Sheffield
Hallam _
University

Regional differences in type 2 diabetes prevention
priorities for women with previous gestational diabetes: A
multi-methods consensus study

UKKE, Gebresilasea Gendisha <http://orcid.org/0000-0003-0932-1276>,
MAKAMA, Maureen <http://orcid.org/0000-0002-4164-3702>, IOANNOU,
Elysa <http://orcid.org/0000-0001-6945-5386>, SKOUTERIS, Helen,
MONTANARO, Cynthia, AMOGNE, Melaku Taye <http://orcid.org/0000-0002-
4435-0083>, KODAPALLY, Bhagiaswari, MORAN, Lisa J, CHIRP, REJA,
Ahmed <http://orcid.org/0000-0002-1154-0390>, O'REILLY, Sharleen L
<http://orcid.org/0000-0003-3547-6634>, REDMAN, Leanne M, MATHEWS,
Elezebeth, BOYLE, Jacqueline A and LIM, Siew

Available from Sheffield Hallam University Research Archive (SHURA) at:
https://shura.shu.ac.uk/36547/

This document is the Published Version [VOR]
Citation:

UKKE, Gebresilasea Gendisha, MAKAMA, Maureen, IOANNOU, Elysa,
SKOUTERIS, Helen, MONTANARO, Cynthia, AMOGNE, Melaku Taye, KODAPALLY,
Bhagiaswari, MORAN, Lisa J, CHIRP, REJA, Ahmed, O'REILLY, Sharleen L,
REDMAN, Leanne M, MATHEWS, Elezebeth, BOYLE, Jacqueline A and LIM, Siew
(2026). Regional differences in type 2 diabetes prevention priorities for women with
previous gestational diabetes: A multi-methods consensus study. Public Health, 250:
106011. [Article]

Copyright and re-use policy

See http://shura.shu.ac.uk/information.html

Sheffield Hallam University Research Archive
http://shura.shu.ac.uk



http://shura.shu.ac.uk/
http://shura.shu.ac.uk/information.html

Public Health 250 (2026) 106011

Contents lists available at ScienceDirect

PUBLIC
HEALTH

Public Health

o %

ELSEVIER journal homepage: www.elsevier.com/locate/puhe

Original Research

Regional differences in type 2 diabetes prevention priorities for women
with previous gestational diabetes: A multi-methods consensus study

Gebresilasea Gendisha Ukke *@®, Maureen Makama >“®, Elysa Ioannou ‘®, Helen Skouteris ",
Cynthia Montanaro ©, Melaku Taye Amogne '®, Bhagiaswari Kodapally ¢, Lisa J. Moran ",
CHIRP, Ahmed Reja "“"“®, Sharleen L. O’Reilly "*®, Leanne M. Redman’*",

Elezebeth Mathews #“, Jacqueline A. Boyle”, Siew Lim ™"

2 Eastern Health Clinical School, Monash University, 5 Arnold Street, Box Hill, Victoria, Australia

b Health and Social Care Unit, School of Public Health and Preventive Medicine, Monash University, 553 St Kilda Road, Melbourne, Victoria, Australia
¢ Maternal, Child and Adolescent Health Program, Burnet Institute, 85 Commercial Road, Melbourne, Victoria, Australia

4 Sport and Physical Activity Research Centre, Sheffield Hallam University, Howard Street, Sheffield, United Kingdom

€ Wellington-Dufferin-Guelph Public Health, 160 Chancellors Way, Guelph, Ontario, Canada

fDepzzrn:ment of Internal Medicine, School of Medicine, College of Health Sciences, Addis Ababa University, Addis Ababa, Ethiopia

8 Department of Public Health and Community Medicine, Central University of Kerala, Tejaswini Hills, Periye, India

" Monash Centre for Health Research and Implementation, 43-51 Kanooka Grove, Monash University, Clayton, Victoria, Australia

1 School of Agriculture and Food Science, University College Dublin, Belfield, Ireland

j Pennington Biomedical Research Center, 6400 Perkins Road, Baton Rouge, LA, USA

ARTICLE INFO ABSTRACT
Keywords: Objectives: To identify values, principles, and research priorities for type 2 diabetes mellitus (T2DM) prevention
Diabetes gestational in women with previous gestational diabetes mellitus (GDM) across five regions, and evaluate the appropri-
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Social values

ateness of modified Delphi and nominal group consensus methods in diverse cultural settings.

