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Abstract
Aims: Household food insecurity (FI) is a serious public health concern 
and disproportionately affects people living with chronic health conditions, 
undermining diabetes self- management. Little is known about healthcare 
professionals' (HCPs) experiences of supporting people affected by diabetes and 
FI, and no national guidelines incorporate consideration of FI within UK diabetes 
care. A qualitative study of NHS HCPs' consideration of FI within diabetes care, 
and the extent to which it informs their clinical practice, was undertaken.
Methods: Fifteen HCPs providing self- management support to people with 
Type 1 or Type 2 diabetes in a Scottish Health Board took part in semi- structured 
interviews. Data were analysed using a thematic framework approach informed 
by the Capability, Opportunity, Motivation and Behaviour (COM- B) model of 
behaviour change.
Results: Although the potential impact of FI on diabetes self- management was 
recognised, this important consideration was not currently core to their clinical 
practice. Enablers and barriers identified included: personal feelings about raising 
the issue, lack of knowledge of available resources, the patient- practitioner 
relationship, and the wider socioeconomic environment. Practical suggestions to 
support HCPs included: specific training on communication, access to patient 
support information, use of a screening tool to assess FI, and building NHS- third 
sector links.
Conclusions: Our findings provide insight into cognitive factors, emotional 
processes and environmental systems impacting on HCPs' practice supporting 
individuals with diabetes and FI. Research with affected patients is needed to 
gain a better understanding of how to provide support within NHS settings.
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1  |  INTRODUCTION

Food insecurity (FI) is characterised as ‘the inability to con-
sume an adequate quality or quantity of food in socially 
acceptable ways or the uncertainty that one will be able to 
do so’,1 and is associated with poverty, mental and physical 
illness, and social isolation.2–5 FI has been highlighted as a 
serious political and public health concern.6 The number 
of people seeking support from charitable emergency feed-
ing centres, sometimes referred to as food banks, has risen 
to unprecedented levels, and those with chronic illness are 
amongst the highest users of food banks in the UK.7 The 
Scottish Health Survey 2017 reported that 18% of individu-
als living with a chronic illness were also food insecure.8 
This association between FI and poor health is mediated 
by compensatory eating behaviours and limited dietary op-
tions, as a result of food costs and food bank supplies.2 FI 
not only hinders people's ability to manage their condition, 
but the associated stress and uncertainty can lead to poor 
coping behaviours that impact on self- management.9

FI is associated with an increased risk of developing 
Type 2 diabetes and poorer glycaemic control.10,11 Diabetes 
self- management requires constant access to high- quality 
foods to optimise glycaemic control.12 However, health-
care professionals (HCPs) in the UK are encountering pa-
tients who struggle to adhere to recommended diets due 
to financial challenges and associated stress.3,13 While 
the extent of this issue is unclear, managing diabetes in 
the context of financial hardship and FI poses significant 
challenges, complicating care and control.

National Institute for Health and Care Excellence 
(NICE) guidelines for HCPs working in diabetes care con-
centrate on encouraging a balanced diet and screening pa-
tients for malnutrition.12 However, there is currently no 
specific UK guidance recommending HCPs ask patients 
about potential barriers to a healthy diet. There are strong 
practical and ethical motives for having conversations 
around FI in consultations,2 particularly in the context 
of the current cost of living crisis. Previous research has 
indicated that HCPs experience practical and ethical un-
certainty about how to identify and respond to FI among 
their patients.9 There is also concern about the efficacy of 
food banks in addressing FI, particularly for people living 
with health conditions.14–17

It is important to examine HCPs' perspectives and ap-
proaches to supporting individuals living with diabetes 
and FI. This study focuses on the perspectives and ap-
proaches of HCPs working in a Scottish Health Board cov-
ering urban and rural populations. The study objectives 
were to identify:

1. What factors influence HCPs raising the issue of FI
in their consultations with patients with diabetes.

2. What adjustments HCPs make, if any, to their diabetes
self- management support in the context of FI.

3. Whether HCPs feel they have adequate knowledge and
training to (i) make appropriate adjustments to care for
patients with diabetes and FI and (ii) signpost them to
appropriate resources.

2  |  RESEARCH DESIGN AND
METHODS

2.1 | Participants

Participants were recruited by email invitation sent to 
the Health Board's Diabetes Managed Clinical Network 
and the diabetes secondary care email list in June 2022. 
Participants met the following inclusion criteria: (i) HCP 
providing direct self- management support to patients 
with Type 1 or Type 2 diabetes, (ii) working in primary 
or secondary care. This study received sponsorship and 
ethical approval from the local university Ethics Review 
Board (ID: 2331), and approval from the Health Board 
area's NHS Research and Development division.

