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Abstract 
Background: Gestational Diabetes Mellitus (GDM) is a considerable public 
health problem, especially in low-resource communities, where a lack of know- 
ledge among pregnant women may hinder optimal control. This study was 
aimed at assessing the knowledge of gestational diabetes mellitus and its pre-
dictors among pregnant women attending antenatal visits at two health fa-
cilities in Buea, South-West Region of Cameroon. Method: We conducted 
a cross-sectional study among 500 pregnant women, selected using the con-
venience sampling technique. Data were collected through the administration 
of an interviewer-administered questionnaire designed using Epi Info version 
7.2.5.0. The questionnaire determined the knowledge about screening, treat-
ment, and complications of GDM. Descriptive and multivariate logistic re-
gression analyses were undertaken with the aim of determining predictors of 
knowledge of GDM. Results: The mean age of the participants was 28.87 years 
(SD = 5.33). Just 32.4%(95% CI [28.3, 36.5]) had adequate knowledge about 
GDM screening, treatment, and complications. The level of knowledge was 
strongly predicted by age (18 - 25 years: aOR = 3.2, 95% CI: 1.52 - 6.75, p = 
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0.002), number of children (1 - 2 children: aOR = 4.0, 95% CI: 1.174 - 13.775, 
p = 0.027; 3 - 4 children: aOR = 4.8, 95% CI: 1.063 - 21.84, p = 0.041), and 
marital status (married: aOR = 1.2, 95% CI: 1.072 - 1.762, p = 0.016). Also, 
participants with no formal education (aOR = 0.14, 95% CI: 0.124 - 0.991, p < 
0.001), primary education (aOR = 0.4, 95% CI: 0.245 - 0.641, p < 0.001), and 
secondary education (aOR = 0.11, 95% CI: 0.101 - 0.161, p < 0.001) had lower 
odds of good knowledge compared to those at the tertiary level. Conclu-
sion: This study reveals a huge knowledge gap regarding GDM among preg-
nant women attending antenatal care in Buea. To address this, we suggest 
policy-making interventions to introduce structured programs provided by 
healthcare professionals, and specific strategies should be employed regarding 
older, primiparous, and less-educated women. These initiatives are vital in al-
leviating GDM morbidity levels and establishing effective national recommen-
dations. 
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1. Introduction 

Gestational diabetes mellitus (GDM) is glucose intolerance of variable severity 
with onset or first recognition during pregnancy. Globally, many people are de-
veloping gestational diabetes, especially in Southeast Asia. Depending on the set-
ting and screening approach, the prevalence of GDM has been reported to vary 
between 1% and 28% [1]. Based on the most recent statistics of the International 
Diabetes Federation (IDF) Diabetes Atlas, the prevalence of GDM among women 
in Cameroon is estimated at 6.1%, affecting about 76,954 live births [2]. In sub-
Saharan Africa, the prevalence of GDM has been reported to vary between 3.05% 
and 10.8% [2] [3]. The increasing prevalence can be associated with late childbear-
ing age, higher body mass index, and cultural background. Also, the increasing 
rate of GDM mirrors the rise in type 2 diabetes in the general population [4]. The 
most prevalent predisposing factors of GDM are maternal age, history of macro-
somic babies, previous pregnancy terminated by abortions or stillbirths, and fam-
ily history of diabetes in pregnancy. Another risk factor of GDM is weight gain 
between pregnancies, which is also considered to be one of the most widespread 
modifiable factors. Blood sugar imbalance in pregnancy can influence the imme-
diate and long-term health of the mother and her baby. During GDM, the risk of 
maternal and neonatal complications is high [5] [6]. 

In Cameroon, reports on the prevalence of GDM have mostly expressed the 
deficiency of research in certain areas, as is the case in the South West Region, 
where little research on GDM (including awareness) has been conducted [7]. 
Health literacy is an emerging and relevant factor that has been demonstrated to 
reduce the risk of negative outcomes among non-pregnant diabetic patients [8]. 
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The enhancement of health literacy is beneficial because it enables individuals to 
understand and embrace good health practices. The problem, though, is that the 
management of GDM involves women having to accept their diagnosis within a 
short span of time. As such, acquiring the health literacy skills and knowledge 
needed to learn how crucial screening and managing the condition are, in this 
very short window period, is not always easy [9]. According to health behaviour 
theories such as the Health Belief Model, knowledge is likely the most influential 
cognitive determinant of behaviour. Knowledge of the possible consequences of a 
disease is an established behaviour change stimulator. Knowledge shapes the per-
ception of risk and also the benefits, encouraging necessary actions like getting 
screened for GDM [10]. Women with GDM need to know the consequences of 
the condition and the importance of controlling their blood glucose levels in order 
to motivate them to eat nutritiously and become more physically active [11]. 

However, the level of knowledge that women have about GDM can vary due to 
several factors, including their education, language proficiency, and personal his-
tory with GDM diagnosis [12]. There is limited data on the knowledge of GDM, 
its predictors, screening, and treatment among women with and without GDM, 
especially in developing nations where health care is accessible to only a limited 
number of women. Greater insight into their knowledge will help in designing 
interventions that would promote a healthy lifestyle, better health-seeking behav-
iour, and enhance early detection and treatment of GDM [13]. Given the rising 
burden of GDM in Cameroon and the lack of evidence on pregnant women’s 
knowledge, measuring their knowledge of GDM and identifying its predictors is 
important to inform preventive strategies.  

