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Abstract
During antenatal care, gestational diabetes mellitus (GDM) screening is
crucial for early diagnosis and treatment to ameliorate clinical outcomes and
limit health care expenses. Dietary management and physical activity are
central to GDM treatment, however, adherence is often influenced by per-
sonal preferences, socioeconomic barriers, and psychological stress. Phar-
macologically, insulin and oral hypoglycemic medications, are the main
GDM treatment that can be subject to patients' resistance due to fears of
needles and side effects. Metformin is increasingly preferred for its ease of
administration and lower cost. In the postpartum stage, regular screening for
type 2 diabetes mellitus (T2DM) should always be considered despite the
possible limitations that could arise, including communication gaps, lack of
long‐term focus, and personal barriers. Overall, women with GDM prefer
personalized, flexible management plans that consider their lifestyle, support
from health care professionals (HCPs), and family involvement. Addressing
psychological and socioeconomic barriers through education, counseling,
and support networks is crucial for improving adherence and health out-
comes. Enhancing patient‐centered care and shared decision‐making can
empower women with GDM to manage their condition effectively and
maintain lifestyle changes postpartum. Therefore, this review aimed to assess
pregnant women's preferences in GDM management, focusing on screening,
dietary recommendations, physical activity, and treatment. Additionally, this
review examined GDM care in terms of these patients' quality of life and
postpartum experiences.
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Key points
• Preferences and adherence to gestational diabetes mellitus (GDM) man-
agement are influenced by personal needs, socioeconomic barriers, and
psychological stress.
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• Women with GDM prefer personalized and flexible management ap-
proaches, with significant emphasis on support from health care profes-
sionals and family involvement.

• Enhancing patient‐centered care and shared decision‐making can em-
power women with GDM to manage their condition effectively and
maintain lifestyle changes postpartum.

1 | INTRODUCTION

Gestational diabetes mellitus (GDM) is known to be a
common maternal complication that may occur during
pregnancy.1,2 In high‐risk GDM cases, multiple adverse
events can develop, including premature or cesarean‐
section delivery, hypertension, maternal dystocia, abnor-
mal amniotic fluid, and premature rupture of mem-
branes.3,4 In the long term, women who experienced
GDM may be subject to a recurrence in their future
pregnancies.5 Those patients are also at a six to sevenfold
increased risk for future development of type 2 diabetes
mellitus (T2DM) compared to healthy pregnant
women.6,7 Consequently, treating GDM combines multi-
ple management approaches, such as screening, regular
blood glucose monitoring, diet, exercise, medication, and
postpartum follow‐up to meet its complex nature.8,9

In practice, physicians are the primary and most
common point of contact for patients, especially in
conditions that require constant follow‐up.10 Therefore,
health care professionals (HCPs) are always expected to
have a pivotal role in early diagnosis, implementation of
effective treatment strategies, and coordination of
care.11 Recently, the idea that individual patients are
asked to make choices about their health has become
largely expanded in literature.12 This may justify why
patients' expectations and the role of the doctor in the
patient‐physician relationship are changing.13

Patients are being more empowered to engage in
their disease course by maintaining regular communi-
cation channels with their physicians regarding screening
approaches, treatment options, and preventive mea-
sures.14 Therefore, understanding and incorporating
patients' preferences is considered an important com-
ponent of care to achieve better disease diagnosis and
treatment outcomes.15 Studies suggest that patients are
more willing to initiate and engage in treatments that
match their views and needs.16 However, these prefer-
ences can be influenced by patients' previous experi-
ences, awareness of available options, personal beliefs
about the effectiveness of a treatment, and the conve-
nience of receiving or completing a particular treat-
ment.17 This variation in preferences can be usually seen
in patients diagnosed with chronic diseases or high‐
burden conditions such as GDM.18

It is also worth mentioning that in some communi-
ties paternalistic attitudes are still present in all re-
lationships including medical ones. Previous studies

reported different levels of understanding of the diag-
nosis of GDM and its complications.19–21 Other studies
focused on evaluating the preferences of GDM patients
who are medically insured.22 In some settings, it has
been reported that mothers and HCPs are directing their
care mostly on neonatal outcomes.23 In other cases,
HCPs encounter difficulties in communicating both risk
and reassurance to patients, especially in cases of
maternal stress and anxiety.24

In the following review, we will evaluate the prefer-
ences of pregnant women for the main components of
GDM management, including screening, diet, physical
activity, and treatment. Moreover, this review will shed
light on the quality of life of these patients and their
experiences in postpartum care.

