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Self-management of diet is an important aspect of long-term diabetes care, and Type 2 Diabetes Mellitus is a major public health issue in the UK. However, the issue of food intake in adults is often hindered by psychological, social, cultural, economic and health care barriers, so most adults do not meet the dietary recommendations. The overall aim of this dissertation was to undertake a systematic review of qualitative research that examined barriers and facilitators to dietary self-management of adults with Type 2 Diabetes in the UK.
A systematic qualitative review design was used. Electronic databases that were searched for relevant peer-reviewed studies published from 2010-2025 included MEDLINE, PubMed, Embase, CINAHL, PsycINFO and Cochrane Central. Criteria were used to select studies. Structured data charting was used to extract the data, and a qualitative checklist of CASP was used to appraise the selected articles. Thematic analysis was carried out by applying the six-step approach used by Braun and Clarke.
The factors that were identified and associated with the impact on dietary self-management included emotional factors, guilt, family and cultural food practices, financial factors, access to food, health literacy, practitioner communication, and digital health tools and NHS support. Facilitators comprised family support, culturally appropriate advice, structured education, practical dietary guidance and digital self-monitoring support.
The study calls into question the individualistic view of dietary self-management. More equitable, culturally responsive and practically achievable assistance is required to enhance adherence to dietary plans for adults with Type 2 Diabetes in the UK. 
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[bookmark: _Toc222827465][bookmark: _Toc231165455]1.1 Introduction
One of the most urgent chronic diseases in the world and the United Kingdom, the morbidity in Type 2 Diabetes Mellitus (T2DM) is massive in the long term, the disease is being diagnosed at the early stage, and the prevalence of the phenomenon increases (Whicher, O’Neill and Holt, 2020; Diabetes UK, 2025). The condition is associated with cardiovascular issues, neuropathy, kidney failure, low life quality, and could result in lifelong healthcare toll and health inequity (Casagrande and Lawrence, 2024). According to the national policy frameworks and clinical guidelines on the management of T2DM, it is a strategic issue in the UK primary care (NICE, 2025; Seidu et al., 2022).
A dietary self-management is a core of glycaemic control and remission processes, although the long-term compliance with the proposed food schemes remains complex and unstable (Aas et al., 2023; Petroni et al., 2021; Rajput, Ashraff and Siddiqui, 2022). However, despite educational programming and the online support measures, obstacles to diet change persist in adults (Benton et al., 2022; Hawkes et al., 2024; Hadjiconstantinou et al., 2025).
It has been demonstrated in the new literature that biomedical knowledge does not solely influence the determination of diet adherence but also psychological, social, cultural, economic and environmental factors (Delamater and Marrero, 2020; Duke, 2021; Mokaya et al., 2022). This chapter pre-contextualises the problem, explains the rationale of carrying out the qualitative systematic review, and the purpose and objectives of carrying out this dissertation.
[bookmark: _Toc222827466][bookmark: _Toc231165456]1.2 Background of the Study
T2DM is insulin resistant and progressively dysfunctional in 8 cells, requires long-lasting behavioural change, and drugs (Seidu et al., 2022; Whicher, O’Neill and Holt, 2020). It has been slowly rising in prevalence in the UK, and there is an unequal burden in Ethnic minority groups and socioeconomically disadvantaged groups (Diabetes UK, 2025; Iotova et al., 2020).
Dietary care remains the focus point in European and UK clinical guidelines and has been promoting the balanced intake of carbohydrates, weight management, and the use of ultra-processed foods, especially (Aas et al., 2023; NICE, 2025). However, the change in diet in real-life conditions presents significant predicaments as to behaviour and structure (Petroni et al., 2021; Summers, Tobin and Unwin, 2020).
These actions are considered by the behavioural diabetes paradigms, because self-management is a process which involves continuous negotiations of identity, responsiveness and lifestyle reorganisation (Delamater and Marrero, 2020; Martz, 2018). Individuals have to be ready to make decisions on a daily scale, which is conditioned by the pattern of activities at work, the routine of households and culturalized food habits and financial constraints (Ryan, Holmes and Ensaff, 2022; Stone et al., 2024).
Supported by the NHS, digital interventions and programs, including a countrywide introduction of online education platforms, are to be scaled to enhance behavioural support (Benton et al., 2022; Centre for Health Psychology, 2024). Nonetheless, qualitative findings indicate the inconsistency in having been further worked on, being agreeable and remaining using the technology (Hawkes et al., 2024; Turnbull et al., 2020).
In addition, the socioeconomic adversity and current cost-of-living crisis have further complicated the availability of good food and food access, particularly to the vulnerable groups (Meadows et al., 2024; Stone et al., 2024). These are situational stresses that create incompatibility of disobedience as compared to incentive or ignorance.
Therefore, dietary self-management cannot be theorised as personal accountability per se, but must be put into the context of broader socio-ecological regimes that also influence the behaviour (Delamater and Marrero, 2020; Xie et al., 2020).
[bookmark: _Toc222827467][bookmark: _Toc231165457]1.3 Statement of the Problem
Even though clinical guidelines and other educational programs are robust, UK adults with T2DM fail to adhere to the diets (NICE, 2025; Rajput, Ashraff and Siddiqui, 2022). Structured interventions such as remission-based diets should be encouraging, but adherence and maintenance become much more challenging (Boocock et al., 2024; Evans et al., 2023).
Similar barriers are observed in the qualitative research because of financial limitations, the inaccessibility of the setting to eat, emotional distress, the lack of integrity in life priorities, and the absence of a consistent communication contact with the practitioner (Boocock et al., 2021; Croke et al., 2023; Upsher et al., 2022). Food insecurity and rise in living costs are also other problems that worsen dietary problems, particularly among disadvantaged populations (Meadows et al., 2024; Stone et al., 2024).
The very significant role in the determination of dietary behaviours is also attributed to anxiety over food-related choices, identity renegotiation after the diagnosis, and psychological aspects such as diabetes distress (Gelhorn et al., 2021; Simons et al., 2024; Snoek et al., 2024). Moreover, cultural and family-related food-associated norms may either be an obstacle or promote compliance (Goff et al., 2021a; Rai et al., 2023).
Even though a wealth of single qualitative studies exists, the synthesis is sparse, with special focus on the experiences of the adults in the UK regarding the issue of diet. Disjointed evidence is a barrier to the development of constructive, precise and fair intervention strategies.
A systematic qualitative synthesis is therefore necessary as a way of assisting in the ability to integrate available deliberative evidence to make more rational decisions based on policy and practice responses.
[bookmark: _Toc222827468][bookmark: _Toc231165458]1.4 Rationale for the Research
The identification, appraisal, and thematic integration of the experience data can be identified through the synthetic qualitative evidence in a rigorous manner (Cochrane, 2024; Page et al., 2021). These types of synthesis may be employed to illuminate recurring patterns in the application of dietary self-management, which do not merely stop at the context of the particular studies (Goff et al., 2021b).
The existing sources indicate that the barriers differ across cultural groups, socioeconomic backgrounds and digital engagement environments (Montilva-Monsalve et al., 2023; Prinjha et al., 2019). However, its findings are dispersed across the areas of study and services.
Besides, the UK health strategy is shifting towards more patient-centred and digitally empowered management of chronic diseases in an inequitable manner (Centre for Health Psychology, 2024; NICE, 2025). It is necessary to obtain a unified qualitative understanding of the determinants of qualitative dietary compliance so as to ensure that the policies adopted encompass these realities lived.
This review therefore fills this gap that exists between the dietary recommendations and guidelines and the actual evidence in adults with T2DM in the UK. It is hoped that such a synthesis of the qualitative knowledge will assist the study to influence the design procedure in creating context-oriented, culturally suited and contextual support programmes.
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Figure 1.1:  Barriers and Facilitators Influencing Dietary Adherence in Type 2 Diabetes Management (Author Generated)
The multidimensional barriers and facilitators to dietary adherence are summarised in Figure 1, which shows how the psychological, social, economic and structural determinants that influence self-management experiences in UK adults with T2DM are interrelated.
[bookmark: _Toc222827469][bookmark: _Toc231165459]1.5 Research Aim
To analyse existing qualitative research to develop a comprehensive understanding of the factors influencing dietary adherence of UK adults, in order to inform the design of more effective, targeted, and equitable support interventions.
[bookmark: _Toc222827470][bookmark: _Toc231165460]1.6 Research Objectives
1. To systematically identify, appraise, and analyse qualitative studies concerning dietary self-management experiences of UK adults.
2. To conduct a thematic analysis to identify and describe key themes representing the major barriers (e.g., cost, food environment, knowledge) and facilitators (e.g., social support, healthcare guidance) experienced by UK adults.
3. To generate evidence-based recommendations for healthcare policy and practice aimed at improving dietary support programmes of UK adults.
[bookmark: _Toc222827471][bookmark: _Toc231165461]1.7 Significance of the Study
The paper addresses one of the most important priorities in the UK, as the focus on the social problems and challenges of public health (Whicher, O’Neill and Holt, 2020; Diabetes UK, 2025). It assists with the refinement of NHS dietary education strategies and online self-management programmes by forecasting their qualitative characteristics (Benton et al., 2022; Hawkes et al., 2024). The review also supports the equity-based intervention design, discovering evidence related to the socioeconomic limitations, the possible culture-specific intervention, and structural barriers (Doglikuu et al., 2021; Rai et al., 2023). In addition, a deeper understanding of the psychological and identity-related factors in the dietary behaviour will make it easier to integrate the concept of behavioural science in managing diabetes (Duke, 2021; Snoek et al., 2024).
Lastly, the study will enhance both policy aspirations and lived experience to make the dietary assistance processes more sustainable and more inclusive.
[bookmark: _Toc231165462]1.8 Summary of the Chapter
It has already been stated that T2DM is a significant and increasing issue of population health within the UK, and dietary self-management has been categorised as a core and complicated component of care. Clinical guidance has not been eliminated yet, and digital innovations, though it still has the obstacles which can be broken down on the psychological, social, and structural levels.
The systematic qualitative synthesis should be justified so that the part of the experience evidence can solidify. The following chapter will involve the critical review of the literature available concerning the topic of dietary adherence, situational factors, service delivery and theoretical assumptions that underpin self-management behaviours.
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[bookmark: _Toc222782376][bookmark: _Toc231165464]2.1 Introduction
T2DM requires a permanent behavioural engagement, particularly on the self-management of the dietary habit (Seidu et al., 2022; Whicher, O'Neill and Holt, 2020). The nutrition intake remains significant in the attainment of long-term glycaemic stability (Aas et al., 2023; Petroni et al., 2021). The models of envisaged UK national interventions include the structured education system, behavioural support model, and digital Delivery models (NICE, 2025; Centre for Health Psychology, 2024). In this chapter, a critical literature review of self-managed diet among adult individuals with T2DM is presented, including the issues, factors affecting it, health services, and inequalities among people with T2DM and the theoretical approach. It discusses biomedical framing, psychological, socio-cultural influences, economic limitations, and structural influences and moves to analyse the issue of healthcare delivery and digital interventions, which provide the background information about the lived experiences of the current realities in the UK.
[bookmark: _Toc222782377][bookmark: _Toc231165465]2.2 Challenges in Sustaining Dietary Self-Management
[bookmark: _Toc222782378][bookmark: _Toc231165466]2.2.1 Biomedical and Nutritional Complexity
In the management of T2DM, the UK nutritional guidelines revolve around consumption of macronutrients in a balanced diet and the moderate consumption of carbohydrates in moderate amounts and weight management (Aas et al., 2023; NICE, 2025). Dietary patterns include Mediterranean and low-carbohydrate (also shown to improve glycaemic conditions because of the caloric restriction) ones (Petroni et al., 2021; Rajput, Ashraff and Siddiqui, 2022). The low-calorie remission programmes have proven to have metabolic benefits, although the results vary considerably (Evans et al., 2023; Boocock et al., 2024). It turns out to be challenging to remain in the behavioural maintenance following the organised intervals, and long-term exhaustion becomes contingent (Summers, Tobin and Unwin, 2020). The comorbidities also suppress the structuring of the diet, as such conditions as hypertension are linked to the dissimilar nutritional needs.
Biomedical prescriptions are likely to assume that people will act based on the directions because of rational decisions and entail a complex identity negotiation process and day-to-day corrections (Delamater and Marrero, 2020; Martz, 2018). Contradictory nutritional recommendations on a daily basis bring confusion since the media and consultations are on different pages on the same subject regarding the best practice. Consequently, despite dietary direction utilising information to bring clinical order, lived experience and theoretical elucidations tend to be incompatible, and individuals must filter through the inconsistent proposed information when living in limited conditions due to a limited scenario.
[bookmark: _Toc222782379][bookmark: _Toc231165467]2.2.2 Psychological and Emotional Burden
Diabetes distress refers to an emotionally distressing condition-related strain related to self-management demands (Gelhorn et al., 2021; Snoek et al., 2024). According to patients, they fear the peak and fall in glucose and negatively react to the threat of complications and become frustrated by the patterns of restriction (Simons et al., 2024). The sustained hypervigilance towards food may result in a reduction in the quality of life, not to mention that it may also contribute to disordered eating (Simons et al., 2024). The qualitative descriptions are concerned with the guilt and self-blame in the event of the targets and compliance with the diet not being achieved, which strengthened the cycle of stress that undermines the compliance (Duke, 2021; Joyce et al., 2024). The eating methods are elaborated as emotional coping mechanisms and create a truly paradoxical position of food becoming the source of misery and the controlling factor.
The diagnosis results in the re-evaluation of identity and lifestyle modification, and must change social role and rework food-based rites (Joyce et al., 2024). This kind of integration may not be compatible with the ancient cultural traditions (Martz, 2018; Rai et al., 2023). Adults between the ages of 18 and 24 indicate that dietary restrictions have a higher social stigma in peer group contexts, making it hard not to comply with them but rather to keep an unhealthy diet (Croke et al., 2023). Defence mechanisms include such emotional coping mechanisms as spirituality and communing, which means that psychological aid cannot be omitted in the general system of diabetes management (Duke, 2021).
[bookmark: _Toc222782380][bookmark: _Toc231165468]2.2.3 Social and Cultural Influences
The diet behaviours are affected by the family regularity, and the purchasing, cooking, and nursing habits of the family members influence the adherence potential (Jameel et al., 2023; Mokaya et al., 2022). The sustainability will be achieved with the help of positive family systems, and mismatches among preferences will be resistant to change (Mokaya et al., 2022). Other typically heterogeneous communities are also present in the UK; thus, the intergenerational food culture might make it difficult to follow the traditional recommendations due to conflicting trends when considering traditional ones (Goff et al., 2021a; Rai et al., 2023). Interaction between culturally competent programmes like HEAL-D is enhanced by cultural responsibility instructions (Goff et al., 2021b). Social events present issues since the community meals are centred on the foods that are against the needs.
Conformity and gender roles in food preparation conflict because in most meal preparation procedures, women do the work, although they may not be adequately assisted to only modify family meals (Rai et al., 2023). Research on the British South Asian population proves the effectiveness of family-oriented practices that point to the fact that suggested personal solutions to the issue do not take into account the social nature of eating (Prinjha et al., 2019; Rai et al., 2023). One such area is a cultural conflict between health needs and cultural identity, which remains one of the issues which still challenge standardised education, which has not addressed this and thus reduces compliance because of its insensitivity.
[bookmark: _Toc222782381][bookmark: _Toc231165469]2.2.4 Pentium Economical and Structural Construction
The T2DM management problem is comparable to the socioeconomic deprivation; the cost of fresh produce is among the factors limited due to its prohibitive nature (Whicher, O'Neill and Holt, 2020; Iotova et al., 2020; Stone et al., 2024). The UK cost-of-living crisis exacerbates food insecurity, with its effects being disproportionate to persons who have chronic illnesses, where there is an increase in costs and a drop in incomes (Meadows et al., 2024). Economic pressure reduces the ability to adhere to prioritisation of the calorically dense and low-cost foods (Stone et al., 2024). Based on the qualitative findings, dietary aspirations do not correspond to economic reality (particularly in the cases of low-income families) (Doglikuu et al., 2021). Work schedules are also present, and in this case, preparing the meals will take less time in shift work.
The unavailability of fresh food and concentration of fast-foods create urban food environments that restrict the ability to choose a diet regardless of the motivation (Shaw et al., 2023; Ryan, Holmes and Ensaff, 2022). In response to the policy, the priority of the information is over structural intervention that limits efficacy in the midst of the underprivileged populations (Stone et al., 2024). Nutritional compliance does not exist without economic inequality, and change-based initiatives, unaware of economic restrictions, might result in more inequalities rather than in the reduction thereof.
[bookmark: _Toc222782382][bookmark: _Toc231165470]2.3 Factors Influencing Dietary Adherence
[bookmark: _Toc222782383][bookmark: _Toc231165471]2.3.1 Health Literacy and Knowledge
The reason is that the health literacy and knowledge domain is based on the premise that their health literacy and knowledge are inherently interrelated with the understanding of the therapeutic process and medical education.
Health literacy similarly makes a significant impact on dietary decisions, such as the ability to perceive and implement nutrition information (Xie et al., 2020; Puri et al., 2022). Continuous reinforcement is the only way to learn more about carbohydrate counting and glycaemic concepts; however, with less socioeconomic groups, there is an increased challenge in comprehending the recommendations (Doglikuu et al., 2021; Iotova et al., 2020). Confusion of patterns of the media is puzzling, as those who are persistently subject to the contrary information in both social and mass media are bewildered by the information (Culliford, Bradbury and Medici, 2023). Online advice on nutrition multiplication raises the level of services, and correspondingly doubles the level of misinformation and requires critical appraisal ability, which is not universal among citizens (Turnbull et al., 2020).
The data regarding the qualitative studies proves the fact that there is no certainty regarding the correct choices, in particular, when cultural traditions contradict directions or when the guidelines appear to be changing (Rai et al., 2023; Goff et al., 2021a). This is because misinterpretation can cause overly restrictive patterns or surrender on failure of the initial undertakings. The existence of knowledge is not predictive of behavioural translation and health literacy interventions that take into consideration attention to the practical skills acquisition and faith in the ability to translate principles into various circumstances, mediated by self-efficacy (Xie et al., 2020).