2. Materials and Methods 
2.1. Study Design and Settings 

A hospital-based cross-sectional study was carried out in the Buea Health District 
(BHD), South West Region of Cameroon, from February to June 2024. This health 
district has a total population of 169,746 (2017). The BHD has seven health areas 
with over 48 health facilities, all of which offer antenatal care. A simple random 
sampling was used to choose two health facilities. This was done by writing down 
the names of all the eligible health facilities on slips of paper, which were put in a 
container, and two were randomly drawn out without replacement. The selection 
of the two health facilities was done as a representative sample in order to statis-
tically project the coverage of antenatal care in the whole district. The results in 
these facilities can be used as a point estimate, indicating that the rate of pregnant 
women utilizing regular antenatal care may be used to give an indication of the 
probable percentage of coverage in the district. 

2.2. Study Population and Sampling 

This study used convenience sampling to recruit a total of 500 pregnant women 
aged 16 - 45 years attending regular antenatal clinics at two selected health facili-
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ties within the Buea Health District (BHD). The sample size was calculated using 
Cochran’s formula. 

( )2
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e

Z p P
n

−
=  

For a z-value of 1.96 as the standard normal variate at a 95% confidence level, 
an error margin of 5% (e), and a prevalence of 50% (this method was used because 
there were no previous conclusive studies on the issue in Cameroon), a minimum 
sample size of 384 participants was required; however, we finally recruited 500 
volunteer pregnant women for this study. 

2.3. Inclusion and Exclusion Criteria 

Inclusion criteria 
Pregnant women aged 16 - 45 years were received for regular antenatal care 

within two selected health facilities of the Buea Health District. 
Exclusion criteria 
Pregnant women with pre-existing diabetes. 
Pregnant women who were not residents of the Buea Health District. 

2.4. Data Collection 

Data were collected using an interviewer-administered questionnaire built using 
Epi Info (Version 7.2.5.0). Data collectors with a minimum qualification of a BSc 
in Health Sciences were trained for one day prior to data collection. The objectives 
of the study, the questionnaire content, and the ethical principles of informed con-
sent and confidentiality were explained to them. Pre-testing was done among 7 
pregnant women to ensure validity and reliability. The questionnaire was then ad-
ministered in the English language to collect data. It had three sections: socio-de-
mographics, clinical/obstetric/lifestyle characteristics, and knowledge of GDM. A 
total of sixteen questions were asked to measure their knowledge of GDM and its 
risk factors. A score of 1 was assigned for each correct response and 0 for an in-
correct response. An overall score of 10 and above was classified as good knowledge, 
using the Blooms criteria, and a score below the cutoff point was considered poor 
knowledge. This cutoff was established by analyzing the distribution of the scores, 
which was in line with thresholds of similar research to indicate a sufficient level 
of knowledge [14].  

2.5. Data Management and Analysis 

Data collected from participants were coded accordingly, and the questionnaire 
was double-checked for consistency. Missing values were replaced with the mean 
values. The data were entered into Microsoft Excel 2016 for cleaning and manage-
ment. The cleaned data were imported to the Statistical Package for Social Sci-
ences (SPSS version 26) for statistical analysis. Descriptive statistics were used to 
present frequencies and percentages. The chi-square test was used to test associa-
tions, and logistic regression analysis was used to determine predictors of good 
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knowledge. The choice of the predictors to be included in the multivariate logistic 
regression model was done in two phases. To begin with, a simple logistic regres-
sion analysis was conducted; variables with p-values ≤0.2 cutoff were considered 
significant for the multivariate model to ensure that we do not dismiss some im-
portant potential confounding variables prematurely. A multivariate logistic re-
gression model was then developed using a manual selection of variables that met 
the 0.2 cutoff. with a stricter significance level of p < 0.05 to determine the final 
predictors of the outcome. Odds ratio (OR) estimates and confidence interval (95% 
CI) with p values <0.05 were considered statistically significant. 

3. Results 
3.1. Socio-Demographic Characteristics of the Pregnant Women  

Table 1 below shows the sociodemographic characteristics of the study partici-
pants. A total of 500 participants were recruited for this study, with a mean age of 
28.87 years and a standard deviation of 5.33 years. The majority of the study par-
ticipants were within the age group of 26 - 35 years, 274 (54.8%). Regarding ges-
tational age, 372 (74.4%) were within a gestational age of 27 - 28 weeks. In terms 
of educational level, nearly half had tertiary education 224 (44.8%) had achieved 
a tertiary education. Looking at the number of children, most participants 238 
(47.6%) had 1 - 2 children. Most of the study participants 272 (54.4%) were self-
employed. 
 
Table 1. Socio-demographic characteristics of pregnant women. 