2 | PATIENTS' EXPERIENCES WITH
GDM MANAGEMENT

2.1 | Screening

During antenatal care (ANC), GDM screening is applied
to obtain an early diagnosis and to initiate treatment
interventions that can ameliorate patient's clinical out-
comes and limit health care costs.25,26 The standard
one‐step screening approach is based on administering
a 75 g oral glucose tolerance test (OGTT) between 24
and 28 weeks of pregnancy.27,28 This method may
require a higher medical effort and sometimes
unnecessary care.29 In recent years, a more selective
GDM screening based on a woman's risk factors or a
two‐step screening approach using a glucose challenge
test (GCT) of 50 g glucose load has been applied.30 It has
been suggested that GCT is more tolerated in compar-
ison to OGTT and can be administered in a nonfasting
period.31 This allows women who previously experi-
enced GDM, obesity, or impaired glycemic regulation,
and present with high GDM risk to use the one‐step
method along with OGTT. In the absence of possible
risk factors, women are given the GCT‐based two‐step
screening strategy.32

The screening approach including a GCT followed
by OGTT has been classified as the preferred screening
strategy among GDM patients.33 Women with risk fac-
tors for GDM preferred the one‐step screening method
while the two‐step screening one was favored by women
having normal metabolic profiles and apprehension to
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do the OGTT.34 This preference is supported by the
Flemish method, in which the one‐step screening
strategy with an OGTT is given to women at risk of
GDM, while the two‐step screening strategy with GCT is
offered for women at low risk.33 In a recent study, GDM
patients preferred eating within 2 h of the 1‐h OGTT
since most of them believed that fasting before the test
may result in low glucose levels in comparison to eating
within 2 h of the test.35 In some cases, women experi-
enced difficulties in coordinating fasting times before
the test, adhering to the sugar beverage administered,
and dealing with emesis, nausea, or discomfort.36 In a
comparative study, the one‐step approach was corre-
lated to the same maternal and neonatal outcomes seen
in the two‐step approach.37 In practice, patients with
GDM reported that the limited financial cost, coordi-
nation of fasting times and taking time off work, the
convenience of laboratory location, and weekend
opening times facilitated their adherence to screening.38

In rural areas, patients experienced more limitations in
laboratory capacities and screening times compared to
urban dwellers.39 The distance to be traveled to reach
the screening site has been also considered an impor-
tant factor that may affect patients' willingness to attend
GDM screening, especially in the case of women living
far from the clinic.40 In equidistant cases, other factors
are to be considered, including availability of parking,
the expertize of screening staff, access to the emergency
department, ease of treatment, and accuracy of results.41

These findings may call for further research about
the available screening methods, their associated clini-
cal outcomes, and in particular the preferences and
views of GDM patients regarding the overall screening
experience.33

2.2 | Nonpharmacological treatment

The first step in managing GDM and stabilizing glucose
levels is based on a nonpharmacological plan that
includes healthy dietary modifications, physical activity,
and glucose tracking, which can be individually mod-
ified to match the patient's lifestyle, daily activities, and
preferences.42–44

2.2.1 | Diet

With the global rise in GDM prevalence, adapting to dietary
changes that appropriately control maternal glycemia while
ensuring normal fetal growth is highly recommended.45

Traditionally, following a healthy diet is largely focused on
limiting all types of carbohydrates.46 Despite its beneficial
effect on glycemia, this approach can cause maternal
anxiety and nonadherence.47 In many cases, GDM patients
consume fat instead of carbohydrates, which may elevate
free fatty acids (FFA) and worsen insulin resistance (IR).48

This may also increase nutrient transfer through the pla-
centa, causing excessive fetal fat accumulation.49 Therefore,
improving the quality and type of food consumed can
help control fasting/postprandial glucose, reduce FFA,
improve insulin action, and limit excess fetal adiposity.50 A
carbohydrate‐restricted approach based on high‐quality
carbohydrates, minimal fat consumption, balanced caloric
intake, and ethnically acceptable food can ameliorate
maternal adherence.51

