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Abstract

Purpose: The majority of people with type 2 diabetes do not meet dietary and physical activity recommendations. It is not well understood how diabetes educators translate diet and physical guidelines for their clients and if diabetes educators have sufficient resources to promote healthy eating and physical activity. This research addressed these questions through exploratory qualitative interviews. 
Methods: Thirteen diabetes educators who work in Alberta, Canada were interviewed. 
Results: The reasons for lack of client uptake of lifestyle recommendations were complex and interwoven. The strongest theme to emerge was the clients’ prior knowledge and skills affecting their ability to uptake knowledge. However, educators recognized that clients are affected by social, environmental, cultural, and personal factors. 
Conclusions: Health system and societal issues cause a cascade effect resulting in difficulties for both educators and clients. To achieve appropriate treatment of type 2 diabetes, changes need to occur at a health systems level.
Regular physical activity and nutrition therapy are integral parts of type 2 diabetes (T2D) self-management. These behaviors play a role in optimizing glucose control and health outcomes and contribute to quality of life. People with T2D benefit from taking active control of their diabetes treatment through the adoption of lifestyle modifications, but available research shows that it is not the norm for such people to meet lifestyle recommendations. For example, 72% of a random sample of people in Alberta with T2D did not meet physical activity guidelines (Plotnikoff et al., 2006).  Data from the National Health and Examination survey indicated that nearly 65% of those with diabetes reported eating recommended amount of protein, but 28% of them reported recommended intakes of unsaturated fats (<10% of kcal) and only 18% met the recommendations for fibre intake (Resnick, Foster, Bardsley, & Ratner, 2006). Fewer people with T2D engage in physical activity compared with the general population despite receiving targeted advice from their health care providers to do so (Morrato, Hill, Wyatt, Ghushchayn, & Sullivan, 2007). Such evidence suggests that greater understanding is needed of the barriers to meeting physical activity and dietary guidelines. Indeed, barriers within the self and the environment are important constructs within health promotion theories such as Social Cognitive Theory (Bandura, 2001). Such theories provide frameworks for the development and use of behaviour change techniques by practitioners including the identification of barriers, providing instruction, and providing information about the consequences of inaction (Abraham, Conner, Jones & O’Connor, 2008, p. 195).  
Despite such theoretical frameworks, resources such as the Clinical Practice Guidelines developed by the Canadian Diabetes Association (2008) provide specific diet and physical activity recommendations, but they do not address how people with T2D can meet the guidelines except in a general way. Research that has examined how clinicians approach T2D clients with diet and physical activity advice has shown that dietitians counselled obese patients on “healthy living”, while trying to gain information about the client’s motivations, knowledge, habits, and beliefs (Chapman et al. 2005). The surveyed dietitians offered weight management advice that was consistent with practice guidelines but avoided emphasizing weight loss as a goal. Adults with T2D require ongoing monitoring and encouragement to keep them motivated to be physically active (Casey, De Citiva & Dasgupta, 2009). However, it is also concerning that lack of knowledge of physical activity was a barrier for dieticians who wished to incorporate physical activity promotion into their practices (Spidel, Paquette, Marshall, Bell, & McCargar, 2004; Johnson, Bates, Fitzpatrick, Marshall, Bell, & McCargar, 2007). The majority of diabetes educators practicing in Canada come from either a nursing or dietetic background, with expertise in kinesiology lacking (Boule & Plotnikoff, 2006). Thus, two issues need to be addressed 1) the role diabetes educators take in translating diet and physical activity recommendations put forth by agencies such as the Canadian Diabetes Association, and 2) understanding if diabetes educators have sufficient resources to promote not only health eating, but also physical activity.