Variable Category Frequency Percentage (%) 

Age (years) 18 - 25 158 31.6 

 26 - 35 274 54.8 

 36 - 42 68 13.6 

 Total 500 100 

Gestational age weeks 24 - 26 weeks 128 25.6 

 27 - 28 weeks 372 74.4 

 Total 500 100 

Educational level No formal education 38 7.6 

 Primary 40 8.0 

 Secondary 198 39.6 

 Tertiary 224 44.8 

 Total 500 100 

Number of children 1 - 2 238 47.6 

 3 - 4 122 24.4 
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Continued 

 None 140 28.0 

 Total 500 100 

Occupation Employed 132 26.4 

 Self employed 272 54.4 

 Unemployed 96 19.2 

 Total 500 100 

3.2 Distribution of Knowledge Responses about the Meaning of 
GDM in Pregnant Women  

Out of the 500 participants that were interviewed, the majority, 168 (33.6%), 
didn’t know what gestational diabetes (GDM) was; 150 (30%) said it was diabetes 
during pregnancy; 96 (19.2%) said it was a condition where blood sugar is stable; 
and 86 (17.2%) said it was a high blood sugar level after birth (Figure 1).  
 

 
Figure 1. Distribution of knowledge responses about the meaning of GDM in pregnant 
women. 

3.3. Knowledge of Screening, Treatment, and Complications of 
GDM 

When evaluating the level of knowledge on screening, treatment, and complica-
tions of GDM among pregnant women (Table 2), the majority, 338 (67.6%), said 
they had never heard about GDM. A great proportion, 432 (86.4%) of the women 
believed that diabetes cannot occur during the first pregnancy. Regarding family 
history of diabetes as a risk factor of GDM, 342 (68.4%) of the participants did not 
believe a family history of diabetes could be a risk factor for diabetes during preg-
nancy. The majority of the participants, 448 (89.6%), believed that excessive con-
sumption of sugar could cause GDM. A significant proportion of the pregnant 
women 408 (81.6%), were aware of blood tests for diabetes. More than half of the 
participants were of the opinion that testing for diabetes during pregnancy is nec-
essary. Furthermore, 208 (41.6%) believe that diet and exercise can prevent GDM, 
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while 184 (36.8%) acknowledged insulin can treat GDM. A significant majority of 
the participants 480 (96%), believed that the mother cannot be harmed, 316 (63.2%), 
if GDM is left untreated. In terms of the risk in developing GDM, almost all the 
participants, 374 (74.8%), did not believe mothers with GDM are at risk of devel-
oping diabetes in the future.  
 
Table 2. (a) Knowledge on screening, treatment, and complications of GDM; (b) Knowledge 
on screening, treatment, and complications of GDM. 

(a) 

Variable Frequency (N = 500) Percentage (%) 

Heard about gestational diabetes mellitus  

No 338 67.6 

Yes 162 32.4 

Total 500 100 

Diabetes can occur for the first time in pregnancy  

No 432 86.4 

Yes 68 13.6 

Total 500 100 

Family history of diabetes is a risk factor for diabetes in pregnancy 

No 342 68.4 

Yes 158 31.6 

Total 500 100 

Pre-pregnancy obesity is a risk factor for diabetes  

No 386 77.2 

Yes 114 22.8 

Total 500 100 

Diabetes in a previous pregnancy is a risk factor for diabetes in the current pregnancy 

No 362 72.4 

Yes 138 27.6 

Total 500 100 

Rapid weight gain during pregnancy is a risk factor for diabetes in pregnancy 

No 326 65.2 

Yes 174 34.8 

Total 500 100 
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Continued 

(b) 

Variable Frequency (N = 500) Percentage (%) 

Excessive consumption of sugar can cause GDM 

No 52 10.4 

Yes 448 89.6 

Total 500 100 

Consumption of fatty food can cause GDM 

No 394 78.8 

Yes 106 21.2 

Total 500 100 

Heard about the blood test for diabetes  

No 92 18.4 

Yes 408 81.6 

Total 500 100 

Testing for diabetes in pregnancy is necessary 

No 238 47.6 

Yes 262 52.4 

Total 500 100 

Diet and exercise can prevent GDM  

No 292 58.4 

Yes 208 41.6 

Total 500 100 

Insulin drugs are required to treat GDM 

No 316 63.2 

Yes 184 36.8 

Total 500 100 

GDM disappears after pregnancy  

No 480 96 

Yes 20 4 

Total 500 100 
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Continued 

The baby can be harmed if GDM is not treated 

No 316 63.2 

Yes 184 36.8 

Total 500 100 

Mothers with GDM are at risk of diabetes in the future 

No 374 74.8 

Yes 126 25.2 

Total 500 100 

3.4. Source of Information about GDM in Pregnant Women 

Nearly half of the participants (45%) who heard about GDM heard it from healthcare 
workers; 32.5% received their information about GDM from friends, while 22.5% 
obtained their information from mass media (Figure 2).  
 

 
Figure 2. Source of information about GDM in pregnant women. 

3.5. Overall Knowledge about GDM in Pregnant Women 

Overall, 16 questions were asked to evaluate knowledge on GDM; the computed 
score showed that, of the 500 participants interviewed, with a mean of 5.66 (SD = 
4.48), only 162 (32.4%) had good knowledge on screening, treatment, and com-
plications of GDM (Figure 3). 