As diet is central to GDM management, a better
evaluation of women's acceptance of nutritional advice
and its influence on dietary decisions is crucial.52 This
could allow HCPs to customize patient care based on
their specific needs.53 It has been shown that patients
with GDM are more likely to lose weight and treat their
condition when they are allowed to use an intervention
method of their choice.54 The relationship with HCPs is
considered an important factor in affecting patients'
acceptance of advice and motivation to comply with
dietary recommendations.55 In some cases, adapting to
nutritional changes in a limited period can be challeng-
ing for pregnant women with GDM.56 This may explain
the evidence that many patients with GDM follow dietary
recommendations temporarily, and then fall behind.57

Poor adherence to healthy dietary habits during preg-
nancy and postpartum care may jeopardize maternal and
fetal health.53 The adherence of GDM women to dietary
recommendations can also be challenging when they
conflict with personal food preferences.58 It has been
reported that patients struggle to control cravings when
following nutritional guidelines that exclude sugar‐based
foods or drinks.59 Limiting the snacking habit was seen as
an additional challenge for the majority of women,
especially first‐time mothers.60 Patients living in a social
environment offering uncontrolled food selection and
quantities impose additional barriers to dietary adher-
ence.61 In low socioeconomic communities, patients may
be unable to afford the cost of healthy food items and
may lack knowledge about dietary management.62 In
addition, women with GDM may experience stress and
anxiety when following dietary advice.63

These challenges highlight the vital importance of
direct support from the woman's partner to facilitate
adherence to a dietary plan within the family structure
after pregnancy.64 Therefore, continued lifestyle coach-
ing and mental health evaluation, with proper consid-
eration of psychological and socioeconomic barriers,
should help promote dietary compliance and overall
better health.58

2.2.2 | Physical activity

Encouraging physical activity is an important component
of GDM management; however, patients' preferences
and adherence to exercise may vary significantly.65

Walking is a commonly applied exercise method during
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pregnancy and several women prefer it over other
options.66 The ability to go for walks depends on the
patient, her neighborhood, access to gyms or physical
activity centers, and the weather.67 For example, pregnant
women from lower socioeconomic backgrounds may not
live in areas safe enough to walk alone and may not have
the means to afford a gym membership.68 In the African
America region, low‐income women with GDM believed
that physical activity during pregnancy is generally ben-
eficial but they were convinced that some types of activ-
ities may cause adverse complications.69 In this type of
population, HCPs should consider cultural myths that can
also prevent many women from exercising during preg-
nancy.69 Some pre‐existing medical conditions can limit
patient mobility, highlighting the need to focus on their
preferences and comfort during exercise.56 In some cases,
women do not have enough time to exercise regularly
despite the education that they received about physical
activity.70 Many women were convinced that daily
household responsibilities and children babysitting were
an exercise by themselves.71 Practically, adequate physical
activity should follow the FITT (frequency, intensity, type,
and time) approach recommending 30min of moderate‐
intensity exercise daily for an estimated total time of
150min per week.72 Performing such exercise regularly
has been found to control blood glucose levels.73

In daily life, women still face challenges in self‐
managing their blood glucose levels based on lifestyle
modifications.74 Some women felt that the provided
information was unsuitable and did not address their
needs.75 Women with GDM felt “losing control over
their pregnancy” due to the constant focus on control-
ling their blood glucose level through diet and ex-
ercise.76 This highlights the importance of having HCPs
who can tailor the GDM management approach to suit
each woman's individual circumstances.77 In Eastern
Europe, women expressed a preference for a compre-
hensive program that integrates healthy eating and ex-
ercise, with a focus on addressing psychological aspects
of treatment.78 They preferred to be followed up regu-
larly regarding their progress and to be provided with
different options for appointment timing, locations,
required activities, and suitable communication chan-
nels during treatment.79 In some cases, women re-
ported that physical activity was seen as a “chore” in
treating their GDM and that it was unlikely that they
would continue exercising for a long period.80 This
could be related to the excessive tiredness and physical
complaints experienced during exercise.81 Time con-
straints, convenience settings, and limited educational
awareness were directly restricting healthy eating ha-
bits and physical activity plans.82 Women with children
reported that having insufficient time to perform ex-
ercise was their main barrier.83 This aligns with wo-
men's preferences for continuous support from their
partners and HCPs, which can enhance their health
and quality of life.84

To achieve patient‐centered care, HCPs need to have
a discussion with pregnant women about their personal
risks, lifestyle changes, and weight management plans.85

This emphasizes the need to personalize lifestyle pro-
grams, taking into consideration the possible barriers
that might be encountered by overweight new mothers
and multiparous women.60