Therefore, the purpose of this exploratory research was to examine diabetes educators’ understanding of how clients understand and use knowledge regarding nutrition and physical activity, the barriers diabetes educators face when translating lifestyle guidelines, and what factors the educators believe influence the uptake of guidelines by those with T2D.  
Methods

Participants

Using typical case sampling (Patton, 2004), thirteen diabetes educators were recruited. The educators currently work in two different health regions of the province of Alberta, Canada (Calgary (N = 4) and Edmonton (N = 9)). Educators interviewed in Calgary work as part of a chronic disease management team and can refer patients to a supervised exercise program run by exercise specialists, whereas the educators in Edmonton work at various sites throughout the city, largely without access to exercise specialists. The educators were registered nurses (N = 2), registered dietitians (N = 7) and other (three did not specify, and one was a manager in charge of developing and reviewing educational materials). A description of the client population characteristics by region are shown in Table 1.  Data collection continued until saturation was reached. 
Data collection


Data were collected via interviews led by a trained researcher using a semi-structured interview guide. The study was approved by Research Ethics Boards at two universities and all participants completed informed consent prior to participation. The interview guide started with a general question about the educator’s role in diabetes education, specifically the promotion of healthy diets and physical activity. Following questions asked for the educator’s perspectives regarding obstacles clients face in being active and eating a healthy diet, the resources the educators use, the strengths and weaknesses of the resources, perceived client understanding of the resources, challenges faced by the educators in trying to promote healthy diets and physical activity, and  any additional comments about these issues. Probes were asked that were specific to the experiences of each educator. Interviews were audiotaped and lasted between 45 and 75 minutes. 

Data analysis


Audiotapes were transcribed verbatim and cross-case analyses at the individual educator level were conducted (Patton, 2004). Each transcript was reviewed by one researcher (a health messaging expert) who isolated specific meaning units in the raw data to capture critical issues related to the research questions. Having analyzed each interview individually, main themes that cut across the groups were identified. At the outset of the project, it was thought a nested analysis would occur, and therefore participants were purposefully sampled from two health regions. However, emerging themes were consistent across the health regions and reporting and data analysis stayed true to individual cases (Patton, 2004). To enhance credibility, perspective triangulation was used. Data were first analyzed looking for general themes then analyzed again with the specific research questions guiding the analysis. The analyses were compared and were found to be very similar. 
Results

Multilayered issues faced by clients:
The strongest theme that emerged, discussed by all participants, was that multilayered factors contribute to difficulty adopting new diet and physical activity knowledge. These factors were social, psychological and cultural in nature. 
“there are times we can do nothing with diabetes care until we try to get to some of the roots of what is happening with them. For many people it is finances… for other people it’s the ethnic foods that they eat, they don’t want to give up… for others, it’s a matter of making a change, change is difficult.”(P1)

The heavy psychological burden faced by many patients with T2D was emphasized by participants as a critical factor in care: 

“I think the psychology department needs to get involved because it’s like where people, intelligent people, that know exactly they’ve been informed and whatnot, but still aren’t doing it….. but that doesn’t mean they’re dummies or they’re unmotivated in other things.” (P6)

The diabetes educators also recognized how important psychological factors are in behavior change: “Why is it that you won’t exercise?  Is it because you’re depressed” (P10). To further complicate the psychological factors were the lack of resources for such clients: 

“I’ve often thought of a big area in our program, is a lack of a social worker being involved … because a lot of feelings are there around diabetes, am I a good diabetic or not.” (P13) 

Thus, it became clear that while diabetes educators are aware that many of their clients need psychological help, there is often a lack of resources in place to help them. 