3.6. Factors Associated with Good Knowledge of GDM in Pregnant 
Women  

Table 3 shows a bivariate analysis to identify factors associated with overall good 
knowledge of GDM. Age category, number of children, and educational level were 
found to be significantly associated (p < 0.05) with good knowledge of GDM.  
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Figure 3. Overall knowledge about GDM in pregnant women. 

 
Table 3. Factors associated with good knowledge of GDM in pregnant women. 

  Knowledge    

Variable Category Good Poor Total X2 p-value 

Age category 18 - 25 86 (54.4%) 72 (45.6%) 158 (100%) 78.42 <0.001 

 26 - 35 62 (22.6%) 212 (77.4%) 274 (100%)   

 36 - 42 14 (20.6%) 54 (79.4%) 68 (100%)   

 Total 162 (32.4) 338 (67.6) 500 (100)   

Gestational age weeks 24 - 26 weeks 42 (32.8) 86 (67.2) 128 (100) 0.013 0.495 

 27 - 28 weeks 120 (32.3) 252 (67.7) 372 (100)   

 Total 162 (32.4) 338 (67.6) 500 (100)   

Number of children 1 - 2 69 (29) 169 (71) 238 (100) 38.481 <0.001 

 3 - 4 66 (54.1) 56 (45.9) 122 (100)   

 None 27 (19.3) 113 (80.7) 140 (100)   

 Total 162 (32.4) 338 (67.6) 500 (100)   

Marital status Cohabiting 26 (24.5) 80 (75.5) 106 (100) 3.924 0.131 

 Married 94 (35.1) 174 (64.9) 268 (100)   

 Single 42 (33.3) 84 (66.7) 126 (100)   

 Total 162 (32.4) 338 (67.6) 500 (100)   

Educational level No formal education 1 (2.6) 37 (97.4) 38 (100) 317.284 <0.001 

 Primary 1 (2.5) 39 (97.5) 40 (100)   

 Secondary 2 (1) 196 (99) 198 (100)   

 Tertiary 158 (70.5) 66 (29.5) 224 (100)   

 Total 162 (32.4) 338 (67.6) 500 (100)   
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Occupation Employed 32 (24.2) 100 (75.8) 132 (100) 5.685 0.058 

 Self employed 98 (36) 174 (64) 272 (100)   

 Unemployed 32 (33.3) 64 (66.7) 96 (100)   

 Total 162 (32.4) 338 (67.6) 500 (100)   

3.7. Predictors of Good Knowledge of GDM in Pregnant Women 

A logistic regression analysis model was done (Table 4) to identify predictors of 
good knowledge of GDM. A simple logistic regression model was done with cutoff 
p ≤ 0.2 being considered as significant for the multivariate. After controlling for 
confounders, using the manual method multivariate logistic regression, partici-
pants aged 18 - 25 years had 3.2 times higher odds of good knowledge (aOR = 3.2, 
95% CI: 1.52 - 6.75, p = 0.002) compared to those aged 36 - 45 years. Similarly, 
individuals with 1 - 2 children (aOR = 4.0, 95% CI: 1.174 - 13.775, p = 0.027) and 
3 - 4 children (aOR = 4.8, 95% CI: 1.063 - 21.84, p = 0.041) had significantly higher 
odds of good knowledge than those with no children. Participants who were mar-
ried exhibited higher odds of good knowledge compared to single individuals (aOR 
= 1.2, 95% CI: 1.072 - 1.762, p = 0.016). Educational level was also a significant 
predictor, with no formal education (aOR = 0.14, 95% CI: 0.124 - 0.991, p <0.001), 
primary education (aOR = 0.4, 95% CI: 0.245 - 0.641, p < 0.001), and secondary 
education (aOR = 0.11, 95% CI: 0.101 - 0.161, p < 0.001) all associated with sub-
stantially lower odds of good knowledge compared to those at the tertiary level.  
 

Table 4. Predictors of good knowledge of GDM in pregnant women. 

Variable Category cOR (95%CI) p-value aOR (95%CI) p-value 

Age category 18 - 25 1.19 (1.09 - 2.43) 0.011 3.2 (1.52, 6.75) 0.002 

 26 - 35 0.29 (0.19 - 2.15) 0.59 1.05 (0.52, 2.12) 0.891 

 36 - 42 1  1 . 

Number of children 1 - 2 1.73 (1.03 - 2.91) 0.039 4.0 (1.174, 13.775) 0.027 

 3 - 4 4.95 (2.81 - 8.72) 0.012 4.8 (1.063, 21.84) 0.041 

 None 1  1 . 

Marital status Cohabiting 0.65 (0.37 - 1.15) 0.14 0.6 (0.039, 2.237) 0.238 

 Married 1.08 (0.70 - 1.67) 0.73 1.2 (1.072, 1.762) 0.016 

 Single 1  1 . 

Occupation Employed 0.64 (0.37 - 1.11) 0.11 4.4 (0.581, 33.732) 0.151 

 Self employed 1.13 (0.69 - 1.85) 0.63 1.6 (0.483, 5.382 0.437 

 Unemployed 1  1 . 
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Educational level No formal education 0.07 (0.01 - 0.11) <0.001 0.14 (0.124, 0.991) <0.001 

 Primary 0.1 (0.06 - 0.21) <0.001 0.4 (0.245, 0.641 <0.001 

 Secondary 0.2 (0.01 - 0.42) <0.001 0.11 (0.101, 0.161) <0.001 

 Tertiary 1  1 . 

