Western University

Scholarship@Western

Western® Graduate& PostdoctoralStudies

Electronic Thesis and Dissertation Repository

6-21-2018 10:00 AM

Lived Experience of Gestational Diabetes Mellitus among Saudi
Women: Interpretive Phenomenological Study

Hayat Abdullah Algamadi, The University of Western Ontario

Supervisor: Dr. Marilyn Evans, The University of Western Ontario

Co-Supervisor: Dr. Kim Jackson, The University of Western Ontario

A thesis submitted in partial fulfillment of the requirements for the Master of Science degree in
Nursing

© Hayat Abdullah Algamadi 2018

Follow this and additional works at: https://ir.lib.uwo.ca/etd

6‘ Part of the Nursing Commons

Recommended Citation

Algamadi, Hayat Abdullah, "Lived Experience of Gestational Diabetes Mellitus among Saudi Women:
Interpretive Phenomenological Study" (2018). Electronic Thesis and Dissertation Repository. 5419.
https://ir.lib.uwo.ca/etd/5419

This Dissertation/Thesis is brought to you for free and open access by Scholarship@Western. It has been accepted
for inclusion in Electronic Thesis and Dissertation Repository by an authorized administrator of
Scholarship@Western. For more information, please contact wiswadmin@uwo.ca.


https://ir.lib.uwo.ca/
https://ir.lib.uwo.ca/etd
https://ir.lib.uwo.ca/etd?utm_source=ir.lib.uwo.ca%2Fetd%2F5419&utm_medium=PDF&utm_campaign=PDFCoverPages
http://network.bepress.com/hgg/discipline/718?utm_source=ir.lib.uwo.ca%2Fetd%2F5419&utm_medium=PDF&utm_campaign=PDFCoverPages
https://ir.lib.uwo.ca/etd/5419?utm_source=ir.lib.uwo.ca%2Fetd%2F5419&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:wlswadmin@uwo.ca

ABSTRACT

Gestational diabetes mellitus (GDM) is defined as an abnormal glucose tolerance of
variable severity with onset or first recognition during pregnancy and usually disappearing
immediately after delivery. Women diagnosed with GDM are at high risk for adverse maternal and
neonatal health outcomes such as hypertension, birth trauma, stillbirth, obesity, perineal
lacerations and higher rates of cesarean section. The prevalence of GDM has recently increased
two to three-fold worldwide. GDM has emerged as a significant health issue among pregnant
women in Saudi Arabia, yet little is known about what this experience is like for Saudi women
and their families. A hermeneutic phenomenological approach was used to explore pregnant Saudi
women’s lived experience of having GDM and to gain an in-depth understanding of the meaning
of this experience from the perspective of the women. Data were collected using semi-structured
interviews with eight Saudi women recently diagnosed with GDM. Seven themes were identified:
Response to GDM Diagnosis, GDM Self-Management, Having Support, Facing Challenges, Lack
of Knowledge, Concerns with Having GDM, and Need for Improved Awareness of GDM. The
findings revealed the many challenges Saudi women encountered as they engaged in GDM self-
management and developed a new lifestyle. The results indicate that there is need for further
research and increased awareness about GDM among pregnant Saudi women and the general
public. The results also indicate that support from family members is vitally important for these
women. The findings inform nurses, other health care providers and policy makers about the
complex nature of GDM for pregnant women and assist in development of appropriate guidelines
to improve health care and support systems in Saudi Arabia for this population.
Keywords: gestational diabetes, qualitative studies, phenomenology, diabetes experience,

interpretative approach, and pregnancy.



CO-AUTHORSHIP

Hayat Algamadi conducted the research for her master’s thesis under the supervision of
Dr. Marilyn Evans and Dr. Kim Jackson who will be co-authors of the publication resulting from

the manuscript.



DEDICATION

This research is dedicated to my parents, Abdullah Alghamdi and Jamelah Alnahdi who

have always inspired me to pursue higher education.



ACKNOWLEDGMENTS

I would like to express my deepest appreciations and gratitude to my thesis committee: Dr.
Marilyn Evans and Dr. Kim Jackson. To Dr. Marilyn Evans, | cannot express what sincere
gratitude I have for everything you have done for me over the past two years. Thank you for sharing
your knowledge, guidance and insight with me. | would like to thank you for providing me with
crucial advice and supporting me throughout the process of completing my master’s program and
this thesis. To Dr. Kim Jackson, thank you very much for your positive and insightful feedback. |
truly appreciate all the work you have done to help me reach this point. Both of you have supported

my development and growth as student, educator and researcher. For that, | am truly grateful.

My deepest appreciation goes to my parents; you have always been my greatest supporters.
None of this could have been possible without your unconditional patience and confidence in my
ability to achieve my best goal. | thank my oldest sister, my best friend, Ashwag Alghamdi, for
always being there for me. Without your support and cooperation my work could never have been

completed. Your continuous patience has helped to get me through the most challenging times.

I would also thank all the lovely women who shared their stories with me. They generously
told their lived experiences which were keys to making this research find fulfillment and

completion.

| want to extend a heartfelt thank you to all of you.



ABSTRACT...............

CO-AUTHORSHIP..

DEDICATION. ...ttt

ACKNOWLEDGME

TABLE OF CONTENTS

N T S

TABLE OF CONTENTS ...t

LIST OF TABLES....

LIST OF APPENDICES.........ooi it

CHAPTER |- INTRODUCTION. ..ottt

Background and Si

Literature Review.

Purpose Statement

Research Question

Declaration of Self

References.............

CHAPTER II- MAN

Introduction..........

Literature Review

ONITICANCE. ...

S

USCRIPT ..o

Vi

10

14

14

14



PUIPOSE STALEMENT.......ceiiiiii s

RESEAICH QUESTIONS......ccvvieitiiiiecciie ittt ettt sre e s re e sbe e e e sbeesareeebeesaee s

1V LT g oTo (o] [0 V20O

Methods....

SAMPING SIFALEGY. . ..eeieeiereiecie e rs

Data COlBCLION. .. ..

DAt ANAIYSIS. ...ttt

Approaches for Creating Trustworthingss...........c.ccccveveveeve e sieece e,

Implication

Strengths...

Limitations

Summary...

References

s for Nursing Practice, Education and Future Research.....................

Vi

25

25

25

27

28

30

31

32

35

36

36

37

48

54

59

60

60

62



CHAPTER I11- IMPLICATIONS AND CONCLUSIONS.........ccooiiiiiieee 76

Implications for NUrsing RESEAICN...........ccccveieiieiie e 77
Implications for NUrSing PractiCe...........cociiriiiiiiiiiisiseeeee e 78
Implications for NUrsing EAUCAEION...........coouiiiiiiiieiceee e 80
Implications for POlICY MaKErS ........cccooieiiiiiiiceieeeeeeeeee e 81

(070 0 0d 111 [ o SRS 82
RETEIBNCES. ...ttt sreete e e nreene s 84
APPENTICES. ...ttt ettt ettt ea e ettt eeteeeaeeereete et e ereeanas 86
CUITICUIUM VIta€. ..uiueiniiiiiniiieiiiiiiiiiiiieiieiietieetesntnesasatessasassssssasssssnsosns 103

vii



LIST OF TABLES

Table 1. Demographic Characteristics of Participants

viii



LIST OF APPENDICES

Appendix A: RECIUIIMENT FIYET ... 86
APPENTIX B: BIOCNUIE.......oeiiieie ettt et e e enee e 87
Appendix C: Letter of INfOrmation............cccooiiiiiiiiiiii e 88
APPeNdixX D: CONSENE FOMM.......ooiiiiiiieiieiiie e 91
AppPendiX E: INTEIVIEW GUIAE.........ccviiieie et 92
Appendix F: Demographic QUESTIONNAITE. ..........ccvriiiieriiiiiiiieesee e 93
Appendix G: Arabic Translated APPENICES.........ccvevviiiieiieiie e 94

Appendix H: Ethics Approval (Western University’s Research Ethics Board)............. 101

Appendix I: Ethics Approval (The Saudi Ministry of Health).............................. 102



CHAPTER ONE: INTRODUCTION

Many physiological and psychological changes occur during pregnancy and for some women
these changes can result in health issues that require medical interventions. Gestational diabetes
mellitus (GDM) is defined as an abnormal glucose tolerance of variable severity with onset or first
recognition during pregnancy and usually disappears immediately after delivery (American
Diabetes Association, 2014; Kim et al., 2006). Over the past 20 years, the prevalence of GDM has
increased by approximately 10-100% in several racial and ethnic groups (Ferrara, 2007), and since
2010 it has increased two-to three-fold worldwide, ranging from 8.9% to 53.4% (Alfadhli et al.,
2015).

Women from Saudi Arabia have a high incidence of GDM placing them at risk of adverse
maternal and neonatal outcomes (Alfadhli et al., 2015; ElI Mallah, Narchi, Kulaylat, & Shaban,
1997). Al-Khalifa et al., (2012) report that 8.9% to 12.5% of all pregnancies have been affected
by GDM in Saudi Arabia. Gestational diabetes mellitus has emerged as a significant issue among
pregnant women in Saudi Arabia (Al-Rubeaan et al., 2014) yet little is known about what this
experience is like for Saudi women and their families. In this chapter, | briefly present background
pertaining to gestational diabetes in order to provide context and the significance of gestational
diabetes among pregnant Saudi women and health care delivery.

Background and Significance
Major risk factors for GDM include advanced maternal age, obesity, hypertensive
disorders, polycystic ovary syndrome (PCOS), previous GDM, multiparity, and family history of
diabetes (Alfadhli et al., 2015). Women diagnosed with GDM are at high risk for adverse maternal
health outcomes such as hypertension, stillbirth, obesity, perineal lacerations and higher rates of

cesarean section (Reece, 2010). Poorly controlled diabetes in pregnancy increases the risks of



complications and adverse outcomes for women and their infants in the perinatal and neonatal
periods (Gainor, Fitch, & Pollard, 2006; Galindo, Burguillo, Azriel, & Fuente, 2006; HAPO Study
Cooperative Research Group, 2008; Nielson, Moller, & Sorensen, 2006). Women with previous
GDM are also at risk to develop type 2 diabetes later in life (Gasim, 2012).

Most women who have GDM deliver healthy infants. However, GDM that is not carefully
managed can cause problems for infants. The adverse health outcomes among infants born to
mothers with GDM are hypoglycemia, neonatal jaundice (Ayaz et al., 2009), shoulder dystocia,
macrosomia (Reece, 2010), and early markers of cardiovascular disease (Bunt, Tataranni, & Salbe,
2005; Tam et al., 2010) such as insulin resistance (Krishnaveni et al., 2010). Infants born to women
with GDM have a greater risk of developing respiratory distress syndrome than infants born to
women without GDM (Reece, 2010) and are also at higher risk for childhood obesity (Vohr &
Boney, 2008).

Almarzouki (2012) conducted a survey of health files of 62 women with GDM to determine
maternal and neonatal short term health outcomes in pregnancies complicated by GDM in Saudi
Arabia. The results revealed that women, even with well controlled GDM, experienced adverse
maternal and fetal outcomes. Cesarean sections were performed on 11 women, and 15 women
developed pregnancy induced hypertension. Eleven neonates were admitted to neonatal intensive
care, 15 neonates suffered from respiratory distress, and 19 infants developed hypoglycemia. In
this study, the prevalence of GDM was 6.1% and the most frequent complications were high rates
of cesarean section deliveries and neonatal hypoglycemia. Strategies towards GDM prevention
were highly suggested to reduce the complications associated with diabetes among pregnant

women and newborns.



Given the many adverse health outcomes for pregnant women with diabetes and their
infants, early identification of GDM in pregnancy is an important step toward effective diabetes
management and prevention of poor health outcomes. In Saudi Arabia, prenatal screening for
gestational diabetes is conducted using the criteria established by the International Association of
Diabetes and Pregnancy Study Group (IADPSG) (Alfadhli et al., 2015). One or more abnormal
values are needed for a diagnosis of GDM to be made in accordance with IADPSG criteria: FBG
(Fasting Blood Sugar) > 5.0 mmol/L and/or 1-hour BSL (Blood Sugar Level) > 10 mmol/L and/or
2-hour BSL > 8.5 mmol/L (International Association of Diabetes and Pregnancy Study Groups
Consensus Panel, 2010).

There is a paucity of research available on Saudi women with GDM resulting in little
knowledge about their experiences in diabetes self-management and what their specific needs are
to promote their long term health and well-being and to prevent type 2 diabetes. When GDM is
well managed, morbidity rates for women and infants are greatly reduced (Carolan, 2013). Self-
care management of GDM helps women monitor their blood glucose and adjust what they eat to
maintain her blood glucose levels within normal levels (Carolan, 2013). Self-management of
GDM, physical activity and healthy diet have shown to enhance maternal and infant health
outcomes (Yuen & Wong, 2015). Women with a history of GDM have reported facing challenges
adhering to these measures and needing ongoing support postpartum (Evans, Patrick, &
Wellington, 2010). Evans, Patrick, & Wellington (2010) suggest that effective treatments decrease
prenatal morbidity and enhance health outcomes for pregnant women with diabetes.

This study increases our understanding of the lived experience of pregnant Saudi women
who have been diagnosed with gestational diabetes and the meanings embedded in their

experience. An in-depth understanding of the perceptions and thoughts of Saudi women living



with gestational diabetes may help inform diabetes prevention programs, practices and policies
oriented to ensuring necessary supportive care for pregnant Saudi women with GDM. The results
will enhance nursing assessment and care for Saudi pregnant women and their families and identify
the supports necessary for diabetes self-care management. Hearing the stories of these women
increases our awareness and understanding of the meaning of women’s everyday lived experiences
from the pregnant women’s perspectives. Further, the results are beneficial in supporting health
providers and policy makers in creating effective maternal health programs for Saudi women with
gestational diabetes.
Literature Review

Databases used for the literature review included CINAHL, ProQuest PsycINFO, and
Nursing & Allied Health Database. The search focused on papers published from 2004 to 2016 to
determine key research findings, identify gaps in the existing knowledge base regarding gestational
diabetes, and to capture the most current research on gestational diabetes. Key words, “gestational
diabetes”, “qualitative studies”, “phenomenology”, “diabetes experience”, “interpretative
approach”, and “pregnancy” were used to access published articles. In the search strategy, the
selected key terms were combined by using AND and OR to access additional relevant articles.
The titles of all selected articles and their abstracts were reviewed, and those unrelated to the study
were omitted. The search was limited to English, qualitative research, and peer-reviewed articles.
Qualitative research were included to gain an in-depth understanding about pregnant women’s
experiences with GDM in different socio-cultural contexts.