2.3 | Pharmacological treatment

In practice, 90% of women with GDM present with
uncontrolled glycemia, even after an initial trial of diet
and exercise.86 At this stage, pharmacological treatment
is initiated in addition to diet and exercise to control
glucose levels and prevent complications.87 Insulin
remains the cornerstone of GDM treatment because of its
proven safety during pregnancy due to its inability to
cross the placenta and effective glucose‐lowering poten-
tial.88,89 Recent studies reported that women with GDM
prefer Oral Hypoglycemic Drugs (OHD) over insulin
use.90 It appears to be correlated to the high cost, pro-
tocol's complexity, multiple injections, increased risk of
weight gain, and hypoglycemia experienced during
insulin use.91 Simmons et al. reported that the psycho-
logical fear of needles, inconvenience, and injection site
complications, such as bruising and infection, could limit
the preference of patients toward insulin use.92 Women
who were excluded from management decisions or
lacked adequate information about the short‐ and long‐
term outcomes of insulin use also reported negative ex-
periences with the medication.20 Those patients preferred
a more informative approach regarding noninsulin
treatment options and additional social support.93,94 This
emphasizes the role of HCPs in adequately informing
women with GDM about insulin use, patiently answering
questions, and addressing fears and expectations.95

The OHD, specifically metformin, can present an
appealing option compared to insulin due to its ease of
administration, low cost, and greater acceptance among
women.96 Patients indicated that the oral administration
route is the preferred one compared to the injectable
route.97 This may explain the worldwide increase in
OHD prescriptions for GDM. The results of a random-
ized control study revealed that 76.6% of women already
taking metformin would select this medication in a
subsequent gestation, while only 27.2% of subjects who
received insulin proclaimed that it would be their first
choice.98 In a more recent study, all women who
received metformin alone previously and 40% of women
who took insulin preferred metformin in case of sub-
sequent pregnancies affected by GDM.99 This could be
related to the lower cost, lower risk of hypoglycemia,
and higher compliance experienced when taking met-
formin in comparison to insulin.100 Women with GDM
also preferred the use of glyburide over insulin due to its
ease of administration and convenience.101,102 In another

36 | MOBIN ET AL.



study, pregnant women reported equal levels of comfort
and satisfaction during their medication decision‐making
discussion with their provider, whether using metformin or
insulin.103 Future research is also needed to supply women
with GDM with more information that will guide their
choice of treatment options.104

It is worth mentioning that variable factors are still
limiting the appropriate use of antidiabetic therapy
despite women's focus on glycemic control during
pregnancy.105 These factors include poor socioeconomic
status and health care system, limited family and social
support, pregnancy and treatment complications, and
cultural and religious beliefs.106 GDM management can
be further hindered in case of limited women's attend-
ance to follow‐up appointments, inconsistent self‐
monitoring of glucose levels, shortage in trained staff,
and absence of an appropriate management protocol.107

Therefore, individualizing care of women with diabetes
to identify underlying barriers and find solutions can
improve health care.108 This can gradually foster social
and financial support as well as improve clinical ser-
vices. Nonadherence to GDM medications appears
common and is influenced by severe pregnancy symp-
toms, side effects of medications, mental health prob-
lems, poor social support, and socioeconomic status.109

This nonadherence can be improved through education,
counseling, support networks, and social interventions
to achieve better health outcomes.47,110

Consequently, the evaluation of GDM patients'
preferences is considered a key factor in guiding their
decision to select any of the available pharmacological
agents, including insulin, metformin, or glyburide.111

Empowering women with GDM to self‐manage will
enable them to adhere more effectively to management
recommendations.112

3 | QUALITY OF LIFE

Nowadays, health care delivery has been redirected to
ameliorate the maternal experience during pregnancy
and ensure that women with GDM are fully aware and
engaged in their health.113 Patients with GDM are being
more adapted to their disease by seeking internet‐based
information along with the recommendations provided
by HCPs.114 An accurate diagnosis of GDM helps moti-
vate an individual's behavioral ability to make healthy
lifestyle changes.115 However, some women reported
feeling anxious and depressed during the early diagnostic
stage of GDM.20,21,116 In a UK‐based study, women with
GDM rejected their diagnosis and the educational ap-
proaches provided by health workers.20 Some women
experienced extreme psychological stress due to their fear
of risking the baby's health.117 Other women felt over-
whelmed by the responsibility of managing dietary regi-
mens, costs, clinic visits, and conflicts with their cultural
practices. In turn, women with GDM requested to be

