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Abstract: This commentary examines gestational diabetes mellitus (GDM) as an under-recognised contributor to adverse maternal and
neonatal outcomes among Somali women and in comparable fragile settings. GDM is associated with pre-eclampsia, macrosomia, obstructed
labour, stillbirth, neonatal morbidity, and later type 2 diabetes in women and offspring. Globally, hyperglycaemia in pregnancy affects
approximately one in six live births, yet detection and management remain least accessible in low-resource and conflict-affected settings.
Somalia has high maternal and neonatal mortality, but local GDM prevalence data are not available and routine screening is rarely embedded
in antenatal care. Drawing on WHO guidance, international evidence, and literature on Somali, East African, migrant, and humanitarian
populations, we argue that GDM is made invisible by overlapping clinical, social, and health-system factors: early-life undernutrition,
nutritional transition, high fertility, short birth intervals, limited antenatal access, weak diagnostic supply chains, low awareness of asympto-
matic “sugar disease”, and limited policy attention to pregnancy-related non-communicable diseases. These gaps convert a detectable and
manageable condition into preventable complications, including obstructed labour, postpartum haemorrhage, hypertensive disorders, stillbirth,
neonatal hypoglycaemia, and intergenerational diabetes risk. Practical responses include pragmatic risk-based or simplified glucose screening
where oral glucose tolerance testing is not feasible, reliable access to glucometers and strips, midwife-led protocols, Somali-language
education, engagement of families and community leaders while protecting women’s autonomy, postpartum follow-up linked to immunisation
and child-health contacts, and inclusion of GDM indicators in maternal health information systems. Recognising and addressing GDM is
essential for reducing preventable maternal and neonatal harm and for strengthening equitable women’s healthcare in fragile settings.
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Introduction

Gestational diabetes mellitus (GDM), defined as hyperglycaemia first recognised during pregnancy that does not meet
criteria for overt diabetes, is an increasingly important maternal and newborn health issue. It is associated with pre-
eclampsia, fetal overgrowth, obstructed labour, postpartum haemorrhage, stillbirth, neonatal hypoglycaemia, respiratory
morbidity, and later type 2 diabetes in both women and their children."® These outcomes are especially consequential
where antenatal screening, intrapartum monitoring, operative delivery, and neonatal supportive care are limited.

The global relevance of GDM has increased as non-communicable diseases (NCDs) intersect with maternal health.
The International Diabetes Federation estimated that 23.0 million live births in women aged 2049 years were affected
by hyperglycaemia in pregnancy in 2024, equivalent to 19.7% of live births; most cases occurred in low- and middle-
income countries, where access to antenatal care and diagnostic services is often constrained." WHO’s 2025 recommen-
dations on diabetes during pregnancy further emphasise integrated care, glucose monitoring, individualized counselling,

and postnatal follow-up as core components of quality maternity care.’
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In Somalia, the limited attention to GDM is clinically and ethically important. The country continues to experience
high maternal and neonatal mortality, and health-system capacity has been weakened by conflict, displacement, drought,
poverty, shortages of trained staff, and uneven access to essential services.”'> Maternal health programmes under-
standably prioritise acute obstetric emergencies such as haemorrhage, sepsis, hypertensive disorders, and obstructed
labour. However, metabolic complications such as GDM can be upstream contributors to these same outcomes and may
remain undiagnosed or undocumented.?>

There are no robust, nationally representative local prevalence data on GDM in Somalia. This absence of data should
not be interpreted as absence of disease; rather, it reflects weak surveillance, limited routine screening, and the exclusion
of pregnancy-related NCD indicators from many maternal health information systems.'®'? In Somali women living in
refugee camps or diaspora settings, adverse perinatal outcomes and barriers to maternity care have been described, but
GDM has rarely been investigated as a possible contributor.'*™'” This creates a knowledge gap at the intersection of
maternal health, NCD care, humanitarian health, and reproductive justice.

This commentary examines GDM as a neglected contributor to adverse maternal and neonatal outcomes among
Somali women. It synthesises WHO guidance, global evidence on hyperglycaemia in pregnancy, and literature on
Somali, East African, migrant, and fragile-setting populations. It is not a systematic review and does not present primary
data; instead, it offers a clinically grounded and policy-oriented analysis of why GDM remains under-recognised and
how pragmatic responses could be integrated into existing maternal and newborn health services.