Three qualitative studies were identified from Sweden and Australia, utilizing varied
qualitative approaches to understanding the experiences and beliefs of women with GDM. One

qualitative study conducted in Sweden by Hjelm, Bard, Nyberg, & Apelqvist (2005) compared



beliefs about health and illness between women with gestational diabetes born in Sweden and those
born in the Middle East. A total of 27 pregnant women with GDM were recruited from a
specialized diabetes clinic at a university hospital. Thirteen women were Swedish and 14 women
were from the Middle East. The women born in Middle Eastern countries were originally from
Irag, Lebanon, and Iran. Semi-structured interviews were used to capture the women’s stories of
common health problems associated with a diabetic pregnancy. The results showed that socio-
demographic factors such as education, race, ethnicity, and income played an essential role in
affecting women’s behaviors towards managing GDM. The Swedish women asked for urgent
medical treatment and viewed a pregnancy with GDM as a disease, whereas women from the
Middle East adapted to the disease and perceived pregnancy and its complications as a norm. The
researchers suggested that assessing women’s beliefs, risk awareness, and meeting their individual
needs for information was vitally important.

The results of a later study conducted by Hjelm, Bard, Berntorp, & Apelqgvist (2009), to
explore Swedish and Middle Eastern women’s views of health and illness related to gestational
diabetes revealed that women, with previous GDM, held different beliefs about health and illness.
For example, Middle Eastern women showed less knowledge and awareness of GDM, and
expressed worries about being in a diabetic state. This experience directed Middle Eastern women
to seek help and advice from health-care providers to determine if diabetes was present in the
postpartum period. They also indicated tendencies to change their diet. However, Swedish-born
women showed a high awareness of needed lifestyle changes, were knowledgeable about risks
associated with GDM, such as potential for future development of type 2 diabetes, and sought

more information from health providers to avoid developing diabetes.



A qualitative study to explore women's experiences and perceptions of GDM, was conducted
in Australia by Razee et al., (2010). A sample of 57 participants were included in the final analysis
and consisted of 20 Arabic, 20 Cantonese/Mandarin, and 17 English speaking women who had
GDM 6-36 months previously. Findings revealed that women’s experiences and beliefs of GDM,
and their ability to maintain a healthy lifestyle were related to social support, cultural roles and
beliefs, information needs, and psychological well-being.

The researchers found differences between the three ethnic groups. For example, the English
and Cantonese/Mandarin speaking women emphasized emotional support as particularly
significant while mental health and distress were not considered barriers to maintaining healthy
lifestyles. Conversely, psychological distress was reported as a main barrier to being physically
active and adhering to a healthy diet among the Arabic women participants. Arabic women who
were less educated reported that their ability to manage their GDM had been strongly negatively
affected by their state of psychological well-being and their information needs. Cultural
expectations and roles such as being a responsible wife and a good mother were also reported by
many of the Arabic participants as impacting diabetes self-management. Support from family
members and friends, and how it can affect women’s ability to engage in healthy lifestyle choices,
was a fundamental theme among Arabic participants discovered by the researchers. The findings
also emphasized the need for lifestyle prescriptions, personal support, and knowledge about GDM
among women with gestational diabetes and their family. A limitation of the study is that the
Arabic participants were from Lebanon and Iragq, where there may be religious and social
differences among Arabic women from other countries. These differences are essential to take into
consideration as the results may not pertain to other Arabic speaking migrants, such as those from

African countries. A further limitation is that the interviews with Arabic and Cantonese/Mandarin



speaking women were conducted in the respective languages and then translated into English.
Some of the content, meaning, and nuances might have been lost during translation.

Together, the studies have showed differences in beliefs about health and illness among
women with GDM that changed and affected awareness of risk and self-care practice. Middle-
Eastern women may be less educated about GDM and its effects, leading to the perception that
GDM s less serious. The findings also uncovered that socio-demographic factors and cultural
contexts played an important role in engaging in GDM self-management and maintaining a healthy
lifestyle.

Literature Review Summary

In summary, the fact that only three qualitative articles on Arab women’s experiences with
GDM were available for review indicates an overall lack of literature in this area. The literature to
date revealed that women’s lived experiences, beliefs, and perceptions of GDM are affected by
cultural, social, and psychological factors. The experiences of women with GDM from different
ethnic groups have been reported in the literature using qualitative designs. However none of these
studies included Saudi Arabian women experiencing GDM or were conducted in Saudi Arabia;
hence, this study was undertaken to fill this identified gap. The lack of descriptive literature about
this specific population points to the need for gaining an increased understanding of gestational
diabetes in Saudi Arabia to provide comprehensive care for pregnant Saudi women. This
phenomenological study provides insights into the lived experience of pregnant Saudi women
diagnosed with GDM, identifies what health care professional support is required, increases our
understanding of health care needs of pregnant women, and informs practices and policies oriented
to ensuring necessary support for pregnant women with GDM.

Purpose Statement



The purpose of this phenomenological study was to explore pregnant Saudi women’s lived
experience of having GDM and to gain an in-depth understanding of the meaning of this
experience from the perspective of the women.

Research Questions

The research questions were: 1) What is it like for pregnant Saudi women to experience
gestational diabetes? ; 2) What meaning does gestational diabetes have for pregnant Saudi
women?; and 3) What is helpful or not helpful to the women’s diabetes self-care management?

Declaration of Self

It is beneficial to write the declaration of self to give readers a brief introduction to the
researcher’s background, thoughts, and experiences related to the research topic. My interest in
maternity and women's health started while | was working as a staff nurse in an Obstetric unit in
Saudi Arabia. | had the opportunity to work with high risk pregnant women experiencing health
conditions such as gestational diabetes, placenta previa, placenta abruptio, ectopic pregnancies,
and hypertension. | have observed an increase in the diagnosis of gestational diabetes among Saudi
women over the last five years. Some of those women had difficulty controlling their blood glucose
during their pregnancy because it was their first time experiencing diabetes and they had
insufficient information regarding diabetes self-management.

| have also volunteered as a health promoter and an instructor at many workshops related
to maternal and infant health. Some of the topics in these workshops included breastfeeding,
gestational diabetes, morning sickness, and prenatal and postnatal care. This experience helped
increase my awareness of the problems that can occur during pregnancy and how to deal with

them.



My mother had GDM in her first pregnancy, and my oldest sister experienced GDM during
her first and second pregnancy. Furthermore, many of my friends and relatives experienced GDM
over the past four years so I really felt the need to learn more about what it is like for women who
experience gestational diabetes in Saudi Arabia. | am therefore interested in exploring the lived
experience of pregnant Saudi women who have gestational diabetes.

As a registered nurse, | believe it is important for Saudi health care providers, families, and
communities to explore and understand women's lived experience with gestational diabetes in
order to generate knowledge to inform the best care to meet their needs and to enhance diabetes

prevention programs in Saudi Arabia.
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CHAPTER TWO: MANUSCRIPT
Introduction

Many physiological and psychological changes accompany pregnancy and for some women
these changes can result in health issues that require medical interventions. Gestational diabetes
mellitus (GDM) is a common metabolic complication attributed to 90% of diabetes mellitus cases
in pregnancy (Soheilykhah et al., 2010) and affects approximately 7% of all pregnancies
(American Diabetes Association, 2014). Gestational diabetes mellitus is defined as an abnormal
glucose tolerance of variable severity with onset or first recognition during pregnancy and usually
disappears immediately after delivery (American Diabetes Association, 2014; Kim et al., 2006).

Gestational diabetes mellitus has been increasing in Saudi Arabia, ranging from 12.5% of
818 pregnant Saudi women in 2000 (Ardawi et al., 2000) to 18.7% of 3041 pregnant Saudi women
in 2013 (Wahabi, Esmaeil, Fayed, & Alzeidan, 2013). Women from Saudi Arabia have a high
incidence of GDM, placing them at risk of adverse maternal outcomes (Alfadhli et al., 2015; El
Mallah, Narchi, Kulaylat, & Shaban, 1997), such as caesarean delivery, preeclampsia, and
premature delivery (HAPO Study Cooperative Research Group, 2008). GDM also affects infant
outcomes such as shoulder dystocia, major fetal malformation, neonatal hypoglycemia, and
hyperinsulinemia (HAPO Study Cooperative Research Group, 2008). Gestational diabetes
mellitus has emerged as a significant issue among pregnant women in Saudi Arabia (Al-Rubeaan
et al., 2014) yet little is known about what this experience is like for Saudi women and their
families.

Literature Review
Databases used for the literature search included CINAHL, ProQuest PsycINFO, and the

Nursing & Allied Health Database. The search was limited to articles meeting the following
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inclusion criteria: (a) written in English; (b) peer reviewed; (c) authors used qualitative
methodology for data collection and analysis to gain a comprehensive understanding about
pregnant women’s experiences of acquiring and living with GDM during pregnancy; (d) published
between 2004 and 2016. This range was chosen to determine key research findings, identify gaps
in the existing knowledge base regarding gestational diabetes, and to capture the most current
literature on gestational diabetes. Key words used in the literature search included: “gestational
diabetes”, “qualitative studies”, “phenomenology”, “diabetes experience”, “interpretative
approach”, and “pregnancy” and were also combined by using AND and OR to access relevant
articles. From the databases searched, 240 studies were initially identified. Three stages were
utilized to attain the final number of relevant articles. Searching multiple databases resulted in the
retrieval of several duplicate citations reporting the same information. At the first stage, 128
duplicated articles were omitted to avoid repetitive and redundant publications and to ensure a
reliable pool of studies for inclusion. At the next stage, the titles of 112 articles and their abstracts
were reviewed to determine if they discussed women’s experience with gestational diabetes. A
further 75 articles were omitted as they were judged as unrelated to the study’s focus. Finally, the
full texts of remaining 37 articles meeting the inclusion criteria were reviewed, of which 14 articles
were included in the literature review.

While there were no studies exploring the experiences of pregnant Saudi women
experiencing GDM, several studies to date have provided some insight into the experiences of
women with GDM among other cultural groups. An Australian study conducted by
Bandyopadhyay et al. (2011) aimed to investigate the experiences of 17 South Asian women in
Melbourne, Australia, after a diagnosis of GDM and to understand how they self-managed

diabetes. The data was collected by face-to-face, in-depth interviews at two different time points,



16

following GDM diagnosis and at six weeks postpartum. Thematic analysis was used to identify
patterns and themes. The identified themes were: “Response to GDM diagnosis and postpartum
response to GTT findings”; “Difficulties experienced with dietary advice”; “Weight issues and
exercise”; “ Concerns for the baby”; “ Achieving a ‘good reading” and response to insulin”; “
Positive effects on well-being and women’s views on care and information provision”; and “
Maintaining changes”. The findings revealed that the women’s knowledge and awareness of
diabetes were low before having GDM. The researchers therefore suggested that women be
provided advice about appropriate strategies to minimize their risk of GDM at the beginning of
pregnancy.

A similar study conducted in North Sweden by Persson, Winkvist, & Mogren (2010)
utilized a grounded theory approach to focus on pregnant women’s experiences of living with
GDM. Semi-structured interviews were conducted involving ten pregnant women with GDM, over
two different periods; first interviews were in 1998-2000 and second interviews were in 2006 to
further explore the experience and reach data saturation. The results revealed that the impact the
diagnosis had on the women’s daily lives was demonstrated in the core category, *From stun to
gradual balance’, and nine sub-categories, “Struck by lightning”, “Having a personal
responsibility”, “Being under surveillance”, “Struggling for protection”, “Feeling socially apart”,
“Being sufficiently supported”, “Changing the self-image”, “Adapting to a new situation” and
“Waiting for the ‘Moment of truth’ . The diagnosis of GDM was identified as an indicator of
future diabetes and associated with a number of challenges and demands for the participants. Most
women managed to create their own individual balance for coping with GDM within an expected

time, but for some participants living with GDM involved a daily effort associated with
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shortcomings and increased concerns. Women with experience of GDM in prior pregnancies
showed an enhanced process of adaptation and finding a balance for each pregnancy.

Nolan, MaCrone, & Chertok (2011) explored the maternal experience of having diabetes
during pregnancy in West Virginia, United States (US) using a phenomenological approach. Focus
groups and individual telephone interviews were used to collect the data. Participants included
eight women who had type 2 or GDM in at least one pregnancy. Content analysis revealed the
following three themes: “Feeling concern for the infant related to diabetes”; “Feeling concern for
self-related to diabetes in the future”; and “Sensing a loss of personal control over their health”.
The study results gave voice to the women’s experience with and concerns about having diabetes
in pregnancy and suggested identifying fears, demonstrating respect for the woman in her diabetes
self-management, and providing adequate support and education to these women to promote
positive lifestyle changes and improve care provider-women partnerships.

Another phenomenological study explored the lived experiences of women with GDM
living in rural communities in western New York State (Abraham & Wilk, 2014). Semi-structured
interviews were conducted with ten women aged 25 to 49 years with a history of GDM in the last
five years. Thematic analysis resulted in five themes: “Authentic emotion”, “Judgment”, “It's only
a matter of time”, “I can't do this alone”, and “Missed opportunities”. Strong emotions were
expressed at the time of GDM diagnosis. Some women felt judged by healthcare providers and
many expressed not being adequately informed about how to manage their diabetes. Some were
worried about their future risk of developing type 2 diabetes. The results showed that women with
GDM in rural communities needed more support, information and resources for successful

diabetes self-management.



18

Carolan (2013) conducted a qualitative study to gain a deeper understanding of the diabetes
self-management experiences of women with GDM. A total of 15 women with GDM, from
Caucasian, Asian, South-Asian, Indian, and Arabic backgrounds, and who experienced diabetes
self-care management, participated in semi-structured interviews and one focus group. The
women’s experience of GDM self-care management was revealed in four themes: “The shock of
diagnosis”, “Coming to terms with GDM”, “Working it out/learning new strategies”, and “Looking
to the future”. Adjustment to diabetes self-care management was underpinned by a fifth theme,
“Having a supportive environment”. The findings indicated that thinking about the baby was a
strong motivator for women and supported the process of adaptation to a gestational diabetes self-
management plan.

