographic and clinical data
were collected from the DIASA 1’s quantitative part and
from a short questionnaire answered before the interviews.
The interviews were conducted by the first author (AS) act-
ing as a moderator (South Asian female endocrinologist,
fluent in Norwegian, English, Urdu and Hindi) and a co-
moderator (AS, Norwegian diabetes nurse) in the partici-
pant's preferred language spoken by AS. Additionally, an
experienced interviewer (CV, last author) attended the first
group session.

To provide a common language to the authors, the audio-
recorded interview data were transcribed verbatim into
Norwegian by AS, who later revised them for conceptual
accuracy. A stepwise approach to thematic analysis was ap-
plied®® before translating the final report into English:

1. AS read the entire dataset and familiarised herself with
it.

2. AS and CV organised the data into codes using NVIVO
version 12.

3. The codes were categorised into main and minor themes,
emphasising on identifying similarities and differences
within each of them.

4. AS reviewed the themes following an iterative process,
ensuring a coherent pattern for each of them before con-
sidering an individual theme's validity in relation to the
entire dataset. Thereafter, AS and CV ensured external
heterogeneity between the themes and named them.

5. Finally, the themes were approved before the authors se-
lected representative quotes to support the analysis that
was inspired by Lipsky's theory of street-level bureau-
cracy 14 focusing on the mechanisms behind women's
unwanted health behaviours and how healthcare services
should develop strategies to counteract them.

3 | RESULTS

Of the 96 women included in the DIASA 1 study, 28 partook
in the interviews, 19 declined participation and 49 were una-
vailable or sick on the day of the interview (Appendix S2).
The mean age was 35 years, BMI 30.3 kg/m? and HbAlc
37 mmol/mol (5.6%); 71% had abnormal glucose metabolism
(Table 1). Overall, 83% of the South Asian women were first-
generation immigrants.

The analysis identified five main themes that are pre-
sented with supporting quotations from the participants: lack
of resilience, emotional distress, ‘caught between a rock and
a hard place’, postpartum abandonment and insufficient guid-
ance. The emotional distress theme was further divided into
three subthemes.

3.1 | Lack of resilience

The mentioned health and disease beliefs were categorised
into four concepts—behavioural, physical, psychosocial
and spiritual (Table 2). The behavioural health concept en-
tailed the ability to perform daily routines while the physi-
cal one signified the absence of anything that prevented
women from displaying their capabilities. Both concepts
were judged as inferior to the psychosocial one, where
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TABLE 1 Participants’ characteristics presented as mean and
(standard deviation) or number (n) and [%]

Nordic South Asian
n=10 n=18
Age (years) 36 (5) 34 (4)
Ethnicity:
Norwegian 9[90] -
Swedish 1[10] -
Danish/Finnish/Icelandic - -
Pakistani - 9 [50]
Sri Lankan - 6 [33]
Indian = 3[17]
Bangladeshi - -
BMI (kg/m?) 32,6 (7,0) 29,0 (6,7)
Self-reported pre-pregnancy 32,0 (7,1) 27,5 (6,4)
BMI (kg/m?)
HbAlc (mmol/mol), [%] 37 (3), 5,5 38 (5), [5.,6
2] (2,6)]
IGT/IFG 4 [40] 10 [56]
Type 2 diabetes 3 [30] 3[17]
Time since index pregnancy 23 (9) 24.(9)
(months)
Primiparous 4 140] 7 [39]
GDM prior to the index 4167] 3 [27]
pregnancy
Insulin + Metformin use in 5 [50] 9 [50]
pregnancy
Tertiary educated (college/ 7[70] 8 [44]
university)
Employed 9 [90] 9 [50]
Hard/moderate physical activity 4 [40] 8 [44]
Walking 10 min daily 10 [100] 17 [94]
Norwegian language skills
Fluent - [39]
Average = [56]
Poor S [5.6]

Abbreviations: BMI, body mass index; GDM, gestational diabetes mellitus; IFG,
impaired fasting glucose; IGT, impaired glucose tolerance.

positive attitude, coping skills, quality of life and a sup-
portive social atmosphere were accentuated. Resilience
was particularly defined as good health, regardless of the
ethnicity:

If you are mentally affected by a disease, then
you're sick. However, if you have the mental
strength to adjust to challenges such as diabetes
[...], then you can feel healthy despite having
an illness.

