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Background: Gestational diabetes mellitus (GDM) complicates the health of mother and child not only in
the short term but also in the long term basis. Addressing GDM through early detection and proper
management is vital to improve maternal and child health. Identifying existing barriers for detection and
management is important for policy improvement. This study aims to explore barriers for detection and
management of GDM in Wolaita Zone, Southern Ethiopia.
Methods: A qualitative study was conducted. Health professionals working in antenatal clinic, delivery,
and other maternal health services were selected purposively. A total of 18 in-depth interviews were
done. The transcripts were imported into NVIVO version 12 software packages. A qualitative thematic
analysis approach was used to analyze the data.
Results: Screening of women for GDMwas done based on the risk factor assessment within 24e28 weeks
of gestational age. The participants mentioned that they made diagnosis of GDM based on the World
Health organization criteria. Barriers for detection and management of GDM include; lack of standard
guidelines and protocols, lack of awareness among mid-level health care providers on GDM, inadequate
trained health care providers, shortage of supplies and equipment and late antenatal care visits.
Conclusions: Policy makers and health care leadership need to address challenges by availing standard
guidelines and protocols, providing on job training for health care providers, fulfilling supplies and
consumables and working on early antenatal visits of pregnant mothers.

© 2019 Diabetes India. Published by Elsevier Ltd. All rights reserved.
1. Introduction

Gestational diabetes mellitus (GDM) affects the health of
mother and child not only in the short term but also in the long
term basis. Women with GDM have increased risk of developing
obstetric complications [1,2]. The occurrence of type II diabetes
mellitus in future life among mother with GDM is higher [3,4].

Newborns of mothers with GDM are at higher risk of different
complications like being delivered preterm, being macrosomic or
suffering from hypoglycemia, jaundice or respiratory distress.
Maternal complications of hypertension, obstructed labour, post-
partum hemorrhage and caesarean section delivery are more likely
to happen because of GDM [5].

Evidences indicated that controlling blood glucose level with
oticha).
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lifestyle modifications and/or drug treatment like insulin during
pregnancy considerably reduces the risk of adverse pregnancy
outcomes. It is common to have normal glucose level among
women with GDM after giving birth, but short term and long term
complications that can happen in both mother and child can
worsen the condition. Detection and management of mothers with
this problem has opportunities and challenges [6,7].

Management of GDM like appropriate antenatal screening and
diagnosis, early initiation of treatment options, and follow-up after
child birth and preventive care are essential. It is suggested to use
consistently valid simple screening and diagnostic criteria for
detection of GDM [8].

In some countries with poor obstetric service and lack of
appropriate newborn care, GDM may have particularly severe
consequences for the health and well-being of the mother and
child. GDM therefore accounts an unrecognized challenge to
maternal and neonatal health in low and middle income countries.
Tackling the problem related to GDM by timely detection and
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suitable management therefore could have good opportunity to
improve maternal and child health.

To be able to plan appropriate strategies to address these issues
will require better understanding of the existing gaps in detection
and treatment of GDM.

This study aims to explore detection and management modal-
ities of GDM in Wolaita Zone, Southern Ethiopia.

2. Methods

2.1. Study setting

The Southern Nations, Nationalities, Peoples Region (SNNPR) is
one of the nine regions in Ethiopia and it consists of many different
languages and ethnic groups within own diverse culture. The area
of the region covers 10% of the national landmass and its boundary
shows there is Kenya to the south, Sudan to the southwest, Gam-
bela regional state to the west and Oromia regional state to the
north and North-East. The region is composed of 13 zones and 104
Districts, of whichWolaita Zone is the one and situated in the south
central part of the region 385 km distance from Addis Ababa and
165 km south west of the regional capital, Hawassa. The population
of the zone is estimated to be 2 million (51% were females) (Pop-
ulation for census 2007). Wolaita zone is one of the most densely
populated areas in the country with an average of 640 people living
per square kilometer.

The study area in general has 12 administrative districts and
three town administrations. Likewise this area share 3 Hospitals, 70
health centers and 380 health posts, among these 12 Health Centers
and all three hospitals provide diagnostic andmanagement care for
pregnant women with diabetes mellitus. Total number of pregnant
women in the zone is 66,646 [9]. Data were collected in two
months period from January to February 2018.