Several barriers to GDM self-care management have been identified in the literature. Collier
et al. (2011) explored barriers to diabetes management among US women with a history of
gestational diabetes in Altanta, Georgia. Focus groups were conducted with 89 participants
consisting of white, black, and Hispanic women who had pre-gestational diabetes (PGDM) or
GDM during a recent pregnancy. Seven focus groups were conducted with women who had
PGDM, and nine focus groups were held with women who had GDM. Financial issues, difficulties
accessing care, challenges in maintaining a healthy diet and exercise regime, communication
difficulties, lack of social support, and challenges related to diabetic care were identified by the
women as main barriers to diabetes management during pregnancy. The findings indicated that
women with GDM were aware of possible diabetes complications but often not knowledgeable
about the impact of diabetes on their infants and themselves during and after pregnancy. In
contrast, participants with PGDM were aware of risks associated with diabetes and expressed

concern about the consequences of diabetes on their infants. Most women with PGDM knew the
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significance of maintaining glycemic control during pregnancy. The women in the study confirmed
their concern for the health of their infants was a powerful motivating factor to control their blood
glucose levels.

Beliefs about illness and health among women with GDM have been explored in different
sociocultural contexts. Parsons, Ismail, Amiel, and Forbes (2014) undertook a metasynthesis of 16
qualitative studies from 1990 to 2012 about perceptions of GDM among women with the illness.
The study’s aim was to gain an in-depth understanding of women’s experiences of GDM, their
diabetes risk perceptions, and their views on type 2 diabetes prevention. The researchers found
that many women with GDM believed themselves to be at risk for type 2 diabetes, and experienced
various emotions including fear, being upset, denial, shock, guilt, as well as loss of personal control
while others believed GDM to be non-permanent and were unaware of any future risks. The
findings also revealed some women lacked knowledge about diabetes and did not distinguish
between types of diabetes, related morbidities, and disease management while others had
awareness of GDM and associated morbidities. Family needs, emotional stress, and lack of time
were reported as barriers to achieving a healthy lifestyle after delivery. The authors identified
various factors to consider when developing a type 2 diabetes prevention program for this
population: addressing the emotional impact of GDM, providing women with sufficient
information about risk for future diabetes, and offering an intervention that fits with women’s
multiple roles.

A similar qualitative exploratory study completed by Ge, Wikby, & Rask (2016) explored
beliefs about illness, health, and self-care behavior among women with GDM living in a rural area
of south-east China. Semi-structured interviews were conducted with 17 pregnant women with

GDM. The findings indicated that the beliefs about GDM among the women were different. Some
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women felt fear regarding their diagnosis of diabetes and its negative consequences on the health
of their baby, while others believed that GDM is not a chronic disease and even disbelieved their
diagnosis. The researchers also highlighted that most of the women possessed no knowledge about
the causes of GDM and had misunderstandings about diet control and self-monitoring of blood
glucose, while a few women showed limited knowledge about hormones, insulin, and blood
glucose. The women attributed illness and health to individual, social, and natural factors. The
researchers suggested that training of health care providers through health education including
individuals, families, and rural communities was needed to improve GDM care among these
women.

Similarly, Ge et al. (2016) investigated beliefs about health and illness and health-related
behaviors among 15 urban Chinese women with GDM, and found that some women worried about
the negative consequences of GDM, whereas others believed in “letting nature take its course” and
“living in the present”. Most of the women lacked adequate knowledge about GDM and they tried
to balance between following professional advice and avoiding practical difficulties related to
diabetes management. The women’s beliefs and health related behavior were affected by Chinese
culture. Some cultural aspects were helpful to women in terms of controlling their blood glucose
for their infants’ health, obtaining their family support, and decreasing their stress from GDM.

A qualitative study conducted in Sweden by Hjelm, Bard, Nyberg, & Apelgvist (2005)
compared beliefs about health and illness between women with gestational diabetes born in
Sweden and those born in the Middle East. A total of 27 pregnant women with GDM were recruited
from a specialized diabetes clinic at a university hospital. Thirteen women were Swedish and 14
women were from the Middle East. The women born in Middle Eastern countries were originally

from Iraq, Lebanon, and Iran. Semi-structured interviews were used to capture the women’s stories
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of common health problems associated with a diabetic pregnancy. The Swedish women asked for
urgent medical treatment and viewed a pregnancy with GDM as a disease, whereas women from
the Middle East adapted to the disease and perceived pregnancy and its complications as a norm.
The researchers suggested that assessing women’s beliefs, risk awareness, and meeting their
individual needs for information was vitally important.

Another Swedish study, managed in two different university hospitals and clinics, explored
beliefs about health, illness and health care in women with GDM (Hjelm et al., 2008). The data
were collected by semi-structured interviews and analyzed using content analysis. Thirteen women
received care at a Swedish university hospital specialty diabetes clinic and had regular contact with
a diabetologist and antenatal care provided by a midwife. Ten women attended a Swedish
university hospital specialty maternity clinic, which provided regular contact with a midwife, a
structured program for self-monitoring of blood glucose and insulin treatment, and a one-day
diabetes class presented by an obstetrician, a diabetologist, a midwife and a dietician. The results
showed that the women had different views about health and illness. The women monitored at a
maternity clinic believed GDM to be a temporary condition during pregnancy, while women
managed at a diabetes clinic reported being worried about their future risk of developing type 2
diabetes. The researchers concluded that health professionals and health care organizations
influence the beliefs about health and illness among women with GDM. A similar study showed
that African-born women living in Sweden believed that GDM was an illness with a low level of
severity and that this belief was related to their limited knowledge (Hjelm, Berntop, & Apelgvist,
2012). A lower level of awareness and limited knowledge of gestational diabetes were previously
revealed in Middle Eastern women with GDM, (Hjelm, Bard, Nyberg, & Apelqgvist, 2005)

compared with Swedish women.
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A later study conducted by Hjelm, Bard, Berntorp, & Apelqgvist (2009), to explore Swedish
and Middle Eastern women’s views of health and illness related to gestational diabetes found that
both Swedish and Middle Eastern women, with previous GDM, held different beliefs about health
and illness. For example, Middle Eastern women showed less knowledge and awareness of GDM,
and expressed worries due to being in a diabetic state. This experience directed Middle Eastern
women to seek help and advice from health-care providers to determine if GDM was present in
the postpartum period. The Middle Eastern women also indicated tendencies to change their diet.
However, Swedish-born women showed a high awareness with needed lifestyle changes, were
knowledgeable about risks associated with GDM, such as risk for future development of type 2
diabetes, and sought more information from health providers to avoid developing diabetes.

Other studies have identified a number of factors influencing women’s ability to follow a
healthy lifestyle in the postpartum period and facilitating or hindering GDM self-management
among pregnant women ( Carolan, Gill, & Steele, 2012; Razee et al., 2010). A qualitative study
conducted by Carolan, Gill, & Steele (2012) explored factors that facilitated or inhibited GDM
self-management among Australian women. A total of 15 pregnant women with GDM, from a
multi-ethnic population in the Western region of Melbourne, Australia, participated in semi-
structured interviews and a focus group. Thematic analysis revealed barriers to GDM self-
management, such as: time pressures, physical and social constraints, comprehension difficulties,
and insulin as an easier option. Thinking about the baby and psychological support from partners
and families were found to be facilitators to GDM self-management. The results suggest that

women from low socio-economic and migrant backgrounds frequently struggle to understand
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GDM self-management requirements. Educational and supportive services aimed to increase the
literacy level among pregnant women were recommended.

One qualitative study exploring women's experiences and perceptions of GDM, was
conducted in Australia by Razee et al. (2010). A total sample of 57 participants, which included
Arabic (n = 20), Cantonese/Mandarin, (n = 20) and English speaking women (n = 17) with recent
GDM, participated. In-depth interviews, narrative methods, and focus groups were used to collect
the data. Findings revealed that women’s experiences and beliefs of GDM, and their ability to
maintain a healthy lifestyle were related to social support, cultural roles and beliefs, information
needs, and psychological well-being.

The researchers found differences between the three ethnic groups. For example, the English
and Cantonese/Mandarin speaking women emphasized having emotional support as particularly
significant to maintaining a healthy lifestyle, while mental health and distress did not present as
barriers to maintaining healthy lifestyles. In contrast, psychological distress was reported as a main
barrier to being physically active and adhering to a healthy diet among the Arabic women
participants. The Arabic women who were less educated reported that their ability to manage their
GDM had been strongly affected by their state of psychological well-being and their information
needs. Cultural expectations and roles such as being a responsible wife and a good mother was
also reported by many of the Arabic participants as impacting diabetes self-care management.
Support from family members and friends, and how it can affect women’s ability to engage in
healthy lifestyle choices, was a fundamental theme among Arabic participants. The study’s
findings emphasized the need for personal support, information, and lifestyle interventions among

women with gestational diabetes and their families.
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A limitation of Razee’s et al. study is that the Arabic participants were from Lebanon and
Irag and may have had religious and social differences from other Arabic women. These
differences are essential to take into consideration, as the results may not pertain to other Arabic
speaking migrants, such as those from African countries. A further limitation is that the interviews
with Arabic and Cantonese/Mandarin speaking women were conducted in their respective
languages and then translated into English. Some of the content, meaning, and nuances might have
been lost during translation.

Literature Review Summary

As indicated in the literature review, women’s lived experiences, beliefs, and perceptions
of GDM are influenced by cultural, social, psychological, and socio-demographic factors such as
education, race, and ethnicity. The studies highlighted different beliefs about health and illness
related to GDM among women with gestational diabetes. The literature also revealed several
barriers and facilitators to diabetes self-care management among women with GDM, from
different ethnic backgrounds. There has been little research to date to explore what having
gestational diabetes is like for pregnant Saudi women and their families. To the best of our
knowledge, there is no information on how a diabetic pregnancy is viewed by Saudi childbearing
women. Given that there are exploratory studies of Middle Eastern women living in other
countries, this study is unique as there are no known qualitative research studies conducted among
pregnant Saudi women with GDM living in Saudi Arabia. Given the high prevalence of diabetes
and GDM in Saudi Arabia, there is a need to explore gestational diabetes as experienced by Saudi
women and to gain an in-depth understanding of what the experience means from the women’s
perspective. Insights into the lived experience of pregnant Saudi women diagnosed with GDM

will help to identify what health care professional support is required, increase our understanding
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of health needs of this group during pregnancy, and inform practices and policies oriented to
ensuring necessary support for pregnant Saudi women with GDM.
Purpose Statement
The purpose of this phenomenological study was to explore pregnant Saudi women’s lived
experience of having GDM and to gain an in-depth understanding of the meaning of this
experience from the perspective of the women.
Research Questions
The research questions were:
1) What is it like for pregnant Saudi women to experience gestational diabetes?
2) What meaning does gestational diabetes have for pregnant Saudi women?
3) What is helpful or not helpful to the women’s diabetes self-care management?
Methodology

The purpose of this study supports a qualitative approach that focuses on human experience,
subjectivity, and inter-subjectivity rather than objectivity. Qualitative methodologies are
particularly useful to understand complex social processes and to describe a phenomenon from an
individual perspective (Malterud, 2001). Phenomenology is a methodology (Creswell, 2003;
Morse, 1991), or a philosophy with epistemological and ontological approaches that aim to gain
an in-depth understanding of an individual’s lived experience and provide rich descriptions
regarding specific phenomenon (Polit & Beck, 2008; Van Manen, 1990). As Van Manen (1990)
described, phenomenological research does not develop theory, it offers insight into reality and
makes us closer to the living world. Phenomenology is an inductive qualitative research tradition

that flourished in the 20th century by the German philosopher Edmund Husserl (Reiners, 2012),



26

and it can be divided into descriptive phenomenology developed by Edmund Husserl and
interpretive-hermeneutic phenomenology created by Martin Heidegger (Connelly, 2010).
Descriptive phenomenology is utilized to gain true meanings through engaging in-depth into
reality (Laverty, 2003; Lopez & Willis, 2004). Husserl is attributed with introducing the study of
‘lived experience’ or experiences within the ‘life-world” (Koch, 1995). He aimed to establish a
rigorous and unbiased approach that emerges to arrive at an important understanding of human
consciousness and experience, which should be an object of scientific study (Fochtman, 2008;
Lopez & Willis, 2004; Wojnar & Swanson, 2007). Husserl believed that in order to reveal the true
essence of the ‘lived experience’ it was essential for any preconceived ideas to be put aside or
bracketed (Stumpf & Fieser, 2008). Bracketing, a crucial element of Husserlian phenomenology,
is a way to ensure validity of data collection and analysis and maintain the objectivity or “essence”
of the phenomenon (Ahern, 1999; Speziale & Carpenter, 2007). The researcher would articulate
personal biases, assumptions, and presuppositions and put them aside (Gearing, 2004) to keep what
is already known about the description of the phenomenon separate from participants' description
of the lived experience. The researchers avoid imposing their assumptions on the data collection
process (Ahern, 1999; Gearing, 2004; Speziale & Carpenter, 2007). Husserl believed that
bracketing helps to reach insight into the common characteristics of any lived experience. He
described these features as universal essences and considered them to illustrate the true nature of
the phenomenon under examination (Lopez & Willis, 2004; Wojnar & Swanson, 2007).
Heidegger, a student of Husserl, introduced some assumptions that may provide
meaningful inquiry of the lived experience. Heidegger was interested in moving from description
to interpretation of people’s lived experience, and his ideas comprise the interpretive or

hermeneutic phenomenology. Heidegger rejected bracketing and focused on deriving meaning
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from being (Mulhall, 1993). Interpretative phenomenology includes not only description of the
lived experience, but also looks for meanings embedded in common life practices. The aim of the
hermeneutic phenomenological approach is to reflect upon the meaning of a person’s experience
of a phenomenon. Although descriptive phenomenology is an appropriate method to describe and
understand the phenomena of one’s experience (van Manen, 1990), interpretive phenomenology
is concerned with the description and the interpretation and meaning of the lived experience
(Langdridge, 2007; Laverty, 2003; Morse & Field, 1996). Heideggerian, or interpretative
phenomenology, focuses on the use of language, the interpretation of a person’s ‘meaning-
making’, and their perceptions of meaning to phenomena, (Smith, Flowers, & Larkin, 2009).

An interpretative phenomenological design as described by Heidegger was used for this
study to explore Saudi women’s lived experience of having GDM while pregnant. Heideggerian
hermeneutic phenomenology was considered more suitable than Husserlian phenomenology for
the purpose of this study because it provides a means to uncover how pregnant Saudi women
understand and make meaning of their lived experience with gestational diabetes. Descriptive
phenomenology, as defined by Husserl, was considered not appropriate to use for this study since
the meaning of pregnant women with gestational diabetes cannot be understood in isolation of the
context where it occurs.