Study design: Mixed-methods.

Methods: Health professionals and women with previous GDM from five regions were invited to participate in the
priority-setting activities according to a modified Delphi process and nominal group technique. The Child Health
and Nutrition Research Initiative was used to develop the assessment criteria, which included answerability,
effectiveness, deliverability, the maximum potential for improving the health and well-being of postpartum
mothers, and the effect on equity. Participants ranked items in three rounds of the Delphi process. Evaluation
surveys and semi-structured interviews were conducted to understand participants’ experiences of the process.
Results: Fifty health professionals and 50 women with previous GDM participated in the priority-setting process
and evaluation survey, with 11 individuals also taking part in interviews. Regional differences emerged in pri-
ority rankings for values and principles. Africa emphasised cost-effectiveness and capacity building; the Americas
prioritised people-centred approaches and continuity of care; Asia focused on equity-driven services and family
support; Europe highlighted combating misinformation; Oceania emphasised planning skills. Consensus methods
were feasible and acceptable across the regions.

Conclusion: T2DM prevention priorities for women with a history of GDM vary across geographical regions,
suggesting a need for local and tailored approaches for effective implementation. Consensus approaches
involving the community in implementation efforts are acceptable across diverse geographical contexts.

1. Introduction of individuals, families, societies, and countries worldwide. Currently,
more than one in nine (11.1 %) adults aged 20-79 years are living with
Diabetes mellitus is a significant threat to the health and well-being diabetes.! The International Diabetes Federation estimate the
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prevalence of diabetes will increase to 12.5 % by 2050." A study based
on Global Burden of Disease 1990-2019 data reported that type 2 dia-
betes mellitus (T2DM) had increased globally, with the highest growth
rate in low- and middle-income countries.? According to the 2025 In-
ternational Diabetes Federation report, 4 in 5 adults with diabetes live in
low- and middle-income countries.' In high-income countries, T2DM
disproportionately affects individuals in lower socioeconomic quintiles
and those living in deprived areas.’ When ranked according to disease
prevalence, the regions with the highest to the lowest prevalence of
diabetes were the Middle East and North Africa (17.6 %), North America
and the Caribbean (15.1), the Western Pacific (12.4 %), South and
Central America (11.5 %), Europe (9.8 %) and Africa (5.0)." For women,
a sex-specific risk factor of T2DM is gestational diabetes mellitus (GDM),
a glucose intolerance first recognised during pregnancy.” GDM confers a
tenfold increased risk of developing T2DM later in life.”> Similar to
T2DM, there are significant regional disparities in the prevalence of
GDM, with the highest rates in the Middle East and North Africa (27.6
%) and South-East Asia (20.8 %), followed by the Western Pacific (14.7
%) and Africa (14.2 %). Meanwhile, North America recorded the lowest
prevalence (7.1 %), preceded by Europe (7.8 %).°

The evidence of effectiveness in T2DM prevention is well established
in certain populations.” ° Lifestyle interventions that encompass diet
and physical activity can reduce the risk of developing T2DM including
in women with a history of GDM by 24 %-43 %, especially if started
within three years postpartum.” ° However, the implementation of
T2DM prevention in the general population is dismal, at less than 5 % of
those with diagnosed prediabetes referred to a diabetes prevention
program with no data available for women with a history of GDM.'°
There is also a lack of data on the implementation of T2DM prevention
following GDM from low and middle-income countries.'’ Failing to
understand the intricate challenges of the broader social contexts and
systems necessary to address global diabetes inequities could contribute
to growing disparities between populations.'>'® To address this ineg-
uity, there is an urgent need to understand the diversity of imple-
mentation priorities across different geographical settings.