4. Discussion 

The results indicated that merely 32.4% of the respondents had a good level of 
knowledge about the screening process, treatment options, and complications of 
GDM. The principal sources of information were mass media, friends, and health 
workers, whereas age, marital status, number of children, and level of education 
were found to be predictors of good knowledge of GDM. These results are relevant 
to understanding the gaps in and determinants of knowledge among pregnant 
women in this region and contribute to the overall discussion on maternal health 
in sub-Saharan Africa. 

4.1. Knowledge Levels and Sources of Information 

The fact that just 32.4% of the pregnant women had good knowledge of the screen-
ing, management, and complications of GDM suggests a substantial knowledge 
gap in this population. This is, indeed, a concern given the rising global burden of 
GDM and the associated maternal and foetal complications, including preeclamp-
sia, macrosomia, and higher caesarean section rates. Related studies conducted in 
the sub-Saharan African region report similarly low awareness of GDM. For ex-
ample, research conducted in Uganda at the Kawempe National Referral Hospital 
discovered that awareness of GDM was low, and only a proportion of the women 
had satisfactory knowledge based on their level of education and exposure to 
health education [15]. In Southern Nigeria, research noted that women in their 
reproductive years had low awareness of GDM, and a high percentage lacked 
knowledge of the effects of the condition [13]. The similarities in knowledge levels 
across Uganda, Nigeria, and Cameroon can be explained by regional issues, includ-
ing inadequate and uneven health education in the course of antenatal care, the lack 
of consistency in GDM screening policy, and socioeconomic obstacles, including 
low female literacy rates, which hinder understanding of health information about 
GDM [16]. 

In Cameroon, the health system limitations, such as the lack of professional 
staffing, insufficient medical equipment, and evidence-based practices, once again 
restrict the opportunities for GDM education during antenatal visits [17]. Alt-
hough this study did not measure the impact of some external factors, our findings 
of poor knowledge must be related to Cameroon’s challenging healthcare system. 
In politically unstable areas like Buea in the South-West Region of Cameroon, it 
is possible for access to healthcare and routine antenatal care to be disrupted, lim-
iting potential opportunities for health education [18]. Traditional food taboos in 
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pregnancy, beliefs about obesity signifying wealth and status, and use of tradi-
tional healers are some of the cultural practices that could lower biomedical 
knowledge of GDM in Cameroon because indigenous beliefs reign supreme in 
Cameroon over the biomedical facility-based information [19]. Healthcare pro-
fessionals were the leading but not majority source of knowledge, similar to find-
ings in Kenya, wherein one-third of informed pregnant women identified health 
facilities as their primary source of information [14]. This underscores the vital 
importance of antenatal care (ANC) visits in the distribution of health-related in-
formation. The dependence on mass media and peers as significant sources sug-
gests a possibility of misinformation, as these media might not always offer evi-
dence-based or correct information. One study in Bangladesh stated that while 
mass media can enhance health literacy, it is not always in-depth for full compre-
hension of diseases like GDM [20]. This indicates the importance of facility-based 
education programs that are structured and adapted to local conditions in Buea, 
including incorporation of literacy-sensitive resources, conducting community 
work to tackle cultural beliefs, and the enhancement of health systems to address 
the barriers of accessibility.  

4.2. Predictors of Good Knowledge of GDM in Pregnant Women 

The recognition of age, number of children, marital status, and level of education 
as important predictors of good GDM knowledge is in line with previous studies. 
The level of education, specifically, has been consistently proven to affect health 
literacy and knowledge of GDM. A Tanzanian study revealed that educationally 
more advanced women were likely to be familiar with GDM, due to greater expo-
sure to health information through media and health-related literature [21]. Like-
wise, South Indian research noted that higher educational levels were related to 
increased knowledge of GDM, most likely because of greater understanding of 
information on health made available during ANC [22]. Parity as a predictor may 
reflect life exposure to health information through repeated ANC visits. Multipa-
rous women may have had more exposure to interactions with healthcare systems, 
as seen in one study in Ghana, where multiparity was associated with higher GDM 
awareness [23]. Unexpectedly, younger women showed higher knowledge levels 
compared to older women, which may reflect exposure to digital media and social 
networks. This was in line with a study carried out in Samoa, where younger 
women had more knowledge [24]. Marital status as a predictor could be linked to 
social support systems, where married women have the advantage of spousal or 
familial support in seeking health information, a trend observed in a Malaysian 
study of GDM knowledge [25]. 