Methods
Setting
The study was conducted at Maternity and Children's Hospital in Jeddah, Kingdom of Saudi
Arabia. This hospital was chosen as it offers services to pregnant women with gestational diabetes,

thus research participants were readily available to the researcher. This hospital also provides
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health services in medicine, surgery, pediatrics, gynecology and obstetrics to the community of
Jeddah and surrounding area.
Sampling Strategy

A purposive sample was used to obtain rich descriptions of the women’s pregnancy
experiences and gain an in-depth understanding of living with gestational diabetes and its meaning
from the perspective of pregnant Saudi women (Morse, 1991). Snowball sampling was also used
to recruit participants as it allowed a targeted sample to be reached easily (Morse, 1991; Patton,
2002). Snowball sampling involved asking participants who were enrolled in the present study to
inform other women with gestational diabetes who might be interested in the study. If these other
women were interested in the study, they would contact the researcher directly.

In interpretive phenomenological studies, sample size is determined based on the quality

of or the richness of themes or patterns of meaning emerging from the data (Van Manen, 1990).
According to Morse (2000), the ideal sample size for generating rich descriptions and recurring
patterns is between eight to 12 participants. Twelve women were invited to participate in this study
and eight participants made up the final sample after determining, during data analysis, that eight
was sufficient to address the research purpose. Eligibility criteria for participation in this study
included being Saudi Arabian, currently pregnant, singleton pregnancy, first time diagnosed with
GDM, aged 18 years or older, able to speak and read Arabic or English, and were willing to share
and express their experience with gestational diabetes. Participants needed to be living in Jeddah
because the study was conducted in that city. Women who had known fetal anomalies, additional
pregnancy related complications such as preeclampsia, and non-Saudi women were not eligible to
participate.

Recruitment
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Initial recruitment was performed through the obstetric follow-up clinic, the diabetes clinic,
and the obstetric unit at Maternity and Children's Hospital in Jeddah. The researcher initially
contacted the managers of the obstetric unit and the diabetes clinic face-to-face and informed them
about the study to gain their support and access to these places. Flyers were placed in various
public places at the hospital such as waiting room areas, general follow up health clinics, and
hospital entrance areas, as well as the diabetes clinic, the obstetric unit, and obstetric clinic. The
flyers included the researcher’s name and contact information, the goal of the study, and the
participant eligibility criteria (Appendix A). A brochure including a brief explanation of the study,
its aim, and the eligibility criteria was also given to health practitioners, including physicians and
nurses, who work at the obstetric clinic, diabetes clinic, and obstetric unit and they were asked to
distribute it to eligible participants (Appendix B). Women who were interested in participating
were asked to contact the researcher directly by phone or email, for more information.

Participants enrolled in the study were asked to inform other women with gestational diabetes
and who might also be interested in participating. Two participants were recruited by snowball
sampling. When contacted by interested potential participants, the researcher introduced and
explained more about the study, answered any questions they had, and determined their eligibility.
If participants were still interested, the researcher arranged for a mutually agreed upon time and
place to meet. A reminder telephone message or email was sent to participants one day before the
agreed upon date of the interview. At this meeting, an information letter was provided to interested
participants (Appendix C) and written informed consent was obtained (Appendix D). The final
sample size of eight was determined by the researcher’s judgment of the richness of the data
whereby no new information was being revealed and the data was deemed sufficient to address the

purpose of the study (Sandelwski, 1995).
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Data collection

Data were collected using semi-structured interviews (Appendix E). This approach provided
flexibility and helped participants to openly express their feelings and share their lived experience
of having gestational diabetes (Polit & Beck, 2008). Open-ended questions are useful for
researchers who want to gain an in-depth understanding of participants' feelings, perceptions, and
understandings of a particular phenomenon. The interviews were conducted one-to-one in
conversational style using probes, as necessary, to further understand the woman’s storied
experiences of GDM. A demographic questionnaire was also used to describe the sample
(Appendix F). The interviews were digitally audio-recorded with permission of each participant.
Digital recordings were anonymized and uploaded into a password-protected computer to ensure
privacy.

Given that Arabic is the official language used in the Kingdom of Saudi Arabia, all written
and verbal correspondence was provided in Arabic (Appendix G). The interviews were conducted
in Arabic, as this was the first language of all participants. The audio-recorded interviews were
transcribed verbatim in Arabic, upon their completion, by the researcher, and then translated to
English by a professional translation service. The individual interviews were approximately 60 to
90 minutes in length. At the beginning of the interview, the researcher introduced herself and
shared with the participants the reasons for conducting a study of gestational diabetes and
answered any questions they had.

The interview began with an open general question, “Tell me a little about your experience
of GDM” and continued with probes and follow up questions. Several verbal probes asking for
clarification were used, such as, “Can you give me example?”, “Can you explain more?”, and

“What do you mean by that?”. Some verbal cues such as “oh”, “that is right”, “I got what you
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mean”, ah”, and “I see” were also used when a conversation needed promoting. Following the
interview, each participant was thanked for their time and interest.

Field notes were taken after each interview to capture a wide range of information from the
participants and to ensure all important observations occurring during the interview, such as non-
verbal behaviors, were documented (Patton, 2002). According to Cohen, Kahn, & Steeves (2000),
field notes indicate "body language, tone of voice, environment distraction, the dress and
demeanour of the participants, and the important symbols that are hanging on the walls or standing
on tables and bookshelves" (Cohen, Kahn, & Steeves, 2000, p. 65). Non-lexical conversation
sounds such as “um”, “hm”, and “uh” were included in the field notes. Silent periods, smiles, and
facial expression were examples of some observed behaviors that were documented in the field
notes immediately after the interview.

One to three weeks following the first interviews, a second interview was conducted with the
participants over the telephone or in person to share the emerging themes with the participants and
to reflect together on the meaning of themes. The initial themes were shared with five participants
who were available for the second interview in person. The second interviews lasted approximately
20-30 minutes and provided the opportunity for member checking and allowed the researcher and
the participants to reflect together on the emerging themes. The other three participants had no
time for the second interview in person so they were contacted over the telephone and themes were
also shared with them.

Data analysis

The purpose of data analysis in hermeneutic phenomenological research is to uncover themes

and meanings in the storied experience of the participants. Van Manen (1997) suggests data

analysis involves examining the text, reflecting on the content to explore something ‘telling’,
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something ‘meaningful’ and something ‘perceptive’, and finding the main themes that comprise
the experience and the language that capture the meaning of these themes. Data analysis and
interpretation for this study followed Van Manen’s six steps for data analysis (Van Manen,1997):
(1) exploring a phenomenon of interest; (2) exploring this experience as lived rather than as it is
conceptualized; (3) reflecting on essential themes; (4) describing a phenomenon through the art of
writing; (5) remaining orientated to the phenomenon, and (6) being mindful of the ‘parts and
wholes’ of the research content.

Initially, each interview was transcribed verbatim in Arabic and uploaded to a secure
computer by the researcher for data analysis. All audiotapes were listened to carefully many times
in their entirety while simultaneously reading the transcripts to ensure completeness and accuracy.
All transcribed interviews were translated to English by a professional translation service. Arabic
and English transcripts were read to ensure the translation accuracy and to get a sense of what was
being told.

The transcripts were analyzed line by line and then initial coding was conducted by
highlighting key words, phrases and sentences that were repeated throughout each transcript and
writing codes in the margins of the transcripts. These initial codes were then collapsed into
common categories. These categories were generated by grouping similar codes together. The
categories were then grouped together to create the final themes. Direct quotes from participants
were used to illustrate the themes and to link them to the women’s stories (Elo & Kyngas, 2008).
Together, the final themes revealed the Saudi women’s stories and their interpretations of their
experience living with gestational diabetes mellitus.

Approaches for Creating Trustworthiness
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To ensure the trustworthiness of this study, Lincoln and Guba's (2007) four criteria were
used: credibility, transferability, dependability and conformability. These criteria ensure the rigor
of qualitative findings (Guba, 1981; Schwandt, Lincoln, & Guba, 2007), and they are well
established for assessing the quality and trustworthiness of qualitative research (Anney, 2014).

Credibility refers to the confidence and the believability of the research findings (Holloway
& Wheeler, 2002; Macnee & McCabe, 2008). It is also defined as the extent to which the
interpretations reflect the participants’ lived experiences (Lincoln & Guba, 1985). Prolonged
engagement with participants and persistent observation in the field, and the use of a semi-
structured interview guide with open-ended questions encouraging open dialogue enabled the
participants to provide rich descriptions of their experience of gestational diabetes. To establish
credibility, the researcher engaged in in-depth conversations and observations with the participants
during data collection. Member checking was used by presenting the participants with the
preliminary themes to ensure the meaning of the women’s experience of GDM was captured and
interpreted correctly (Lincoln & Guba, 2007). Member checks mean “the data and interpretations
are continuously tested as they are arising from the participants” (Guba, 1981, p.85), and it is part
of the collaborative process of discussing findings with participants to ensure that the themes
emerge from the informants (Manning, 1997). The emerging themes were shared with my
supervisor to obtain feedback.

Reflexivity is important to enhance credibility, as it captures initial impressions gleaned from
reading and rereading the transcripts and throughout data analysis (Laverty, 2003). Reflective
journaling was used to document the researcher’s feelings, thoughts, and comments while listening

to the women’s stories (Laverty, 2003). Field notes were written immediately after the interviews
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on observations such as behaviors, laughter, silences, or changes in the tone of voice that were
noted during the interviews.

Transferability refers to the degree to which the findings of qualitative research might
resonate with others rather than being generalizable to similar settings. Van Manen describes
resonance as the “ah hah” moment when transferring the results to a similar context with other
respondents (Bitsch, 2005; Tobin & Begley, 2004). Providing a rich description is crucial in
qualitative studies to ensure transferability. According to Bitsch (2005), some researchers facilitate
the transferability by providing sufficient descriptions and using purposeful sampling. To ensure
transferability of this qualitative study, thick descriptions of the women’s experiences with GDM,
the results, data collection, and the context of the study, were provided (Guba, 1981).
Transferability was made possible by using direct quotations to represent participants’ experiences
and to illustrate the themes (Lincoln & Guba, 2007; Munhall, 2001).

Dependability ensures that the research process is consistent and could be repeated. Detailed
accounts concerning methodology, data collection and analysis were maintained to achieve
dependability. An audit trail of all methods and decisions made were maintained to allow other
researchers to replicate the process if necessary (Lincoln & Guba, 2007). The audit trail allows
readers to go through a researcher’s logic and decide whether the study’s findings may be relied
upon as a plan for further inquiry (Carcary, 2009).

Confirmability means the degree to which the results of a study can be confirmed by other
researchers (Baxter & Eyles, 1997). Confirmability of findings also refers to the data and outcomes
correctly representing the information shared by participants (Elo et al., 2014). Researchers can
use an audit trail and reflexive journal to establish confirmability of qualitative inquiry (Bowen,
2009; Koch, 2006; Lincoln & Guba, 1985). To ensure confirmability, reflective journaling was

used after the interviews and throughout data analysis. Feelings and thoughts that occurred while
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listening to the mother’s stories were documented to capture initial impressions gleaned from
reading and re-reading the transcripts (Laverty, 2003).
Ethics

Ethical approval for this study was obtained from the Western University’s Research Ethics
Board (Appendix H) and the Saudi Ministry of Health (Appendix I). Participation in this study
was voluntary and the rights of the participants were protected by allowing them the opportunity
to refuse to participate or withdraw from the study at any time, without penalty or impact on their
perinatal or diabetes care. Participants were assured that they did not have to answer any questions
that made them feel uncomfortable. A letter of information including study details, goals, benefits,
and risks was provided to all participants. As well, written informed consent was obtained from
the participants prior to the commencement of interviews.

To ensure privacy, all audio-taped materials were stored in a locked cabinet located in the
researcher’s office at home, and all electronic data were saved on a password-protected computer,
only accessible by the researcher. The original consent forms were locked securely and separately
from the data. To ensure anonymity, pseudonyms were substituted for the participants’ names,
and any information that participants provided was password-protected and encrypted. Participant
identifiers were kept separate from the audiotapes and typed transcripts and will not be disclosed
in any publication or presentation of findings. Audiotapes were erased once they were transcribed
and the analysis was completed. Transcripts will be kept on file for five years, in accordance with
policy per UWO HSREB (The Western University Health Science Research Ethics Board), and
they will then be shredded and disposed of to protect confidentiality.

There were no anticipated risks associated with participating in this study. However, the
discussion of the experience of gestational diabetes was distressful for some women. Participants

were invited to stop and resume the interview at a later time if they felt stressed or discomfort.
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Information about counselling services available in Saudi communities was also provided to
participants in case they required additional support.
Results

Participants

All the women attended the same hospital in Jeddah for their perinatal and diabetes care.
The participants’ ages ranged from 27 to 44 years. All eight participants were married. Types of
diabetes treatment the women received varied; five of whom followed diet only and three were on
diet and insulin therapy. Two participants were interviewed in their first trimester, three of them
were in their second trimester, and three women were in their third trimester. Five women were
recently diagnosed with GDM and three of them were close to term. The demographic
characteristics of participants are included in Table 1.

Table 1.

Demographic Characteristic of Participants

Women’s  Age Gestational age  Marital Level of education ~ Treatment type
pseudonyms status

1.Sawsan 37 6 weeks Married Bachelor’s degree Diet and insulin
2.Amani 37 11 weeks Married High school Diet and insulin
3.Nawal 44 25 weeks Married No formal education Diet and insulin
4.Norah 27 20 weeks Married Bachelor’s degree Diet only
5.Sama 38 35 weeks Married Bachelor’s degree Diet only
6.Hanan 28 29 weeks Married Bachelor’s degree Diet only
7.Ibtesam 34 18 weeks Married Intermediate educatiol  Diet only

8.Mayar 38 32 weeks Married Bachelor’s degree Diet only
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Themes

This study revealed Saudi women’s stories about their initial experiences of being
diagnosed with GDM and how they managed their diabetes during pregnancy. Most women
reported being worried, shocked, and fearful when initially told they tested positive for gestational
diabetes. All eight participants described facing the challenges of diabetes self-management,
including having to learn and follow several strategies to maintain their blood glucose within a
prescribed level within a short period. The women expressed a need for more information about
how to manage diabetes and a supportive environment.

Although each woman’s experience is recognized as unique, seven main themes were
identified that together revealed common meanings about the GDM experience from the
perspective of the women. These themes were: Response to GDM Diagnosis, GDM Self-
Management, Having Support, Facing Challenges, Lack of Knowledge, Concerns with Having
GDM, and Need for Improved Awareness of GDM.