(South Asian woman)

All focus groups highlighted the importance of perceiving
life satisfaction, where a lack of stress was described as a
prerequisite to achieving peace of mind, defined as quality of
life. A minority of the South Asian women elaborated on the
concept of spiritual health or disease:

One day I saw a girl who was unable to drive her
own wheelchair [...], I thanked Allah for giv-
ing me a daughter with all functionalities [...].
Thank you Allah, do not give anybody such a
disorder.

(South Asian woman)

3.2 | Emotional distress

3.2.1 | Fragmented pregnancy routines
Independent of ethnicity, the GDM diagnosis was commonly
accompanied by shock and tension caused by concerns re-
garding excessive baby weight, future diabetes risk, frequent
hospital visits and frustration about having to perform behav-
ioural changes:

[ took it very seriously; I wrote down everything
I ate, all the glucose values, and woke up in the
night to test...I was completely mad.

(Nordic woman)

Furthermore, the South Asian women also expressed fear of
developing a disease that would affect the raising of their older
children. They believed that these factors fragmented their
pregnancy routines; however, the negative effects of frequent
hospital visits were generally outweighed by the benefits of rel-
evant information and appeared to act as a motivator in itself.

3.2.2 | Perceived stigma

The GDM diagnosis was related to shame in the majority of
the women. Diabetes was associated with being overweight
and aged, which, in turn, was related to lifestyle diseases and
lack of self-discipline:

If you’re fat, then you are dumb. You have been
unable to make the right decisions in life.
(Nordic woman)

Reflecting this perceived stigma, some participants from both
ethnicities avoided informing their close family about their diagno-
sis. This was accompanied by an inner feeling of guilt, expressed
as negative reflections around their unhealthy behaviours prior to
pregnancy. Thus, they considered themselves as responsible for
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TABLE 2 Health and disease beliefs gathered from the interviews, categorised into four concepts

Concept Health beliefs
*11Behavioural e Perform daily routines (consume healthy diet,
manage exercise, and work duties)
e No medications
11Physical e Physical functionalities
e No symptoms
111Psychosocial e Resilience
e Supportive atmosphere
1Spiritual e Blessings from a higher being

Disease beliefs

e Lack of daily routines (unhealthy diet, inactivity, failure of
self-discipline)

e Addiction to medications

e Constant vigilance (diabetes perceived as a full-time condition)

e Functional limitations
e Symptoms
e Dependency on others

e Lack of Resilience

e Punishment from a higher being

Notes: *The relative frequencies of each concept mentioned are denoted by arrows: (1) - mentioned by <5 women, (11) - mentioned by 6-25 women, (111) -

mentioned by >25 women

possibly harming their unborn children. Conversely, this feeling
also motivated them to maintain health-promoting behaviours
during pregnancy. Nevertheless, both ethnicities acknowledged
the importance of informing family members to offer them an op-
portunity to engage in behavioural changes.

3.2.3 | Conflicting advices

The South Asian women reported extraordinary respect for
advices received from older generations, revealing discrep-
ancies between those offered by healthcare providers and
family members. For example, there was a general recom-
mendation to eat additional ghee (butter) during pregnancy
independent of pre-pregnancy weight. Alternatively, a par-
ticipant quoted the following:

My mother used to say just eat what you like
[...], we’ll die one day anyway, and we would
not die from eating this.

(South Asian woman)

However, the traditional idea of ‘complete rest” during preg-
nancy that is prevalent in South Asia was not shared by our
participants, since the majority of them encouraged an active
lifestyle.

33 |
place’

‘Caught between a rock and a hard

Many participants expressed denial, a belief that something
would not happen to them, as a prevalent barrier against ad-
hering to the guidelines that recommended screening for dia-
betes post-GDM:

I didn’t really want to know whether I had dia-
betes [...]. Moreover, when you don’t want to

identify yourself with it, it is easy to think that
maybe I am done with it.
(Nordic woman)

Another challenge mentioned was the responsibility
that the women felt towards their community or children.
Both ethnicities mentioned a perceived obligation to con-
sume unhealthy desserts at social gatherings, primarily due
to a lack of healthier alternatives. Furthermore, the South
Asian women expressed guilt for prioritising themselves
over their families. To elucidate more demanding childcare
obligations among the South Asian participants, a woman
said:

My daily life is like, get the children ready for
kindergarten, get back [from work] at 4.30 pm,
prepare dinner, give the children food, put them
to bed [...]. Moreover, if they wake up and I
have gone out to exercise, then it will be a com-
plete chaos.