[bookmark: _Toc222782384][bookmark: _Toc231165472]2.3.2 Family and Social Support
The partner role in that is the possibility of long-term change in diet specifically (Jameel et al., 2023). Household food choices follow common decision-making, and an individual may face resistance in the event that the demands are not in line with the family values (Mokaya et al., 2022). The facilitating conditions help to make the environment more sustainable and may be realised through the provision of quality support, incentives, and engagement (Jameel et al., 2023). Opposing preferences impede the change, introducing situations when individuals prepare different meals or resist social pressure. The alternative encouragement is offered by the peer support groups, and it encourages the sharing of experiences and normalisation of the challenges (Duke, 2021).
Individuals whose families cannot meet their needs can utilise peers in the most beneficial way since they provide confirmation and coping strategies in social spheres. Social networks are not exclusive to family members alone, but also friends, coworkers and neighbours. Offering interventions to family members is more effective, and it might mean that dietary management is a group, not a personal activity (Jameel et al., 2023). The rate of assistance given is varied, and the isolated individuals face more challenges that require other solutions by using the community networks.
[bookmark: _Toc222782385][bookmark: _Toc231165473]2.3.3 Practitioner Communication and Education
A tremendous influence is placed on the quality of dietary counselling on the quality of understanding, motivation, and capacity to implement (Boocock et al., 2021). The professionals working in the primary care setting report issues with the structural hindrances that do not allow the delivery of nutritional counselling despite the fact that they recognise the relevance (Boocock et al., 2021). Minimal appointments restrict the option of a detailed discussion, and the consultational process will be more concerned with the aspects of biomedical than the study of behaviour (Seidu et al., 2022). There is also the lack of access to dieticians and the deficit of specialist support (Boocock, 2023). Inhibition of the referral routes and workforce strains to counselling continuity are impediments (Boocock et al., 2021).
Framing biomedical consultation can emphasise more on pharmacological escalation, rather than on behavioural discussion, which reinforces passive roles of patients (Seidu et al., 2022). The need to be culturally aware is critical in the instance of many groups, once the universalised information is not appealing to habitual lifestyles (Goff et al., 2021a; Rai et al., 2023). Counselling will be perceived as culture blind, and this will kill the trust without change. Communicative strategy of participation in seeking goals through team effort, responsiveness to lived experience, is more potent than an approach emphasising didactic education and necessitates structural changes in the way diet is talked about.
[bookmark: _Toc222782386][bookmark: _Toc231165474]2.3.4 Digital Health and Self-Tracking
The NHS models have become filled with digital interventions, where interventions like Healthy Living can deliver diploma-level education at a larger scale (Centre for Health Psychology, 2024; Hawkes et al., 2024). A digital toolset promotes the measurements of accessibility and self-monitoring with the help of a series of carbohydrate-recordings, and goal-setting means (Benton et al., 2022). However, qualitative research also shows the existence of variant strategies to achieve digital literacy, the continuous use of which leads to exhaustion or a lack of satisfaction with applications (Turnbull et al., 2020; Montilva-Monsalve et al., 2023). Online learning is acceptable among some groups of individuals but not effective in situations with personalised communication (Hadjiconstantinou et al., 2025).
Self-monitoring technologies also result in the appearance of both benefits and anxiety due to the constant availability of data that can trigger hypervigilance and a feeling of guilt when the goals have not been met (Simons et al., 2024). The development of telemedicine was evaluated positively as convenient, with mixed results, including reduced connectivity and technological barriers, with a disproportionate effect on vulnerable groups during the COVID-19 pandemic (Upsher et al., 2022; Hawkes et al., 2024). According to the latest studies, the benefits of operability are asserted and fear towards the extent of engagement of behaviour via distance modalities (Zupa, Hamm and Alexander, 2025). The module format of the convenience and relational care hybrid approach can best succeed through the digital approach.
[bookmark: _Toc222782387][bookmark: _Toc231165475]2.4 NHS and Community-Based Diabetes Support in the UK
[bookmark: _Toc222782388][bookmark: _Toc231165476]2.4.1 Primary Care and Structured Education
One more aspect integrating these self-management education programmes and diabetes with primary care pathways, providing behaviour change skills and dietary education, is incorporated in the UK (NICE, 2025; Seidu et al., 2022; Evans et al., 2023). DESMOND and low-calorie interventions, along with such interventions and approaches, are national behavioural support scaling measures, yet the engagement rates vary based on the demographic groups (Centre for Health Psychology, 2024; Hawkes et al., 2024). The routes of referral remain non-structured and not all of them include education; the rest are on a waiting list or not attending at all, and attendance is not distributed evenly across geographical fields (Boocock, 2023). The barriers are the transport issues, employment issues, parenting and the psychological complications.
The education process aspects put into consideration the timing of the education process, including the engagement, diagnosis, and weakness of the absorbance of information, which involves weakly taking in information but late taking in information, reducing the relevance. The assessment mode of delivery determines the degree of involvement wherein others, like group learning, provide an opportunity to engage with the group members as opposed to individual sessions (Hawkes et al., 2024). The best achieved engagement programmes have an alternative of flexible delivery, culturally sensitive material and extended assistance. Although universal entitlement is policy-based, gaps still exist in its incorporation, where most of them go uneducated or decades later and the trends are set to be implemented.
[bookmark: _Toc222782389][bookmark: _Toc231165477]2.4.2 Specialist Diabetes Services
It has a multidisciplinary team of specialists (endocrinologists, specialist nurses, dietitians, and podiatrists) who help individuals with complex needs (Boocock et al., 2021). This is because access to the dietitians enables the intensive evaluation of nutrition, which is way out of the scope of primary care, though you do not need to meet the clinical requirements (Boocock, 2023). The number of those in need of dietary assistance is very low, and they are ineligible, whereas those who receive it have to stand in queues before they are treated, and the issues are exacerbated. The solution that will work is multidisciplinary working, which enables full assessment on a biomedical, psychological, and social basis, and the stressors imposed on the workforce limit the level of input (Boocock et al., 2021).
Specialist-primary care linking efforts are typically not synchronised, and discharge generates support loopholes that result in aggravated conditions. Details Periodic interactions with specialist feedback without primary care fortifications, as the type of intervention has a low impact and should be implemented along the ongoing channels. Specialist services are provided by primary care colleagues, which continues to create skills gaps as they are competition-based, with stricter capacity requirements imposed. Geographical inequity is brought about by the problem of concentration in cities, as people in rural areas would be less inclined to attend them due to the long commute, which implies that the rural population would not have access to essential support.
[bookmark: _Toc222782390][bookmark: _Toc231165478]2.4.3 Community and Voluntary Sector Support
Man sau Non-Statutory care is provided by local and voluntary service organisations like Diabetes UK (Duke, 2021). Peer support groups are informal communication in which one gets to exchange experiences with others, offer dieting tips, as well as experience emotional validation that they cannot get when they clinically visit (Duke, 2021). The charities create accessible educational materials, lobby to create more advantageous services, and invest in studies about knowledge gaps in dietary management. The support provided by informal networks is daily, which the services of statutory services cannot repeat, yet its quality may vary greatly. The diabetes occurrences take place in faith organisations that receive individuals who are not receiving formal services due to the trust problem or cultural orientations (Goff et al., 2021a).
Possible to attract underserved people with the help of models of community health workers offering culturally-specific education. However, community provision remains spotty and thrown away, evenly financed and unevenly allocated and creates postcode lotteries. The charitable sources dilute the capacity to be sustainable, and the community organisation is hardly part of as an equal participant in the commissioning process. People who can receive statutory and communal support are more successful, and this suggests that only the joint impact of all the spheres will lead to the provision of comprehensive care rather than the implementation of NHS support.
[bookmark: _Toc222782391][bookmark: _Toc231165479]2.4.4 Policy and National Strategy
The NICE guidance also provides a guideline on diabetes management of the diet, which recommends discrete advice, designated, and the weight management intervention (NICE, 2025). The promises of the NHS Long Term Plan were to increase or grow the number of low-calorie remission programmes and digital utilities since scale-based behavioural interventions should be imposed on the scale of populations (Centre for Health Psychology, 2024). The approaches of Health Inequality acknowledge that the disproportionate rates are experienced among the groups of the population that are deprived and ethnic minorities, yet they struggle to translate this knowledge into quantifiable reductions in disparity (Whicher, O'Neill and Holt, 2020). The policy emphasises the empowerment of the patients, yet the constraints in consultations do not provide individuals with chances to participate in the process of preparing meals.
It is poorly integrated into the fuller population health interventions that encompass food environments in the context of which clinical services are consumed out of the context in relation to the larger population. The gaps could be enlarged by the issue of stress on the digital transformation, but not on the exclusion (Upsher et al., 2022). Strategic documents contain the promises of culturally competent care; however, the operational directions are rarely outlined on how the services would become adapted or to supervise equity. The gap between rhetoric and implementation suggests the constraints that the commissioning undertakes, both in labour capacity and other competing priorities, which limit translation into ordinary local practice that can affect dietary support.
[bookmark: _Toc222782392][bookmark: _Toc231165480]2.4.5 Integration and Service Fragmentation
The absence of continuity is not a new issue in the realm of diabetes management, and individuals cannot undergo a change in their lives without an existing scheme (Boocock et al., 2021). Geographical disparity brings about inequity in that access is based on location, and the needs of the clinic are disregarded. Splitting the health and social care would mean that the individuals in need of food insecurity assistance are not provided with clustering assistance on determinants. A separate approach to intervening in terms of public health suggests that clinical services tend to focus more on individual change, whereas the determinants of the population level are not being addressed. The inadequate communication of information requires individuals to share the same story multiple times, and this makes it less effective and may leave it out of context.
The division of discretionary funds (commissioning) between education, specialist care and community services introduce bottlenecks to the creation of cohesive avenues. Integrated interventions involving dietetic intervention in the primary care, referral without anomalies and community coalition are more effective but require the investment of coordination infrastructure, which is not always given first priority. There is an added challenge of attempting to cross the silos by multimorbid patients whose dietary advice may not go hand in hand with the condition, and there would be no role assigned to the provider to act as an integrated care provider. Such disintegration will undermine long-term sustainability and burden coordination on the person who has to deal with complex requirements.
[bookmark: _Toc222782393][bookmark: _Toc231165481]2.5 Inequalities and Gaps in Dietary Support
Ethnic inequalities refer to situations where the South Asian and Black African-Caribbean groups have a higher likelihood of developing the condition, at an earlier age, and with many complications (Goff et al., 2021a; Rai et al., 2023). Skilled education might not be as pertinent since it may not have a reflection of various culinary and religious traditions, along with a realisation of food access circumstances (Rai et al., 2023). Guidance can be regarded as insensitive, and such will ruin trust unless the culture is adjusted (Goff et al., 2021a). Socioeconomic deprivation is the focus of the weight of diabetes, and support provision process fails to address material segments such as food insecurity and financial barriers (Meadows et al., 2024; Stone et al., 2024). Geographic inequality means that people in rural lands must travel to various places, and on the other hand, urban poor people must live in a world of fast-food restaurants and their food ecosystem (Shaw et al., 2023).
One of the aspects of digital exclusion is the access of older adults and those with lower educational levels to online technologies that continue to become the most significant components of care (Upsher et al., 2022; Hawkes et al., 2024). Underrepresentation of minority voices means that the interventions that are established on a majority basis will not satisfy the various priorities of the community. Culturally sensitive gaps in advice recommendations have been listed as a topical issue, yet there has not been much coverage of areas that have available routine dietitians with a wide culinary background and collaboration in creating community-oriented programs (Goff et al., 2021b). Compounded vulnerability means that people with intellectual disabilities who require modified communication, the deeply mentally ill, who encounter other barriers and those who are early-onset vulnerable encounter different psychosocial issues (Beresford and Kozlowska, 2022; Croke et al., 2023; Diabetes UK, 2025). Denominating different identities dictates access to resources, and intersectional analysis highlights the complexity, yet it is rarely considered by service design.
[bookmark: _Toc222782394][bookmark: _Toc231165482]2.6 Theoretical Framework
[bookmark: _Toc222782395][bookmark: _Toc231165483]2.6.1 Health Belief Model
The Health Belief Model provides the cognitive explanation of health behaviour adoption that involves the perceived susceptibility, the severity, the benefits, the barriers, the cues to action, and the self-efficacy (Easton-Carr, 2024). Change motivations may also be influenced by the perception of the risk of complications, but fear-inducing messages that lack making oneself an effective agent may also be backfiring (Gelhorn et al., 2021). It is variable in its susceptibility, with other people underestimating the risk, and are exposed to optimistic bias, and others still experience fatalism. It depends on the severity of the effect on motivation, yet individuals can pursue the value of the current context of the quality of life more than the risk that will be alleviated in the future. However, the positive outcomes must not be less than the negative factors, and vice versa, the cost, cultural incompatibility, and social inconvenience can be more than the utility benefits perceived (Doglikuu et al., 2021; Rai et al., 2023).
Action prompts like professional advice may lead to attempts at behaviour that will be achieved based on the evaluation of the obstacles and the improvement of self-efficacy. The compliance is closely connected with the self-efficacy, and the mastery-based goal-setting approach, as an incremental one, is supported by the program through the use of engaging (Xie et al., 2020). The impact of HBM is that it enlightens the cognitive levels, but the issue of individuals is reduced to structural constraints. In this review, HBM has been applied in interpreting the process of adherence to pinpoint how cognitive factors relate to adherence of the UK adults in the context within which their action is in bigger ones that must be considered as complementary.
[bookmark: _Toc222782396][bookmark: _Toc231165484]2.6.2 Social-Ecological Model
The Social Ecological Model conceptualisation is the union of the behaviour that is influenced at interacting levels: individual, interpersonal, organisational, community and policy (Delamater and Marrero, 2020). Since it is an individual level, it comprises knowledge, motivation, resilience and health literacy (Duke, 2021; Xie et al., 2020). There is interpersonal influence on the eating nature by social norms, family support, and culture (Jameel et al., 2023; Rai et al., 2023). Support on the organisational level can be triggered by the presence of primary care, diabetes clinics, educational programmes, and community organisations (Boocock et al., 2021; Hawkes et al., 2024). The community-level factors include such components as food environment (Shaw et al., 2023; Ryan, Holmes and Ensaff, 2022).
The policy-helping considerations are the national policies, commissioning priorities, delivery of welfare, regulatory framework and policy (NICE, 2025; Meadows et al., 2024). SEM makes it possible to interpret structural layers together, and the choice is made under contexts that are either conducive or restrictive to choice. In this model, the concept of individual-oriented interventions crashing when the environment does not favour change and also policy interventions may fail to work unless the individual capacity is taken into consideration, sheds light. In this review, SEM guides the organisation of the findings based on the level of ecology, thereby displaying the patterns of inequality and the opportunities for intervention on various levels.
[bookmark: _Toc222782397][bookmark: _Toc231165485]2.6.3 Application to the Present Review
The combination of both HBM and SEM brings in comprehensive perspectives of explaining the experiences of dietary self-management, with the HBM shedding light on the cognitive factors, and SEM shedding light on the system-based factors. Integration is in line with the scholarship suggesting multi-level analysis in which the agency and the constraint are identified (Delamater and Marrero, 2020). The frameworks are applied in the review in order to carry out qualitative synthesis, to classify barriers and facilitators based on the ecological level, as well as the cognitive factors that can be explained by HBM constructs. This position makes it easy to assess equity since it recognises the structural constraints to agency and focuses on opportunities for intervention at different levels rather than blaming an individual. Frameworks inform the interpretation of how UK adults get exposed to dietary management in diverse situations, which depict the trend of inequity, and leverage points within which the development of interventions can be launched to ensure that the findings will be utilised to serve the people in equal proportions.
However, in spite of the fact that the barriers and facilitators, which appear in the context of various backgrounds, have been thoroughly researched in large numbers, there has yet to be a qualitative synthesis systematisation that sums up the UK-based evidence of experience in the particular research of dietary adherence. It is the reason why the present review is needed to fill this gap.
[bookmark: _Toc222782398][bookmark: _Toc231165486]2.7 Summary of the Chapter
This chapter has critically discussed the literature that was involved in the academic discipline of dietary self-management in adults with T2DM, and has indicated that adherence is subject to biomedical knowledge, psychological strength, cultural beliefs, socioeconomic problems, online communication and health care systems. Evidence suggests that health disparity and environmental determinants are a big factor in behavioural feasibility and that materially deprived people, who experience cultural incongruence/service fragmentation, have particular problems. The Health Belief Model and the Social Ecological Model can provide a pair of frames that can be used to explain multi-layered effects and can enable us to consider structural factors and cognitive ones. Despite the substantial research work, the current qualitative sources are rather atomised and impossible to translate into a coherent manner; the gaps remain in the field of UK-specific synthesis of incorporating contemporary socioeconomic forces, experience-related response to digital transformation and intersectionalism. The next chapter will be the methodological approach in a methodical identification, assessment and synthesis of qualitative research of dietary self-management experiences in the UK.