Theme 1: Response to GDM Diagnosis

All the women expressed fear about having GDM and were particularly concerned for the
well-being of their fetus and themselves. Different emotions were expressed when participants
were first informed of their GDM diagnosis. Most participants reported concern about what
gestational diabetes meant for themselves, their pregnancy, and their anticipated baby, with
feelings of being “anxious”, “upset”, “scared”, and “worried” commonly stated. While some
women were concerned about their future with diabetes, Hanan mentioned her constant fear for
her unborn baby, “7 had terrible fear.... | was afraid that the baby will have malformations, or

something bad will happen to Aim.... | had an abnormal fear because | feared for the fetus.”
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Similarly, Norah expressed being fearful for her fetus but not for herself, “/tr was a shock to me,
the fear... fear ...the fear of it. Initially, | was fearing for my fetus, and | was not fearing for myself.”

Some women reported feeling shocked when they were told that they had GDM. Nawal
shared, “7 was shocked, but it is like that a person will get a shock with things......when a person
gets shocked, it is normal, then, slowly will get used to. | was shocked, yes, | was shocked a little.”
Sawsan also expressed ‘shock’ when first informed of her GDM diagnosis. She talked about her
first impressions related to GDM diagnosis and stated that, “AZy first reaction was oh gestational
diabetes on my first pregnancy.... it was difficult, especially at the beginning of pregnancy. It was
like a reaction of a person who wants to get pregnant without diabetes. ” For others the diagnosis
elicited sadness and feelings of depression. Mayar shared, ““I felt sad that | reached this milestone.
| was psychologically depressed.” Hanan also commented, “When | knew | had gestational
diabetes, | was crying a lot... ... | felt so depressed.”
Theme 2: GDM Self-Management

Participants commented on developing routines and making new positive changes in their
lifestyle behaviors to manage the diabetes, improve their health and to control their blood glucose.
To achieve good glycemic control, all women stated that they needed to eat a healthy diet and
avoid foods that contain sugars. Some participants mentioned that adjusting to their new situation
was easy when they had adequate knowledge about gestational diabetes and had received sufficient
support from health care providers, family members, partners, and friends. Following a diet was
one strategy mentioned by all participants that effectively controlled their blood glucose levels and
helped them to be healthy. Norah stated that, “7he diet has helped me tremendously, this is the

most important strategy to be a healthy person to keep the glucose rate normal and not affect me. ”
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Ibtesam also commented “When | followed the diet, honestly, | was completely convinced that the
diet is the best remedy, and it is better than taking drugs.”

For some women, a common strategy to manage GDM included modifying their eating
habits such as changing the number of meals, type of food, quantity of food, and meal times.
Sawsan explained how her food habits changed after she was diagnosed with GDM.

If I want to make desserts, | reduce the amount of sugar. The same thing with drinks

such as tea. | used to put two full spoons (of sugar) in a cup, but now I put only half

a spoon. | used to open the refrigerator and eat anything available, but after | got

the gestational diabetes, no...no... never. | cannot do that anymore and ... | consume

beneficial things, vegetables, and fruits.

Similarly, Sama discussed adapting to the changes she made to her diet.

After having the diabetes, | started trying to adapt myself because | never was

following a diet or a food style, and these things were never in my list. At the

beginning, it was very difficult for me to do so. But after that, | adapted with it.

For Norah, being healthy was the best strategy to cope with GDM. She described being
healthy in different ways such as eating a balanced diet, increasing physical activities, drinking
water, regulating time between meals, and monitoring her blood glucose and plans to continue.

The strategy | followed which I will continue to follow, | mean, loving to be healthy.

To be healthy in my eating, in my sleep, in my drinking, and in everything. | drink

a lot of water. I try as much as | can to follow a healthier system.

Another strategy that some participants reported as helpful to diabetes management was
supporting one’s self to make necessary changes. Ibtesam believed that support and adaptation to

having diabetes starts from within the person. She explains:
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| started to support myself psychologically. I said, “7 need to make a change"... |

supported myself and | said, | have to make a change myself, and | do not need

anyone to advise me or a doctor to advise me to follow a specific system. I should

follow the system myself and I will treat myself.

Participants described using a glucometer to record their blood glucose levels as a helpful
strategy to manage their diabetes as it allowed them to know previous blood glucose results, be
aware of any changes, and control their blood glucose. In describing the glucometer, Nawal
remarked:

The device is only for me, the readings are recorded.... It saved me a lot of time as

well as my efforts. Using the recorded results is easy for me. It helped me to

remember the last results and act based on them. For example, if the blood glucose

is high, I use insulin injection. If | want to see the changes or improvements in my

blood glucose results, | just take the device and see my results.

Other participants mentioned engaging in physical activity such as walking. Mayar stated,
“I become more interested in sports. | walk half an hour daily. The pregnant women should walk
at least half an hour daily even inside the house.” Ibtesam also commented “I insist on a full
portion of walking, as it is necessary to burn sugar.”

Theme 3: Having Support

Having support from others helped the women manage their daily life, and enabled them
to feel relaxed, cared for and in control of their diabetes management. The majority of women
reported being well supported by family members, friends and partners. The women mentioned
these individuals showed different supportive actions such as providing constant advice, accepting

the diagnosis of diabetes, changing their lifestyle to adhere to the prescribed diet, minimizing
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exposure to stress, and reducing demands on them. Nawal explained how her family, particularly
her daughters supported her:

My daughters have also helped me.... They treated me like if I am their daughter.

They cook healthy food for me......they bring fruits and vegetable and put them in

front of me... they measure my blood glucose regularly.... Their help and support

made me feel happy and comfortable.

Amani described the support she received from her friends and how they assisted her in
diabetes self-management by adjusting their dietary habits:

My friends....treated me like if they are on diet like me as if they have diabetes.

They eat what | eat only....not offering anything | am prohibited from in order not

to make me desire to eat iz... they were helping me through reducing the amount of

sugar in their meals.

Sawsan viewed the constant help from friends as a positive experience and made her feel
comfortable, “You know... made me (her friends) feel | am not different....made me not think of
diabetes.... made me feel comfortable when | met them... made me think and care for myself.”
Some women mentioned that their partner’s support affected them positively as it made it easier
for them to cope and manage their GDM. In describing her husband Norah stated, “The most
important thing that made it easy for me is my husband's support and his continuous
care....standing by my side and he is supporting me, and this is what made it normal for me.”
Similarly Sama, in describing the support her husband provided, stated, “Ay husband, he was
standing by my side and helped me. He said, it is just a period and it will pass', he always advises

and helps me keep away from sweets and such szuff. ”
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Some participants did not have enough support and help from their friends and received
negative comments related to GDM diagnosis from others. Hanan explained, “My friends in the
society told me about some bad experiences... |1 have not heard that there is a woman had
gestational diabetes, gave birth normally, and her baby was good. All of which were negative
experiences.” Hanan described her experience with a lack of support from her friends and family
members as frustrating. She further explained how family members were not helpful and made her
feel scared. “My family member were afraid... They did not help me. | feel that they scared me.
"Do not drink, you have diabetes," "You have diabetes,” "You have diabetes.” | mean, | hear these
words from them all the time.”

Other women mentioned the informational support they received from health care
professionals as valuable and helped to increase their awareness about diabetes. Norah highlighted
the importance of this support, “They taught me about diabetes... the doctor advised me to read
some books about diabetes... they have been providing me with health education...” However,
other women reported not being well supported by health care providers during their GDM
pregnancy. Hanan reported lack of support from the heath care team, and she viewed the
insufficient information provided and help by them as a negative experience. She explained:

Unfortunately, did not support me at all. There was no discussion, no dialogue. |

did not feel comfortable until 1 went to a private hospital... You do not feel

comfortable with it, and you do not feel that anyone has spent time to talk to you.
Theme 4: Facing Challenges

While the women explained having to cope with diabetes self-management, they described
facing challenges to overcome many barriers. Immediately following the diagnosis, the

participants described struggling to understand how they would cope with the new prescribed
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dietary requirements that were considered as very restrictive. Other challenges reported by most
women were difficulties dealing with insulin injections, food and social restrictions, and accepting
the disease. Most women indicated that these challenges made them feel frustrated, anxious,
stressed, and depressed. Nawal experienced depression having to follow a specific diet, “7 was
depressed and | said, “How can | go back and follow diet. ” When | feel depressed, everything in
my life is affected.... My eating habits, sleeping, appetite, and my glucose rate.”

Some women commented on challenges when following dietary advice while pregnant.
For Mayar, being pregnant with diabetes made her feel different as all the people around her ate
different kind of sweets, but she could not eat what she wanted due to her dietary restrictions. She
described the difficulties adhering to dietary restrictions around special occasions such as
weddings and Eid where food choices were unrestricted and eating is affected by social norms.
Mayar exclaimed:

The most challenging | went through is the time. | mean the time of my pregnancy.

The difficulties were in certain days such as Eid. I felt it was very difficult because

the food pattern in Eid is totally different among Saudi community. As you know

our Eid ...... all sweets....I felt that going to the weddings and events was very

difficult due to their eating habits and pattern.

Norah explained the difficulty in accepting the diagnosis of GDM, particularly after the
diagnosis was confirmed. She described, “The most difficult thing is accepting the situation itself.
| mean “my gestational diabetes.” However, Amani revealed that she struggled with advice she
was received from health care providers because it was given as an demand on what to do: “/ faced

a difficulty, 1 could not deal with the advice that were given to me. At the beginning, the advice
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was like orders... you know we were not used to taking orders.” With time she gained the
knowledge and learned new strategies to manage her GDM, and she could cope better.

Women also discussed their experiences with other aspects of diabetes self-management,
especially insulin administration. Participants who required insulin described the challenges or
frustration that they encountered with insulin management. For Amani, difficulties with insulin
injection included learning how to inject, timing of injections and dealing with needles. She
experienced obsessiveness and overthinking about the need for insulin and considered it as a
radical change in her life. Amani pointed out how she faced this challenge:

You must take insulin at specific times. My difficulty was with insulin. To know how

to use the insulin and how to inject as well as it is something new. | learn how to

inject myself. To deal with the needles four to five times a day before and after

eating, high and low rate, mixed and turbid medications with the proper dosage.

Something is totally new.

Sawsan also faced challenges with insulin administration due to lack of awareness about
insulin management and its use which made her fearful and wondering, “Will I continue taking the
insulin after delivery? Should 1 stop it anytime | want? What will occur if I do not use it?...I did
not know how to deal with such medications.” For Nawal, achieving and maintaining normal blood
glucose level control was difficult. She described her frustration associated with her blood glucose
results, “I am following diet and continuing the insulin injection...until today the glucose rate is
high, it is 300 mg/dl.... The glucose rate is the same..”

Theme 5: Lack of Knowledge
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Lack of knowledge of GDM was a prevalent issue reported by most women. Sama reported
her lack of knowledge on diabetes and that the information provided was insufficient and not
helpful.

Unfortunately, the information was not ernough.... Unfortunately, I did not feel |

had got enough information....I did not find anyone who advised me or provided

me with the information that I feel would have been very helpfiul....family members

do not have enough information.

Others pointed out having ‘“no background”, “awareness” or “knowledge” about
gestational diabetes. Sama described her poor knowledge and information about GDM, “I only
hear about gestational diabetes ... I do not know what gestational diabetes is. If | had not gone
through this experience, | would never have had any background about it. ” Amani commented, I
had no background on gestational diabetes because we had no knowledge...... no awareness. If we
had awareness, a woman who has diabetes symptoms would know that she is prone to gestational
diabetes”

Women reported the lack of knowledge motivated them to seek information from various
sources, such as health care providers, friends, family members, books, and the internet. Norah
described seeking information about GDM from health care providers and on her own through
reading from books:

They (health providers) educated me in this topic. Umm.... | mean, they taught me

about diabetes ... the doctor advised me to read some books about diabetes... when

| read, knew and heard from many people, | knew that if | had dealt with it

correctly...I mean, things like that besides the assistance of the doctor.
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Sama described how she tried to gain necessary information about GDM on her own through
Internet, “7 was relying on myself; I was browsing the internet and asking the people around me.
But unfortunately, 1 did not feel I had got enough information.”
Theme 6: Concerns with Having GDM

All participants expressed concerns about developing complications related to GDM. The
majority of participants worried about the potential adverse effects of GDM on themselves such
as preterm birth, cesarean delivery, eclampsia, having a large baby, and developing diabetes after
delivery. Norah was concerned about complications during the pregnancy, labor and delivery and
permanently having diabetes, “/ was afraid that my disease would continue. It is going to continue
after pregnancy...I may be forced to give birth early, Allah forbid, premature delivery. | may have
eclampsia.” Many women were fearful of developing diabetes in the future. Sama exclaimed,
“The diabetes may continue with the mother after birth. This has been the most frightening thing
to me.” Ibtesam was also concerned about developing diabetes and experiencing obstetric
complications. She stated, “7 was afraid of that it may continue after pregnancy.... gestational
diabetes may lead to death or lead to premature birth or caesarian section.” Hanan commented,
| always hear that" the baby will be big, the pregnant with gestational diabetes always gives birth
through a caesarean section” ...I had terrible fear.”
Theme 7: Need for Improved Awareness of GDM

Most women mentioned that a heightened awareness of GDM among pregnant women
could assist them with diabetes self-management and to move forward. Norah described the need
to inform pregnant women about gestational diabetes as well as promote the health of women with
GDM, “I want a policy maker to provide health education and promotion for pregnant women

with gestational diabetes and to raise awareness or educate women about iz. ”
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Some women mentioned beneficial ways to enhance awareness of GDM among pregnant
women, improve the knowledge about the associated risks, and potentially minimize the
prevalence of GDM in Saudi Arabia. Sama suggested:

Hospital education courses can be conducted for pregnant women.... These sessions

will be about the causes of gestational diabetes, its impact on the pregnant woman

and on her fetus how to deal with it, and the appropriate food and exercise.... |

mean healthy food for pregnant women.

Other women mentioned there was a need for more educational resources such pamphlets
and awareness programs about gestational diabetes being available in hospital settings. Ibtesam
suggested, “The most important things are pamphlets and raising the awareness by the doctor
himself. | hope they conduct awareness programs in hospitals...in halls... and in conferences about
the risks of this disease from time to zime.” Amani commented on the need for more health
promotion strategies in hospitals, schools and other public places to increase general awareness
about diabetes among the Saudi population.

| wish we had health promotion...... health promotion to be given in hospitals,

public places, and schools about diabetes, about gestational diabetes, and be in a

way that is not intimidating. By doing so, the awareness level will be increased. |

hope that there are more studies, more information, more explanations, and more

pamphlets distributed among patient and people.

