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Type 2 diabetes (T2D) is a complex, multifaceted disease and its treatment involves lifestyle intervention (LI) programs

that participants may find difficult to adopt and maintain. The objective of this study is to understand the lived experiences

of participants with T2D regarding healthy eating behavior change, in order to identify and incorporate relevant

information, skills, and educational approaches into LI programs. An explorative qualitative study was undertaken.

Purposeful sampling was used to recruit 15 participants. One-on-one, semi-structured, open-ended, and in-depth

interviews were conducted. An essentialist paradigm was adopted to accurately report the experiences, meaning, and

reality of participants. An inductive approach was used to analyze the data. Participants reported that being diagnosed

and living with T2D could be overwhelming, and their ability to manage was influenced by health care providers (HCP),

family, and individual context. Many experienced a loop of “good–bad” eating behaviors. Participants expressed desires

for future diabetes management that would include program content (nutrition, physical activity, mental health, foot care,

and consequences of T2D), program features (understand context, explicit information, individualized, hands-on learning,

applicable, realistic, incremental, and practical), program components (access to multidisciplinary team, set goals, track

progress and be held accountable, one-on-one sessions, group support, maintenance/follow-up), and policy change. In

conclusion, the results of this study indicate that T2D management requires more extensive, comprehensive, and ongoing

support, guided by the individual participant. 
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1. Introduction

Type 2 diabetes (T2D) is a complex disease driven by multiple pathophysiological processes . Thus, a multidisciplinary

approach that integrates the four main pillars of T2D management including self-management education (SME) and

support (SMS), nutrition therapy (NT), physical activity (PA) and pharmacological therapy is recommended to achieve

optimal glycemic management, thereby minimizing disease complications . However, incorporating these

recommendations into daily life represents a heavy, sometimes overwhelming burden on patients, who need to implement

multiple treatment strategies including adherence to medications, as well as changes in eating habits and physical activity.

Lifestyle interventions (LI) that include change in diet and PA as well as education help guide participants to implement

changes, resulting in significant improvement in cardiovascular disease risk factors , clinical outcomes , improved

beta cell function , self-management practices, and quality of life (QOL) . Through a process of SME and SMS people

with T2D can acquire the motivation, knowledge, and skills necessary to manage blood glucose .

Short-term effectiveness of LI programs to manage T2D has been documented in high , middle, and low income

countries , and ethnic minorities  but their long-term effects are often attenuated , pointing to a gap in

knowledge between what people learn in the programs and their actions over the long run . This is especially true for

NT. As reflected in the Diabetes Canada NT Guidelines , transitioning to a healthier eating pattern may necessitate

several behavior modifications and acquisition of food skills to adequately understand the recommendations and to select,

plan, prepare, and store meals and snacks. Thus, this behavior is especially hard to achieve and sustain over decades

. There is a lack of research aimed at identifying which of the NT guidelines are particularly challenging to adopt and

which facilitators could be potential intervention components. In addition, the global increase in access to ultra-processed

foods  supports busy lifestyles, but diminishes food skills value and importance, consequently, home-prepared meals

using whole ingredients and cooking skills are declining . Several studies have aimed to identify barriers and facilitators

to sustained self-management of T2D . However there is an unequivocal imbalance between facilitators and barriers

in the interview guides used , for example, the term “facilitator” is used interchangeably with less specific words (e.g.,

“help you” or “easier”) and is usually mentioned only once or twice, whereas the term “barrier” is mentioned literally and

several times in the interviews . This prejudices the study to identify barriers more than facilitators. Thus, little

is known about how to facilitate healthy eating, especially from the participants’ perspectives. The aim of this study is to
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work with T2D participants to understand their perceptions and lived experiences regarding healthy eating behavior

change, enabling the identification and incorporation of relevant intervention components into T2D LI programs.

2. Current Insights on Type 2 Diabetes and Eating Habits

Most of our sample (n = 10) was represented by an age group over 61 years; thus, it is understandable that these

participants’ motivations were partly to avoid losing their independence, which has been reported previously in older

women . Likewise, Crossley, through the use of focus groups, illustrated how health is connected to morality ;

participants’ motivations to change was partly to avoid being a burden to others and to maintain their independence,

corresponding with these results. Thus, it is understandable that age and independency are factors that promote

motivation in older adults . As noted by Atkins and Michie , our results reflect that healthy eating behaviors are

influenced by and form part of a complex, evolving system. Participants indicated that their health, background, history,

and their external environment influence their behavior in that work, family, and HCP promote changes in their behavior

towards more positive or negative outcomes.