2.2 | Design and procedure

Data were collected through recorded, in- depth semi- 
structured interviews lasting 25–50 min, between July and 
September 2022. In light of COVID- 19 guidelines for so-
cial distancing, remote data collection methods were used. 
Participants provided informed consent before participat-
ing in an interview via Microsoft Teams. An interview 

What's new?

• Little is known about healthcare professionals'
experiences of supporting people affected by
diabetes and food insecurity, and no national
guidelines incorporate consideration of food
insecurity within UK diabetes care.

• The consideration of food insecurity is not cur-
rently core to routine clinical practice in diabetes.
Specific barriers and enablers to healthcare profes-
sionals discussing food insecurity with patients
and appropriately adjusting care were identified.

• There are practical steps that could be taken to
support healthcare professionals and their pa-
tients, including staff training, increasing the ac-
cessibility of support information, self- report pro
forma, and NHS- third sector links and pathways.
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topic guide was used to guide the interviews and support 
data collection, and qualitative field notes were collated to 
document initial observations, reflections and contextual 
information from interviews. The topic guide and its use 
in context were reviewed after the first three interviews to 
ensure that it was generating the anticipated data needed 
to meet the study objectives. No modifications were made 
following this review as it was deemed fit for purpose.

The interview questions were informed by the 
Capability, Opportunity, Motivation and Behaviour 
(COM- B) model of behaviour change.18 This model pro-
poses that the performance of a behaviour is dependent 
on an individual's capability, opportunity and motivation. 
There were multiple behaviours of interest in this study, 
including HCPs raising the issue of FI, adjusting care 
following FI- related information, and signposting to ap-
propriate resources. In this model, capability refers to an 
individual's physical and psychological ability to perform 
the behaviour. Opportunity refers to external factors that 
make performance of the behaviour possible, including 
physical and social opportunities bestowed by the envi-
ronment, such as time, resources, social cues, and cultural 
norms. Motivation refers to both automatic and reflective 
processes that influence the behaviour, including beliefs, 
intentions, evaluations, impulses, and emotions.

2.3 | Data analysis

A framework method was used to identify, describe and 
interpret common and exceptional features of data.19,20 A 
combined deductive and inductive approach was applied 
to address the objectives, whilst allowing for the discovery 
of unexpected features and themes. Initially, each tran-
script was read repeatedly by SM and AA until a sound 
preliminary understanding was achieved. The analysis in-
volved initial coding, identifying a thematic framework, 
applying the framework to data, charting to summarise 
data, and finally, identifying and interpreting emergent 
themes and subthemes related to the COM- B model.18 
The coding of data and interpretation of themes and sub-
themes were reviewed by 3 researchers (SM, AA, FD), and 
any areas of difference were discussed until consensus 
was reached. Final themes and subthemes were supported 
by illustrative quotes (Tables 1–3).

3  |  RESULTS

3.1 | Participant characteristics

Fifteen participants were recruited: Specialty Doctors (n = 2), 
Consultant Diabetologists (n = 4), Health Psychologists 
(n = 3), Clinical Psychologist (n = 1), Clinical Associate in 

Applied Psychology (n = 1), Diabetes Dieticians (n = 3), 
Paediatric Diabetes Specialist Nurse (n = 1). The major-
ity worked in secondary care (n = 12), with one participant 
working in both primary and secondary care settings, and 
the remaining two participants in primary care.

3.2 | Key themes and subthemes

The findings revealed themes related to HCPs raising the 
issue of FI, making adjustments to self- management sup-
port, and their perceptions of their knowledge and capa-
bility related to FI and diabetes care.

3.3 | Raising the issue

3.3.1 | Practitioner level determinants

It was common for participants to reflect on their personal 
feelings, knowledge and skills in raising the issue of FI, or 
being able to offer appropriate support to patients. Some 
participants reported feeling comfortable and relaxed 
about raising the issue, while others felt it was difficult or 
awkward. One participant believed that their own limited 
understanding and awareness of FI had been a barrier in 
consultations. Another participant shared that they would 
feel more comfortable asking about FI if they could sign-
post patients to an appropriate service for support. A per-
ceived lack of solutions or resources was a common factor 
that inhibited bringing up of this issue:

“I would rarely open up a wound that I can-
not close…if you expose something like that 
in consultation, then we need to have some-
thing to help them.” 