Best practice in priority-setting would include those with lived ex-
periences alongside health professionals.'* Involving women with lived
experience (WWLE) of GDM in diabetes prevention research signifi-
cantly improves the sustainability of intervention outcomes.'® However,
this is not a common occurrence as those with lived experience are often
under-involved in GDM intervention research.'® In particular, there is
no precedent of their involvement in GDM research in low-income
countries.'® Cultural differences can influence active participation in
group discussion, particularly for women of culturally diverse back-
grounds.'” This may be further confounded with the Hawthorne effect,
where WWLE may adjust their responses based on perceived expecta-
tions when engaging with health professionals in a discussion
together.'® When involving participants from diverse cultural, profes-
sional, and gender backgrounds in research, it is essential to ensure
equitable contributions from all individuals and that the findings
genuinely reflect their perspectives.'® It is unclear if these cultural nu-
ances may affect the appropriateness of the use of established consensus
approaches across diverse settings.

Therefore, this study had two primary objectives: (1) to identify and
compare values, principles, and research priorities for T2DM prevention
in women with previous GDM across Africa, the Americas, Asia, Europe,
and Oceania; and (2) to evaluate the cultural appropriateness and
effectiveness of modified Delphi and nominal group consensus methods
across diverse geographical and cultural settings.

2. Materials and methods

This is a secondary analysis of a multi-methods study involving three
rounds of priority-setting activities and post-workshop evaluation using
surveys and semi-structured interviews. Researchers, health pro-
fessionals providing care to postpartum women and women with a

Public Health 250 (2026) 106011

history of GDM in the past five years from the five United Nations
Geoscheme regions of the world: Africa, Americas, Asia, Europe and
Oceania were recruited.’’ Details of the methods, rationale, and the
consensus development process are published elsewhere.”!

Briefly, eligibility for participation in the priority-setting activities
included WWLE of GDM in the past five years but no current diabetes;
and health professionals who were involved in the care of the women
with GDM. The PROGRESS (place of residence, race/ethnicity/culture/
language, occupation, gender/sex, religion, education, socioeconomic
status, and social capital) criteria were used to recruit individuals from
diverse backgrounds.’” The modified Delphi process and Nominal Group
Techniques were used to determine the values, principles, and prior-
ities.”>** The sample size was determined based on nominal group
technique recommendations (8-12 participants per group) and Delphi
study guidelines suggesting 10-50 experts per domain. We aimed for 20
participants per region (10 health professionals, 10 WWLE of GDM) to
ensure adequate representation whilst maintaining manageable group
dynamics. All materials were translated into local languages with
back-translation verification. Local researchers familiar with cultural
contexts facilitated sessions. Pre-workshop briefings addressed cultural
communication styles and participation expectations.

2.1. The priority-setting activities process

Twelve values and principles and 28 research priorities were iden-
tified based on inputs from The Global Strategy for Women’s, Children’s
and Adolescents’ Health 2016-2030; the Australia’s National Women’s
Health Strategy 2020-2030°°; the Non-communicable Diseases Alli-
ance’s (NCD) A Call to Action%; systematic reviews; past interviews
with postpartum individuals?’ >%; and additional inputs from the par-
ticipants (Supplementary Table 1).

2.1.1. Pre-workshop ranking

Prior to the workshop, an online survey was emailed to all partici-
pants to gather basic information. Using a modified Delphi format,
participants were then asked to rank priorities according to Child Health
and Nutrition Research Initiative (CHNRI) criteria,’’ from highest to
lowest, with 1 being the top (first) priority. Additionally, participants
could suggest other priorities not listed.

2.1.2. The workshop activity

Consensus workshops were conducted for each region on Zoom
(Version 5.11.3). The Nominal Group Technique was used to achieve
consensus. Participants were divided into small groups of 3-5 to discuss
preworkshop rankings. Following these discussions, the total group of
participants reconvened to re-rank priorities based on the new insights.
Discussions were video-recorded and the recordings were professionally
transcribed. Transcripts were open-coded and analysed for themes using
reflexive thematic analysis. Analyses were performed on NVivo 12
(Lumivero, Denver, USA). A six stage approach— familiarization with
the data, generating initial codes, searching for themes, reviewing
themes, defining themes, and writing up—was utilised to inductively
generate themes.*?