There was also considerable discussion regarding habit and cultural norms. 
“I really knew a lot of little old ladies there, right? They are stuck in their routines, and nothing you say to them, they’ll smile a lot and nice and that, “Mmhhm, yes, dear,” right? And you leave and they’re all like “pphhh. She lives on another planet, doesn’t she?” (P10) 

 “You have a woman who needs to get out to get some exercise to be healthy but it’s against Muslim … they can’t go out on their own, they don’t necessarily have the family support, so there’s…. so there’s cultural  issues.” (P1)

Repeatedly, the educators recognized that societal issues were intertwined with participant issues: 

“I do work with a population in the inner city that food is expensive…. They try their best to eat as healthy as possible but because of just not being able to buy food or what’s being served at the kitchen is really the biggest barrier.” (P4) 

 “biggest gaps I would say, are probably for those with the lower literacy.” (P2)

Communicating physical activity and exercise related knowledge was highlighted as an area that was particularly problematic for clients and educators alike: 

“Health Canada says “participate in moderate aerobic intensity level activity three times a week and….. do resistance exercise three times per week....  I basically look at them at that point and say “Okay, does that make sense to you?  Because it doesn’t make sense to me either,” right, because when you read that thing, you’re like “Whaaattt?” Like, it’s, it’s not clear as to what you do.” (P8) 

Comorbidities such as arthritis, obesity, and cardiovascular disease were also mentioned as barriers to being active. Overall, there was a general recognition that changing physical activity behavior is very difficult and that participants “can’t be rushed.” At the same time, there is a lack of expertise in the area on the part of the diabetes educators: 

“there’s not a lot of information, maybe there’s a lot of information that exercise specialists know where to get it?  We don’t know where to get it.” (P11)

Ability to absorb and retain information:
Another strong theme that emerged was retention of knowledge on the part of the clients: 
“I feel like I’ve  gone over the handout in detail, I’ve asked them questions to assist their understanding, yet they’ll come back in three months and say, “I don’t know what a carbohydrate is. I don’t know what foods contain carbohydrates.  What is a carbohydrate again?” Like, it sounds like they were in la-la land when I was talking to them.” (P4) 

However, the educators were aware that retention may be related to emotions and to the complexity of the information being disseminated:

 “A lot of times I often find with people they’re so afraid of feeling stupid and I don’t ever want you to feel that way in here. Because as professionals …. what we say are so second nature to that particular profession, and that’s everyday language to them but they forget that other people don’t know. So if you don’t ask, you leave here not understanding.”(P1)  

An interesting point that arose was the issue of competing messages:

 “the obstacle of the marketing of foods.  I mean, that’s a huge one to get over. … There’s lots of emotion out there, and marketing done, by the food manufacturers, … those messages are very confusing to the consumer.” (P12) 

“they listen to friends and other people who might not be giving them the right information for their diabetes control.” (P11)

The educators therefore recognized the complexity of the information being transferred and were sensitive to client emotion, while also expressing frustration that knowledge was not retained over the long term by some people with T2D. 

Client motivation

The final theme related to the clients themselves was motivation to make change. Participant one summed up the issue succinctly when she said “the bottom line is, of all the diseases out there, diabetes is one of the ones where they are going to go kicking and screaming in making lifestyle changes.” The fact that changes have to happen and they have to be maintained every day was also mentioned by several participants “just maintaining the desire to do it every day, I think that’s the burden” (P7). Although motivation to change both diet and exercise were discussed, it seemed that it was especially difficult to find the motivation to be active. “When I say exercise or even activity, the walls are up” (P5). Similarly, participant 8 highlighted that “maybe they just plain don’t like the idea of doing exercise.” Finally, the educators noted that for many clients making changes in diet or exercise behavior simply wasn’t a priority and with competing demands on time, lifestyle changes fall off the list. 

The role of the diabetes educators:
 
A theme arose related to the role that the educators take when helping clients. For example, the educators mentioned that crisis management was an important role they played, and they were thus motivated to help their clients deal with the immediacy of their disease:

“In my opinion, the whole point of it is to lessen their fear but at the same time make them aware.” (P5) 

The role that diabetes educators play in helping clients work with their physicians was also discussed: 

“I want them [the clients] understanding the terms so they can speak to their doctors about various aspects and use the right terms and take charge of their diabetes.” (P7)

 “the docs are the worst. I think they did use it [diabetes] as a threat for years.” (P2) 

Thus, the educators were motivated to take away their clients’ fears and to enable them to speak to their physicians knowledgeably while also recognizing that the physicians are often a barrier to client behavior change. 