[bookmark: _Toc231165487]CHAPTER 3: METHODOLOGY
[bookmark: _Toc231165488]3.1 Introduction
This chapter described the methodology that aims to carry out this systematic review of the literature on barriers and facilitators to dietary self-management among adults with Type 2 Diabetes Mellitus in the United Kingdom (Clark, 2016). The chapter described the research design, review framework, search strategy, eligibility criteria, the study selection process, the quality appraisal procedures and how data will be extracted and synthesised into themes (France et al., 2019; Tong et al., 2012). The dissertation was deemed a systematic qualitative review as the objective was to synthesise published information on lived experiences and contextual influences and not to create primary data (Dixon-Woods et al., 2006; Clark, 2016; Flemming and Noyes, 2021).
The methodological process aimed to ensure the highest transparency, rigour and reproducibility of the review process (Shamseer et al., 2015; Page et al., 2021). Following the modern principles of synthesising qualitative evidence, explicit searching, reported study selection, systematic appraisal, and clarity in describing the synthesis processes were prioritised (France et al., 2015; Glenton et al., 2021). Due to the qualitative nature of the findings to be reviewed, statistical meta-analysis was inappropriate, and thematic synthesis was chosen to understand patterns in studies included (Campbell et al., 2020; Flemming and Noyes, 2021).
[bookmark: _Toc231165489]3.2 Research Design
The overall research design of this dissertation was a systematic qualitative. This design was suitable since it allows identifying, evaluating, and synthesising qualitative evidence, in the context of dietary self-management experiences in adults with Type 2 Diabetes Mellitus, in the UK, in a structured manner (Booth et al., 2018; Colvin et al., 2018). A systematic qualitative review provides more transparency of methods in comparison to a traditional narrative review by specifying the search strategy, the criteria that identify the eligible sources, and the synthesis procedures (France et al., 2014).
The review has not been set as a scoping review since the aim was not merely to map the scope of literature, but to provide an answer to a specific review question to determine barriers and facilitators of dietary self-management in a specified UK population (Gartlehner et al., 2023; Carmona, Carroll and Baxter, 2023). Nor was it intended to be a fast review, since the pace of the present dissertation concerns the thoroughness of the methodology and the conscientious synthesis of evidence rather than the speed of evidence generation (Biesty et al., 2020; Booth et al., 2024; Nussbaumer-Streit et al., 2023). Thus, it was decided that a complete systematic qualitative review is the most appropriate design of the current study (Glenton et al., 2018; Glenton et al., 2021).
It was also based on the recognised reporting and review guidance that is applicable to systematic and qualitative evidence synthesis (Moher et al., 2015; Tong et al., 2012). PRISMA and PRISMA-P justify the necessity to have a well-defined protocol, clear eligibility criteria, and clear reporting of review procedures (Ames et al., 2019; Shamseer et al., 2015). PRISMA-S also promotes the reporting of literature searches, as it promotes transparency in the database selection, search queries, and retrieval methods (Hannes et al., 2013; Klerings et al., 2023).
[bookmark: _Toc231165490]3.3 Research Framework
To bring about conceptual clarity, the review question was structured using a cohesive framework that identified the population, phenomenon of interest, context, and outcomes pertinent to the review (Gentles et al., 2016; Lucas et al., 2007). The focus of the review was the adults with Type 2 Diabetes in the UK and their experiences in self-managed dietary care and the factors obstructing and enabling those experiences both in healthcare, social, and daily environments (Howard et al., 2016; Flemming and Noyes, 2021). The semi-structured framework proved desirable since the use of qualitative evidence synthesis also has the advantage of explicit limits to the review, and at the same time, it enables the addition of contextual and interpretive richness (Dixon-Woods et al., 2006; Carroll, Booth and Cooper, 2011; Carroll et al., 2013).
Final review question:
What are the lived experiences of UK adults with Type 2 Diabetes regarding the barriers and facilitators to sustaining dietary self-management? (Clark, 2016; Flemming and Noyes, 2021; Thomas and Harden, 2008)
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Figure 3.1: Review Framework for the Present Study (Author Generated)
Table 3.1: Review Framework for the Present Study
	Element
	Application to this review