2.1.3. Post-workshop (consensus/final ranking)

Workshop results from each region were shared with participants via
an online survey after the sessions. Participants were tasked with inde-
pendently re-ranking the priorities, considering the CHNRI criteria and
the discussions from the workshop. For each priority, mean ranking
scores were calculated, with lower scores indicating a higher priority.
This paper presents regional differences in the values, principles and
research priorities after the discussion. As most of the values and
research topics listed in the first five lists were similar for all regions, we
used a value/principle or research topic uniquely listed by participants
from a particular region in the top five priorities to define regional
differences.
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2.2. Eyaluation: survey

At the end of the priority-setting activities, an online survey was
conducted to gather participants’ feedback on the benefits they gained,
how helpful they found the activity, and how it contributed to the pre-
vention of T2DM among women with a history of GDM. Responses were
based on satisfaction rankings on a scale of 1 (not satisfied at all) to 7
(very satisfied). Participants were also asked to rank a list of factors that
contributed to their (dis)satisfaction.

2.3. Evaluation: semi-structured interviews

Eleven participants, including six health professionals and five
WWLE of GDM from five regions, were randomly selected for semi-
structured evaluation interviews. These interviews were conducted
individually on Zoom to gather their experiences with the priority-
setting activities, which aimed to inform participatory methods for
developing diabetes prevention initiatives in various regions, languages,
and cultural settings. These interviews were also video-recorded, and
the recordings were professionally transcribed. The transcripts were
then open-coded and analysed for themes using reflexive thematic
analysis, with the analyses performed using NVivo 20.3 (Lumivero,
Denver, CO, USA).

3. Results
3.1. Participant characteristics

A total of 50 health professionals and 50 WWLE from 11 countries:
Australia, Canada, Denmark, Ethiopia, India, Ireland, Nigeria, Rwanda,
the United Arab Emirates, the United Kingdom, and the United States of
America participated in the priority setting activities. The mean age of
the participants was 33.6 (SD = 3.3) years (Table 1).

3.2. Values and principles

The top two principles and values, combining input from WWLE of
GDM and health professionals, are universal access and evidence-based
approaches. Universal access was ranked as the highest principle and
value across Africa, Americas, and Asia, and second highest in Europe
and Oceania. Evidence-based approaches followed closely, ranked as the
most important principle and value in Europe and Oceania and second
ranked in Africa (Table 2).

Regarding region-specific principles and values, Africa uniquely
emphasised cost-effectiveness. Americas and Asia valued human-rights-
based approaches, while Europe and Americas highlighted a people-
centred approach (Table 2).

3.3. Research priorities

The combined ranking results of WWLE and health professionals for
research priorities indicate that the highest overall priority was stress
and mental well-being, followed by information on exercise and diet.
Regarding regional differences: Africa emphasised the involvement of
health professionals in supporting postpartum individuals, while the
Americas uniquely prioritised continuity of care from preconception
through the postpartum period. Asia recognised the importance of social
support from family, and Europe focused on combating misinformation
and disinformation surrounding diet, exercise, sleep, and stress. Oce-
ania, meanwhile, prioritised planning and organisational skills for
women (Table 3).

3.4. Evaluation of priority setting activities

3.4.1. Surveys
A total of 75 participants (33 health professionals and 42 WWLE of
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Table 1
Demographic characteristics of participants.

Variable WWLE of GDM n = Health professionals n =
50 50
Number (%) Number (%)
Region
Africa 8 (16.0) 10 (20.0)
Americas 2 (4.0) 7 (14.0)
Asia 14 (28.0) 16 (32.0)
Europe 10 (20.0) 8(16.0)
Oceania 16 (32.0) 9 (18.0)
Mean age (years) 33.6 £ 3.3 Not recorded
Age of youngest child
1 year or less 28 (56.0) Not applicable
2 years 6 (12.0) Not applicable
3 years 6 (12.0) Not applicable
4 years 7 (14.0) Not applicable
5 years 2(4.0) Not applicable
Education level
Secondary/high school 5(10.0) Not recorded
Diploma/Advanced diploma 3(6.0) Not recorded
Graduate/postgraduate 41 (82.0) Not recorded
degree
Not stated 1(2.0) Not recorded
Occupation
No paid job/homemaker 8 (16.0) Not applicable
Clerical or trade job 2(4.0) Not applicable
Associate professional job 5(10.0) Not applicable
Professional job 34 (68.0) Not applicable
Not stated 1(2.0) Not applicable
Private health insurance
Yes 24 (48.0) Not applicable
No 26 (52.0) Not applicable
Number of years since
qualification
5 years or less Not applicable 3(6.0)
6-10 years Not applicable 12 (24.0)
More than 10 years Not applicable 34 (68.0)
Gender
Male Not applicable 18 (36.0)
Female Not applicable 32 (64.0)
Area of practice
Primary care Not applicable 2(4.0)
General practice Not applicable 10 (20.0)
Allied health Not applicable 2 (4.0)
Community health Not applicable 2(4.0)
Public health Not applicable 7 (14.0)
Clinician Not applicable 22 (44.0)
Other Not applicable 4 (8.0)
Area of residence
Metropolitan/Urban Not applicable 41 (82.0)
Rural Not applicable 8 (16.0)
Remote Not applicable 1(2.0)
Working with this population
Culturally & linguistically Not applicable 29 (58.0)
diverse
Indigenous populations Not applicable 14 (28.0)
Rural population Not applicable 22 (44.0)