(South Asian woman)

The obligation to use traditional South Asian recipes,
comprising daily intake of rice and chapatis, was highly
respected; therefore, it was as a source of conflict. While
several women consumed the same food as their family,
although with smaller portions, others cooked two separate
meals.

Lack of time was perceived as a major barrier to physical
activity because of the participants’ multiple roles as care-
givers, workers and wives. To mitigate this problem, some
women preferred web-based home exercises while others
favoured exercise in groups as a motivational determinant.
Several women proposed the idea of organised gyms with
childcare and separate maternity groups for those with pre-
vious GDM.

A minority of the South Asian participants revealed re-
strictions regarding mixed-sex gym settings:
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I believe many find it difficult to exercise with
all the people at gyms [...]. Moreover, in my
family, there is a shared opinion about exercis-
ing in front of boys [...].

(South Asian woman)

During the discussion, several first-generation immi-
grants did not recall having been provided information about
maternity groups, missing the opportunity to participate.

3.4 | Postpartum abandonment

The participants shared a negative perception of postpartum
abandonment due to the sudden reduction in the frequency of
healthcare or family follow-ups after delivery:

When the delivery process finished, I felt that
everything had ended. One feels left alone [...];
there was no follow-up.

(South Asian woman)

A main criticism of the healthcare guidelines was that the
women themselves were responsible for booking an appoint-
ment postpartum for an OGTT or an HbA 1¢ measurement; this
was followed by a general request for an improved, organised
follow-up:

In my first meeting with the general practitioner,
nobody mentioned GDM [...]. When I asked if
we should test it, then it was: “oh yes, if you
would like to we can do it”. So, you get an im-
pression that everything is fine, there is nothing
to worry about...

(Nordic woman)

Furthermore, the participants wanted an early postpartum
follow-up visit at local hospitals or in primary healthcare cen-
tres so they could keep their already incorporated routines,
thus, easing the burden of implementing behavioural changes.
Additionally, the need for yearly or bi-yearly reminders was fre-
quently articulated:

At the end of the day, I realise that I need others
[...] to motivate me, and it helps with groups
such as this or when health professionals tell
me that this is important [...]; that constant re-
minder makes me perform better.

(South Asian woman)

The majority of the women preferred repeated reminders
from public health nurses or midwives rather than visiting their

doctors due to time constraints experienced in general practice.
Furthermore, several participants expressed concerns about the
lack of interest in women's emotional health after childbirth and
the need for group sessions to discuss how to manage their lives
more effectively. The immigrant women attributed this require-
ment to the sudden shift of social context after marriage, along
with many responsibilities imposed on them without having the
resources to ease the situation.

To enhance the follow-up visit attendance, the women
proposed coordinating them with their child's regular check-
ups by public health nurses or midwives. Moreover, the South
Asian women suggested a mandatory follow-up that elicited
a discussion about whether involving husbands in it would
facilitate health-promoting behaviours.

3.5 | Insufficient guidance

During pregnancy, both groups recognised conflicting atti-
tudes from different caregivers towards the need to perform
an OGTT according to the guidelines:

It was my midwife who was concerned [...];
therefore, I visited the doctor, who sighed over
the initiative from the midwife. I wish that gen-
eral practitioners had more knowledge about this
topic and that they could convey the information
in an improved manner than what I experienced.

(Nordic woman)

Moreover, the lack of personalised information adapted to
real-life constraints was a general complaint:

The general practitioner only suggests the food
that should be avoided. However, it is equally
important to provide an alternative diet.

(South Asian woman)

The participants emphasised the requirement for empower-
ment through information, both oral and written, to understand
the risk of diabetes after GDM.:

I was informed that 25%-50% of the women
with GDM get diabetes later in life [...]. Further,
when I hear later in life, I think about retirement
age.

(Nordic woman)

All groups expressed concern regarding the long-term risk
of diabetes and proposed the idea of a national website compris-
ing information about future diabetes risk and diabetes-friendly
recipes, including diets for minorities.
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4 | DISCUSSION

Contrary to previous studies,”™? the key determinants of sub-
optimal follow-up after GDM in our research were similar
across the ethnic groups. Although the importance of a cul-
turally sensitive approach was emphasised, it was found to be
secondary to the need for more organised public healthcare
during and after GDM.