Women mentioned that there was a need for more diabetes specialists and clinics
specialized in gestational diabetes in the Saudi health care system. Mayar emphasized the need for

diabetes specialists, “There must be a diabetes specialist, and you know there were no specialists
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for diabetics. There must be diabetes specialists because diabetes is a common disease in our
society.”
Discussion

The women’s stories have provided significant and helpful insights into the experiences of
Saudi women with GDM in Jeddah and what this experience meant for them. Although women
expressed various emotions regarding their diagnosis of GDM, they all experienced fear. Feelings
of shock, anxiety, and stress were also commonly described by most women. Many women were
concerned about what impact GDM would have on their fetus and their future life. Facilitators to
managing GDM included constant support from family members, friends, partners, and health care
providers, and health education about GDM provided by health care professionals.

Consistent with studies on women’s experiences of GDM diagnosis in other population
groups (Bandyopadhyay et al., 2011; Carolan, 2013), Saudi Arabian women in the current study
experienced fear, shock, anxiety, and depression when informed of their GDM diagnosis. Previous
research indicates women with GDM are anxious about the well-being of the fetus, the pregnancy
outcome, and their future health (Costi, Lockwood, Munn, & Jordan, 2014). Stress and anxiety
associated with GDM have been discussed in the literature. Findings reported in a study done by
Hui, Sevenhuysen, Harvey, & Salamon (2014), found that women with GDM expressed stress
related to their GDM diagnosis and anxiety related to the fear of maternal and infant complications.
Women’s experiences with GDM have shown to involve emotional distress and lack of control
related to being unable to achieve glycemic control, difficulties experienced with dietary
management, and insulin injection (Pluess, Bolten, Pirke, & Hellhammer, 2010; Lawson &
Rajaram, 1994). The current study findings concur with previous research indicating that women

with GDM experienced a high level of anxiety at the time of their diagnosis, but this feeling may
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be temporary (Daniells et al., 2003; Hui, Sevenhuysen, Harvey, & Salamon, 2014; Lawson &
Rajaram, 1994).

Barriers to GDM self-management expressed by the women in this study included
difficulties with dietary regime and adjusting to the disease itself. Some women found accepting
the disease and making the required changes to their diets difficult. For the women needing insulin,
dealing with insulin injections was seen as a major difficulty. Some women experienced struggles
with social restrictions that prevented them from eating foods that were norms, particularly during
special occasions. These unique barriers to diabetes management were different from previous
research whereby white, black, and Hispanic women who had GDM during a recent pregnancy
identified costs, difficulties accessing care, barriers to maintaining exercise, and communication
as creating difficulties for them to self-manage their diabetes (Collier et al., 2011). Additionally,
it has been shown that resignation toward the diagnosis of GDM, limited self-efficacy, and lack of
understanding of the consequences of GDM are more likely to result in poor adherence to GDM
self-management (Clark, 2013). Barriers to accessing and paying for healthcare, medical supplies,
and healthy food, difficulties accessing care, barriers to maintaining exercising, and trouble
communicating with their healthcare providers were not reported in this study. Again, these
differences could be due to different sampling, cultural, dietary, social, and ethnic factors, as
ethnicity plays a significant role in affecting women’s behaviors towards managing GDM.

Saudi women, in the current study, adapted gradually to their GDM management through
learning and following new strategies to cope. In a similar qualitative study, women with
gestational diabetes were reported to effectively engage in GDM self-management after
developing specific strategies to control their blood sugar within a short time (Carolan-Olah, Gill,

& Steel, 2013). Women from different ethnic backgrounds, such as Caucasian, Asian, South Asian,
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Indian, and Arabic with GDM were involved in that study. Strategies used by most women to
maintain their blood glucose at recommended levels were learning about food values, identifying
foods that contain high levels of sugar and cause an elevation in blood sugar level, exercising,
drinking water, and taking food to work (Carolan-Olah, Gill, & Steel, 2013). In the current study,
adjustments to GDM self-management and to a new lifestyle were facilitated by implementing a
number of strategies. The most useful strategies in controlling women’s blood glucose were
following the prescribed diet, changing eating habits and avoiding unhealthy food. Making dietary
changes assisted the woman in controlling their blood glucose level and promoting better health
for themselves and their infants.

Another vitally important strategy was making positive changes in exercise, particularly
walking as it helped women in reducing the level of blood glucose and managing their GDM
effectively. Both women in the previous and the current study tried to cope with GDM self-
management through following several strategies. Exercise was a similar strategy in both studies
while other strategies such as learning about food value, taking food to work, and drinking water
were not widely used strategies in the current study. These differences in strategies for diabetes
self-management could be due to sample and recruitment differences. Participants in Carolan-
Olah, Gill, & Steel’s study (2013) were not residing in Saudi Arabia and were recruited after they
had a minimum of three-weeks experience of self-managing their condition and received GDM
education, whereas most participants in the current study were newly diagnosed and had not
received a lot of education. Therefore, the experience of a newly diagnosed woman might be quite
different from one who has had time to adjust to their diagnosis.

Receiving informational support from health care professionals was mentioned by the

women as important for raising awareness of GDM. The significance of health care providers in
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providing information, increasing awareness, and supporting the women with GDM has been
mentioned in the literature. Morrison, Lowe, & Collins (2014) found that most women commended
obstetricians and diabetes health providers for the intense education and support provided to them,
whereas others did not feel well supported by health care personnel during their GDM pregnancy.
Similar to the findings of Morrison, Lowe, & Collins (2014) some women in the current study
reported that the lack of information from health care providers caused frustration for them.

The majority of women found social support from family members, friends, and partners
most helpful and considered this support as a facilitating factor in diabetes self-care management.
Provision of information and emotional support have been identified in previous research on
women with GDM (Levy-Shiff, Lerman, Har-Even, & Hod, 2002; Morrison, Lowe, & Collins,
2014). The study results indicate that support from family members and partners was considered
more important than that received from health care providers. Another study indicates that health
provider support identified as more significant (Morrison, Lowe, & Collins, 2014). This difference
regarding support could be due to ethnic and cultural factors as Saudi Arabian families within the
culture are collectivistic and responsible for the patients (Wehbe-Alamah, 2008; Younge, Moreau,
Ezzat, & Gray, 1997). This is very different from the individualism that permeates through other
cultures. Culturally, patients going through health struggles must be supported by family members
and partners in Saudi society. Other differences could also be due to the questions posed to the
participants, as this study had particular questions about the support from family members and
friends. However, Morrison, Lowe, & Collins’s study (2014) focused on information regarding
GDM management, lifestyle-related risk factors, family and medical history, postpartum follow-

up, physical activity, and diet quality.
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Participants reported having very limited knowledge and information about GDM prior to
being diagnosed and were motivated to seek information from several different sources including
health care providers, books, the internet, and friends. Most of the women felt they needed more
information about GDM, and its risks on the health of pregnant women and their fetus. They
wanted to increase their awareness about the disease to adapt to the diagnosis and to effectively
manage their diabetes. Others expressed the need for further education and support, particularly
from health care professionals. All participants identified the need for increasing awareness about
GDM in Saudi society in general.

The awareness of gestational diabetes among pregnant women in different societies has
been investigated in the literature. A study conducted by Price, Lock, Archer, & Ahmed (2017)
investigated the awareness of GDM and its risk factors among pregnant women in Samoa while
Shriraam, Rani, Sathiyasekaran, & Mahadevan (2013) determined the awareness of GDM among
antenatal women in a primary health center in South India. Most women in Samoa were not aware
of what GDM is and a very small proportion had knowledge about it (Price, Lock, Archer, &
Ahmed, 2017), similar to the findings in the current study. However, a greater proportion of
women in South India had high awareness about the conditions of GDM and its complications,
time of diagnosis of GDM, diet, and exercise as a treatment option for GDM (Shriraam, Rani,
Sathiyasekaran, & Mahadevan, 2013. A recent Arabic study was conducted by Elmekresh et al.
(2017) in a Sharjah community to assess the awareness of GDM among women in the childbearing
age. The findings showed that a large proportion of the women (73.5%) were aware of GDM, and
awareness was higher among married women and those who had a previous pregnancy or GDM.
Similarly, results from an Indian study indicated that women with a history of GDM were

knowledgeable about GDM and its related risk factors (Elamurugan & Arounassalame, 2016).
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Pakistani women also showed they were knowledgeable about GDM, its associated risks, and
progress of disease (Khalid, Shaheen, & Javed, 2015). Findings of previous research are in contrast
to the present study where most women reported limited knowledge about GDM and expressed
their need for better awareness about GDM, its risks and complications. More specifically, these
differences in knowledge about diabetes among Saudi women could be due to limited integration
of GDM and associated risk factors in routine health-care education programs organized for Saudi
women and their knowledge of health care providers.

Most women highlighted the need for GDM awareness among themselves and the general
public. The possible reason of having not much awareness about pregnancy and diabetes among
this group is that Saudi Arabia’s maternal health policy extensively focuses on reproductive health
care and has a comprehensive maternal care program that provides complete health care to
mothers, covering prenatal through postnatal needs (Shaw et al., 2018), but health education,
awareness and promotion related to gestational diabetes were not included or mentioned in that
program. It is therefore necessary, in a health care context, to include, strengthen, and improve
awareness about GDM and its consequences on maternal and fetal outcomes among pregnant
Saudi women.

Education is significant for raising awareness of GDM and its risk factors among pregnant
women and their families and establishing health programs focused on decreasing the prevalence
of type 2 diabetes (Price, Lock, Archer, & Ahmed, 2017; Shriraam, Rani, Sathiyasekaran, &
Mahadevan, 2013). Cultural norms with regard to diet in Saudi society cause unique challenges to
diabetes self-management not noted in non-Saudi populations. The importance of having family

support was a point that most women raised, which is evident in some of the previous work, but
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the significance in Saudi society is the role of family when someone is dealing with a health
condition.
Implications for Nursing Practice, Nursing Education, and Future Research

The findings from this research study have implications for future nursing practice,
education and research in Saudi Arabia. Nurses are in a unique position to offer support to pregnant
women to cope with and manage GDM. Acknowledging the various emotions women experienced
at the time of diagnosis and while managing diabetes, health care professionals can begin to
understand how pregnant Saudi women feel and reflect upon their current provision of care. Most
participants in this study identified lack of knowledge and awareness about GDM and expressed
the need for educational programs or sessions that will provide them with detailed information
about GDM, ways to manage it, and strategies to cope with it. Some health providers did not
always provide the women with enough information on gestational diabetes and its management.
The results raised issue of the need for better awareness of GDM among pregnant Saudi women
and their families, as well as the general public. Thus, diabetes educators, nurses, and doctors need
to be informed that pregnant Saudi women want to learn more about GDM.

To address the lack of knowledge women have about GDM, nurses can develop
educational materials about GDM, present sessions about GDM at the diabetes clinic for all
pregnant women, and suggest effective strategies to cope with GDM and reduce the negative
feelings, particularly the fear of diabetes and its impact on their fetus. Nurses working with women
who have GDM can help reduce negative consequences by identifying and removing barriers to
GDM self-management and good glycemic control. For example, nurses can encourage and
educate childbearing women on how to follow a healthy diet, engage in regular physical exercise,

and create online forums for discussions about how to implement and sustain these health
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promoting behaviors. Nurses play a crucial role in caring for and supporting pregnant women and
their families during pregnancy, and helping them to understand how to manage GDM effectively
by teaching them about the disease, importance of nutrition, blood glucose monitoring, and how
to recognize signs of complications.

Educating pregnant women about GDM and its management needs further promotion.
Nurses should include information about GDM in prenatal education programs to help women
understand the disease, its risk factors, and complications that may affect their well-being and their
baby’s health. Diabetes self-management education (DSME) should be provided by nurses to all
pregnant Saudi women with GDM to assist them in promoting optimal perinatal outcomes,
avoiding diabetes complications, and preventing diabetes in the future. The positive effects of
DSME have been shown among other populations. Adults with type 2 diabetes who received
DSME showed improvement in glycemic control (Deakin, McShane, Cade, & Williams, 2005).
Diabetes self-management education is also reported to improve quality of life, (Cooke et al., 2013;
Deakin, McShane, Cade, & Williams, 2005) facilitate healthy eating, increase regular physical
activity, (Toobert et al., 2011) enhance coping, (Thorpe et al., 2013) and reduce diabetes-related
distress (Fisher et al., 2013; Siminerio, Ruppert, Huber, & Toledo, 2014) and depression (De Groot
etal., 2012; Hermanns et al., 2015).

The results indicate the importance of family support for pregnant women with GDM. The
significance of providing sufficient support and education, based on the culture for the mothers
with GDM and their family members, has been identified in the literature (Emamgoli et al., 2016).
Enhancing family support for pregnant women with GDM is important since this is the context in
which the majority of diabetes self-care management occurs. Nurses may need to place greater

emphasis on targeting family members” communication skills and teaching them positive ways to
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promote GDM self-management with their pregnant family members. Nurses can also include
family members in diabetes educational interventions and offer emotional support, as these
strategies can help to develop healthy family behaviors and encourage diabetes self-management
(Hu, Wallace, McCoy, & Amirehsani, 2014).

The study findings should be taken into account when tailoring public awareness
campaigns related to GDM and when approaching pregnant women at risk for developing diabetes.
There is need for more awareness about GDM among the general public in Saudi Arabia. An
awareness campaign is a strategy to educate the public about GDM and inform them of the causes,
symptoms, complications of diabetes associated with GDM, blood glucose monitoring, and GDM
self-management and intervention. Awareness campaigns of GDM in Saudi society can be
enhanced through a comprehensive outreach campaign that includes social media and viral
messaging, which are needed to effectively increase public awareness and promote bystander
action in the face of GDM. Further, much effort could be devoted by nurses, health educators, and
public health to raise awareness and highlight the message that every pregnant woman with GDM
deserves the best quality of awareness, care, and prevention that is available to them.

Most women mentioned walking as a useful strategy to manage and control their blood
glucose. One of the best treatment strategies to control blood glucose in women with GDM s
exercise, (Padayachee & Coombes, 2015) which may reduce or delay the need for insulin (Bung
& Artal, 1996; Prather, Spitznagle, & Hunt, 2012). Developing guidelines for exercise during
pregnancy can be implemented in Saudi Arabia to increase activity levels among pregnant women
with GDM as well as those known to be at risk for developing diabetes. The guidelines could
include a variety of exercises ranging from low exerting forces to high exerting forces that are safe

for both mother and infant. Some forms of exercise, that could be taught and practiced during
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pregnancy, include, recreational activities, yoga, resistance strength training, and aerobic exercise
such as walking, jogging, aerobic dance, swimming, and hydrotherapy aerobics. The positive
effects and benefits of physical activities for mothers and their fetuses have been reported
(Benelam, 2011; Melzer, Schutz, Boulvain, & Kayser, 2010).