[P7]

Others raised concerns about how patients may re-
spond to being asked about FI, describing worries about 
increasing patients' stress, making them feel uncomfort-
able or offending them. Some believed that certain pro-
fessionals, particularly dieticians and psychologists, have 
more responsibility or opportunities to raise issues of FI in 
consultations. This was recognised by several of the dieti-
cians and psychologists themselves.

3.3.2 | Consultation and/or organisational
factors

Participants commonly talked about the need for ade-
quate time in consultations to address FI. Many partici-
pants reported limited time allotted for each consultation, 
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T A B L E  1  Key themes and subthemes for raising the issue.

Key theme Subtheme Illustrative quote

1. Practitioner level 
determinants

Personal feelings about 
raising this issue

“I feel quite comfortable and relaxed about doing that because… we've seen 
that it can completely change the nature of the consultation you're having with 
someone.” [P8]

Perceived lack of solution or 
resources to offer patients

“I don't feel I'm offering any genuine solutions to people, you know, and I'm 
aware of that.” [P7]

Knowledge/skills in raising 
the issue or offering support

“…it's quite a tricky subject to discuss, but I'm happy enough to discuss it. It would 
just be how helpful I might be. I might not be all that helpful. That's the thing.” 
[P3]

Concerns about patient's 
response to issue being raised

“I think I'd have to make sure that I wasn't, umm, making people feel 
uncomfortable.” [P10]

Assumption that some HCPs 
have more opportunity to 
raise the issue than others

“I suppose it's this maybe more on us on psychology. You have the time to explore 
these, you know, issues in a bit more depth. I suppose, Dietitians, because that's 
all about food and eating, you know, probably more so.” [P2]

Awareness of food insecurity 
as an issue

““I don't think it's something I've ever explicitly asked…perhaps it's naive of me to 
make an assumption that everyone can feed themselves.” [P6]

2. Consultation and/
or organisational 
factors

Time availability “Probably it's time constraint…It's knowing that at the moment I have a 20 minute 
slot for a return patient. [P8]

Consultation delivery method 
and setting

“…we're going to have to rebuild post pandemic when much of what we've been 
doing has been telephone and even VC orientated. I think we'll lose some of the 
subtlety of what happens in a consultation when it's face to face.” [P8]

Frequency of patient contact “Because they only see me for what? Maybe the maximum, maybe half an hour, 
once a year? So you know, there's a limit to what I can do and, you know, limit 
then to even, even if I make suggestions and even if I point them towards other 
things. I really have no way of following up how, how, what their progress is until 
I see them again.” [P3]

Prioritisation of food 
insecurity issues

“…when people are coming in for their review appointments, there's kind of 
a specific list of things they need to check and run through, review results, 
look at medications, and actually that opportunity to sit down and have that 
conversation in a very short space of time could be very difficult.” [P2]

Lack of routine food 
insecurity screening

“…if we made it part of like normal conversation, normal consultations, people 
wouldn't feel it's awkward or it wouldn't be as unexpected if it was just part of 
routine kind of screening.” [P2]

3. Perceptions of 
patient willingness 
to disclose FI

Willingness to disclose food 
insecurity

“…some people are so proud, aren't they? And they don't want to say and, but 
others are quite, you know, when you begin to approach the subject, they're quite 
happy then to say, well, actually yes it is an issue.” [P13]

Patient- practitioner 
relationship

“…it's mostly around relationship building to try and coax that information out of 
them.” [P4]

Fear of being judged by HCPs “But they also I think do fear criticism of what they're eating. It's a very touchy 
subject sometimes with some patients.” [P3]

Expectation of being told 
what to do by HCPs

“It's a tricky one because there is that perception that we are telling them what to 
do rather than understanding just how difficult it really is.” [P3]

Appearance and presentation 
in consultations

“…people can come very well done up to clinic and you know…that's not what 
actually they're normally representing like, you know, that's not their reality.” 
[P4]

Engagement with health 
services

“…unless you come to a clinic appointment or they engage with us, we wouldn't 
know that there was any kind of access issues.” [P15]

Beliefs about what to share 
with HCPs

“I think there is a barrier kind of to what patients feel that they should be 
discussing compared to perhaps what they should just say.” [P12]
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particularly with regard to return appointments. Another 
common factor was the need for prioritisation of other 
clinical issues within consultations, with participants 
highlighting the impact of competing work demands and 
pressures such as reviewing results and looking at medi-
cations, as illustrated:

“…there's so many other things that they're 
having to do at the moment and so many 
other topics they're having to talk about. 
I'm not sure that they would prioritise food 
insecurity versus hypo treatment or sick day 
rules.” 