psychosocially supported in case of any underlying con-
sequence of the condition.118 Particularly, first‐time
mothers and women diagnosed with pre‐existing dis-
eases such as hypertension were shocked, afraid, and
anxious about their own health and the wellbeing of the
fetus.119 In contrast, empowered women with GDM
advised their peers to be well organized, follow realistic
plans, and avoid self‐blaming.80 Other women with GDM
were constantly motivated by the health of their baby
despite their desire to return to their old habits once their
initial postpartum T2DM screening was negative.120

Women with GDM reported the importance of refin-
ing the management interventions to address the emo-
tional stress of pregnancy.121 This includes prioritizing
women's health, evaluating personalized risk in a moti-
vational way, considering barriers, applying a family‐
oriented approach, and focusing on flexible interventions
throughout the screening and treatment stages.

These recommendations can help in structuring a
model that involves behavior‐regulating factors along
with an intervention plan.122 Women preferred to obtain
detailed information about their risk and rated the health
of their baby as a major motivating factor.60 In Sweden,
women appeared to be focused on their condition and
regular information‐seekers.123 However, the continuous
delay in getting informative GDM support, limited tele-
phone access, and health care staff competence increased
their frustration and stress.123 The management of preg-
nancy by multiple health care personnel has also led to
some disturbances in GDM care. In the Middle East
region, women with GDM reported that they received the
necessary information, followed the provided advice, and
felt cared for throughout the disease course.124 This was
reflected in the ability of patients to control their anxiety
and the overall situation. It is then important to consider
the cultural differences and attitudes of GDM patients
while applying management strategies.123

4 | PATIENTS' PREFERENCES FOR
POSTPARTUM CARE

In the postpartum stage, women who previously ex-
perienced GDM are at a higher risk for developing
T2DM.125 Therefore, a postpartum screening for glucose
intolerance should be done, and regularly repeated ev-
ery 1–3 years thereafter.93,126 This helps in sustaining
lifestyle modifications, obtaining regular glucose mea-
surements, and reducing the risk of T2DM.2,127,128

Practically, the number of women who adhere to
screening after their GDM or receive therapy for pre-
venting T2DM is quite small.129–131 This may be related
to communication problems between patients and
HCPs, which can influence their adherence to complete
screening.132,133 In the majority of cases, women and
their physicians focus on postpartum complications
rather than long‐term maternal risk.134 In other cases,
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women remember the initial postpartum test, but few of
them value the continuous screening.135–137 A recent
study found that women primarily participated in
screening due to their family history of diabetes. How-
ever, limited patient education and knowledge, as well
as a history of previous abortions, can prevent their
engagement.138 Karakoc et al. reported that women who
adhered to diabetes screening postpartum had limited
education in comparison to those who did not perform
the test.139 The most accurate understanding of post-
partum risk was documented in women who adhered to
screening and who were still within 1 year of delivery. In
parallel, some women did not experience appropriate
care from HCPs during the postpartum period.140 The
proper assessment of diabetes risk was poorly under-
stood and sometimes underestimated.19,21 This highlights
the need to continuously reinforce patients' knowledge
and adherence to screening by HCPs and staff especially
for women with previous GDM experience.141 Patients
can have difficulties in attending appointments and may
prefer to focus on the family, which can limit them
to regularly test their glucose levels for a long‐term
period.128 Women were also unable to maintain lifestyle
changes postpartum due to the poorly understood health
information, financial costs, low consideration of T2DM
risk, lack of motivation, emotional stress, and family
focus on the newborn.142,143 In a recent study, 61% of
women who did not complete an OGTT indicated their
willingness to undertake one in the future.144 However,
some women did not complete their postpartum OGTT
due to time lack (73%), childcare attendance (30%), and
focus on the baby's health (30%).142

Regular group‐based meetings scheduled within the
first year of childbirth were approved by all women who
had GDM.145 These women received advice to maintain

adherence to diet and physical exercise; however, a
more extended follow‐up to ensure the maintenance of
lifestyle changes was not pursued.146 This follow‐up can
be activated by sharing clear information and writing
personalized discharge summaries that focus on treat-
ment, testing, and timing.147 Group meetings can allow
GDM patients to meet others with the same illness,
obtain maximal support, acquire more knowledge, and
be encouraged enough to cope with lifestyle changes.148