The low knowledge level among pregnant women highlights the urgent need 
for structured educational interventions during ANC visits to improve the screen-
ing and management of GDM. Healthcare providers, being major sources of 
information, must equip themselves to provide simple, evidence-based education 
during antenatal care (ANC) visits. In addition, mass media can effectively spread 
accurate health campaigns to reach women who rely on such media, as suggested 
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by studies on public health education [20]. The critical function of education as a 
marker suggests that interventions should be specifically designed for women with 
lower levels of education, who may have difficulty interpreting complicated health 
information. Community-based interventions, particularly those using commu-
nity health workers, have been found to be effective in enhancing diabetes knowledge 
among vulnerable populations and can be modified for gestational diabetes melli-
tus (GDM) education in Buea [26]. With the late booking of ANC, which mostly 
had gestational age 27-28 weeks visits as seen in Buea, policy should encourage early 
ANC booking to allow for maximum opportunities for education and screening 
[27]. 

5. Limitations 

The use of self-reported data may introduce the risk of recall and social desirability 
bias. Measurement bias due to questionnaire design. Moreover, convenience sam-
pling may limit the generalizability of the findings. Furthermore, exchanging 
knowledge through friends and mass media raises questions about its validity. 
A single-district, hospital-based design may limit generalizability to all pregnant 
women in Cameroon. 

6. Conclusion 

The study reveals a huge knowledge gap regarding GDM among pregnant women 
attending antenatal care in Buea, pointing out the need for more serious educa-
tional interventions. The results suggest policy changes to inform comprehensive 
GDM education as a standard of care, using health care providers as the key 
sources of information to enhance awareness of screening and early treatment of 
complications. Targeted programs should focus on less-educated, older, and pri-
miparous women, addressing the predictors of poor knowledge. Additionally, 
these findings recommend large-scale multicentric studies across Cameroon to 
confirm and extend these findings, establishing national recommendations to 
minimize the burden of GDM-related maternal and neonatal morbidity.  

Ethical Consideration 

The study protocol was approved by the Institutional Review Board of the Faculty 
of Health Sciences of the University of Buea (Ref: 2024/2377 - 02/UB/IRB/FHS). 
An additional administrative approval was provided by the Regional Delegation 
of Public Health for the South-West Region (Ref: P42/SWR/RDPH/616/52). The 
research was carried out in line with the ethical requirements for studies on hu-
mans, following the Helsinki Declaration. 

Consent to Participate 

Potential participants were told the aims and benefits of contributing to the study, 
and written informed consent was signed by potential pregnant women who vol-
unteered to take part in the study and by parents/guardians of subjects who were 
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below 21 years. Participants were free to withdraw from the study at any point in 
time. We enrolled 500 pregnant women who sought antenatal care services and 
were aged between 16 and 45 years. 

Data Availability 

Data will be made available by the authors upon reasonable request. 

Conflicts of Interest 

The authors declare no conflicts of interest regarding the publication of this paper. 

References 
[1] Jiwani, A., Marseille, E., Lohse, N., Damm, P., Hod, M. and Kahn, J.G. (2012) Gesta-

tional Diabetes Mellitus: Results from a Survey of Country Prevalence and Practices. 
The Journal of Maternal-Fetal & Neonatal Medicine, 25, 600-610.  
https://doi.org/10.3109/14767058.2011.587921 

[2] International Diabetes Federation (2024) IDF Diabetes Atlas. 11th Edition, IDF.  

[3] Mwanri, A.W., Kinabo, J., Ramaiya, K. and Feskens, E.J.M. (2015) Gestational Dia-
betes Mellitus in Sub‐Saharan Africa: Systematic Review and Metaregression on Prev-
alence and Risk Factors. Tropical Medicine & International Health, 20, 983-1002.  
https://doi.org/10.1111/tmi.12521 

[4] Seshiah, V., Balaji, V., Balaji, M.S., Paneerselvam, A., Arthi, T., Thamizharasi, M. and 
Datta, M. (2008) Prevalence of Gestational Diabetes Mellitus in South India (Tamil 
Nadu): A Community Based Study. Journal of the Association of Physicians of India, 
56, 329-323. 

[5] Zhu, Y. and Zhang, C. (2016) Prevalence of Gestational Diabetes and Risk of Progres-
sion to Type 2 Diabetes: A Global Perspective. Current Diabetes Reports, 16, Article 
No. 7. https://doi.org/10.1007/s11892-015-0699-x 

[6] Negrato, C.A., Mattar, R. and Gomes, M.B. (2012) Adverse Pregnancy Outcomes in 
Women with Diabetes. Diabetology & Metabolic Syndrome, 4, 1-6.  
https://doi.org/10.1186/1758-5996-4-41 

[7] Sobngwi, E., Sobngwi-Tambekou, J., Katte, J.C., Echouffo-Tcheugui, J.B., Balti, E.V., 
Kengne, A., et al. (2024) Gestational Diabetes Mellitus in Cameroon: Prevalence, Risk 
Factors and Screening Strategies. Frontiers in Clinical Diabetes and Healthcare, 4, 
Article ID: 1272333. https://doi.org/10.3389/fcdhc.2023.1272333 

[8] Cavanaugh, K.L. (2011) Health Literacy in Diabetes Care: Explanation, Evidence and 
Equipment. Diabetes Management, 1, 191-199. https://doi.org/10.2217/dmt.11.5 

[9] Bhavadharini, B., Deepa, M., Nallaperumal, S., Anjana, R. and Mohan, V. (2017) 
Knowledge about Gestational Diabetes Mellitus Amongst Pregnant Women in South 
Tamil Nadu. Journal of Diabetology, 8, 22-26. https://doi.org/10.4103/jod.jod_2_17 