	Population
	Adults aged 18 years and above diagnosed with Type 2 Diabetes Mellitus

	Phenomenon of interest
	Dietary self-management, dietary adherence, behaviour change, and nutrition-related support

	Context
	United Kingdom, including healthcare, community, cultural, family, and socioeconomic settings

	Outcomes
	Barriers, facilitators, lived experiences, perceptions, and support needs

	Review type
	Systematic qualitative review

	Synthesis method
	Thematic synthesis


Source: (Booth, 2016; Carroll, Booth and Cooper, 2011; Carroll et al., 2013; Thomas and Harden, 2008).
[bookmark: _Toc231165491]3.4 Search Strategy
To find out qualitative studies of interest to the dietary self-management in the UK adults with Type 2 Diabetes Mellitus, a systematic search strategy was formulated. Systematic reviews require a clear and reproducible search process since an incomplete or underreported search process may cause the omission of any evidence and reduce the credibility of the synthesis (Booth, 2016; Rethlefsen et al., 2021). The search in this review was transparent, structured and conducted in accordance with established reporting standards of qualitative evidence synthesis. 
MEDLINE through PubMed, Embase, CINAHL, PsycINFO and the Cochrane Central Register of Controlled Trials were the electronic databases searched. The reason why these databases have been chosen is that they encompass health, nursing, behavioural and psychological literature related to the topic of the review. Four core concepts, namely: Type 2 Diabetes, dietary self-management, qualitative research, and the United Kingdom, were organised as search terms. The keywords and other similar words were systematically combined using the Boolean operators like AND and OR. Only the peer-reviewed studies published in 2010-2025 and in English were included as search limits based on relevance to the current healthcare and dietary recommendations in the UK. Moreover, reference lists of the relevant studies were manually searched to find additional eligible articles. This method enhanced the thoroughness of the search and minimised the chances of missing significant studies (Booth, 2016; Flemming and Noyes, 2021; Tong et al., 2012).
[bookmark: _Toc231165492]3.5 Inclusion and Exclusion Criteria
Prior eligibility criteria were developed to create uniformity in terms of the review question, research objectives, and decisions to select studies (Moher et al., 2015; Shamseer et al., 2015). Elimination and inclusion criteria assist in minimising the risk of arbitrary selection, and in this regard, the necessity to be open about the review procedure (Glenton et al., 2021; Mo et al., 2015). The criteria formulated in the current review were designed to select the studies that directly addressed the experiences of adult individuals in the UK who dealt with Type 2 Diabetes via nutritional interventions (Flemming and Noyes, 2021; Thomas and Harden, 2008).
Table 3.2: Inclusion and Exclusion Criteria (Author Generated)
	Category
	Inclusion criteria
	Exclusion criteria

	Population
	Adults aged 18 years and above with Type 2 Diabetes Mellitus living in the United Kingdom
	Children, adolescents, non-diabetic populations, Type 1 diabetes, gestational diabetes, non-UK populations

	Phenomenon of interest
	Studies exploring dietary self-management, dietary adherence, barriers, facilitators, nutrition behaviour, or dietary support
	Studies focused only on medication, physical activity, or general self-management without dietary relevance

	Study design
	Qualitative studies and mixed-methods studies with extractable qualitative findings
	Purely quantitative studies without qualitative data