[P11]

Participants talked about additional enablers and bar-
riers, from the frequency of contact with patients to the 
consultation method and setting:

“I think sometimes the clinic rooms, if they're 
very clinical, the patients become very clin-
ical and just deal with the clinical situation 
rather than being able to relax.” 

[P15]

A lack of routine screening of FI within normal prac-
tice was also identified as a barrier to raising the issue, 
with one participant stating that they would find it less 
awkward to ask about FI if it was a normal part of routine 
screening.

3.3.3 | Perceptions of patient willingness to
disclose FI

It was common for participants to talk about patients' 
willingness to disclose experiences of FI as a potential 
enabler or barrier to these discussions, highlighting a 
need for good patient- practitioner relationships. Many 

participants believed patients may be reluctant to 
discuss issues of FI with HCPs, which they associated 
with patients' fears of judgement or criticism, their 
beliefs about what information they should share with 
HCPs, and feelings of embarrassment or shame. It 
was also highlighted that a patient's appearance and 
presentation when attending a consultation could be an 
enabler or barrier, as patients may make efforts to hide 
their personal circumstances:

“…people can come very well done up to clinic 
and…that's not what actually they're normally 
representing like, you know that's not their 
reality.” 

[P4]

One participant believed that there had been a decline 
in the societal stigma associated with issues of FI or fi-
nancial strain since the COVID- 19 pandemic and felt it 
was easier to ask questions about these issues as a result. 
Another participant believed that since the pandemic, 
people have generally been more open about the chal-
lenges they have faced.

3.3.4 | A multi- disciplinary approach

Approximately half of participants highlighted the use of a 
multi- disciplinary approach to help address FI, by sharing 
information with other HCPs or referring patients on for 
specialised support. However, one participant highlighted 
practical challenges to this:

“…it's a very large area and you've got … dif-
ferent health and social care partnerships and 
you know as much as we try and like link up, 
it's very difficult to keep track of everything 
that's going on.” 

[P2]

Key theme Subtheme Illustrative quote

Perceived stigma around 
financial strain and/or food 
insecurity

“There was a big stigma, though, about putting your hand up and saying, 
actually, I really can't cook.” [P8]

4.A multi- 
disciplinary 
approach

Sharing information with or 
referring to other HCPs

“…if I feel it's beneficial for them, I will encourage them to speak with a dietician 
in more detail about it, because I know that they can get them a lot more 
information and, and a lot more advice.” [P3]

Asking other HCPs for 
support with food insecurity- 
related conversations

“…we're constantly going to the psychologist linked with our team to say how do 
we get this person to open up?” [P4]

T A B L E  1  (Continued)
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3.4 | Adjustments to self- management
support

3.4.1 | Tailoring practice

When asked about supporting patients living in the con-
text of FI, there were common accounts of HCPs adjust-
ing recommendations that were associated with tailoring 
advice and agreeing goals that were realistic in support of 
gradual behaviour change. Several participants described 
working with patients to adjust their treatment strategies:

“…we've changed their insulin strategies 
so that they are more flexible in what they 
choose to eat, rather than being forced to keep 
up with a prescriptive strategy that we would 
require them to eat consistently and regularly 
every day.” 

[P8]

One participant shared that they had not made any ad-
justments to their practice and felt unsure what they could 
do to support a patient living with FI.

3.4.2 | Practical support

Most participants reported that they had or would try to 
provide patients with practical support, including sign-
posting patients to relevant resources, such as food banks 
or financial aid. One participant described providing 
more direct support by accessing those resources on the 
patient's behalf:

“I spent an hour phoning food banks to try 
and get a guy out of hospital because he had 
no food at home and we couldn't discharge 
him.” 

[P1]

T A B L E  2  Key themes and Subthemes for adjustments to self- management support.

Key theme Subtheme Illustrative quote

1. Tailoring practice Recommendations, advice and/
or goals

“I mean frequently we're adjusting our recommendations round what 
somebody is able to do or willing to do.” [P1]

Diabetes treatment strategies “…we've changed their insulin strategies so that they are more flexible in what 
they choose to eat, rather than being forced to keep up with a prescriptive 
strategy that we would require them to eat consistently and regularly every day 
to avoid hypos.” [P8]

No adjustments to practice “…the ability to access food has never, has never really been a topic of 
conversation in it's in its own right. So no, not really.” [P9]

2. Practical support Signposting to or accessing 
resources

“I've had to access the food bank on patient's behalf.” [P13]