Evidence Base and Scope of This Commentary

To improve transparency, this article was developed as an expert commentary informed by targeted literature searching rather
than systematic review methodology. The authors considered WHO and IDF guidance, peer-reviewed evidence on hypergly-
caemia in pregnancy, and studies addressing maternal health, Somali women, East African or migrant populations, refugee or
humanitarian contexts, NCDs, and fragile health systems. Targeted searches were undertaken in PubMed and grey literature
sources, supplemented by known policy documents and reference chaining. Because the purpose was conceptual and policy-
oriented, no formal search protocol, risk-of-bias assessment, statistical synthesis, or meta-analysis was performed. The article
therefore uses cited evidence selectively to support a structured argument and should be interpreted as a commentary rather than
an evidence synthesis.

Converging Clinical and Structural Risks for Somali Women

Early-Life Undernutrition and Developmental Programming
Conflict, drought, food insecurity, and displacement expose many Somali girls and women to undernutrition before and
during their reproductive years. Developmental-origins research links early-life undernutrition followed by later nutri-
tional transition to insulin resistance, obesity, and diabetes risk.*'® For pregnant women, this life-course pattern can
increase susceptibility to GDM. The point is not to individualise blame, but to recognise that metabolic risk is socially
produced through deprivation, displacement, and limited access to preventive care.

Nutritional and Lifestyle Transition

Urbanisation, displacement, and migration can shift diets toward refined carbohydrates, sugary beverages, and energy-
dense foods, while insecurity and limited safe spaces reduce physical activity.'> In Somali urban and diaspora settings,
these changes coexist with poverty and food insecurity, creating a dual burden of undernutrition and overnutrition. In
pregnancy, this nutritional transition can worsen insulin resistance and make dietary counselling difficult when healthy
foods are unaffordable or unavailable.

High Fertility and Short Birth Intervals
Somalia has high fertility, and many women experience repeated pregnancies with limited time for metabolic recovery."'
Closely spaced pregnancies also reduce opportunities for postpartum glucose testing, counselling, and linkage to primary
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care after a GDM-affected pregnancy. Family planning access, respectful counselling, and preconception care are
therefore relevant not only to birth spacing but also to long-term diabetes prevention.

Limited Access to Quality Antenatal and Intrapartum Care

WHO diagnostic guidance recommends testing for hyperglycaemia in pregnancy, and the 2025 WHO recommendations
emphasise ongoing glucose monitoring, individualized advice on diet and physical activity, and timely pharmacological
treatment when needed.”*"*° In Somalia, routine GDM screening is rarely embedded in antenatal care outside some urban
or private facilities. Screening may be optional or fee-based, and facilities may lack trained staff, laboratory capacity,
glucometers, glucose strips, lancets, calibration systems, referral pathways, and reliable resupply.'®'? These supply-chain
realities mean that even simple recommendations can fail at the point of care unless procurement and supervision are
addressed.

Comparative Relevance to Fragile and Humanitarian Settings

The Somali case reflects a broader challenge in fragile and humanitarian settings: maternal health packages often focus
on life-saving obstetric care, while pregnancy-related NCDs are treated as secondary or specialised concerns.®'*?!
Refugee settlements, internally displaced persons camps, and conflict-affected districts may lack laboratory infrastruc-
ture, continuity of care, and reliable follow-up after delivery. Therefore, the argument advanced here is locally focused
but globally relevant: GDM care needs to be simplified, decentralised, and integrated into routine maternal health

platforms rather than reserved for tertiary hospitals.

A Multi-Level Awareness Gap with Clinical Implications

Community Perceptions and Health Literacy

In Somali language and community discourse, diabetes may be described as “sugar disease” and commonly associated
with older adults, severe thirst, weight loss, wounds, or long-term illness.'''>'® Pregnancy-related hyperglycaemia is
often asymptomatic, so women may not perceive testing as necessary when they feel well. Low literacy, limited Somali-
language education materials, mistrust of health institutions, and prior marginalisation can further reduce uptake of
screening and follow-up. Culturally appropriate education should therefore explain that GDM can be silent but harmful,
that testing is preventive rather than punitive, and that early management protects both mother and baby.

Household and Community Decision-Making

Costs, transport, timing of visits, and decisions about investigations are often negotiated within households. Male
partners, elders, and other relatives may influence whether a woman attends antenatal care, pays for glucose testing,
follows dietary advice, or returns postpartum.'®'>'® Community engagement should therefore include families, elders,
community health workers, and religious leaders while ensuring that women’s autonomy, confidentiality, and informed
decision-making remain central.