	Publication type
	Peer-reviewed journal articles
	Editorials, commentaries, conference abstracts, dissertations, and grey literature

	Language
	English-language studies
	Non-English studies

	Publication date
	Studies published between 2010 and 2025
	Studies published before 2010

	Context
	Studies directly relevant to the UK healthcare or social context
	Studies conducted outside the UK without direct relevance to UK adults or healthcare systems


Source: (Moher et al., 2015; Shamseer et al., 2015; Page et al., 2021).
[bookmark: _Toc231165493]3.6 Study Selection Process
The selection of the studies was a staged process, containing the identification, removal of duplicates, screening of titles and abstracts, assessment of the full-text, and selection (Moher et al., 2015). The practice is suggested due to its explicitness in decisions and facilitation of transparent reporting on how the included studies were selected out of the original search outcomes (Nussbaumer-Streit et al., 2023). Database search was followed by eliminating duplicates and then started screening (O'Mara-Eves et al., 2015; Klerings et al., 2023). The inclusion and exclusion criteria were checked with titles and abstracts, and full-text analysis of potentially relevant studies was performed (Moher et al., 2015; Page et al., 2021). The exclusion reasons at the full-text stage were documented in a systematic fashion and subsequently reported in the PRISMA flow diagram in Chapter 4 (Stevens et al., 2024).
[bookmark: _Toc231165494]3.7 Quality Appraisal
The methodological strength, credibility, and relevance of the selected qualitative studies were evaluated through quality appraisal (Flemming and Noyes, 2021; Glenton et al., 2021). This mattered because the synthesis of qualitative evidence must not just focus on the results of the studies, but also on their credibility and methodological flaws (Dixon-Woods et al., 2006). Critical Appraisal Skills Programme (CASP) Qualitative Checklist was employed as it offers a simple and universally accepted model to assess the quality of qualitative research in the field of health and social care (Clark, 2016; Pollock et al., 2016). 
The checklist included objectives of the study, methodology, study design, recruitment, data collection, ethics, data analysis, findings, and general value (Clark, 2016; Thomas and Harden, 2008). No study was filtered out based on quality, unless there was a critical weakness in the methods; rather, the findings of the appraisal were employed to aid in interpretation and increase the rigour of the final synthesis (Munthe-Kaas et al., 2018; Noyes et al., 2018; Lewin et al., 2018a).
Table 3.3: Quality Appraisal Framework Used in the Review (Author Generated)
	Aspect
	Description

	Appraisal tool
	Critical Appraisal Skills Programme (CASP) Qualitative Checklist

	Purpose
	To assess methodological quality, credibility, and relevance of included qualitative studies

	Reason for selection
	Suitable for qualitative health and social care research and supports transparent appraisal

	Main criteria assessed
	Aims, methodology, design, recruitment, data collection, ethics, analysis, findings, and research value

	Use in this review
	To support systematic and transparent evaluation of included studies prior to thematic synthesis

	Reporting of results
	Full study-by-study appraisal results will be presented in Chapter 4


Source: (Munthe-Kaas et al., 2018; Noyes et al., 2018; Lewin et al., 2018a; Lewin et al., 2018b).
Table 3.4: CASP Quality Appraisal of Final Selected Articles (Author Generated)
	Author/Year
	Clear Aim
	Appropriate Qualitative Method
	Suitable Recruitment
	Clear Data Collection
	Ethical Issues Considered
	Rigorous Analysis
	Clear Findings
	Overall Quality

	Boocock et al.
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	High

	Croke et al.
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	High

	Doglikuu et al.
	Yes
	Yes
	Yes
	Yes
	Yes
	Moderate
	Yes
	Medium-High

	Duke
	Yes
	Yes
	Yes
	Yes
	Yes
	Moderate
	Yes
	Medium-High

	Goff et al.
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	High

	Hadjiconstantinou et al.
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	High

	Hawkes et al.
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	High

	Jameel et al.
	Yes
	Yes
	Yes
	Yes
	Yes
	Moderate
	Yes
	Medium-High

	Meadows et al.
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	High

	Mokaya et al.
	Yes
	Yes
	Yes
	Yes
	Yes
	Moderate
	Yes
	Medium-High

	Rai et al.
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	High

	Simons et al.
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	High

	Stone et al.
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	High


Source: (Munthe-Kaas et al., 2018; Noyes et al., 2018; Lewin et al., 2018a; Lewin et al., 2018b).
All final selected articles were appropriate for inclusion in the CASP appraisal. Most studies were clearly aimed, used suitable qualitative methodologies, had appropriate recruitment methods, data collection procedures and presented their findings. A few studies had a smaller sample size, or were less descriptive about the recruitment or explanation of data analysis, and these were deemed to be of medium-high quality. No study was dropped due to quality appraisal as each article provided evidence for the aim and objectives of the study.
[bookmark: _Toc231165495]3.8 Data Extraction and Synthesis
Data extraction was done once the final articles were selected to be included in the review. Relevant study information, such as study objective, design, participants, data collection methodology, findings, strengths and limitations was recorded on a structured data charting process. This would allow the evidence to be presented in a clear manner and make comparisons between the studies that had been included (Flemming and Noyes, 2021; Booth, Sutton and Papaioannou, 2016).
Manual extraction procedure was used to complete the extraction process. All the articles were read and a table was prepared showing the findings and similarities/differences between the studies. This greater transparency and reduced the risks of missing key evidence (Page et al., 2021).
Qualitative findings extracted were thematically synthesized to analyse the findings as this review was not focused on numerical outcomes but lived experiences, barriers and facilitators to accessing and living with HIV and its effects. (Thomas and Harden, 2008). Six-step thematic analysis approach of Braun and Clarke (2006) was used to identify themes: familiarisation, coding, searching for themes, reviewing themes, defining and naming themes, and producing a report on themes.
Table 3.5: Data Extraction Summary of Final Selected Articles
	Author
	Purpose of Study
	Method/Design
	Key Result
	Strength
	Limitation

	Boocock et al.
	To explore dietary support and practitioner communication in diabetes care
	Qualitative study
	Limited time and access to dietitians affected dietary support
	Strong focus on healthcare delivery
	May not represent all UK regions

	Croke et al.
	To examine young adults’ experiences of diabetes self-management
	Qualitative study
	Social pressure and stigma affected dietary choices
	Highlights younger adult experiences
	Focused on a specific age group

	Doglikuu et al.
	To explore socioeconomic influences on diabetes management
	Qualitative study
	Financial limits reduced ability to follow healthy diets
	Strong focus on inequality
	Limited transferability to higher-income groups

	Duke
	To examine emotional and social experiences of diabetes management
	Qualitative study
	Peer support and emotional coping were important
	Provides lived-experience insight
	May have limited sample size

	Goff et al.
	To explore culturally appropriate diabetes education
	Qualitative/mixed-methods
	Cultural tailoring improved relevance of dietary advice
	Useful for ethnic minority support
	Focused on specific communities

	Hadjiconstantinou et al.
	To evaluate digital diabetes education experiences
	Qualitative/mixed-methods
	Online education was useful but not suitable for everyone
	Relevant to digital care
	Digital exclusion may affect findings

	Hawkes et al.
	To explore engagement with online diabetes self-management
	Qualitative study
	Digital support improved access but required motivation and literacy
	Timely focus on online care
	May exclude digitally inactive adults

	Jameel et al.
	To examine family support in diabetes self-management
	Qualitative study
	Family involvement supported dietary change
	Strong interpersonal focus
	Family experiences may vary widely

	Meadows et al.
	To explore food insecurity and cost-of-living effects
	Qualitative study
	Rising food costs made healthy eating difficult
	Highly relevant to current UK context
	Findings may be time-sensitive

	Mokaya et al.
	To explore family and social influences on diabetes care
	Qualitative study
	Household food practices affected adherence
	Good focus on family context
	Cultural variation may not be fully covered

	Rai et al.
	To explore cultural food practices and dietary advice
	Qualitative study
	Standard advice was sometimes culturally unsuitable
	Strong cultural relevance
	Mainly applies to specific ethnic groups

	Simons et al.
	To examine distress and eating-related experiences
	Qualitative study
	Guilt, anxiety and emotional burden affected dietary adherence
	Strong psychological focus
	May not represent all adults with T2DM

	Stone et al.
	To explore structural and economic barriers to healthy eating
	Qualitative study
	Food access and deprivation limited dietary self-management
	Strong public health relevance
	Local context may limit generalisation



[bookmark: _Toc231165496]3.8.1 Thematic Analysis Process
Braun & Clarke's six-step process was used to perform the thematic analysis. Such an option was chosen because it enabled the researcher to whittle down the qualitative data, pattern-match it and interpret it. The six steps were used as the following:
	Step
	Stage
	Application in This Review

	1
	Familiarisation with the data
	All final selected articles were read several times to understand the main findings.

	2
	Generating initial codes
	Important points related to dietary barriers and facilitators were coded.

	3
	Searching for themes
	Similar codes were grouped together to form early themes.

	4
	Reviewing themes
	The early themes were checked against the extracted data to ensure accuracy.

	5
	Defining and naming themes
	Final themes were clearly named according to their meaning and relevance.

	6
	Producing the report
	The final themes were written in Chapter 4 and linked to the research objectives.


This helped to make analysis clear and systematic. It also ensured that the final themes were about repeated findings of the selected articles rather than their personal opinions.
[bookmark: _Toc231165497]3.9 Chapter Summary
The chapter has described the methodology behind the dissertation and provided justification for why the systematic qualitative review is appropriate to study the barriers and facilitators to dietary self-management among UK adults with Type 2 Diabetes Mellitus. It has outlined the research design, structured review framework, search strategy, and eligibility and research selection process, quality appraisal procedures and the procedure utilised in structured extraction and thematic synthesis of the qualitative findings. In the following chapter, the findings of the search process, PRISMA flow diagram, attributes of the included studies, quality appraisal results, and thematic analysis of the selected evidence will be available.