2.2. Study design

A qualitative study with descriptive approach was used. This
approach involves trying to understand the essence of issue by
examining the experience of health care providers and leadership
who have been involving in maternal and child care.

2.3. Participant selection and sample size

All study participants were selected purposively. Health pro-
fessionals working in antenatal care, delivery, and other maternal
health services were included. Those working in the area of health
care leadership were also included in the study. Total of 18 in-depth
interviews were conducted with health care providers and
leadership.

2.4. Data collection

Conducting in-depth interview was chosen as the data collec-
tion method to capture practices and experiences related to
detection and management of gestational diabetes. This method
elicits candid responses in a private setting regarding professional
topics of discussion. It is useful to have each participant has more
time and opportunity to share feelings, perspectives, and experi-
ences concerning the problem. The interviewers had plenty of time
to probe and obtain in-depth responses since respondents tend to
express themselves more freely.

Again this method is appropriate for this study since we are
interviewing someone with specific knowledge and experience
concerning the issue and it is better suited to sitting down one-on-
one. It also allows considerable opportunity to probe answers and
for intensive investigation of individual experiences and thoughts.
Semi structured check list was used to collect data. Data collectors
with past experience were trained in (on study overview, objec-
tives, participant selection, detailed tool review, interview
approach, and role play of interview skills). Supervision was con-
ducted throughout data collection time. The interview was audio-
recorded by using digital recorder. Transcriptions and translations
were spot-checked for accuracy by supervisors.

2.5. Data analysis

Prior to analyzing the data, in-depth interviews were tran-
scribed and translated into English. A qualitative thematic analysis
approach was used to analyze the data. The transcripts were
transferred into NVIVO version 12 software packages. Data coding
was done in each categories by using the software. Once codingwas
complete, code reports were produced for each code, cleaned and
prepared for synthesis. During synthesis and write up meaning
units were identified in relation to the aim of the study. Emerging
meaning units that were extracted from each topic of the analysis
coded and then combined together to form categories depending
on their differences and similarities.

2.6. Ethical considerations

Ethical clearance was obtained from Institutional Review Board
of College of health Sciences, Addis Ababa University. Permission
was obtained fromWolaita Zone Health Department and respective
health facilities. All participants were informed about the purpose
and advantage of the study, being the anonymity and the right to
refuse at any stage of the interview and procedure. Confidentiality
of the responses was assured, and verbal consent was obtained
prior to data collection.

3. Results

3.1. Background of participants

This qualitative analysis was made using the transcripts of 18 in-
depth interview participants. The participants were physicians,
nurses andmidwives whowere involved in providingmaternal and
child health services in Wolaita Zone, Southern Ethiopia. All par-
ticipants told us their socio-demographic information. Accordingly,
all informants 6 of the participants were females and the rest were
males with in age range 26e48. Regarding their profession, ob-
stetricians [6], general practitioners [4], midwifes [3], and clinical
nurses [3] and health officers [2] were involved and their experi-
ence ranged from 4years to 16 years.

3.2. Detection of GDM

Participants were asked about detectionmethod of GDM in their
respective health facilities. All participants mentioned that
screening of women for GDM based on the risk factor assessment
known as selective screening. According to participants, health care
provider screen pregnant mothers with one or more risk factors
within 24e28 weeks of gestational age. The participants also
mentioned that they made diagnosis of GDM based on WHO
criteria. The participant from Wolaita Sodo University teaching
referral hospital indicated detection method of GDM as follows;

“Here in our hospital we use selective screening method to detect
GDM. We understand that GDM has negative consequences both
for mother and fetus if not detected early. We screen selectively by
asking past history of having big baby, family history of diabetes
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and obesity. We will focus our screening from 24-28 weeks of
gestational age. Physicians working in antenatal care screen
mothers by testing blood sugar level” (Male physician, aged 36)

The reason for selecting selective screening was explored in the
interviews. The main reason given by the respondents as to why
selective screening was preferred and used was the issue of cost-
effectiveness, but some participants strongly suggest universal
screening of all pregnant mothers during antenatal by considering
the seriousness of the problem.

The participant from Sodo Christian Hospital noted that;

“We do screening selectively, by considering history of still birth,
having big baby, age greater than 35 and family history of type II
diabetes. In general we follow selective screening technique
because of cost but it is better to do universal screening for all
pregnant mothers during antenatal care for better detection” (Fe-
male midwife, aged 28).