Improving patient access to 
treatments

“We have made sure that folks have access to, umm, probably enhanced 
quantities of hypo treatments because we know that…For some people, this is 
really beginning to stretch their budgets, so we're, we're mindful to make sure 
that there's perhaps a more generous supply on prescription.” [P8]

Introducing strategies to help 
with food insecurity- related 
stress

“…if we can at least introduce some strategies to, to help them cope more 
effectively with stress, that's gonna be helpful for their diabetes management.” 
[P2]

Discussing patient's financial 
situation and possible changes to 
spending

“So it's, you know, can you use your skills of trying to encourage them to 
reduce maybe them wanting to do that and spending the money on that and 
divert the money elsewhere.” [P13]

3. Patient- 
practitioner rapport

Acknowledging and/or 
normalising patient challenges

“…it's just finding other ways to improve their self- management that's not so 
focused on eating and just hopefully normalizing that a little more is, you 
know, as much as possible that there are some things that we can do to, to, in 
terms of self- management to improve diabetes.” [P2]

Addressing patient's beliefs and 
knowledge of self- management

“Oh it's about patient understanding as well. I think sometimes it's you know 
they've maybe had their own beliefs or misunderstanding and, and it's just 
clarifying well actually, you know, you don't have to spend lots of money on it, 
you can eat like that.” [P13]

Building rapport and a positive 
patient- practitioner relationship

“We're not hands on people we're, we're talking people, we don't do any 
hands on stuff. So we are very much conversation and trying to motivate and 
encourage, and encourage self- management.” [P15]
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Others had helped patients to apply for financial sup-
port or improved their access to treatments. Less common 
practices included strategies to support patients with ex-
periences of stress, and discussing a patient's financial sit-
uation to explore possible changes in spending.

3.4.3 | Patient- practitioner rapport

Building rapport and a positive patient- practitioner relation-
ship were thought to be an important aspect of providing 
effective self- management support. Participants described 
acknowledging and normalising patients' difficulties, build-
ing trust, providing reassurance, and using patient- centred 
discussions to bolster motivation and encourage behaviour 

change. One participant highlighted that this may involve 
addressing patients' beliefs and possible misunderstandings 
about healthy eating and associated financial costs.

3.5 | HCPs' perceptions of their
knowledge and capability related to food 
insecurity and diabetes care

3.5.1 | Perceived knowledge and capability
for tailoring care

Most participants felt they had adequate knowledge or ex-
pertise to provide diabetes self- management support for 
those living with FI. Others shared that they had limited 

T A B L E  3  Key themes and subthemes for HCPs' perceptions of their knowledge and capability related to food insecurity and diabetes 
care.

Key theme Subtheme Illustrative quote

1. Perceived knowledge 
and capability for 
tailoring care

Awareness of professional 
knowledge, expertise and/or 
capabilities

“I feel that I know enough. Umm, about the physiological aspects of diet 
and diabetes.” [P3]

Confidence in adjusting care “I feel probably fairly confident. It's probably part of the work we would 
already do anyways” [P2]

Concern or distress regarding 
professional limitations

“…that's a worry for me, to have to then go home and still bear all that 
as well, to think there's people out there that I haven't been able to help 
fully.” [P13]

2. Knowledge of available 
resources and process for 
signposting

Extent of knowledge “I don't have any knowledge of the benefits system or what, what, what 
things are out there for different categories of people.” [P9]

Limited knowledge of resources 
outside of NHS

“I think we're still quite silo working within NHS, I think we work as an 
NHS service. We're not really fully aware of what's happening within 
local areas.” [P15]

Limited knowledge of resources in 
rural areas

“I could probably tell you more so what's available in the city. But if it 
came to Shire and Moray, that would be me just Googling away.” [P2]

Challenges in keeping up- to- date 
with resource availability

“Keeping up to date is hugely difficult when you're trying to keep up 
with all that you have to keep up in your own profession.” [P13]

Negative emotions stemming from 
perceived lack of knowledge

“I'm often a bit feel a bit powerless to be able to help them solve it 
because I don't know where the nearest food bank is.” [P1]

Limited knowledge of how to 
access and signpost resources

“I wouldn't know how to access food banks…I wouldn't know 
necessarily how to advise someone if I thought that was something that, 
that they might find useful.” [P3]

3. Efforts to overcome 
professional limitations

Increasing knowledge of available 
resources

“I know about some food banks or some organizations that I could like 
direct people to, but I wouldn't really know an awful lot about it. And 
that would be something that I probably have to go away after a session 
or, you know, before a session and have a think about and look for.” 
[P2]