[bookmark: _Toc230083448][bookmark: _Toc231165498]CHAPTER 4: RESULTS
[bookmark: _Toc230083449][bookmark: _Toc231165499]4.1 Introduction
The methodology adopted for the systematic review to examine the experiences of individuals with Type 2 Diabetes Mellitus (T2DM) who self-manage their diet in the UK was outlined in Chapter 3. The main objectives of this study were to identify, appraise and synthesise qualitative evidence concerning barriers, facilitators, and the lived experience of adults who undertake dietary self-management. provided a structure and rigour to understanding the relation between the adherence to recommended dietary practices and psychological, social, cultural, economic, structural and technological factors.
After a thorough search, a total of 13 peer-reviewed journal articles on the subject were included in the final synthesis. These studies have been chosen according to strict inclusion criteria: they must have relevance to UK adults, focus on the dietary self-management patterns of individuals with T2DM, and use qualitative or mixed-methods designs. The studies chosen offer tremendous insight regarding emotional, cultural, social and technological issues regarding diet adherence and the participant’s experience.
The results of this chapter are organised as follows. A summary of the systematic search, such as the database searched, keywords and number of records retrieved, is provided in section 4.2. The process of selecting studies and evaluating their eligibility for inclusion/exclusion is described in Section 4.3. Section 4.4 shows the characteristics of the included studies, and Section 4.5 presents the results from the CASP quality appraisal. The 13 studies were grouped into four themes, presented in Section 4.6, and the main findings related to the three research objectives were summarised in Section 4.7. Finally, in Section 4.8, key findings and implications for practice are summarised.
[bookmark: _Toc230083450][bookmark: _Toc231165500]4.2 Systematic Search Summary
An extensive literature search was undertaken in six electronic databases: MEDLINE, PubMed, Embase, CINAHL, PsycINFO and Cochrane Central. Only publications dating from 2010 to 2025 and written in English were included to ensure recent and relevant publications. Boolean operators were used in the search terms to maximise the recall of Type 2 Diabetes, Dietary Self-management, UK and Qualitative study.
The first search found 170 records in the databases. No other registers were consulted. Removed before screening (n=20), and 150 unique records were screened. Then 120 records were excluded after title/abstract screening, but were not included due to not meeting the criteria or being outside of the UK context. The 30 remaining articles were assessed for relevance using a full content assessment, and 17 articles were excluded because they did not have the same population (n = 10); they had an inappropriate study design (n = 5); and they had methodological limitations (n = 2). Through this process, a total of 13 peer-reviewed studies were synthesised in the end.
this search design that provides transparency, repeatability and minimises bias. The flow process for the identification, screening, eligibility assessment, and the final inclusion of studies is shown in a detailed PRISMA flow diagram (Figure 4.1).
[bookmark: _Toc230083451][bookmark: _Toc231165501]4.3 Study Selection Process
A multi-stage, systematic selection process was used to ensure that only studies with the variables of interest and that fulfilled the preestablished eligibility criteria were selected for the study review. A total of 170 records were identified after searching six electronic databases, namely: MEDLINE, CINAHL, PubMed, Embase, PsycINFO, and Cochrane Central. There were a total of 150 unique records to screen after the duplicates were removed. All titles and abstracts were reviewed thoroughly and assessed against the inclusion criteria, which included: studies with adult participants (aged ≥ 18) in the UK with Type 2 Diabetes Mellitus (T2DM), intervention/methods focussed on dietary self-management, and reporting qualitative or mixed-method data. This resulted in 120 records being discarded because they did not relate to the dietary interventions, were undertaken in countries outside of the UK or did not include dietary interventions. The remaining 30 articles were reviewed for their appropriateness and 17 were excluded because they were either methodologically insufficient or didn't provide adequate qualitative data, or were not appropriately designed. The final review consisted of 13 peer reviewed studies and yielded a wealth of information regarding barriers, facilitators, and lived experiences of dietary self-management. The PRISMA flow diagram (Figure 4.1) outlines the process of selecting the studies.
Figure 4.1: PRISMA 2020 flow diagram illustrating the study selection process for the systematic review (Author Generated)
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[bookmark: _Toc230083452][bookmark: _Toc231165502]4.4 Characteristics of Included Studies
This review presents the results of 13 peer-reviewed studies, which offer a detailed qualitative reflection of the ways in which adults with type 2 Diabetes Mellitus (T2DM) in the UK manage their diet. The studies investigated experiences, barriers and facilitators in the context of various social, cultural, economic and technological settings. Interviews, focus groups and mixed-methods approaches were used to gain depth and richness in understanding the perspectives of patient(s). Each study is described in terms of the goals, context, methods, participants, and outcomes in Table 4.1.

Table 4.1: Characteristics of Included Studies
	Study (Author, Year)
	Objective / Purpose
	Setting / Sample
	Methodology (Was design appropriate?)
	Strengths (Validity, reliability, generalisability)
	Weaknesses (e.g., bias, small sample size)
	Results / Outcomes
	Conclusion
	Data extraction criteria (Objective 1: Types & uses of technology)
	Data extraction criteria (Objective 2: Influence on lifestyle behaviours)
	Data extraction criteria (Objective 3: User perceptions & experiences)
	Themes per article

	Aas et al., 2023
	Provide dietary recommendations for T2DM
	Europe / UK adults
	Evidence-based review
	High validity; based on extensive literature
	Not primary qualitative data
	Summarised evidence for effective dietary patterns
	European dietary recommendations applicable to UK T2DM adults
	Evidence-based dietary patterns
	Impact on glycaemic control and adherence
	N/A
	Dietary guidance

	Benton et al., 2022
	Evaluate digital self-management rollout
	UK adults with T2DM
	Mixed-methods study
	Combines quantitative fidelity with qualitative insights
	Limited generalisability; small qualitative sample
	Engagement varied; barriers include usability issues
	Digital interventions can improve adherence if tailored
	Digital app self-management
	Improved adherence & engagement
	User feedback on usability & motivation
	Digital facilitators, engagement barriers

	Boocock et al., 2024
	Explore barriers to engagement in T2DM remission program
	North East England, adults in remission
	Qualitative interviews
	Rich patient perspective; thematic saturation
	Small sample
	Social and personal barriers to adherence identified
	Emotional, social, and programmatic factors influence adherence
	Structured remission programs
	Behavioural adherence influenced by support and guidance
	Patient experiences and perceived barriers
	Psychological, social, programmatic themes

	Boocock et al., 2021
	Clinicians’ perceptions on dietary management
	UK primary care
	Systematic review
	Comprehensive literature coverage; peer-reviewed
	Limited patient perspective
	Identified structural and clinical barriers
	Clinician-reported barriers affect dietary guidance
	NHS structured guidance
	Influences clinical implementation of dietary programs
	Clinician observations of patient adherence barriers
	Structural, clinical, systemic barriers

	Doglikuu et al., 2021
	Socioeconomic influence on dietary adherence
	UK adults with T2DM
	Cross-sectional, qualitative embedded
	Large sample; socio-economic analysis
	Cross-sectional; causality not inferred
	Cost and household factors limit adherence
	Socioeconomic factors critical for dietary adherence
	N/A
	Impact of income and food access
	Household and environmental barriers
	Economic, structural barriers

	Duke, 2021
	Examine spirituality and coping in self-management
	UK adults with T2DM
	Qualitative interviews
	Explores psychosocial and emotional dimensions
	Small sample; limited diversity
	Coping strategies, emotional burden, and guilt identified
	Emotional coping affects dietary adherence
	N/A
	Emotional regulation impacts adherence
	Lived experience of stress, guilt, coping
	Psychological & emotional factors

	Goff et al., 2021a
	Develop culturally tailored HEAL-D program
	UK Black-British adults
	Intervention development & qualitative feasibility
	Culturally sensitive, structured intervention
	Limited to Black-British population
	Increased adherence when culturally relevant
	Tailored programs enhance adherence
	Culturally tailored education programs
	Behavioural adherence improved with cultural alignment
	Cultural and social acceptability
	Social & cultural influences

	Jameel et al., 2023
	Role of family in adherence
	UK adults with T2DM
	Systematic review of qualitative studies
	Synthesises multiple studies
	Variability in study quality
	Family support promotes adherence
	Family involvement critical for sustainable self-management
	N/A
	Influence of family support on behaviour
	Barriers/facilitators reported by patients
	Social support, family influence

	Petroni et al., 2021
	Nutrition knowledge and gaps in T2DM
	UK / International
	Literature review
	Peer-reviewed, comprehensive
	Not primary qualitative data
	Highlighted knowledge gaps in diet management
	Evidence base for intervention design
	N/A
	Influence of dietary knowledge
	Perceived understanding of nutrition
	Knowledge gaps

	Rai et al., 2023
	Barriers in South-Asian dietary adherence
	UK South-Asian adults
	Qualitative review
	Focus on ethnic-specific barriers
	Limited to South-Asian population
	Cultural and household norms impact adherence
	Tailored interventions recommended
	Cultural guidance programs
	Impact on dietary behaviour adherence
	Patient experiences, family influence
	Social & cultural influences

	Simons et al., 2024
	Anxiety and hypervigilance around eating
	UK adults with T2DM
	Qualitative interviews
	Explores psychological burden
	Small sample; urban settings
	Emotional distress reduces adherence
	Emotional and psychological support required
	N/A
	Behavioural adherence influenced by stress
	Patient perceptions of hypervigilance
	Psychological & emotional factors

	Snoek et al., 2024
	Clinical psychologist roles in dietary care
	UK adults with T2DM
	Qualitative review
	Specialist insight; peer-reviewed
	Focus on clinical roles, not patients
	Psych support improves adherence
	Clinical integration recommended
	N/A
	Influence of psychological interventions
	Professional and patient perspectives
	Psychological & emotional factors

	Stone et al., 2024
	Cost-of-living impact on adherence
	UK low-income adults
	Mixed-methods, qualitative interviews
	Highlights socioeconomic impact
	Limited sample size
	Financial and access barriers identified
	Policy interventions suggested
	N/A
	Impact of economic barriers on adherence
	Lived experience of financial stress
	Economic & structural barriers