[10] Jones, E.J., Roche, C.C. and Appel, S.J. (2009) A Review of the Health Beliefs and 
Lifestyle Behaviors of Women with Previous Gestational Diabetes. Journal of Obstet-
ric, Gynecologic & Neonatal Nursing, 38, 516-526.  
https://doi.org/10.1111/j.1552-6909.2009.01051.x 

[11] Draffin, C.R., Alderdice, F.A., McCance, D.R., Maresh, M., Harper, MD (Consultant 
Physician), R., McSorley, O., et al. (2016) Exploring the Needs, Concerns and Knowledge 
of Women Diagnosed with Gestational Diabetes: A Qualitative Study. Midwifery, 40, 
141-147. https://doi.org/10.1016/j.midw.2016.06.019 

https://doi.org/10.4236/jbm.2026.143041
https://doi.org/10.3109/14767058.2011.587921
https://doi.org/10.1111/tmi.12521
https://doi.org/10.1007/s11892-015-0699-x
https://doi.org/10.1186/1758-5996-4-41
https://doi.org/10.3389/fcdhc.2023.1272333
https://doi.org/10.2217/dmt.11.5
https://doi.org/10.4103/jod.jod_2_17
https://doi.org/10.1111/j.1552-6909.2009.01051.x
https://doi.org/10.1016/j.midw.2016.06.019


T. Peter et al. 
 

 

DOI: 10.4236/jbm.2026.143041 564 Journal of Biosciences and Medicines 
 

[12] Park, S., Lee, J.L., In Sun, J. and Kim, Y. (2018) Knowledge and Health Beliefs about 
Gestational Diabetes and Healthy Pregnancy’s Breastfeeding Intention. Journal of 
Clinical Nursing, 27, 4058-4065. https://doi.org/10.1111/jocn.14539 

[13] Ogu, R.N., Maduka, O., Agala, V., Alamina, F., Adebiyi, O., Edewor, U., et al. (2020) 
Gestational Diabetes Mellitus Knowledge among Women of Reproductive Age in 
Southern Nigeria: Implications for Diabetes Education. International Quarterly of 
Community Health Education, 40, 177-183.  
https://doi.org/10.1177/0272684x19876526 

[14] Siuluta, N., Sato, M., Linh, L.K., Wanjihia, V., Changoma, M.S., Huy, N.T., et al. 
(2024) Assessment of Gestational Diabetes Mellitus Knowledge, Attitudes, and Prac-
tices and Associated Factors among Pregnant Women at a District Hospital in Coastal 
Kenya. Tropical Medicine and Health, 52, Article No. 74.  
https://doi.org/10.1186/s41182-024-00630-3 

[15] Byakwaga, E., Sekikubo, M. and Nakimuli, A. (2021) Level of and Factors Associated 
with Awareness of Gestational Diabetes Mellitus among Pregnant Women Attending 
Antenatal Care at Kawempe National Referral Hospital: A Cross Sectional Study. BMC 
Pregnancy and Childbirth, 21, Article No. 467.  
https://doi.org/10.1186/s12884-021-03927-x 

[16] Kinge, T.R., Wiysahnyuy, L.F., Awah, T.M. and Nkuo-Akenji, T. (2020) Current Sta-
tistics in Science, Technology and Innovation in Higher Education in Cameroon and 
the Establishment of Gender Participation. African Journal of Rural Development, 5, 
105-142. 

[17] Forbinake, N.A., Enongene, J.M., Asonglefac, B.K., Akamin, A., Mbock, I., Tangem, 
C., et al. (2025) The Universal Health Coverage Challenge in Cameroon and Strate-
gies for Sustainable Reform. Discover Public Health, 22, Article No. 419.  
https://doi.org/10.1186/s12982-025-00831-z 

[18] Wiliiam, T.A., Ngale, E.F., Pisoh, D.W. and Gregory, H. (2022) Obstetrical Outcomes 
of Pregnancy during a Period of Socio-Political Instability in the Buea and Bamenda 
Regional Hospitals, Cameroon. Advances in Reproductive Sciences, 10, 49-58.  
https://doi.org/10.4236/arsci.2022.102006 

[19] Asi, L.N., Teri, D.T. and Meyer-Rochow, V.B. (2018) Influence of Food Taboos on 
Nutritional Patterns in Rural Communities in Cameroon. International Review of 
Social Research, 8, 2-6. https://doi.org/10.2478/irsr-2018-0013 

[20] Biswas, R.K., Rahman, N., Islam, H., Senserrick, T. and Bhowmik, J. (2021) Exposure 
of Mobile Phones and Mass Media in Maternal Health Services Use in Developing 
Nations: Evidence from Urban Health Survey 2013 of Bangladesh. Contemporary 
South Asia, 29, 460-473. https://doi.org/10.1080/09584935.2020.1770698 

[21] Mdoe, M.B., Kibusi, S.M., Munyogwa, M.J. and Ernest, A.I. (2021) Prevalence and 
Predictors of Gestational Diabetes Mellitus among Pregnant Women Attending An-
tenatal Clinic in Dodoma Region, Tanzania: An Analytical Cross-Sectional Study. BMJ 
Nutrition, Prevention & Health, 4, 69-79.  
https://doi.org/10.1136/bmjnph-2020-000149 