Participants had a good understanding of the relationship between T2D and eating habits. When participants were asked

what healthy eating habits were, a wide variety of accurate information was described, referring to types of foods,

nutrients, degree of processing, and perceived nutritional value. These findings are consistent with a previous study that

explored healthy eating . In line with previous results , a health behavior cycle was described consistently

throughout the interviews, where participants reported going through cycles of “good behavior” and “bad behavior”.

Qualitative studies have provided insight towards understanding this fluctuating behavior, for example, participants’

identities, social factors, resources, environment, and competing priorities influence eating behavior. A deeper description

of these factors is beyond the scope of the present study, but further detail can be found in the review by Bisogni .

Even though the interview guide was developed to focus on healthy eating and how to facilitate adherence to the

guidelines, programming requirements outside this scope were mentioned. The “ideal” program content, as informed by

participants, should involve care that covers the major pillars of T2D care including SME + SMS; NT; PA; pharmaceutical

recommendations; foot, eye, and dental care; as well as mental health, aligning with Diabetes Canada NT Guidelines 

and reflecting on the complexity of T2D management . In addition, several additional program components and specific

program features were sought. In regard to the latter, active learning, hands-on approaches were desired for all of the

knowledge being taught to aid in understanding and retention of information. For example, instead of just recommending

or teaching what not to eat, participants would like to learn what they can eat, how to prepare it (cooking classes), and

what it looks like in a real-life situation (e.g., drive through at a fast-food restaurant). Another example is when teaching

the relationship between food, PA and blood glucose levels, the lesson should incorporate active real-life practice so that

participants can visualize the outcomes of their actions. Fritschi (2019), through the use of content analysis, reported that

a personalized supportive approach from the study team together with active learning and self-monitoring are factors that

enhanced knowledge and improved health behaviors . In addition, promoting personal discovery through self-

monitoring (cause and effect) and/or patterns of associations (daily activities and changes in blood glucose levels)

generates subsequent action planning resulting in sustainable behavioral change .

Interviewed participants emphasized the importance of researchers and HCPs learning who is in the program—

understand context—because through this understanding program leaders, can provide individualized advice that will be

effective for each participant. Research in this area has recently been developed by the 5As Team, which showed that

patients with obesity want personalized, evidence-based care .

Thus, future programs for T2D management should consider incorporating the key processes for a personalized approach

(convey compassion and listening, try to make sense of root causes and contextual factors, focus on whole-person health

and action planning, and foster reflection and experimentation within others) to support and manage health improvements

. These concepts mirror the expressed needs of people with T2D in this study. This approach has been recently

incorporated into the Canadian Obesity Guidelines, which conceptualizes a patient-centered health outcome approach

. Consideration should be given to adapting this approach for people with T2D. Along the same lines, future program

developers should consider increasing the skills, abilities, and confidence of HCPs to individualize care, which could be

achieved, in part, by training in healthy conversation skills, a technique that allows the development of competencies for

identifying and creating opportunities to hold healthy conversations, using open-ended questions, reflecting on practice,

listening more than talking, and supporting SMARTER (specific; measurable; action-orientated; realistic; timed; evaluated

and reviewed) goal setting . Such competencies would address needs revealed by themes induced from the

participants’ interviews. Furthermore, an ongoing group or peer support system should be incorporated into programming.

Such support groups may provide a safe space where empathy, acceptance, and understanding can be sought. Mohr et
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al. showed that these groups were more effective when moderators were integrated into the team  and, recently, such

groups have moved to (or added) online interfaces though social media such as WhatsApp, Twitter, and Facebook ;

thus, enabling interactions even when face-to-face meetings are not possible. This could be important for uptake, given

the priority juggling challenges voiced by our participants.

Lastly, changes at the policy level were requested, including clearly marked “healthy options” spaces in convenience

stores to facilitate healthy eating. Research in this area has advanced in recent years. Mexico implemented front-of-pack

warning labels on food and beverage products deemed unhealthy to help people make healthier choices; however, it is

too early to evaluate the effectiveness of this approach . In Canada, research on how food environments shape the

availability, affordability, and social acceptance of food and nutrition choices is growing. Nutrition report cards have been

developed to assess the healthfulness of children’s food environments  and could be applied to key environments for

people with T2D to support healthy eating in this population.
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