Table 4.1 provides a summary of the 13 studies included in this review. These studies are rich in qualitative data on dietary self-management for adults living with Type 2 Diabetes Mellitus (T2DM) in the UK. The studies used a variety of approaches to the lived experience of patients, including qualitative interviews, focus groups, mixed-method evaluations, and systematic reviews. Sample sizes varied; small qualitative studies included 12-30 participant subjects, and larger mixed methods or review studies analysed data on a range of populations. This variation enabled deep insight from the different perspectives, as well as a broader understanding of patterns and barriers within populations.
Findings were given contextual relevance due to the participation of various groups within the urban, rural and ethnically diverse population, including minority groups. Some research has been undertaken that specifically focuses on black British and South Asian communities, and their commitment to these has been shaped by culture and diet. The recruitment strategies used in studies were all aimed at ensuring that studies focused on the views of those who were directly involved in the management of their diet for T2DM, thus providing relevant and informative data.
Most of the data collection techniques implied were semi-structured interviews, focus group discussions and qualitative questionnaires, which allowed for greater depth of understanding in relation to the experiences, beliefs and perceptions of the participants. The interventions used in these studies consisted of: Digital self-management tools, tools available for self-management through the mobile app, structured NHS interventions, culturally tailored interventions (e.g. HEAL-D), and household/community-based interventions. This diversity facilitated the synthesis to include all aspects of diet adherence, psychological, social, cultural, economic and technological.
Some of the strengths that were identified across these studies were methodological approaches that were used as a qualitative research, thematic saturation, reporting reflexivity and the use of direct participant quotes, which support the credibility and richness of the results. The limitations were that samples were small or not diverse, in some instances, generalisability was limited, and in some instances, analytical procedures were not reported fully. The findings remained valid and provided a strong basis to identify barriers and facilitators to dietary self-management, and thus to inform the thematic synthesis in Section 4.6, despite these limitations. The descriptions of these studies clearly reflect the effect that various internal and external factors contribute to dietary adherence, and that multi-component interventions need to be developed in alignment with the participants’ cultural, social and economic context.
[bookmark: _Toc230083453][bookmark: _Toc231165503]4.5 Quality Appraisal
The 13 studies included in the review were assessed using the Critical Appraisal Skills Programme (CASP) Qualitative Checklist, developed and published by Shelton et al. (2002), which contained the following categories: Methodological rigour, Credibility, ethical appraisal and relevance to the research objective. This approach enabled a systematic review of the attributes of each study for strengths and weaknesses and provided the context of the study in the thematic synthesis.
Strengths
Most studies were transparent and trustworthy regarding their data collection methods, analytical approach and most importantly, the recruitment strategies. The findings of several studies were reflexive, and the use of participants’ own words meant that the results of these studies could be read as credible to the reader and viewed from a participant’s point of view. Furthermore, several studies used strict thematic analysis or frameworks, thus adding to the robustness of the analysis. In some of the studies, the use of both qualitative and mixed method designs also served to triangulate results from the different types of data sources, producing convergence of findings. In summary, the studies provided detailed information about the dietary self-management experiences of adults with Type 2 Diabetes Mellitus (T2DM) in the UK.
Limitations
In spite of all these strengths, some weaknesses were visible. Some studies used limited, smaller, less representative samples, restricting the applicability of results to larger populations of the UK. There was some lack of detailed information in some of the studies regarding analytical procedures or explicit methods addressing reflexivity and/or researcher influence, introducing the potential for bias. Ethical reporting was inconsistently done, and/or confidentiality and consent of the participants were not always explicitly described. Importantly, the quality of individual studies was not a defining factor in excluding them from the study; even those that had methodological problems provided useful information. Themes were interpreted, and areas of caution when synthesising findings were identified through the quality appraisal.
This appraisal helps to substantiate the synthesis with quality evidence and accept limitations, which will help to have a balance and a credible argument in the following parts of the lesson.
[bookmark: _Toc230083454][bookmark: _Toc231165504]4.6 Thematic Synthesis
Thematic synthesis was used to analyse the 13 studies, revealing four broad themes that accounted for the barriers and facilitators to dietary self-management for UK adults with Type 2 Diabetes Mellitus (T2DM). These themes address psychological, social, cultural, economic, structural and technological issues to create a holistic view of the intricate context where adherence to diet occurs. The synthesis builds upon the interview and focus group findings, as well as the mixed-method evaluations, and emphasises patients’ lived experiences, as well as the interventions (structural and programmatic) that facilitate and/or hinder effective self-management.
[bookmark: _Toc230083455][bookmark: _Toc231165505]4.6.1 Psychological and Emotional Challenges in Dietary Self-Management: Distress, Guilt, and Coping
Psychological and emotional factors were always mentioned as obstacles to diet compliance. Diabetes related distress, hypervigilance, guilt, anxiety, and identity renegotiation were common challenges experienced by participants (Simons et al., 2024; Snoek et al., 2024). Participants frequently expressed a feeling of burden, especially when they had to track food choices and blood sugar levels at all times, and when they noticed deviations from their recommended diets. Duke (2021) highlighted the often-experienced response of people to non-adherence: guilt and self-blame, which lead to increased stress, low motivation and, again, a decline in self-management.
A variety of studies pointed to the psychosocial effects of emotional stress, such as higher levels of worry, frustration, and poorer quality of life. Hypervigilance with food choices was reported to lead to restricted eating and decreased enjoyment of food, sometimes resulting in disengagement and failure to comply. Evidence highlights the fact that adherence to the diet is not only a behavioural/cognitive challenge, but is clearly supported by emotional and psychological mechanisms.
Psychological support, counselling and peer support programs were identified as facilitators in the literature (Simons et al., 2024; Snoek et al., 2024). Interventions that included coping strategies, motivational interviewing or stress management were related to better adherence and increased confidence in adherence. The results highlight the value of including the emotional and psychological dimension in dietary programs and illustrate that focused approaches on nutrition only are less effective than more comprehensive ones, which include aspects of behaviour and the mental dimension (emotions and/or psychological issues).
[bookmark: _Toc230083456][bookmark: _Toc231165506]4.6.2 Social and Cultural Influences on Dietary Adherence: Family, Gender, and Culture
Dietary behaviour was greatly influenced by social and cultural factors. Household models, household food responsibilities, and gender roles in the home were also found to be important factors influencing adherence, as discussed by Goff et al. (2021a). Participants felt that supportive family environments would help them stick to the regimen and would involve family members in the regimen. However, the challenges to being flexible about dietary recommendations due to conflicting household food preferences or traditional cultural practices were encountered by some participants.
Culturally tailored interventions, such as HEAL-D, were effective in promoting adherence because they respected ethnic food practices and values (Goff et al., 2021a). These efforts created culturally responsive guidance, meal recommendations and instruction to ensure acceptability and participation. Peer/Community networks were also facilitators, providing motivation and practice. Social pressure and cultural norms, however, were also often cited as factors affecting adherence, suggesting that both social and cultural factors play a role in diet adherence.
Adherence outcomes were also related to gender roles. Women were likely to have to make extra dietary changes, since they were likely to be responsible for preparing family meals. The relevance of the design of dietary interventions is also related to their cultural and social appropriateness, the dynamics of the household level and considering gender-specific responsibilities.
[bookmark: _Toc230083457][bookmark: _Toc231165507]4.6.3 Economic and Structural Barriers to Dietary Self-Management: Cost, Access, and Practical Constraints
Financial and structural challenges were reported as challenges with good dietary self-management (Stone et al., 2024; Doglikuu et al., 2021). Access to fresh fruit and vegetables and urban food deserts correlated with the difficulty of the participants to follow diet advice, while financial resources correlated with the difficulties of the participants. Socio-economic status was demonstrated to affect compliance, with low-income groups favouring energy-dense foods of low nutrient density.
Structural barriers, such as work schedules, household responsibilities, and transportation, also constrained participants in following the recommended diet patterns. Challenges identified were related to access to nutritious foods, food preparation, and making dietary modifications in a hectic lifestyle. Several studies highlighted that being able to access affordable healthy foods, having a subsidised healthy foods program, and community-supported agriculture programs are important enablers that aid in long-term food adherence.
The results show that self-managing their diet is not an issue of knowledge and personal motivation alone. The structural and economic situation needs to be dealt with alongside more educational and behavioural interventions, with the aim of providing equal chances for adherence to everyone, regardless of their socio-economic status.
[bookmark: _Toc230083458][bookmark: _Toc231165508]4.6.4 Digital and NHS Support Facilitating Dietary Self-Management: Apps, Telemedicine, and Structured Programs
The main facilitators to dietary self-management identified were digital and structured NHS programs (Benton et al., 2022). Accessible support that was flexible and interactive through the use of mobile applications, online education platforms, telemedicine services and structured NHS programmes. The use of the supplementary features, including goal setting, reminders, feedback, and virtual support groups, was used to incentivise self-monitoring, self-motivation, and self-accountability to improve adherence.
The digital tool was found to be useful for the participants with mobility limitations, geographic barriers and time constraints, as they could use it to participate in dietary self-management interventions at home. Scalable, evidence-based interventions such as structured NHS programmes, such as Healthy Living, offered standardised guidance and educational content at the population level.
However, it remains an important topic of technology literacy and equity of access. For the older citizens, the poor economy, and for participants who have limited experience in using such devices, there was difficulty in being able to effectively use these devices. The research underscores the need for a multi-modal approach to digital interventions that include psychological support, social encouragement and culturally sensitive guidance, which addresses behavioural and contextual barriers.
[bookmark: _Toc230083459][bookmark: _Toc231165509]4.7 Summary of Main Findings
The synthesis of the 13 studies included identified key factors which affect dietary self-management of adults with Type 2 Diabetes Mellitus (T2DM) in the UK. Four key themes were generated: psychological and emotional issues, social and cultural factors, economic and structural issues and digital and NHS support facilitators. Although psychological factors, such as diabetes-related distress, guilt and hypervigilance, were repeatedly reported as barriers, counselling, peer support and coping strategies were reported as facilitators (Simons et al., 2024; Snoek et al., 2024; Duke, 2021). Social and cultural contexts (family norms and responsibilities, gender roles and cultural food practices) could facilitate or constrain adherence to a dietary behaviour and include the factors that influence dietary behaviours (Goff et al., 2021a; Rai et al., 2023; Jameel et al., 2023). Economic and structural barriers, such as food cost, urban food desert, and accessibility barriers, were more likely to affect low-income populations (Stone et al., 2024; Doglikuu et al., 2021). Lastly, the use of digital tools led to higher engagement and adherence, alongside support in digital literacy—although availability of digital tools and digital literacy support were noted as barriers to access (Centre for Health Psychology, 2024; Upsher et al., 2022; Benton et al., 2022). The results are consistent with the research goals of identification of types of interventions, effectiveness of interventions on lifestyle behaviours, perceptions of the users and barriers and facilitators. The overall results of the studies provide a robust body of evidence to inform interventions for dietary self-management of T2DM in adults in the UK.
[bookmark: _Toc230083460][bookmark: _Toc231165510]4.8 Discussion
The aim of this review was to gain a detailed insight into what influences dietary self-management in adults with Type 2 Diabetes Mellitus (T2DM) in the UK. Thematic synthesis highlighted the interweaving of the psychological, social, cultural, economic, structural and technological factors, and confirmed the challenge of maintaining adherence to the dietary advice.
Psychological and Emotional Challenges were raised as a challenge several times. Diabetes-related distress, guilt and hypervigilance were all found to have a negative impact on adherence, whereas coping strategies and emotional support were found to be positive (Simons et al., 2024; Snoek et al., 2024; Duke, 2021). These results are congruent with previous research that indicated psychological support is a crucial element of interventions addressing T2DM to build self-efficacy and alleviate stress related to dietary tracking. Moreover, the cyclical nature of guilt and failure to follow diet observed in most studies indicates that diet interventions should not only be educational, but continual monitoring and motivation should be provided.
Social and cultural influences are important factors affecting diet-related behaviours. Family norms, gender roles, and culturally-specific food practices were found to help or impede adherence (Goff et al., 2021a; Rai et al., 2023; Jameel et al., 2023). The effectiveness of culturally adapted programs, like HEAL-D, points to the importance of culturally adapted interventions and the consideration of cultural identity and household factors of participants. The findings expand upon current research and literature, demonstrating that social factors (e.g. food preparation within the family home, intergenerational food practices) need to be considered to achieve effective adherence outcomes.
Economic and structural barriers were one of the most important factors affecting dietary behaviour. Low-income participants were especially affected by the food cost and urban food desert, as well as limited access to fresh produce and other household responsibilities (Stone et al., 2024; Doglikuu et al., 2021). The results indicate that actions at the individual level will not be enough; policy-level action, such as providing affordable food schemes and local access programmes, will be needed to put in place an enabling environment for adherence. These needs are in line with recent evidence supporting structural interventions to chronic disease management, which would support a mix of behaviour change support and environmental and economic supports for these needs.
Digital and NHS Support Facilitators were found to be effective in the area of engagement and adherence. Flexible and accessible support for those who may have a geographic or mobility restriction, e.g. using mobile apps, telemedicine, online education and structured NHS programmes was provided (Benton et al, 2022; Upsher et al, 2022); Centre for (Health Psychology, 2024). The multi-component interventions (combining social and psychological support and technology) proved to be the most successful, emphasising the need to have a multi-faceted approach that incorporates technology, counselling, and culturally appropriate advice for sustained adherence. Digital literacy and access, however, are critical elements, and inclusive implementation strategies must be considered.
In general, the review indicates that there are multifaceted factors that influence dietary self-management in adults in the UK with T2DM. Interventions are thus needed to have a holistic, multi-component nature, taking into account psychological, social, cultural, economic and structural factors. Mapping this back to the study aims, it is apparent that there needs to be a mix of adaptation of behaviour, digital support and structured support interventions to ensure adherence, lifestyle change, and to optimise patient outcomes. More research is needed to test the effectiveness of multi-component, multi-determined interventions to achieve the maximum possible effectiveness and equity in dietary self-management.
[bookmark: _Toc230083461][bookmark: _Toc231165511]4.9 Conclusion
This chapter provides the outcomes of the systematic review, such as the study selection, characteristics, quality appraisal, and thematic synthesis. The results demonstrate that a range of interconnected psychological, social, cultural, economic, structural and technological factors affect dietary self-management among UK adults with T2DM. These insights are used as a basis for examining implications for clinical practice, intervention design, and health-care policy in Chapter 5.
 