WWLE: Women with lived experience, GDM: Gestational diabetes mellitus

GDM) completed the evaluation survey. The evaluation suggests that the
priority-setting activities had an overall positive experience by the
participants across the regions. As presented in Supplementary Table 3,
48/75 (64 %) of the participants indicated that they learned more about
the process of selecting priorities as a group, 43/75 (57 %) mentioned
that they learned more about the issues of preventing diabetes in in-
dividuals who have had GDM, while 18 women (24 %) indicated that
they met new people that helped them work in diabetes prevention
(Supplementary Table 3).

On a satisfaction ranking scale from 1 (not satisfied at all) to 7 (very
satisfied), 71 out of 75 participants (94.7 %) indicated satisfaction with
the priority-setting activity (a score of 5 or above). There were no
regional differences in the median scores, with all regions reporting
median score between 6.0 and 7.0 (Africa: 6.5; Americas: 6; Asia: 7;
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Table 2
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Top rankings of values and principles underlying research for diabetes prevention after gestational diabetes by women who had GDM and health professionals across

five continents (n = 100).

Values and Principles Women who had GDM (n = 50) Health professionals (n = 50) Combined

Af Am As Eu Oc Af Am As Eu Oc Af Am As Eu Oc
Universal access 1 3 1 1 2 1 1 1 1 2 1 1 1 2 2
Evidence-based 2 2 5 2 1 2 2 4 2 1 4 1 1
Equity-driven 1 4 3 4 3 5 3 2 5 4 3
Country-led solutions 4 4 3 4 4 4 3
Sustainability 3 3 5 3 4 4 5 3 2 5 4
Cost-effectiveness 5 5 5
People-centred approach 4 5 2 3 3 3 3
System-based solutions 5
Human-rights-based 2 5 5 5 3 5
Joined-up care 3

Abbreviations: Af, Africa; Am, America; As, Asia; Eu, Europe; Oc, Oceania.

Table 3

Top rankings for research priorities for diabetes prevention after gestational diabetes by women who had GDM and health professionals across five continents (n =

100).

Research priorities

Women who had GDM (n = 50)

Health professionals (n = 50)  Combined

Af

Am

As Eu Oc Af Am As Eu Oc Af Am As Eu Oc

Stress and mental well being

Information on exercise and diet

Exercise after childbirth

How to involve health professionals to support postpartum individuals
Lactation and breastfeeding

The physical environment for healthy eating

Sedentary behaviours

g bh w=N

Mother’s sleep & Infant sleep

Continuity of care from pre-conception through to pregnancy and postpartum

Interventions that work in light of the social determinants of health (food
security, built environment)

Planning and organization skills

Screen time

Social support from family

Information/misinformation and education about diet, exercise, sleep and
stress

What works for prevention? Prevention intervention effectiveness research (e.
g. lifestyle, pharmacotherapy)

[STEEN

—_
o

1 1 1 3 1 2 1 2 1 1 1 1
5 2 3¢ 1 1 4 3 3 4 2 3
2 42 2

N
(S

Abbreviations: Af, Africa; Am, America; As, Asia; Eu, Europe; Oc, Oceania.