To understand why women do not adhere to the existing
GDM guidelines, we applied an underused theoretical model
of healthcare, Lipsky's theory of street-level bureaucracy.21 It
clarifies the mechanisms behind unwanted behavioural patterns
in street-level bureaucrats, defined as public employees (police,
teachers or healthcare providers) with a heavy workload and few
resources provided by their agency (the government). Lipsky
encouraged policymakers to enhance whole-system changes
rather than relying on individuals’ capacity to make alterations.
He suggested a supportive approach to avoid bureaucrats from
modifying rules in ways they think best meet their clients’ needs,
although serving to maintain unwanted behaviours.!

An alternative view of Lipsky's theory applied in this
study recognises women as public employees (as a wider so-
cietal view of motherhood), the child or family as her clients,
and the health services as the agency. In light of this theory,
we will discuss our findings to highlight strategies of how to
counteract unwanted behaviours.

4.1 | Lack of resilience and emotional
distress (= the employees are under a
constant threat, making them sensitive to
claims)

The constant pressure on Lipsky's bureaucrats who negotiate
between policymakers and clients, make them vulnerable to
claims," mirroring the situation of the pregnant and postpar-
tum women. During pregnancy, the burden of maintaining
a strict blood glucose regime recommended by healthcare
providers provoked a similar emotional response, reflect-
ing the apprehensive consequences for the unborn child.
Furthermore, South Asian women described the fear of de-
veloping a disease, illustrating the principal and vulnerable
position of immigrant mothers.

Several studies have supported that emotional distress may
render women resistant to follow-ups post-GDM.(’_8 Our study
indicated that a positive attitude and resilience may effectively
act as buffers against such distressing experiences, independent
of ethnicity. This was substantiated by the health and disease
beliefs obtained. Additionally, although holistic beliefs are as-
sumed to be crucial for health promotion in South Asian in-
diViduals,22 it, and other concepts, was found to be inferior to
the psychosocial one. Therefore, we suggest a motivational ap-
proach that builds on the users’ coping strategies.

DIABETIC IS

Furthermore, conflicting advices and lack of communica-
tion regarding mothers’ psychosocial well-being were com-
mon claims; they need to be addressed to improve women's
adherence to follow-ups post-GDM, a view supported by
both high- and low-income countries.”*

4.2 | Time constraints (= inadequate
resources)

Similar to bureaucrats commonly caught between heavy
workload and inadequate resources, this study identified
women's time constraints as a major concern. ' Thus, we
7924 advocate combining postpartum screen-
ing with the existing child services, such as vaccination
programmes. To implement physical activity, we suggest
organised gyms with cultural and child-friendly facilities
that are partially reimbursed by the government/healthcare
insurers. Local walking groups, free of cost and without
the need for childcare, may promote physical activity;
however, studies demonstrate inconsistent findings.13 Our
research rejects the perception that the South Asian indi-
viduals consider physical activity as negative and unsafe,
as reported previously.g’11

and others

4.3 | ‘Caught between a rock and a hard
place’ (= service for dependent clients)

In this study, the child or the family (i.e. the clients) was
dependent on the mother, particularly in some South Asian
families. Contrary to Lipsky's theory, where the clients find it
difficult to criticise the bureaucrats because of their depend-
ency,'* this study's clients easily acquired their demands as
they were ranked first in priority. The dual pressure from
healthcare policies and the family, therefore, created three
motivational barriers that perpetuated women's feeling of
being ‘caught between a rock and a hard place’: denial to-
wards the diagnosis, prioritising obligations towards others
and lifestyle hindrances such as food traditions or the percep-
tion of exercise as subsidiary. We speculate that emphasising
the offspring's increased risk of diabetes would make women
more receptive to behavioural modifications, as the baby's
welfare was the main motivator for lifestyle changes during
pregnancy.

4.4 | Postpartum abandonment (=
challenges of performance measurement)

Lipsky's theory asserts that a lack of routine makes it chal-
lenging to measure performance. Consequently, women/
bureaucrats attempt to manage stress rather than adhering



SHARMA ET AL.

LI DIABETIC

to formal policies.14 Thus, to mitigate women's tendency
of rationalising themselves away from future diabetes risk,
we recommend an organised postpartum follow-up by the
public healthcare system. The appropriate time for the in-
tervention has been found to range from pregnancy25 to
6 months postpartum.26 However, our findings suggest an
immediate postpartum follow-up, followed by yearly or
bi-yearly reiteration of lifestyle recommendations, led by
community health nurses or midwives. This would allow
women to capitalise on the behavioural changes made dur-
ing pregnancy and counteract the perceived postpartum
abandonment. Kim et al. revealed that only 16% of the
American GDM patients saw themselves to be at a high
risk of future type 2 diabetes.?” Moreover, several stud-
ies’ findings are similar to ours, identifying reminders and
social support as important for adherence to postpartum
screening.23‘24 To facilitate attendance, culturally sensi-
tive invitations to both parents is suggested. This would
acknowledge women's need for behavioural changes and
provide an opportunity to focus on their emotional health
after delivery.