Pregnant women who routinely exercise have more positive pregnancy outcomes and fewer
negative adverse events (Kramer, 2003). For example, one study showed that women who used
resistance band exercise training had improved glucose control (De Barros et al., 2010), and
another suggested that aerobic exercise can decrease blood glucose levels in individuals with
hyperglycemia (Colberg et al., 2010). Recreational physical activity has also been demonstrated
to enhance general well-being and pregnancy outcomes, maternal mood, and mental health
(Pivarnik et al., 2006). Exercise during pregnancy is also associated with decreased risk of
excessive gestational weight gain (Pivarnik et al., 2006). There are practice guidelines for physical
activity during pregnancy providing recommendations for health care providers to whether to
prescribe physical activity and in what manner (Evenson et al., 2014). The guidelines reveal that
pregnant women may need further precaution and should seek medical advice before attempting
to achieve the recommendations. American Physical Activity Guidelines provides information on
the benefits of physical activity specific to many populations (United States, Department of Health
and Human Services, 2008). It gives more detailed recommendations for pregnant women
including at least 150 minutes of moderate intensity aerobic activity, such as brisk walking per
week (United States, Department of Health and Human Services, 2008) as a complete body
workout that is straightforward on the joints and muscles during pregnancy as well as being an
excellent workout postpartum (American College of Obstetricians and Gynecologists, 2003).

Nurses can enhance pregnant women’s understanding and use of pregnancy-related physical
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activity guidelines and encourage healthy pregnant women to incorporate moderate exercise such
as brisk walking.

Facilitating maternal social support where Saudi women have a chance to share their
experiences and concerns of GDM with others helps to reduce some of the stress, anxiety, and fear
of diabetes. Studies have suggested that the perception of maternal social support before and during
pregnancy could have a positive effect on health by reducing anxiety and stress, and enhancing
coping abilities (Iranzad et al., 2014). Strategies that provide opportunities for pregnant women to
talk with a supportive peer or to connect with peers who have experienced or are experiencing
GDM, can help them learn from each other and to more effectively cope with their worries and
concerns. Finally, encouraging women to share their experiences with other sources of support,
such as partners, health care professionals, family members, and friends, can also be beneficial in
coping with GDM.

The findings of this study can be utilized to inform nursing education by raising awareness
about the significance of including GDM as a crucial health issue among pregnant women in Saudi
Arabia. Nurses must have a comprehensive understanding about GDM and its risks on the health
of pregnant women and their fetuses to develop the required skills for identifying pregnant women
with GDM and providing effective care. Integration of GDM in nursing curriculums needs to be
implemented. Nurse educators could develop structured teaching plans that include GDM self-
management, causes, symptoms, and associated complications to guide nursing students in
teaching pregnant women with GDM and preparing them for diabetes self-care. These strategies
could help nurses to be more informed and eager to take a leap forward in the direction of

addressing GDM in the healthcare settings.
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Uncovering barriers and facilitators to the effective self-management of GDM, by
pregnant Saudi women and their family members, can assist nurses and other health care personnel
to develop effective strategies to help these women and their families find appropriate resources
to enhance their health. Further research is needed to explore what educational strategies would be
most effective in helping pregnant Saudi women maintain a healthy lifestyle following their
experience with GDM, to prevent type 2 diabetes. Further research on the lived experience and
awareness of GDM among Saudi women living in different geographical regions, rural and urban,
in Saudi Arabia would be beneficial. Additional knowledge regarding GDM in Saudi Arabia can
guide and inform health care providers and policy makers to support these women and address the
challenges women encountered in the delivery of care and education for Saudi women with GDM.
More research is needed to explore the association between depressive symptoms and gestational
diabetes in light of the findings that women expressed feeling sad and depressed when diagnosed.

The women in this study reported that family and partner support played a major role in
their diabetes management. Further study is needed to determine how family member and partner
support can be enhanced. It would also be important to understand the value of social support for
pregnant women, particularly from family members and partners, and to identify the knowledge
and needs they have regarding gestational diabetes and its management.

Strengths of the Study

This is the first qualitative study, to our knowledge, that explored pregnant women’s lived
experience of having gestational diabetes in Saudi Arabia. The study findings can help guide areas
where healthcare promotion should be targeted in Saudi Arabia to address the increasing
prevalence of diabetes and specifically gestational diabetes. The interviews were conducted in the

participants’ language (Arabic) by an Arabic speaker (the researcher), which enabled the eliciting
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of rich, in-depth personal stories from these pregnant women about their experience of gestational
diabetes. The sample included pregnant women with varied educational levels. Furthermore, using
face-to-face interviews in a private room at a hospital and at participants’ homes helped to build
trust between the researcher and participants.
Limitations of the study

Since this study was limited to Saudi Arabian women living in Jeddah, an urban setting, the
results might be different for women residing in a rural setting. The results are not directly
transferable to other populations of Saudi women (Miles & Huberman, 1984). A further limitation
is that using a translation process may have resulted in an inaccurate understanding of the women’s
intent of their stories, in spite of the care taken to ensure accuracy in the translation process. It is
probable that some of the content and meaning could have been lost during translation.

Summary

Understanding Saudi women’s lived experiences of GDM is a beginning step that provides
further insight into their situation. Overall, the findings concur with other studies that identified
issues such as negative emotions at the initial diagnosis of GDM, coping and challenges to GDM
self-management, and concerns about the impact GDM has on women’s fetuses and their future.
Although a number of challenges to cope with GDM self-management were discovered, most
women adapted easily to their diabetes, changed their diet, and learned new management strategies
to control their blood glucose. The findings indicated the importance of family support for pregnant
Saudi women with GDM and raised the need for better awareness of GDM among these women,
their families and the general public. The challenges regarding diabetes self-management
identified by pregnant Saudi women with GDM can be significantly minimized. Effective changes

in government policies to educate pregnant women and their families, health providers, and the
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general public about GDM, will help to raise awareness of GDM in Saudi society. These findings
are presented for nursing practice, research, and education, and can be used by health care
professionals in clinical settings to reduce complications associated with GDM, and improve the

care provided to these women.
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CHAPTER THREE: IMPLICATIONS AND CONCLUSIONS

This study explored the meaning of experiencing GDM from eight pregnant Saudi
women’s perspectives. In this study, all participants were shocked when they initially received a
diagnosis of gestational diabetes. Their stories revealed their need for further information about
GDM and how to manage it. The women faced numerous challenges while trying to engage in
GDM self-management. Despite the challenges women faced to overcome all the barriers that
interfere with coping with GDM, they all reflected that their experiences changed their dietary
habits positively and helped them to learn new strategies to easily adjust to their GDM. The
findings revealed seven main themes: Response to GDM Diagnosis, GDM Self-Management,
Having Support, Facing Challenges, Lack of Knowledge, Concerns with Having GDM, and Need
for Improved Awareness of GDM.

In this chapter these themes will be briefly elaborated upon followed with a discussion
outlining implications for nursing research, practice, education, and policy development. The
theme, Response to GDM Diagnosis, revealed women’s reactions when initially informed of their
GDM diagnosis which included various emotions. GDM Self-Management outlined women’s
adjustments to a new lifestyle and to GDM self-management. This theme uncovered a variable
range of adaptations described by women in regards to living with and managing GDM. The third
theme, Having Support, referred to the social support women received from family members,
friends, partners, and health care professionals. Facing Challenges pointed out how women
encountered difficulties adjusting to diabetes management. The common challenges reported by
most of the women were how to accept the disease and how to cope with new dietary requirements.
The theme Lack of Knowledge represented participants’ insufficient knowledge and information

about GDM, which encouraged them to seek information from several sources such as, health care
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providers, friends, the Internet and others. Concerns with Having GDM highlighted how most
women were worried about the consequences related to having GDM. The final theme, Need for
Improved Awareness of GDM, illustrated the need for better awareness about GDM, and its risks
and complications amongst health care professionals, pregnant women, and their families and in
the larger community. After exploring the meaning of having GDM while pregnant, from Saudi
women’s perspectives, several implications for nursing research, nursing practice, nursing
education, and policy makers are evident. These implications can be used by health care
professionals and policy makers, in clinical settings, to promote health for these women and
improve the support provided to them.

Implications for Nursing Research

Participants confirmed that support from partners, family members, and friends was very
helpful to them in diabetes self-care management, but formalized support services such as diabetes
education programs, information about GDM, and gestational diabetes educational materials were
not readily available or provided to them. As such, further study is needed to determine how
different forms of social support and diabetes education can be enhanced.

The lack of knowledge about GDM described by the women in this study suggests that
pregnant women need more information on gestational diabetes throughout their pregnancy. Most
participants reported lack of awareness of GDM, thus, further research is required to better
understand how aware pregnant Saudi women are of GDM, and to identify mechanisms to help
improve the education and awareness of GDM among pregnant women in Saudi Arabia. Increased
awareness of GDM among Saudi women and their families can serve to enhance the prevention
of, or early diagnosis of the disease. Research on how best to promote understanding and
knowledge of GDM among the general public can also help to improve prevention outcomes and

earlier diagnosis of GDM.
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Exploring the lived experience of GDM among Saudi Arabian women covering all the
geographical areas of Saudi Arabia, particularly rural settings, is also needed to gain a better
understanding of maternal experiences of having GDM in different regions. Pregnant women with
GDM living in rural areas in Saudi Arabia may have different experiences than their urban
dwelling counterparts due to poor access to diabetes health education (Alsunni, Albaker, & Badar,
2014), and having limited or no to access health care facilities, such as maternal health and diabetes
care (Almalki, Fitzgerald, & Clark, 2011). Such knowledge would be useful to enhance current
health services for childbearing women in Saudi Arabia who have or are at risk for gestational
diabetes.

Implications for Nursing Practice

It is important to recognize the potential psychological impact of the GDM diagnosis,
and for sufficient support, such as counselling, to be available. Women’s responses to GDM
diagnosis varied, however, feelings of fear, depression, anxiety, and shock were commonly
described. Strategies for reducing such feelings need to be implemented by nurses to promote
psychological well-being among pregnant Saudi women with GDM. Strategies for managing fear,
depression, and anxiety could include promoting exercise, counselling (Masding, Ashley, &
Klejdys, 2011), meditation and relaxation (Nilsson, Unosson, & Rawal, 2005), and access to
diabetes peer support groups. One effective intervention for treating depression during pregnancy
and the postpartum phase, is exercise (Lewis & Kennedy, 2011). The effectiveness of the
counselling services on the psychological well-being of people with type 1 diabetes has been
reported in the literature. Masding, Ashley, & Klejdys (2011) assessed the effects of the counselling
course on glycemic control, and on the psychological well-being among people with type 1 diabetes.

Counselling sessions were provided to 62 people with type 1 diabetes, with each person receiving a six-
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week course of 50-minute one-to-one sessions with a qualified and experienced counsellor. Integrative
and creative approaches and transactional analysis were used, which helped participants share their
thoughts and feelings and established their wants and needs. The findings revealed that counselling
sessions were associated with improvements in glycemic control and reduction in anxiety and risk
of type 1 diabetes (Masding, Ashley, & Klejdys, 2011). Relaxation strategies have been shown to
enhance pregnant women’s psychological and physical status (Nilsson, Unosson, & Rawal, 2005).
A study conducted by Bastani et al. (2005) demonstrated that pregnant women who received
relaxation training during their second trimester had significantly reduced perceived stress and
anxiety levels. Research has demonstrated that mindfulness interventions are associated with lower
levels of psychological distress, anxiety, and depression during pregnancy and in the early
postpartum period (Duncan et al., 2017). Antenatal and postpartum nurses can benefit from
additional training in meditation and relaxation techniques as a resource for enhancing maternal
psychological health for their clients with GDM.

Nurses are knowledgeable and skillful at health promotion. Awareness about GDM and its
management could be improved by nurses through addressing gestational diabetes during
pregnancy, teaching about GDM and its associated complications, supporting pregnant women
with GDM to undertake self-care and blood glucose monitoring, distributing detailed information
pamphlets and posters in hospital clinics and waiting areas, and assisting pregnant women with
GDM in adjusting dietary habits. Improving the education provided to all childbearing women
regarding the risk for gestational diabetes, and how to prevent the condition, will help women to
obtain information they need to improve their self-care skills and maintain a healthy lifestyle. Such
information should be provided to women pre-conception, during pregnancy and in the postpartum

period for prevention of gestational diabetes in subsequent pregnancies and future type 2 diabetes.
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To effectively control glucose levels and reduce most adverse health outcomes, nurses can use
combined interventions such as dietary counselling, physical activities, health education, and
psychological interventions and encourage referrals for specialized and follow-up care during
pregnancy.

Participants mentioned that following a healthy diet is a vitally important strategy in
managing GDM, thus, it is essential that nurses become aware of Saudi Arabian women’s dietary
habits during pregnancy to be able to provide culturally specific dietary advice to assist women
managing GDM when diagnosed. Nurses, dieticians, and endocrinologists can suggest special
dietary strategies for women, as well as counselling about the disease, from the time of initial
diagnosis. Evidence suggests that dietary modification reduces pregnancy and perinatal
complications and controls the blood glucose levels for women with gestational diabetes (de Lima
etal., 2013).