Reliance on patient knowledge of 
available resources

“I mean often I would just throw it out there and just say well, do you 
know of any food banks in your local area?” [P1]

Involvement of other HCPs “…knowing what the practice team can offer as well can be helpful…they 
often have a much better knowledge locally as to what's available.” [P1]

4. Consideration of wider 
socioeconomic issues

Perceived impact of adjusting care “Even if we can give out that information as on NHS kind of service, 
how do we then support the families to actually manage that with the 
kind of, umm, financial things that are going on just now.” [P4]



8 of 12 | MOHAMED et al.

understanding of how to address FI or have constructive 
conversations about related issues. One participant ex-
pressed concern that they should do more to address FI, 
while another cited feelings of distress related to their 
perceived inability to provide fundamental solutions for 
those living with these difficulties:

“…that's a worry for me, to have to then go 
home and still bear all that as well, to think 
there's people out there that I haven't been 
able to help fully.” 

[P13]

3.5.2 | Knowledge of available resources and
process for signposting

Only one participant believed they had a good awareness 
of available resources to support individuals living with 
FI. While several participants reported not being aware of 
any resources for signposting:

“I don't have any knowledge of the benefits 
system or what, what, what things are out 
there for different categories of people.” 

[P9]

One participant shared that their knowledge was 
particularly limited for resources in rural areas, while  
another reported limited awareness of resources out-
side of the NHS, highlighting practical challenges for 
HCPs in keeping up- to- date. Another participant de-
scribed feeling powerless and frustrated by their per-
ceived limited knowledge of how to access and signpost 
resources:

“I wouldn't know how to access food banks…I 
wouldn't know what the process is for some-
one, so I wouldn't know necessarily know 
how to advise someone.” 

[P3]

3.5.3 | Efforts to overcome professional
limitations

It was common for participants to report speaking or re-
ferring patients to other HCPs, such as nurses and dieti-
cians, in an effort to overcome their perceived professional 
limitations in providing tailored support or signposting to 
resources. One participant described searching for avail-
able resources outside of consultations as a way to in-
crease their knowledge, while another had relied on their 

patients' own knowledge of available resources when dis-
cussing options for support.

3.5.4 | Consideration of wider
socioeconomic issues

One participant raised uncertainties about the ability of 
HCPs, and the NHS more generally, to support those liv-
ing with FI within the current socioeconomic context:

“Even if we can give out that information as an 
NHS kind of service, how do we then support 
the families to actually manage that with the…
financial things that are going on just now.” 

[P4]

3.6 | COM- B model

The following section brings together our findings in 
consideration of the COM- B model. Table 4 presents key 
themes and subthemes mapped onto the three compo-
nents; capability, opportunity and motivation.

3.6.1 | Capability

Most HCPs reported confidence and expertise in their abil-
ity to appropriately adjust guidance and treatment plans 
for individuals with FI. However, in some cases, profes-
sional limitations and personal lack of awareness were 
recognised as a barrier to HCPs discussing and supporting 
patients with these issues. Furthermore, only a few HCPs 
considered how they would support patients with feelings 
of stress or uncertainty associated with FI.

It was apparent that HCPs had limited awareness of re-
sources available to support patients. Although food banks 
were commonly identified, HCPs reported limited aware-
ness of the availability and operation of local food banks, 
and how to support patients in accessing them. Only one 
participant shared concerns about the suitability of food 
and long- term effectiveness of food banks in addressing FI 
for individuals with diabetes.

3.6.2 | Opportunity

HCPs identified a range of external barriers to discussing 
issues of FI, including the duration, regularity and setting 
of their consultations, increased work demands, and the 
absence of a screening tool for FI. The development and 
maintenance of a good patient- practitioner relationship 
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T A B L E  4  Summary of themes and subthemes for each COM- B Domain.

COM- B Domain Theme Sub- theme

Capability Practitioner factors Awareness of professional knowledge, expertise and/or capabilities
Knowledge/skills in raising the issue or offering support
Awareness of food insecurity as an issue

Knowledge of available resources 
and process for signposting

Extent of knowledge

Limited knowledge of resources outside of NHS
Limited knowledge of resources in rural areas
Challenges in keeping up- to- date with resource availability
Negative emotions stemming from perceived lack of knowledge
Limited knowledge of how to access and signpost resources

Efforts to overcome professional 
limitations

Increasing knowledge of available resources

Reliance on patient knowledge of available resources
Involvement of other HCPs

A multi- disciplinary approach Sharing information with or referring to other HCPs
Asking other HCPs for support with food insecurity- related conversations
Assumption that some HCPs have more opportunity to raise the issue than 
others