4.5 | Insufficient guidance (=
vague organisational expectations)

Consistent with Lipsky's request for understandable goals14 and
with models suggesting a positive association between perceived
risk and behaviour,27 tailored information to help women real-
ise their future risk of diabetes is recommended. While studies
emphasise the enhancement of patient-provider communication
about type 2 diabetes risk,**® we and others™!'~* believe that
this strategy may be unsuccessful if it is not culturally meaning-
ful and fails to address misunderstandings, exemplified here by
the scarcity of immigrant women attending maternity groups.
Therefore, follow-ups post-GDM should provide understand-
able, tailored information and encourage women to engage in
group discussions. Moreover, national websites could act as
information resources for women with heightened diabetes
risk, recommending nationality-specific diabetic-friendly diets.
These findings are consistent with previous research”®** and
with a trial reporting an up to 58% decline in the type 2 diabetes
incidence for high-risk individuals if lifestyle modifications are
implemented.*

Themes |
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Mechanisms determining
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FIGURE 2 Suggested mechanisms behind unwanted health behaviours in women with previous GDM. The identified themes supported by

Lipsky's theory uncover a negative synergism, which warrants specific coping strategies and more organised public healthcare to improve women's

adherence to follow-ups after GDM. GDM, gestational diabetes mellitus
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In summary, by mapping our findings to Lipsky's theory,
we aimed to clarify how real-life constraints, such as heavy
workload and time restraints, make humans susceptible to un-
wanted behaviours. Moreover, a guideline without strategies
to counteract these constraints may facilitate unwanted be-
haviours, such as assisting women in rationalising themselves
away from their future diabetes risk. This comparison elu-
cidates Lipsky's principle that the implementation of a rec-
ommendation depends on its usefulness, where the balance
between excessive and insufficient freedom to ‘the workers’
is tricky, however, crucial. Therefore, to improve women's
adherence to follow-ups post-GDM, we suggest guidelines
that promote supportive and familiar coping strategies to al-
leviate emotional distress. Additionally, we propose the idea
of a more organised public healthcare during and after GDM
that enhances whole-system changes rather than relying on
women's capacity to initiate them, for example by establish-
ing recall systems for follow-ups post-GDM. Women should
be offered tailored information about future diabetes risk,
and further follow-up should comprise reiterations of life-
style recommendations focusing on their emotional health,
encouraging physical activity and addressing motivational
barriers.

Based on these key findings (Figure 2), several recommen-
dations on how to make women more receptive to the GDM
guidelines are presented in Table 3. Further in-depth inter-
views and intervention studies are required to assess them.

5 | STRENGTHS AND
LIMITATIONS

A major strength of this multicentre research was the in-
clusion of women from two different ethnicities who were
cared for in the same healthcare setting. Previous stud-
ies have focused on monoethnic groups within the same
healthcare setting or have been conducted at only one med-
ical institution. Furthermore, applying Lipsky's theory to
map our findings regarding strategies for approaching un-
wanted behavioural patterns is novel. The shared cultural
background that allowed the participants to use their na-
tive languages, except Tamil, also strengthened the study's
trustworthiness.

This study's limitations include a possibly biased re-
cruitment process, as the Nordic participants were invited
only through letters, whereas the South Asian women also
received telephonic invitations in their native language.
The proximity to the interviewer and co-moderator, who
intermittently acted as healthcare professionals during
pregnancy, may have impacted the women's responses.
Similarly, this background could have formed preconcep-
tions and affected the interpretation. Furthermore, the
translated data could be a drawback. Finally, the study

DIABETIC HIREAE

sample was purposive, that is, it only recruited women re-
ferred to hospital, after an OGTT post-GDM; therefore, it
was not representative of the population studied. However,
many of the themes presented reflect issues discussed
worldwide (Table 3).

This study calls for policy and practice to equally focus on
specific coping strategies and adopt a whole-system approach
rather than relying on women's capacity to initiate necessary
changes when designing approaches to improve women's ad-
herence to guidelines and prevent type 2 diabetes after GDM.
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