This may also help in preventing or delaying the onset of
T2DM.149 In primary health care settings, it is necessary
to have a larger number of HCPs and resources as
suggested by guidelines, and to follow a patient‐centric
approach.150 It is worth mentioning that social support,
patient preferences and experiences, risk perception,
and information can limit the ability of many women
with GDM to adequately discuss their health and
motivate others during the postpartum period.120 A
recent study reported the need to improve women‐
centered care by unifying HCPs protocols regarding
treatment targets, ameliorating interprofessional com-
munication, and improving GDM care transition to
postpartum care.151,152 In the postpartum period, the
health care provision for women with a history of GDM
is based on understanding patients' condition, their
underlying barriers, views and experiences, as well as on
evaluating their long‐term T2DM risk.140

Overall, pregnant women with GDM should be
always empowered to engage in their disease manage-
ment and postpartum care by sharing their preferences,
experiences, and views. This helps ensure appropriate
adherence and a better quality of life based on their
unique characteristics (See Figure 1). A summary table
comparing key findings from different studies has been
included (See Table 1).

F IGURE 1 The patient‐centered care in GDM practice. This figure shows the stepwise process that should be applied in practice to reach
appropriate patient‐centered care. GDM, Gestational diabetes mellitus.
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5 | ADVANTAGES AND
LIMITATIONS OF CURRENT
RESEARCH

As previously discussed, the evaluation of patient pref-
erences for GDM management has gained significant
attention with the aim of improving diagnosis, disease
progression, and postpartum care. It is worth noting that
published studies have made important strides in
understanding patient perspectives and identifying key
issues such as barriers to adherence and preferred
management strategies.

Current research highlights a strong preference
among women with GDM for active involvement in care
through the shared decision‐making (SDM) process.153

However, further evidence is needed to assess the
prevalence of SDM in GDM practice, patients' prefer-
ences for this process, and its outcomes from both the
perspectives of physicians and patients. These findings
will provide a more comprehensive understanding of
how SDM impacts GDM management and patient sat-
isfaction. Some existing studies focus primarily on the
underlying external risk factors that affect patient
adherence to disease management, such as socio-
economic status, financial constraints, driving distance,
and others.58,62,68 However, there is often less emphasis
on directly addressing patient preferences, which could
significantly influence the disease experience. Conse-
quently, HCPs can better personalize their approach to
individual and familial conditions, leading to more
centered care. An additional focus is further required to
evaluate patient preferences alongside risk factors to
ensure that care strategies are better aligned with pa-
tients' unique needs and circumstances.

Methodologically, most existing preference studies
about GDM management have relied on qualitative
approaches, such as focus groups and individual
interviews.154–156 While these methods have provided
valuable outcomes, they are limited in their ability to
quantify and generalize patient preferences. As research
advances, there is a growing need to incorporate more
sophisticated quantitative techniques, particularly
stated preference methods like Discrete Choice Experi-
ments22 and Adaptive Choice‐Based Conjoint.157 These
approaches allow researchers to systematically evaluate
trade‐offs between different aspects of care such as
treatment options, offering a deeper and more precise
understanding of patient preferences.

In addition, few studies evaluated patient preferences
for the use of digital applications in GDM manage-
ment.158,159 These tools play a key role in ensuring reg-
ular follow‐up, facilitating active communication with
physicians, and providing accurate documentation of
diagnostic, pharmacological, and nonpharmacological
information. By integrating patient preferences regarding
digital health solutions, future studies can develop more
comprehensive and personalized management strategies,

ultimately improving patient engagement, adherence,
and outcomes.

6 | CONCLUSION

To manage GDM appropriately, a multifaceted process
is required. This includes regular glucose check‐up,
nutritional changes, regular physical activity, and, when
needed, pharmacological interventions. Screening and
early diagnosis play a pivotal role in identifying GDM,
allowing for prompt intervention and individualized
management strategies. In the postpartum stage, an
increased risk of developing T2DM is inevitable, em-
phasizing the need to monitor continuously women
with a history of GDM. Patients and their needs are
heterogeneous, difficult to predict, subject to change,
and dependent on many factors. Therefore, the effective
management of GDM is based on a mutual effort
between HCPs and expectant mothers to understand
their values and preferences for better patient‐centered
care and quality of life.
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