Providing practical support Signposting to or accessing resources
Improving patient access to treatments
Introducing strategies to help with food insecurity- related stress
Discussing patient's financial situation and possible changes to spending

Tailoring practice based on 
patient circumstances

Recommendations, advice and/or goals

Diabetes treatment strategies
No adjustments to practice

Opportunity Consultation factors Time availability
Consultation delivery method and setting
Frequency of patient contact
Prioritisation of food insecurity issues
Lack of routine food insecurity screening

Patient factors Willingness to disclose food insecurity
Patient- practitioner relationship
Fear of being judged by HCPs
Expectation of being told what to do by HCPs
Appearance and presentation in consultations
Engagement with health services
Beliefs about what to share with HCPs

Patient- practitioner rapport Acknowledging and/or normalising patient challenges
Addressing patient's beliefs and knowledge of self- management
Building rapport and a positive patient- practitioner relationship

Societal factors Perceived stigma around financial strain and/or food insecurity
Motivation Practitioner factors Personal feelings about raising the issue

Confidence in adjusting care
Perceived lack of solution or resources to offer patients
Concerns about patient's response to issue being raised
Concern or distress regarding professional limitations

Consideration of wider social and 
economic issues

Perceived impact of adjusting care
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and patients’ willingness to disclose FI issues were high-
lighted as key facilitators. Multidisciplinary working was 
another commonality across interviews, with HCPs high-
lighting sharing information and referring patients on to 
other services for specialised support. Dieticians and psy-
chologists were perceived to have more relevant expertise 
and increased opportunities to address issues of FI within 
their practice.

3.6.3 | Motivation

HCPs expressed a continuum of feelings about raising 
the issue of FI, with many perceiving it as a difficult, 
sensitive or awkward topic of conversation. They also 
outlined concerns about how patients might respond to 
being asked about FI. Despite this, the majority of par-
ticipants shared that they would tailor care and provide 
practical support or signpost to relevant resources. Not 
all participants had prior experience of adjusting their 
practice in this way and some HCPs displayed resistance 
to raising the issue of FI if they felt they have no practi-
cal solutions to offer. Others described feeling burdened, 
powerless and distressed by their perceived inability to 
resolve issues of FI.

3.7 | Ideas for practical solutions

Participants were asked what would help them to better 
support individuals living with FI and how discussions 
between patient and practitioner could be improved. 
Specific FI- focused training for diabetes care was the most 
dominant theme. It was thought that this would remind 
HCPs of the issue during routine consultations and help 
improve their knowledge and skills in supporting pa-
tients. Receiving training that would improve knowledge 
about local resources and related referral processes were 
highlighted.

Participants suggested making information more acces-
sible for patients through leaflets or a website to signpost 
local resources. Some thought having a comprehensive, 
up- to- date list of food banks within their geographic 
Health Board area, with information about how they op-
erated, would be beneficial. It was commonly thought this 
type of resource may require a dedicated local expert per-
son or team:

“Maybe we need some sort of dedicated indi-
vidual in the clinic who might, you know, be 
the go to person for support and advice about 
that.” 

[P3]

One participant advocated for a community hub area 
where patients could go to discuss their hardships and ac-
quire information about available resources. Others men-
tioned linking up with other clinics and care settings to 
understand what they typically offer patients.

Participants highlighted the potential benefits of includ-
ing questions around FI in a pre- consultation checklist, as a 
cue to discuss concerns. Several participants referred to the 
Making Every Opportunity Count (MEOC) approach to con-
sultations, which had previously been rolled out locally to 
support patients: a pre- consultation checklist to raise aware-
ness of patients' difficulties. Some participants mentioned 
the use of a FI screening measure, which they felt would 
lessen their responsibility to raise the issue and reduce feel-
ings of awkwardness for both patient and practitioner.

Engaging with third sector resources and initiatives to 
support patients was a common feature. One participant 
suggested that local food cooperatives could come to the 
clinic to sell cheap foods. Being able to offer patients op-
portunities to learn cooking skills was also highlighted.

4  |  DISCUSSION

This study of secondary care HCPs found that staff do not 
habitually consider or discuss FI issues within their rou-
tine clinical practice. This oversight suggests a significant 
gap in patient- centred care that needs to be addressed.