Provider Knowledge, Tools, and Priorities

Midwives, nurses, doctors, and community health workers in fragile settings often manage high caseloads with limited
supplies. Without protocols, job aids, glucose testing tools, or referral criteria, providers may focus on immediate
obstetric emergencies and miss silent metabolic risk. Training should therefore be practical: who should be screened,
which test is feasible, how results should be interpreted, what dietary counselling can be offered with locally available
foods, when referral is needed, and how delivery and newborn monitoring should be planned.

Policy, Leadership, and Health Communication Gaps

GDM requires leadership across levels. Hospital managers can integrate glucose testing into antenatal workflows, protect
stocks of glucometers and strips, and audit outcomes. District health teams can supervise implementation, track coverage,
and support referral. The Ministry of Health and partners can include GDM in maternal health and NCD policies,
procurement plans, training curricula, and health information systems. Clinical champions can mentor staff, adapt
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protocols to local constraints, and keep the issue visible in quality-improvement meetings. Without this leadership
architecture, GDM remains everyone’s concern but no one’s responsibility.

Pathways From Unrecognised GDM to Adverse Outcomes

The clinical mechanisms linking untreated GDM to adverse outcomes are well established and become more dangerous when
emergency obstetric and neonatal services are constrained.”’ Figure 1 summarises the pathways through which structural
vulnerabilities, health-system gaps, and awareness gaps can lead to missed screening, delayed diagnosis, maternal and
neonatal complications, and intergenerational diabetes risk. Figure 1. Conceptual pathways linking unrecognised GDM to
adverse maternal, neonatal, and intergenerational outcomes in Somali and comparable fragile settings.

Macrosomia, Obstructed Labour, and Haemorrhage

Maternal hyperglycaemia can promote fetal hyperinsulinaemia and overgrowth, increasing birthweight and shoulder
circumference.>*> In settings with limited ultrasound, delayed referral, and restricted access to operative delivery,
macrosomia increases the risk of obstructed labour, shoulder dystocia, uterine rupture, birth trauma, asphyxia, and
postpartum haemorrhage. These are not abstract complications; they overlap directly with leading causes of maternal and

neonatal death in Somalia.”'°

Hypertensive Disorders and Eclampsia

GDM is associated with gestational hypertension and pre-eclampsia.” Where blood pressure monitoring is inconsistent,
magnesium sulphate access is uneven, and referral is delayed, women may present late with severe disease. Because the
metabolic component is rarely documented, GDM may remain hidden behind labels such as pre-eclampsia, eclampsia, or
fetal death.

Structural vulnerabilities Health-system gaps Awareness gaps
Conflict, displacement and poverty Limited ANC coverage Low recognition of silent GDM
Food insecurity and undernutrition »| Few protocols and diagnostics »| Few Somali-language materials
High fertility and short birth intervals Fee-based or absent screening Provider workload
Weak referral, data and follow-up Low policy visibility of NCDs
J \ J \
| | | / |

Missed opportunities Maternal and neonatal harm

No routine screening | Macrosomia and obstructed labour

Delayed counselling | Hypertensive disorders

Inadequate birth and newborn planning Stillbirth and neonatal complications

~ 7

Intergenerational risk

Postpartum type 2 diabetes
Childhood obesity and impaired glucose tolerance

Figure | Pathways linking unrecognised GDM to adverse outcomes.
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Stillbirth and Early Neonatal Complications

Hyperglycaemia in pregnancy increases risks of stillbirth, preterm birth, neonatal hypoglycaemia, respiratory distress,
neonatal intensive care admission, and birth injury.>*> Where newborn glucose monitoring, thermal care, feeding
support, resuscitation, and referral are limited, these complications more often lead to death or disability.
Strengthening GDM care should therefore be viewed as part of essential newborn care, not only maternal NCD care.

Long-Term and Intergenerational Risk

Women with a history of GDM have a substantially increased risk of later type 2 diabetes, and their children are at
increased risk of obesity and impaired glucose tolerance.”* In Somali communities already affected by infectious disease,
undernutrition, trauma, and weak primary care, this intergenerational NCD burden could deepen existing inequities.
Postpartum follow-up is therefore a prevention opportunity that extends beyond a single pregnancy.

Clinical and Public Health Opportunities

Implementation-oriented summary of practical barriers and feasible responses for integrating GDM screening, supplies,
provider support, community education, postpartum follow-up, and data accountability into maternal health services in
Somali and comparable fragile settings. Table 1

Adapt Screening to Available Resources

The ideal approach is to implement WHO-aligned testing for hyperglycaemia in pregnancy at 24-28 weeks and earlier
testing for women with risk factors.>*® Where oral glucose tolerance testing is not feasible, a pragmatic phased
approach may be more realistic than no screening. Facilities can start with risk-based fasting or random blood glucose
testing, prioritising women with previous macrosomic baby, previous stillbirth, obesity, family history of diabetes,
glycosuria, hypertension, advanced maternal age, or symptoms suggestive of hyperglycaemia. This should be framed
as an interim strategy while systems build capacity for more complete testing.