All these implications should not be confined to the women only, but can extend to include
family members and partners to engage them as care providers and sources of support to the
women experiencing lifestyle changes. Some strategies nurses could use to engage families in
diabetes self-management include providing family members and partners with knowledge about
gestational diabetes and possible diabetes treatment strategies, validating their experiences as
providers of support, and teaching them various stress management skills,

Implications for Nursing Education

The results of this study indicate that improving awareness of GDM among pregnant Saudi
women is necessary. It is significant for nursing students to increase their knowledge and expertise
about GDM and its management. Nurses need to have an adequate level of knowledge about

gestational diabetes to teach childbearing women. Educational courses about diabetes are already



81

being taught in undergraduate programs of nursing in Saudi Arabia, but they can be enhanced to
ensure learning about GDM and its impacts on pregnant women and their infants is provided.
Various stimulation and education models with case studies about GDM can be beneficial to
improve nursing students’ knowledge and skills about gestational diabetes management. Courses
focusing on GDM in nursing curricula should be provided. These courses could include
pathophysiology, classification, and diagnosis of GDM, complications associated with GDM, oral
medications and insulin therapy, nursing care, and non-drug therapies for diabetes, including
exercise, nutrition, treatment, and self-care management. Nurse educators need to prepare nursing
students for new roles in health promotion and teach them to encompass the subject of GDM as a
main part of the routine health-care education programs arrange for childbearing women.
Implications for Policy Makers

The findings from this research illustrate childbearing women’s need for increased GDM
awareness. The Saudi government and policy makers currently play a significant role in
developing and supporting health care services for pregnant women with gestational diabetes and
for carrying out initiatives for diabetes prevention and risk reduction. Several educational
programs on diabetes, associated complications, symptoms, management, the role of diet and
physical exercise in diabetes control, diabetes care, practical training on home-self monitoring of
blood glucose, and insulin administration have been conducted in Saudi Arabia (Al-Shahrani et
al., 2012; Asiri, 2015). However, there are limited educational programs that specifically target
GDM and its effects on mothers and their infants. Saudi policy makers should include GDM within
all diabetes education programs, and stimulate and support the adoption of effective measures for

the reduction, prevention, and control of GDM in Saudi society.
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Creating diabetes health services for pregnant women under the auspices of the Saudi
Ministry of Health and establishing centers of therapeutic training that introduce the principle of
diabetes self-management are needed to help pregnant Saudi women with GDM receive adequate
support to engage in physical activities, maintain healthy dietary habits, administer insulin, and
use a glucometer to reduce the negative maternal and neonatal effects of GDM. Adequate training
of healthcare professionals on diabetes prevention, diagnosis, and management is a critical step,
which needs to be considered by Saudi policy makers to establish a network of skilled diabetes
experts that can ensure all pregnant Saudi women have access to adequate and appropriate care.
Offering comprehensive preventive care that includes information on diet, weight and self-care
management, and exercise advice for all pregnant women, developing specialized-care referral
centers for pregnant women with GDM who cannot be treated in a public health-care setting, as
well as implementing GDM educational programs that include awareness campaigns targeted at
pregnant women who are at high risk of diabetes, will help in reducing risks for developing GDM
in the future, controlling blood glucose levels, and increasing women’s awareness

Conclusion

This study provides insight into the lived experience of pregnant Saudi women after being
diagnosed with GDM. The study findings revealed the many challenges Saudi women participated
in the study encountered as they engaged in GDM self-management and developed a new lifestyle.
The results indicate that there is a need for further research and increased awareness about GDM
among Saudi women and the general public. The results also indicate that support from family
members is vitally important for these women. More efforts are required to intensify existing

health education programs to enhance the knowledge about the risks and complications of GDM
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among pregnant women, their families, health care providers, and the general public in Saudi

Arabia.
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Appendix A Ministry of Health

Recruitment Flyer
The Lived Experience of Gestational Diabetes Mellitus among Pregnant Saudi Women

Purpose of the study:

The aim of the study is to explore Saudi women’s lived experience of having gestational diabetes
mellitus while pregnant and to gain an in-depth understanding of the meaning of this experience

from the perspective of the women.

You are being invited to participate in a study to:

= share your voice and stories about gestational diabetes experiences.

= talk about the steps you took to deal with your gestational diabetes and what you would
like to see change within the health care systems and health care providers.

= participate in a research study through a one-time interview, done at your convenience,

by a Western University Masters student in Nursing.

You can participate if

= You are Saudi women living in Jeddah
= Your age is 18 years or above

= You have gestational diabetes without any pregnancy complications

If you have any questions, please feel free to contact me by email or phone at the contact
information provided below.
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Invitation to Participate:

You are being invited to participate in
a research study about the lived
experience of gestational diabetes
mellitus among Saudi women. You
are eligible to participate because you
have been diagnosed with gestational
diabetes.

Purpose of this study:

The study aims to explore Saudi
women’s lived experience of having
gestational diabetes mellitus while
pregnant and to gain an in-depth
understanding of the meaning of this
experience from the perspective of
the women.

You can participate if
= You are Saudi living in Jeddah
= Your age is 18 years or above
= You have gestational diabetes
without any pregnancy
complications

The Lived Experience of
Gestational Diabetes Mellitus
Among Pregnant Saudi Women

Gestational Diabetes

Join our study and share your
experience with gestational

diabetes

Study Procedures

If you agree to take part in this
study, you will be asked to
participate in a 60-90-minute
individual interview. This
interview can take place in person
at a time and place that is
convenient for you, depending on
your preference. Your permission
to record the interviews will also
be requested and some basic
information, including your age,
marital status, level of education
and type of treatment you are
receiving will be taken. Some
examples of the things you will be
asked in the interview include your
experience of gestational diabetes,
as well as your needs for support
and what has been helpful or not
helpful for you.

If you have any questions, please
feel free to contact me by email
or phone at the contact
information provided below.



mailto:halgamad@uwo.ca

88

Appendix C
Letter of Information

The Lived Experience of Gestational Diabetes Mellitus among Pregnant Saudi Women:
Interpretive Phenomenological Study
Principal Investigator

Dr. Marilyn Evans, RN, PhD

Associate Professor
Arthur Labatt Family School of Nursing
Western University, London, ON

Co-Supervisor

Dr. Kim Jackson, RN, PhD

Assistant Professor

Arthur Labatt Family School of Nursing
Western University, London, ON
Investigator conducting this study
Hayat Alghamdi, BScN, MScN student
Arthur Labatt Family School of Nursing
Western University, London, ON
Invitation to Participate

You are being invited to participate in a research study about the lived experience of gestational
diabetes mellitus among Saudi women. You are eligible to participate because you have been
diagnosed with gestational diabetes.

Purpose of the Letter

The purpose of this letter is to provide you with information required for you to make an
informed decision regarding participation in this research.

Purpose of this study

The purpose of this study is to explore Saudi women’s lived experience of having gestational
diabetes mellitus while pregnant and to gain an in-depth understanding of the meaning of this
experience from the perspective of the women

Inclusion Criteria

Participants meet inclusion criteria if they are Saudi women, first time diagnosed with gestational
diabetes mellitus, are aged 18 years or older, able to speak and read Arabic or English, and are
willing to share and express their experience with gestational diabetes. Participants must live in
Jeddah.

Exclusion Criteria

Women with pregnancy complications or risk factors and those who are non-Saudi will be
excluded

Study Procedures

If you agree to take part in this study, you will be asked to participate in a 60-90-minute
individual interview. This interview can take place in person at a time and place that is
convenient for you, depending on your preference. Your permission to record the interviews will
also be requested and some basic information, including your age, marital status, level of
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education and type of treatment you are receiving will be taken. Some examples of the things
you will be asked in the interview include your experience of gestational diabetes, as well as
your needs for support and what has been helpful or not helpful for you. After the interview, |
will contact you by phone for a second interview to briefly review some of my findings and
ensure that you have input into the final product of the study. This will be helpful to confirm that
your experience has been accurately represented in my interpretation.

Possible Risks and Harms

There are no known or anticipated risks or discomforts associated with participating in this
study. However, the discussion of the experience of gestational diabetes is distressful for some
women. If the stress is too great, participant will be asked to stop and resume at a later time. If
you feel that you require additional support, the researcher will provide you with information
about counseling services available in your community.

Benefits of Participation in the Study

By participating in this study, you will be assisting the researcher in gaining a better
understanding of what it is like for Saudi women to live with gestational diabetes. The
information you provide can assist in enhancing both health cares and diabetic centers for
pregnant women. Furthermore, you may find it a rewarding to share your story of having
gestational diabetes, make sense of what happened to you, and learn from your experience. By
sharing your story, your voice can also help to create change in health services for other women
with gestational diabetes. This information may help other women who have gestational diabetes
to learn from your experience and instruct health care professionals how to better care for
women who have gone through this experience. This study is being done by researches in
Canada and participants’ information that is collected as part of the study will be taken there.
Voluntary Participation

Your participation in this study is completely voluntary. You may refuse to participate or refuse
to answer any questions that make you feel uncomfortable. You may also decide to leave the
study at any time without any penalties. The medical care that you are receiving will not be
affected if you choose not to participate or you decide to withdraw from the study.
Confidentiality

Maintaining confidentiality will be held to the upmost ability but cannot be fully guaranteed.
Any information obtained from this study will be kept confidential and accessible only to the
investigators of this study. If the results are published, any data resulting from your participation
will be identified only by a pseudonym. Neither your name nor any other identifying information
will appear in any published report of the study or in any written or verbal reports associated
with the study. All personal identifiers will be securely stored in a locked cabinet in a locked
office separate from the transcripts. Also, information that you provide will be password
acceptable and encrypted. The data will be stored on a secure computer in a locked room which
can only be accessed by the research team. After the study is over, the data will be kept secure
for five years and then it will be destroyed. If you choose to withdraw from this study prior to
initiation of the data analysis phase, your data will be removed and destroyed from our database.
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And if they withdraw after data analysis phase their data can no longer be removed, but it will be
grouped with the other data and they would not be identified. If you would be interested, a
summary of the study results will be made available to you at the completion of the study.
Contact Information

If you have any questions or concerns about the study, you may contact Dr. Marilyn Evans
(Principal Investigator) or Dr. Kim Jackson (Co-Supervisor) or Hayat Alghamdi (Co-investigator
conducting this study) as mentioned in the beginning of this letter.

If you have any questions about your rights as a research participant or the conduct of this study,
you may contact The Office of Research Ethics | |, email:| |

This letter is yours to keep for future reference

Participant Initial .......


mailto:ethics@uwo.ca
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Appendix D
Participant Consent Form

The Lived Experience of Gestational Diabetes Mellitus Among Pregnant Saudi Women:

Interpretive Phenomenological Study

| have read the Letter of Information, have had the nature of the study explained to me,
and | agree to participate in this study. All questions have been fully answered to my

satisfaction. Participants do not waive any legal rights by signing the consent form.

Name (Print):

Signature:

Date:

Name of Person Responsible for Obtaining Informed Consent (Print):

Signature of Person Responsible for Obtaining Informed Consent:

Date:
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Appendix E
Semi Structured Interview Guide
Legend: 1,2,3,4,5 = Sub Questions
= =probes

1. Tell me a little about your experience of Gestational Diabetes?
= How did you feel?
= What were your first impressions when you were told that you had GDM?
= How were you treated by health care personnel?
= What kind of information did you receive?
= What other factors or experiences play a part in your gestational diabetes?

2. How has having gestational diabetes changed your life?
= What has been a positive change?
= What has been challenging to adjust to?
= What changes in your diet or exercise did you try and continue with?

3. Tell me about how you manage your GDM

= What management strategies (ways of dealing with your diabetes) work for you?
= What ways do you know now, that would have been helpful at the beginning?

= What made it easy or difficult for you to manage your gestational diabetes?
= How have friends and family been helpful/ not helpful?

= How health care providers been supportive to you

= Are you receiving any formal help? What has that been like?

4. What advice would you give to someone who is newly diagnosed with GDM?

5. If you could speak to a policy maker about support systems for pregnant women
with gestational diabetes,

= What would you want to say to them?
= What recommendations for change would you make?



Appendix F
Demographic Questionnaire

Please provide some information about yourself

1. Name:
2. Mobile number or email:
3. Age:

4. Marital Status:
= Single
= Married
= Divorced
= Windowed
= Separated

5. Level of education
= High school
= Diploma
= Bachelor’s Degree
= Master’s Degree
= Others

6. What type of treatment are you currently receiving for Gestational Diabetes
Mellitus?
= Special meal plans and scheduled physical activity
= Diet only
= Daily blood glucose testing and insulin injections
= Pharmacotherapy (Medications)
= Other

93
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Ethical Approval (HSREB)
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sibm*é Western Research Ethics
®» Research

Western University Health Science Research Ethics Board
HSREB Delegated Initial Approval Notice

Principal Investigator: Dr. Marilyn Evans
Department & Institution: Health Sciences\Nursing, Western University

Review Type: Delegated
HSREB File Number: 108586
Study Title: Lived Experience of Gestational Diabetes Mellitus among Saudi Women: Interpretive Phenomenological Study

HSREB Initial Approval Date: March 03, 2017
HSREB Expiry Date: March 03, 2018

Documents Approved and/or Received for Information:

IDocument Name Comments \];ersmn
ate

Eevied Wedtsin Univeraity The Western Protocol- a clean copy 2017/03/01
iProtocol

[Letter of Information Appendix C- a clean copy 2017/03/01
?::;Collecnon Forputase Keport Appendix A- a clean copy. Semi Structured Interview Guide | 2017/02/08
FD::;Collectlon EOnN/GC e Report Appendix B- a clean copy. Demographic Questionnaire 2017/02/08
Investigator Brochure Appendix E- a clean copy 2017/02/08
IRecruitment Items Appendix F- a clean copy 2017/02/08
Other Appendix G - Arabic Translated documents 2017/02/08
I otter of Information & Consent APpenle D- a clean copy. Participant Consent Form 2017/02/08

(signature page)

The Western University Health Science Research Ethics Board (HSREB) has reviewed and approved the above
named study, as of the HSREB Initial Approval Date noted above.

HSREB approval for this study remains valid until the HSREB Expiry Date noted above, conditional to timely
submission and acceptance of HSREB Continuing Ethics Review.

The Western University HSREB operates in compliance with the Tri-Council Policy Statement Ethical Conduct for
Research Involving Humans (TCPS2), the International Conference on Harmonization of Technical Requirements
for Registration of Pharmaceuticals for Human Use Guideline for Good Clinical Practice Practices (ICH E6 R1), the
Ontario Personal Health Information Protection Act (PHIPA, 2004), Part 4 of the Natural Health Product
Regulations, Health Canada Medical Device Regulations and Part C, Division 5, of the Food and Drug Regulations
of Health Canada.

Members of the HSREB who are named as Investigators in research studies do not participate in discussions related
to, nor vote on such studies when they are presented to the REB.

The HSREB is registered with the U.S. Department of Health & Human Services under the IRB registration number
IRB 00000940.

Ethics Officdy, ol behalf of Dr. Joseph Gilbert, HSREB Chair
aren Gopaul ____

EO: Erika Basil Nicole Kaniki Grace Kelly Katelyn Harris___ Nicola Morphet

Western University, Research, Support Services Bldg., Rm. 5150
London, ON, Canada N6G 1G9 t. 519.661.3036 f. 519.850.2466 www.uwo.ca/research/ethics
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Appendix |
Ethical Approval (Saudi Ministry of Health)
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