Another participant also reported that the problem is becoming
common and including GDM screening as baseline investigation for
all pregnant mothers is important. According to the participant,
mothers are not screened consistently in the facility like other in-
vestigations and he said;

“This case is very common in our health facility; we commonly
detect GDM during ANC care. But screening is not routine and
consistent, not assessed as base line. We screenmothers when there
is complication and high level of suspicion, otherwise we do not
consider it as baseline assessment during ANC. It is better if we
include it as baseline assessment for all antenatal attendants”
(Male Obstetrician, aged 40).

Respondents were nearly unanimous that they screen the
women at 24e28 weeks of gestation and they also emphasised that
it is not always possible to screen the women in this period of
pregnancy because of late antenatal visit.

“ According to the recommendation, we try to do screening at
24e28 weeks of gestational age but the problem most mothers are
not visiting ANC clinic at early time, some may visit health facilities
during late third trimester, this is also one challenge” (Male
midwife, aged 32)
3.3. Barriers and challenges to early detection and management of
GDM

Participants pointed some barriers and challenges for detection
and management of GDM. These include; lack of standard guide-
lines and protocols, lack of trained health care providers, shortage
of supplies and equipment and late antenatal care visits.

Participants were asked a series of questions about guidelines
and clinical standards relevant to detection and management of
GDM. Many of the respondents noted that lack of standard pro-
tocols and guidelines for detection and management of GDM is one
barrier. They explained that in absence of standards, screening of
womenwill take place based on subjective judgement of providers.
One of the participants explained the issue as follows;

“In our hospital, we don't have guideline specific to GDM screening
and management unlike other obstetric complications. No stan-
dard available regarding GDM, I hope the government will provide
these things in future” (Female Midwife, aged 32)
Another participant from health canter echoed that lack of
standard protocol is challenge for detection and management of
GDM, and he said;

“There is no standard or guideline for screening of GDM in our
health centre. Low attention is given providers, it is not considered
as serious problem; I think this is the reason why for lack of
awareness creation activities, lack of guidelines and standards and
so on” (Male Nurse, aged 27)

Lack of trained health care providers was mentioned as one
problem for detection and management of GDM, according to the
participants. They mentioned that there is lack of awareness among
health care providers particularly mid-level providers in facility
and the major reason for this was lack of on job training on
detection and management of GDM. Training, seen as a critical
component of strengthening detection and management of GDM
was sorely lacking, and respondents called for training at all levels.

“Firstly, on job training is important on screening and management
of GDM. There is different training in other area but training on
GDM doesn't exist. Specially, training is necessary for mid- level
workers since they encounter mothers during antenatal care, there
should be awareness on GDM detection” (Male obstetrician, aged
34)

Another participants saw staff training as mandatory for service
provision and specifically specialized training in detection and
management of GDM including refresher training that did not
currently exist; he said,

“There is shortage of trained providers here. The reason is, there is
no special on job training concerning GDM detection and man-
agement, so it is better to provide on job training for health care
workers, we are providing care from our knowledge of academic
training; as to me refreshment training is necessary to all providers,
we don't have training on GDM, for example there is continuous
training on issues like PICT, HBV, VDRL but no training provided on
detection and management of GDM” (Male general practitioner,
aged 32)

Lack of supplies and equipment were also reported as chal-
lenges for screening andmanagement of GDM. Shortage of supplies
and infrastructures include space, laboratory reagents and glucose
solutions were found to be challenges for detection and manage-
ment of GDM.

“There is also shortage of supplies like oral glucose preparation. We
prepare oral glucose solution, but it is better to access glucose so-
lution for screening of GDM. Lack of space/room is another chal-
lenge to follow high risk mothers in separate room. So it better to
fulfil supplies and equipment for better care and management”
(Female general practitioner, aged 29).