The educators also discussed how they sometimes feel they are perceived by the clients, that is, as “the diabetes police” (P7). Indeed, the educators mentioned various sources of tension between themselves and the clients they work with, including frustration and counter-arguments: 

“They want to see things happen quickly and they’re frustrated that you’re not giving them the fix-it….. but that’s kind of their own issues.” (P6) 

But the solution also seemed apparent to participant 7: 

“You can start a relationship but you don’t necessarily get to continue it… say, I’m doing the 7 to 14 day follow-up phone calls, and I happen to phone members of the group I taught, then it’s “Oh, it’s you!  Oh, I can’t believe that you’re calling me back, that’s cool!”  And we can talk, we talk like we already have.”  

Further, speaking of their own experiences gave the educators credibility:

“I also tell them I’m a diabetic and so I tell them at the beginning, cause I ask them, who’s diabetic and for how long. That, I think, is a huge thing.  At first I started teaching and I asked myself, “Do I say this or do I not?”And, I didn’t at first and then when I, after I put it out there, to see how this reaction, the whole class changed. And that made a huge impact. Because now, they find, “She can relate to this.  She’s been there.”“She understands what I’m going through.” (P8)

Another participant, when speaking of exercise recommendations, said “I think all dietitians should try it cause then you know how hard it is” (P11).  
The role of the health system and society
 The educators frequently mentioned the role of society in the development and progression of diabetes: “all of society is settin’ them up for failure. All of it.” (P1). Many of the educators extrapolated on the role of society to speak to how the health care system could be improved to provide better supports for their clients: 

“They need health care, they need physician access, they need care, they need a doctor, they need a specialist, they need somebody to direct their care and they’re not getting it and they can’t access it.” (P2) 

There was also recognition that the health care system needs exercise specialists: “it would be nice to have more exercise specialists or physios involved” (P10). Thus, the educators understood how difficult it is for clients to change when the health care system, and society as a whole, does not provide the necessary support. The educators expressed frustration that their clients have difficulty understanding and making lifestyle change because of institutional factors that stop short of giving clients everything they need. 

Discussion

This descriptive, exploratory research examined diabetes educators’ perceptions about difficulties encountered when transferring diet and physical activity information to their clients. Results indicated that the reasons for lack of client uptake of diabetes recommendations were complex and interwoven. Although the difficulties clients face when making lifestyle changes was the most frequently mentioned theme, it was recognized that attempts to change diet and physical activity behavior are influenced by social, environmental, cultural, and personal factors. Further, stress influences motivation and societal issues may contribute to stress. Thus, it is not possible to pinpoint one reason why lifestyle change does not happen. Rather, systemic changes are needed so that educators and clients alike are supported at multiple levels to address a very complex disease that carries a stigma and is a source of shame for many clients. The changes needed should provide support for patient empowerment, which would mean that the person with T2D is involved in his or her own disease management and has the ability to make treatment and health care decisions. In the context of diabetes education this may mean that the client is an advocate for his or her own health and is able to apply expert knowledge to their own health or to take an active role in which treatments (e.g., physical activities or food choices) he or she decides to adopt (Starkey, 2003). However, in order to be truly empowered, it is necessary that long-term support and commitments are in place to allow for diabetes self-management. For example, as exemplified by this study, ongoing access to health professionals, rather than one-off or short-term consultations may allow clients to feel greater control over their own health. As Starkey argues, empowerment is ongoing and   fluid and thus should be addressed as a process rather than an outcome.
Chapman and colleagues (2005) pointed out that health professionals need to provide evidence of the effectiveness of weight-loss counseling and management. Similarly, the educators in our study discussed how messages change over time, and further, that conflicting messages from media, friends and family “add to the confusion.”  Thus, although there is proven knowledge regarding dietary and physical activity behaviors that can help ameliorate some of the symptoms of T2D, confusion arises due to external sources of information. Indeed, other authors have emphasized that for messages to take hold (in their case media messages, but a similar theme emerged here) a supportive environment and mobilized communities are necessary (Randolph & Viswanath, 2004). There is also tension that sometimes exists between the educators and their clients, where the clients think of the educators as the “diabetes police.”  However, the stress and depression that many of the clients suffer likely contributes to the tension and although the educators expressed frustration, they did not lay blame.