[bookmark: _Toc230083462][bookmark: _Toc231165512]Chapter 5: Conclusion and Recommendations
[bookmark: _Toc230083463][bookmark: _Toc231165513]5.1 Introduction
Chapter 4 showed the results of the systematic review of 13 peer-reviewed studies that investigated the dietary self-management experiences of UK adults with T2DM. The overarching themes generated in the thematic synthesis were: psychological and emotional difficulties; social and cultural issues; economic and structural issues; and supportive facilitators in digital and in NHS contexts. These themes converged to the complexity of dietary adherence, not only psychological internal factors, but also the social norms, cultural practices, economic, structural and digital intervention factors, and healthcare programs.
These are then critically synthesised, contextualised within existing literature, considered for implications for practice and policy and evidence-based recommendations for enhancing dietary self-management interventions are provided in Chapter 5. It also offers some suggestions for future research, taking into account the scope of the review. This chapter aims to connect the dots between the findings of this descriptive study and practical recommendations for healthcare practitioners, policy makers and researchers, to help bridge the gap between evidence and action for improving dietary adherence in adults with T2DM.
[bookmark: _Toc230083464][bookmark: _Toc231165514]5.2 Synthesis of Key Findings
The results of the synthesis of the 13-studies indicate that psychological, social, cultural, economic, structural and technological factors are closely interrelated and contribute to the dietary self-management.
Every time I brought up psychological and emotional issues, they were always there! The distress, guilt, hypervigilance and identity renegotiation of participants resulted in decreased adherence (Simons et al., 2024; Snoek et al., 2024; Duke, 2021). Fears of complications and anxiety over food often meant that there were times when they were not taking the medication as prescribed, which often led to self-blame. The findings of the studies emphasised that psychosocial support, such as peer support and counselling were effective in addressing these barriers and enhanced emotional coping and self-efficacy. The results highlight the need to include psychologically informed interventions within diet interventions, as suggested in past T2DM research in the UK (Duke, 2021; Simons et al., 2024).
There was a strong link between social and cultural factors and the behaviour of dietary habits. Households' expectations regarding the health behaviours of their family members and responsibilities for household food provisioning were important influences on adherence (Goff et al., 2021a; Jameel et al., 2023; Rai et al., 2023), as were gender roles and culturally specific food practices. The participants highlighted that support from family may be helpful to adherence, and sometimes conflicting preferences and social norms can create a barrier to adherence. Focusing on cultural adaptations of programmes, culturally specific food practices were included, and household dynamics, such as HEAL-D (Goff et al., 2021a), were taken into consideration. Enablers mentioned included motivation, accountability and practical advice, via peer networks and communities. The findings highlight the need to take social and cultural factors into account when designing interventions for various populations.
Adherence was exacerbated by limited resources and structures. Limited access to fresh produce and urban food deserts, financial access and responsibilities at home or at work were reported (Stone et al., 2024; Doglikuu et al., 2021). Low-income adults were over-represented and less likely to follow dietary guidance, having to eat the cheaper, more energy-dense food options. In addition, there are structural barriers like employment, transportation, and care provisioning requirements, which also reduced capacity to follow regular eating patterns. The results of this study are consistent with the literature that underscores the importance of structural and policy-level interventions that can facilitate sustainable adherence to a healthy diet (Doglikuu et al., 2021; Stone et al., 2024).
Digital and NHS support interventions were reported as always being a facilitator for adherence. There was high engagement from mobile apps, telemedicine, online education delivery and structured NHS programmes, particularly for those who were geographically and/or mobility-restricted (Benton et al. 2022; Upsher et al. 2022; Centre for Health Psychology, 2024). Adherence was encouraged by the use of goal setting, feedback mechanisms and virtual support groups. Research has emphasised that digital interventions should be combined with other psychological and social supports to support adherence and that multi-component interventions should be used to support adherence (Upsher et al., 2022; Benton et al., 2022). But technological literacy and access to technology should also be considered in designing interventions.
[bookmark: _Toc230083465][bookmark: _Toc231165515]5.3 Implications for Clinical Practice
The results suggest that patient-centred, holistic ways of dietary self-management are needed. Psychological support is critical to incorporate in dietary programs to meet diabetes related distress, guilt and hypervigilance. Strategies such as counselling skills, peer support and motivational interviewing are available to clinicians to address the emotional challenges and ensure adherence (Simons et al., 2024; Snoek et al., 2024).
Social and cultural issues should also be considered. Interventions should be culturally relevant and consider family and cultural context, and culturally appropriate guidance that is consistent with household dynamics and gender roles (Goff et al., 2021a; Jameel et al., 2023). Adherence can be reinforced by peer/community engagement for accountability and motivation. Interventions should also be culturally and socially appropriate and meaningful, working in collaboration with culturally competent educators and community organisations.
In addition, the economic and structural barriers need to be addressed. Healthcare providers and health professionals should support policy and program modifications to increase access to affordable, fresh foods and provide guidance that accounts for the work schedule, household responsibilities and transportation needs of participants (Doglikuu et al., 2021; Stone et al., 2024). Digital programmes to be embedded within NHS programmes using technology and with access to virtual interventions for patients with travel/mobility issues.
[bookmark: _Toc230083466][bookmark: _Toc231165516]5.4 Recommendations for Policy and Implementation
The use of evidence-based and multi-component dietary self-management interventions should be mainstreamed in national diabetes policies, particularly for psychological support, social/cultural adaptations and digital interventions. An equity focus on interventions—that is, on low-income and minority populations that experience poor health at higher rates, and are subjected to disparities in health service delivery—is necessary. Support will be provided for the digital infrastructure and digital literacy programs to enhance adherence through mobile apps, telemedicine and online education platforms. There are opportunities to set up monitoring and evaluation systems to evaluate the effectiveness of interventions, patients' engagement levels and outcomes at longer-term follow-up. To overcome structural barriers, local authorities need to develop programmes that make fresh produce more available in the city, especially in the food deserts.
[bookmark: _Toc230083467][bookmark: _Toc231165517]5.5 Limitations
The review offers strong evidence about the dietary self-management of UK adults with T2DM, but there are a number of limitations to be recognised. The exclusive focus on UK-based studies precludes the ability to extrapolate results to other national and/or international contexts where differences in, for example, health care systems, cultural practices and socioeconomic factors may exist. A few of the studies included in the study were small and lacked diversity, which reduced the generalisability of the study to larger populations. Also, grey literature, programme evaluations and non-peer-reviewed literature might have been overlooked, which could mean that new and innovative interventions in practice were not included. There is also potential bias in the qualitative synthesis because what is reported in the final synthesis is based on the methodological approach, context and reporting of the original studies. Finally, any variations in the data gathered, as well as in the characteristics of the participants and conditions of the studies, could have contributed to some variance in outcome; these should be considered when interpreting findings for clinical or policy use.
[bookmark: _Toc230083468][bookmark: _Toc231165518]5.6 Future Research Directions
Future evaluation of a multi-component intervention that includes the use of digital devices together with structured NHS intervention, psychosocial support and culturally adapted dietary education could be assessed to enhance adherence and health outcomes. Long-term effects on glycaemic control, quality of life and behavioural sustainability should be evaluated with the help of longitudinal studies. The poor, minorities and underserved populations are especially vulnerable and should be examined in order to gain a better understanding of structural and social factors influencing dietary management. Research into digital literacy and approaches to promote equitable access to telemedicine and mobile interventions will be key. Moreover, a patient-centred and inclusive dietary self-management programme for adults with T2DM, more effective in these different UK settings, can be developed by understanding patient preferences, motivation, and lived experiences within the different settings.
[bookmark: _Toc230083469][bookmark: _Toc231165519]5.7 Conclusion
Among UK adults with T2DM, psychological, social, cultural, economic, structural and technological factors are interrelated and all have an impact on dietary self-management. Interventions need to be holistic, culturally responsive, psychologically knowledgeable, and accessible digitally to effectively adhere to the treatment plan. Key enablers identified were psychosocial support, structured NHS programmes, digital tools and community engagement, while emotional distress, conflicting social expectations, financial constraints and accessibility limitations were barriers. Multi-component, patient-centred interventions with equity-oriented policy interventions can positively influence adherence to the diet, clinical outcomes and quality of life. This study provides a helpful evidence base for the informed future research, healthcare practice and policy that will inform the management of T2DM in the UK context.
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