[22] Dhyani, V., Mahantashetti, N., Ganachari, M., Kambar, S. and Ghatnatti, V. (2018) 
Awareness of Gestational Diabetes Mellitus among Pregnant Women Attending a 
Tertiary Health Center. Indian Journal of Health Sciences and Biomedical Research 
(KLEU), 11, 51-55. https://doi.org/10.4103/kleuhsj.kleuhsj_130_17 

[23] Boadu, W.I.O., Kugblenu, P., Senu, E., Opoku, S. and Anto, E.O. (2022) Prevalence and 
Risk Factors Associated with Gestational Diabetes Mellitus among Pregnant Women: A 
Cross-Sectional Study in Ghana. Frontiers in Clinical Diabetes and Healthcare, 3, Arti-

https://doi.org/10.4236/jbm.2026.143041
https://doi.org/10.1111/jocn.14539
https://doi.org/10.1177/0272684x19876526
https://doi.org/10.1186/s41182-024-00630-3
https://doi.org/10.1186/s12884-021-03927-x
https://doi.org/10.1186/s12982-025-00831-z
https://doi.org/10.4236/arsci.2022.102006
https://doi.org/10.2478/irsr-2018-0013
https://doi.org/10.1080/09584935.2020.1770698
https://doi.org/10.1136/bmjnph-2020-000149
https://doi.org/10.4103/kleuhsj.kleuhsj_130_17


T. Peter et al. 
 

 

DOI: 10.4236/jbm.2026.143041 565 Journal of Biosciences and Medicines 
 

cle ID: 854332. https://doi.org/10.3389/fcdhc.2022.854332 

[24] Price, L.A., Lock, L.J., Archer, L.E. and Ahmed, Z. (2017) Awareness of Gestational 
Diabetes and Its Risk Factors among Pregnant Women in Samoa. Hawai’i Journal of 
Medicine & Public Health, 76, 48-54. 

[25] Lee, K.W., Ching, S.M., Hoo, F.K., Ramachandran, V., Chong, S.C., Tusimin, M., et 
al. (2020) Factors Associated with Poor-to-Moderate Quality of Life among Pregnant 
Women with Gestational Diabetes Mellitus: A Cross-Sectional Study in Malaysia. 
Quality of Life Research, 29, 2725-2736. https://doi.org/10.1007/s11136-020-02532-3 

[26] Hill-Briggs, F., Adler, N.E., Berkowitz, S.A., Chin, M.H., Gary-Webb, T.L., Navas-
Acien, A., et al. (2020) Social Determinants of Health and Diabetes: A Scientific Re-
view. Diabetes Care, 44, 258-279. https://doi.org/10.2337/dci20-0053 

[27] Halle, G.E., Obinchemti, T.E., Tamufor, E.N., Njie, M.M., Njamen, T.N. and Achidi, 
E.A. (2015) Perceptions of Antenatal Care Services by Pregnant Women Attending 
Government Health Centres in the Buea Health District, Cameroon: A Cross Sec-
tional Study. Pan African Medical Journal, 21, Article 45.  
https://doi.org/10.11604/pamj.2015.21.45.4858 

 
 
 

Abbreviations 

ANC Antenatal Care 
aOR Adjusted Odds Ratio 
BHD Buea Health District 
GDM Gestational Diabetes Mellitus 
IDF International Diabetes Federation 
RDPH Regional Delegation of Public Health 
SWR South West Region 

 
 
 
 

https://doi.org/10.4236/jbm.2026.143041
https://doi.org/10.3389/fcdhc.2022.854332
https://doi.org/10.1007/s11136-020-02532-3
https://doi.org/10.2337/dci20-0053
https://doi.org/10.11604/pamj.2015.21.45.4858

	Knowledge on Gestational Diabetes Mellitus and Its Predictors among Pregnant Women Attending Antenatal Visits at Two Health Facilities in Buea, South-West Region of Cameroon
	Abstract
	Keywords
	1. Introduction
	2. Materials and Methods
	2.1. Study Design and Settings
	2.2. Study Population and Sampling
	2.3. Inclusion and Exclusion Criteria
	2.4. Data Collection
	2.5. Data Management and Analysis

	3. Results
	3.1. Socio-Demographic Characteristics of the Pregnant Women 
	3.2 Distribution of Knowledge Responses about the Meaning of GDM in Pregnant Women 
	3.3. Knowledge of Screening, Treatment, and Complications of GDM
	3.4. Source of Information about GDM in Pregnant Women
	3.5. Overall Knowledge about GDM in Pregnant Women
	3.6. Factors Associated with Good Knowledge of GDM in Pregnant Women 
	3.7. Predictors of Good Knowledge of GDM in Pregnant Women

	4. Discussion
	4.1. Knowledge Levels and Sources of Information
	4.2. Predictors of Good Knowledge of GDM in Pregnant Women

	5. Limitations
	6. Conclusion
	Ethical Consideration
	Consent to Participate
	Data Availability
	Conflicts of Interest
	References
	Abbreviations