Our findings also corroborated the findings of others who reported lack of physical activity expertise was a problem in the Canadian context  (Spidel, et al., 2004; Johnson, et al., 2007). It was of interest that even those participants from Calgary, who do have access to exercise specialists and work in integrated teams, reported difficulties with available information. There was little in the individual transcripts to differentiate between the two health regions. Therefore, given that most diabetes educators come from nursing or dietitian backgrounds, there is clearly a need for greater physical activity expertise in a diabetes education setting. Not all clients have access to services even when they are available, and diabetes educators may be the only source of information about increasing physical activity. 
Limitations of this study should be acknowledged. First, it is only the voice of the educators that is represented and the clients may have a different perspective on why knowledge uptake is difficult. However, other researchers have found that people with T2D reported feeling overwhelmed and misunderstood, which influenced their understanding of their disease (Harris, Petrella & Leadbetter, 2003). Similarly, a meta-synthesis of focus groups conducted with patients with T2D across 8 European countries also found that patients were confused by conflicting information, felt stigmatized because of their disease, and had difficult relationships with health care providers who blamed them for their disease, or had little credibility because they don’t know what it’s like to have the disease (Vermiere, et al., 2007). Another limitation is that much of the information generated is specific to the Canadian context. It is also possible that the participants modified their responses because of concerns with social desirability. However, given the wide range of thoughtful and critical responses, it is assumed the educators were honest and open in their responses. 

An important strength of this study was the ability to capture how lifestyle changes for people with T2D might be difficult from the perspective of those on the front lines of trying to help them. The complexity of the situation emerged and offers insight into how the situation may be alleviated. The majority of comments reflected problems at a contextual level. It is of interest that one source of difficulty identified was physicians. The educators were motivated to reduce fear and enable patients to advocate for their own health with their physicians. This echoes research that found 86.9% of physicians reported lack of interest on the part of patients as the main difficulty encountered when promoting lifestyle changes (Harris, Petrella, Lambert-Lanning, Leadbetter, & Cranston, 2004). The second most often cited factor (76.5% of physicians reported it) was a lack of long-term commitment on the part of patients. These survey results lend credence to the educator’s comments in our study regarding physicians. The “blame the victim” approach reported in the physician survey is short-sighted as it is clear that diabetes education takes place within a system that does not provide the supports needed by either clients or educators. In recognition of this issue, the Canadian Diabetes Association (2010) has released resources aimed at helping primary care providers (including physicians) provide effective diabetes care. In conclusion, systemic issues cause a cascade effect resulting in difficulties for both clients and educators alike. To achieve appropriate treatment of T2D, changes need to occur at a health systems level. 
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Table 1.

Demographic characteristics of persons with diabetes by health region

	
	Health Region

	
	Edmonton
	Calgary

	Proportion female
	47.7%
	45.5%

	Average income (Canadian dollars)
	$49,853.38
	$59,828.16

	Age adjusted prevalence rates per 100 (provincial rate = 5.7)
	6.0
	5.1

	Age-adjusted aboriginal diabetes prevalence rates per 100 
	9.0
	9.8

	Age-adjusted average yearly visits to medical specialists (e.g., cardiologists, nephrologists)
	4.3
	3.6

	Age-adjusted average number of days in hospital per year
	2.1
	1.7


source: Alberta Diabetes Surveillance System (2010)