HCPs expressed ethical concerns about how to ap-
proach the topic of FI with patients, reflecting a broader 
uncertainty documented in similar research.13 This hesi-
tance is further compounded by a perceived lack of practi-
cal solutions. Previous research has evidenced scepticism 
and pessimism about the effectiveness of food banks as 
a sustainable solution to FI for individuals with chronic 
health conditions.15 Interestingly, concerns about the 
suitability and long- term effectiveness of food banks in 
addressing FI for individuals with diabetes was not a com-
mon feature across interviews.

This study has identified some key issues for NHS 
services and senior decision- makers, as well as practical 
steps to support HCPs in their practice. The absence of a 
screening tool for FI was seen as an impediment to raising 
the issue of FI, as previously found.2 Given the significant 
pressures and time constraints in patient consultations, 
introducing a brief self- report tool for patients to complete 
before consultations could help staff efficiently address 
this topic. Other healthcare systems are increasingly using 
screening tools for FI, such as the 2- item Hunger Vital 
Sign21 or the 10- item Accountable Health Communities 
Health- Related Social Needs screening tool.22 Adopting 
similar screening tools could enhance patient- centred 
care, help tailor interventions, and mitigate health 
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inequalities. However, it is essential to explore the experi-
ences of patients and staff in primary and secondary care 
using these tools, and pilot their use, prior to wider imple-
mentation, to minimise potential feelings of shame, stress 
or alienation.23

Overall, integrating FI considerations into routine clin-
ical practice is vital to help improve patient experience, 
health outcomes and promote equity in diabetes care. The 
NHS Long Term Plan highlights the need to address health 
inequalities,24 and ensuring patients have consistent access 
to nutritious food supports this goal. By recognising the 
role of FI in diabetes management, HCPs can provide tai-
lored support to underserved communities and ultimately 
enhance care effectiveness. Nevertheless, this study raises 
fundamental questions about what the NHS can do to sup-
port individuals challenged by the impact of wider socio-
economic issues beyond its control. There was recognition 
of healthcare being shaped by the government's policy 
choices and decisions on social spending, underscoring the 
need for system- level changes to support NHS action.25

4.1 | Strengths and limitations

A key strength of this study was the application of the 
COM- B model of behaviour change to guide data collec-
tion and analysis. This model has been widely used to 
understand the role of cognitive factors, emotional pro-
cesses and environmental systems on individuals' health 
behaviours.26–28 It has been applied to understand barri-
ers and facilitators to the behaviour and practice of health 
professionals.29,30

This study captured the knowledge, experiences and 
training needs of a small sample of HCPs predominantly 
working in a large acute hospital setting in Scotland. 
Although the findings complement existing literature in 
the area,2,9,15 our sample consisted predominantly of dia-
betes physicians and psychologists, with limited represen-
tation of other HCPs, including diabetes specialist nurses 
and those based in primary care. It was not possible to re-
cruit additional participants from these key groups, due to 
limited time and access to relevant networks, as well as a 
lack of engagement from some groups. This may in part 
be a result of the substantial work demands and pressures 
faced by HCPs day- to- day, leaving limited time and capac-
ity to engage in research activities. This research has also 
not explored how community- based health and social care 
professionals are dealing with issues of FI. There is a need 
for further research to capture the perspectives and expe-
riences of HCPs based in primary and community settings 
who may play a key role in raising and addressing issues of 
FI, as well as their training and support needs for tailoring 
diabetes care in this context.

In addition, there was no scope in this study to explore 
the views of patients living with diabetes and FI, and their 
experiences of receiving health care. There is a paucity of 
literature in this important area. Increasing our under-
standing of patients' experiences may help develop inno-
vative programmes and interventions to support people 
living with FI, and has the potential to influence social 
policies to address poverty and health inequalities.

Finally, the role of two of the researchers should be 
considered, as SM (a health psychologist) and AA (a 
clinician in the diabetes service) may have influenced 
responses. It is possible that their clinical experiences 
and beliefs influenced data interpretation. However, a 
third researcher, FD (a public health scientist), provided 
critical reflections and challenged the other researchers' 
positions and experiences in the final interpretation of 
the data.

5  |  CONCLUSION

This study highlights to NHS services and senior decision- 
makers that FI is not currently core to routine clinical 
practice in diabetes. The findings suggest that training for 
staff, accessible information for patients and practition-
ers, self- report pro forma, and NHS- third sector links and 
pathways may help support HCPs and their patients con-
sider the ways in which FI is impacting self- management. 
There is also a need for further research with affected pa-
tients and the NHS workforce more widely to gain a better 
understanding of how to provide high- quality, effective 
care within NHS settings.
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