Women who had GDM: ? Infant sleep; ® Mothers sleep; € both voted as third priority; ¢ mothers sleep 4th, infant sleep 5th.
Health professionals: * combined with sedentary behaviour; infant sleep; ¢ mothers sleep.

Oceania: 6.0; Europe: 6.5). The main reasons for satisfaction with
participating in the priority-setting activities was the feeling that their
contribution was valued 52/75 (69 %), followed by the feeling that they
were making a difference and helping others 41/75 (55 %), and meeting
new people 41/75 (55 %) (Supplementary Table 4). Participants also
highlighted areas for improvement, such as allowing more time for
discussion and providing sufficient orientation to the priority-setting
process.

A small proportion, 8/75 (10.7 %) indicated that they were not
satisfied because of technical issues with Zoom, and another 6,/70 (6.7
%) stated that it was difficult fitting the activity around their home or
work (Supplementary Table 4).

3.4.2. Interviews

Eleven participants (five WWLE of GDM and six health professionals)
participated in interviews about their overall experience and decision-
making process during the workshop. The positive themes identified
from the interviews were: collaborative and inclusive decision-making,
engaging and inclusive learning experiences, clear communication, in-
clusive research practices, effective prioritization strategies and the
sense that everyone was on equal footing during the decision-making
processes. A male health professional from India expressed the
decision-making process as:

“ ... I think, as per the overall consensus on the decisions made and
based on the discussions, there were not many disagreements and
actually, I don’t think it’s a one-sided agreement or one-sided things
.... I think everyone has contributed at least once in a while.”

Another WWLE from Nigeria responded to the question of whether
everyone was on equal footing during the discussion by saying:

“I say yes, we were all equal.”
While another WWLE from Australia expressed her feeling as:
“I felt heard, and I felt I'm encouraged to share and safe to share.”

The negative themes identified from the interviews were: insufficient
preparation for the workshop and insufficiency of the information pro-
vided to the participants before the workshop. Language, and power
dynamics were mentioned as the main barriers to effective communi-
cation and participation. A female health professional from Ethiopia
expressed her feeling about time constraint as:

“I felt we needed to give a little more time because some people talk
more while others may wait ....”

(Supplementary Table 5).
Consistent with the survey findings, participants expressed similar
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feelings across the five content areas—both in terms of being on equal
footing with others and whether participating in the activities had hel-
ped, or could help, them contribute to knowledge in the field.

4. Discussion

The current study explored values, principles, and research priorities
for the prevention of T2DM among women with a history of GDM across
diverse regions. Universal access was the most commonly voted value,
while stress and mental wellbeing was the top research priority for most
of the regions. In terms of values and principles that were voted among
the top five by a specific region but not the others, Africa uniquely
valued cost-effectiveness. In terms of research priorities, Africa uniquely
prioritised involving health professionals to support postpartum in-
dividuals; Americas advocated for continuity of care from preconception
to the postpartum period; Asia uniquely prioritised research on social
support from family; Europe uniquely prioritised addressing misinfor-
mation on lifestyle advice; Oceania uniquely prioritised planning and
organisational skills for postpartum women.

Regional differences often reflected economic and health systems
realities. Africa’s emphasis on cost-effectiveness aligns with WHO rec-
ommendations for low-resource settings, reflecting limited domestic
funding despite political commitments to universal healthcare.>**! This
highlights the need for cost-effective diabetes prevention strategies in
Africa, such as Lifestyle Africa—a community-based diabetes prevention
program designed for socioeconomically disadvantaged populations and
delivered by community health workers.>® Africa was also unique in
prioritising how to involve health professionals in supporting women in
postpartum (capacity building) as a research priority. This may reflect
the high prevalence of disrespectful maternity care which can manifest
as denial of treatment, neglect of patient needs, intrusive or excessive
interventions, forced medical intervention, detention for non-payment,
and discriminatory or dehumanising behaviour in some parts of
Africa.®*>® Such experiences can significantly impact preventive ser-
vices and raise the risk of developing T2DM for women with a history of
GDM.”