Make Supplies and Referral Pathways Part of Maternal-Health Quality Improvement
Implementation depends on reliable commodities. Glucometers without strips, strips without lancets, and testing without
referral pathways will not change outcomes. Facility managers and district teams should include glucose testing supplies
in procurement plans, monitor stock-outs, define referral thresholds, and ensure that women with abnormal results
receive counselling, follow-up testing, delivery planning, and newborn monitoring.

Table | Provides an Implementation-Oriented Summary of Practical Barriers and Feasible Responses

Implementation Common Barrier Pragmatic Response

Area

Screening No oral glucose tolerance testing, weak | Use a staged approach: universal fasting/random glucose where feasible; risk-
laboratory capacity, fee-based testing based screening where supplies are very limited; clear referral thresholds.

Supplies Stock-outs of glucometer strips, lancets, | Include glucose testing commodities in ANC procurement plans and facility
batteries and controls stock cards; monitor stock-outs as quality indicators.

Provider support No protocol, limited confidence, high Create one-page algorithms, midwife-led counselling scripts, and referral
workload checklists; include GDM in routine supportive supervision.

Community education | GDM perceived as irrelevant when Use Somali-language, low-literacy messages explaining that GDM can be
symptoms are absent silent and manageable; engage community health workers and trusted

leaders.

Postpartum follow-up | Women do not return solely for glucose | Link follow-up to immunisation, growth monitoring, family planning, and
testing postnatal visits; document GDM history in maternal/child records.

Data and No routine indicators on GDM screening | Track proportion screened, abnormal results, referral completion, birth

accountability or outcomes outcomes, and postpartum testing by district and displacement status.
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Provide Culturally Tailored Education

Education should use plain Somali language and low-literacy visual tools. Messages should explain that GDM may have
no symptoms, can affect labour and the baby, and is often manageable through diet, physical activity where safe, glucose
monitoring, and medication when needed. Advice must be realistic: recommending foods that women cannot afford or
access is unlikely to be effective. Counselling should therefore focus on locally available staples, portion sizes, reducing

sugary drinks, spacing meals, and safe activity within cultural and security constraints.

Link Postpartum Follow-Up to Services Women Already Use

Postpartum glucose testing is often difficult when women must travel solely for their own follow-up. Linking postpartum
diabetes risk counselling and testing to immunisation, growth monitoring, postnatal care, breastfeeding support, and
family planning visits could improve feasibility. A simple record of GDM history in mother-held cards or child-health
records can help providers identify women needing follow-up during routine contacts.*>

Generate Local Evidence and Embed GDM in Policy

Somalia needs operational evidence on the prevalence of GDM among women who attend antenatal care, feasibility of
simplified screening pathways, cost and reliability of diagnostic supplies, referral completion, birth outcomes, and
postpartum follow-up. Until such data are available, programme decisions should be guided by global evidence and
local implementation learning. Including basic GDM indicators in health information systems would help quantify the
burden, identify inequities by district or displacement status, and support resource allocation.

Limitations

This commentary has limitations. It does not present primary data from Somalia, and nationally representative GDM
prevalence estimates are not currently available. The evidence cited includes global studies, WHO and IDF guidance,
literature from Somali migrant populations, and health-system evidence from Somalia and comparable contexts. These
sources are relevant but cannot fully substitute for local epidemiological and implementation research. The proposed

actions should therefore be adapted, piloted, and evaluated in Somali facilities and communities.

Conclusion

GDM is a largely under-recognised but clinically significant contributor to adverse maternal and neonatal outcomes
among Somali women. Early-life undernutrition, nutritional transition, high fertility, short birth intervals, limited
antenatal access, diagnostic supply constraints, and awareness gaps create conditions in which GDM can remain
undetected until complications occur.

Recognising and addressing GDM in Somali women is essential for reducing preventable maternal and neonatal
deaths and breaking intergenerational cycles of ill-health. Integrating pragmatic screening, culturally tailored education,
provider support, diagnostic commodities, referral pathways, postpartum follow-up, and routine data collection into
maternal health services represents a feasible and urgent priority in fragile settings.

Abbreviations
ANC, antenatal care; GDM, gestational diabetes mellitus; IDF, International Diabetes Federation; NCDs, non-
communicable diseases; WHO, World Health Organization.
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