Health care providers explained that most pregnant women do
not attend antenatal care in the recommended gestational period
for GDM screening; late antennal visit is common and this is
another challenge for early detection of GDM. They also noted that
larger proportions of women attend antenatal visits at health posts
and health centers and providers in these facilities have relatively
lower experience of detection andmanagement of GDM. One of the
participants noted the issue as follows;
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“Another big challenge is late antenatal visit; mothers attend
antenatal care during late pregnancy and this is not ideal time of
recommendation for screening. Some mothers visit health facilities
during the time of delivery. Most ANC visit takes place at health
centre and health centre is staffed with mid-level health care
providers who have lower awareness of GDM screening” (Male
Obstetrician, aged 38)

Another participant also noted that late antenatal visit is chal-
lenge to screen mothers for GDM and he said;

“For me detection rate of GDM is very low but the problem is
common here. The other problem is there is no appropriate ANC
follow up, our report might seem good concerning ANC follow up
but in reality what I observe is there is huge gap and awareness
problem among mothers on ANC. It is better to do awareness cre-
ation on community about the problem because the magnitude of
the problem is increasing from time to time’ (Male Obstetrician,
aged 42).

4. Discussion

This study aimed to explore barriers for detection and man-
agement of GDM in health facilities of Wolaita Zone, Southern
Ethiopia. The participants were physicians, nurses and midwives
who were involved in providing maternal and child health services
in the study area. The findings revealed that screening of women
for GDM was done by based on the risk factor assessment or se-
lective screening. Health care providers screen pregnant mothers
with one or more risk factors within 24e28 weeks of gestational
age. The participants also mentioned that they made diagnosis of
GDM based on WHO criteria. The WHO diagnostic criteria are
generally accepted in many countries in the world including many
African countries [10,11]. In most developing nations where funds
are limited, it is common to screen pregnant women for GDM based
on availability of risk factors in selective manner during antenatal
care [12,13].

Findings from this study showed that health care providers use
dietary modification and exercise as first stage of treatment and
they use insulin if is not possible to control blood glucose level by
diet and exercise. Blood glucose level monitoring, life style modi-
fications like exercise and nutritional advice are important part of
recommended management protocols for mothers with GDM.
Treatment starts with medical nutrition therapy, exercise, and
glucose monitoring and insulin can be used if these methods fail to
maintain normal glucose level [14].

Our study reveals that providers in health facilities face many
challenges related to screening and management of GDM. Lack of
standards and guidelines and inadequate on job training on GDM
are among repeatedly mentioned obstacles. According to our par-
ticipants, health facilities that provide maternity care should have
standard protocol for detection and management of GDM. How-
ever, all the participants noted that there is no standard protocol to
screen and manage pregnant mothers with GDM. According to the
participants, it is possible to find undiagnosed and untreated
mothers or late diagnosis with possible complications.

Guidelines are important for effective screening and manage-
ment of GDM during pregnancy and this is helpful to ensure good
pregnancy outcome. In addition, it is important to prevent long
term complications of GDM like preventing future progression to
type II diabetes [15,16].

In countries like Ethiopia, a lot should be done to reduce
maternal and neonatal mortality to acceptable level; there should
be continuous improvement to avail better access of obstetric care.
However, the situation is challenged by additional burden of non-
communicable diseases worsening the health of mothers and
newborns in low and middle income countries [17]. To increase
awareness and improve detection of GDM in pregnancy, providing
training for mid-level health care providers could be helpful and
this has already been practiced in countries like India and screening
is done by mid-level at first level care [18].

In addition, findings from this study also illustrate that health
facilities have shortage of supplies, consumables and properly
equipped laboratories and considered as barriers for early detection
and management of GDM. So, health system planners and leader-
ship should consider fulfilling essential supplies for screening of
GDM.

The issue of pregnant women not attending antenatal care in
the recommended gestational period for GDM screening was
another challenge for early detection of GDM. According to par-
ticipants the pregnant women do not always attend the antenatal
care clinic in the optimal time for the GDM screening. World Health
Organization (WHO) focused antenatal guideline recommends
screening of mothers for GDM as baseline investigation for all
mothers during antenatal visit [19].

5. Conclusion and recommendations

Selective screening based on one or more risk factors within
24e28 weeks of gestational age was used to detect GDM in study
area. The diagnosis of GDM was made based on WHO criteria. Lack
of awareness on treatment options of GDM among mid-level
workers was reported. Providers face various challenges related
to detection and management of GDM. Commonly reported chal-
lenged were lack of standard guidelines and protocols, lack of
trained health care providers, shortage of supplies and equipment
and late antenatal care visits. Policy makers and health care lead-
ership need to address these challenges by strengthening the
health care system by availing standard guidelines and protocols
for detection and management of GDM, providing on job training
for health care providers, fulfilling supplies and consumables and
working on early antenatal visits of pregnant mothers.
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