Americas uniquely listed continuity of care from preconception to
the postpartum period in the top five research priorities which reflect
fragmented healthcare systems.’” Coherent, long-term person-centred
continuity of care requires cross-disciplinary knowledge sharing and
system-wide accountability—beyond individual responsibility—across
micro, meso, and macro levels.*! Continuity of maternity care is asso-
ciated with positive health outcomes among women with or without
diabetes during pregnancy.*>*>

Asia placed a significant emphasis on family social support. This
concern also supports the evidence that family and social support for
postpartum women in Asia is decreasing.’>*> The traditional family
structures and support systems in Asian societies usually emphasise
collectivism and maintain group harmony.*®Asian women in the post-
partum period benefit more from social support, such as support from
family members and close relatives. Studies indicated that in contrast to
other women, Asian women are less likely to use external social sup-
port.*° However, the fast-paced nature of modern life, including
increased work demands and urbanisation, can reduce the time and
availability of family members to provide support.***> This can lead to
higher stress levels and a lack of traditional postpartum care practices.’
A lack of assistance with childcare increases the risk of postnatal
depression and is among the key barriers to adherence to lifestyle
intervention among postpartum women, ‘%47 Strengthening social sup-
port is essential for effective T2DM prevention in this group.

Europe focused on misinformation and disinformation as a research
priority, acknowledging its threat to public health.*° The rise of artificial
intelligence and online platforms has made it harder for people to verify
information.” > As this is critical issue, the World Health Organization
(European Region) has developed a Toolkit for tackling misinformation
on noncommunicable diseases in 2022.°° It should be noted that this is
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not a unique problem for Europe but was overshadowed by other
research topics in other regions.”*°°

In contrast, Oceania prioritised planning and organisational
skills—teaching mothers how to structure daily routines to include ex-
ercise and healthy eating. The postpartum period is demanding, with
women often find themselves with no time or energy for self-care, and
generally tend to put their baby’s health first.”®>® Literature supports
the positive impact of interventions that enhance the self-efficacy of
women with GDM or a history of GDM in engaging with lifestyle in-
terventions during both pregnancy and the postpartum period. Equip-
ping women with planning skills is therefore essential to help them
engage in diabetes prevention activities.”*%"

The successful implementation of consensus methods across diverse
cultural settings—as demonstrated by similar median satisfaction scores
and the expression of similar feelings, both in terms of being on equal
footing with others and in whether participation helped or could help
contribute to knowledge in the field—indicates the adaptability of these
approaches when appropriately modified.®' This reflects consideration
of the PROGRESS Plus framework, which accounts for social
determinants.

4.1. Strength and limitations

The study highlighted many strengths, along with some notable
limitations. First, power differences between WWLE and health pro-
fessionals was addressed by placing them in separate discussion groups
initially, followed by combined groups for further dialogue. Second,
participants from all five regions participated, with surveys in local
languages and local research assistants as translators, ensuring broad
participation. Third, the established Delphi and Nominal Group Tech-
niques were used to achieve consensus and capture each participant’s
voice.

While this study sought to address the under-representation of low-
and middle-income countries in diabetes prevention research'' through
purposive sampling that include Africa and Asia, it is not a complete
representation of the voices of every country, culture or language group
or health systems in these regions limiting the generalisability of find-
ings beyond similar demographic or geographic. Moreover, the use of
the United Nations Geoscheme has its own limitations, as the countries
grouped into the same regions have diverse health systems and cultural
backgrounds. In addition to this, the uses of online voting surveys and
group discussions may have introduced selection bias, favouring par-
ticipants with higher literacy levels and motivation for change—despite
efforts to engage socially disadvantaged individuals from each region.

4.2. Conclusion

This multi-regional consensus study demonstrates both universal
priorities and important cultural differences in T2DM prevention ap-
proaches for women with previous GDM. While universal access and
evidence-based care priorities were shared values, regional differences -
Africa’s focus on cost-effectiveness, Asia’s emphasis on familial social
support, Europe’s concerns on misinformation, and Americas’ priority
on continuity of care - highlight the need for locally adapted imple-
mentation strategy plans. In developing these plans, Delphi and nominal
group techniques proved feasible and acceptable across diverse cultural
settings when appropriately adapted, offering a model for inclusive
global health research. These findings provide a framework for devel-
oping culturally responsive diabetes prevention programmes that hon-
our both universal health principles and local values.
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