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Are patients with type 2 diabetes in the Waikato District provided 
with adequate education and support in primary care to 
self-manage their condition? A qualitative study 
Rebekah CrosswellA,* , Kimberley NormanA, Shemana CassimA,B, Valentina PapaC, Rawiri KeenanA ,  
Ryan PaulD and Lynne ChepulisA   

ABSTRACT 

Introduction. In Aotearoa New Zealand (NZ), type 2 diabetes (T2D) is predominantly managed in 
primary care. Despite established guidelines, patients are often suboptimally managed, with 
inequitable health outcomes. To date, few NZ studies have evaluated the primary care manage
ment of T2D at the time of diagnosis. Aim. This study aims to explore the provision of education 
and delivery of care to patients at the time of diagnosis, which is a crucial time in the disease 
trajectory. Methods. Participants were recruited from a Māori health provider in the Waikato 
District, and diagnosed with T2D after January 2020. Patients were texted a link to opt into a 
survey (larger study) and then registered interest by providing contact details for an interview 
(current study). Semi-structured interviews were conducted and were audio recorded, tran
scribed, and thematically analysed. Results. In total, 11 participants aged 19–65 years completed 
the interviews (female n = 9 and male n = 20); the comprised Māori (n = 5), NZ European (n = 5) and 
Asian (n = 1) participants. Three overarching themes were identified, including: (1) ineffective 
provision of resources and education methods; (2) poor communication from healthcare practi
tioners; and (3) health system barriers. Discussion. Evidently, there are difficulties in primary care 
diabetes mellitus diagnosis and management. Improvements could include locally relevant 
resources tailored to patients’ experiences and cultural identities. Utilising whānau support and 
a non-clinical workforce, such as health navigators/kaiāwhina, will drastically address current 
workforce issues and assist patient self-management. This will allow improved diagnosis experi
ences and better health outcomes for patients and whānau.  

Keywords: communication, diagnosis, healthcare education, primary health care, self-management, 
type 2 diabetes. 

Introduction 

Type 2 diabetes mellitus (T2D) is a serious chronic condition, where the economic, 
physical, and psychological burden is high.1 In Aotearoa New Zealand (NZ), T2D cur
rently affects approximately 300 000 people, leading to high rates of morbidity and 
mortality.2 Māori and Pasifika populations are disproportionately affected, with Māori 
being 2.5-fold more likely to receive a diagnosis of T2D than non-Māori,3,4 and more 
likely to be diagnosed at an earlier age.5 Māori and Pacific people are also more likely to 
experience poorer glycaemic control and long-term complications.3 In NZ, the manage
ment of T2D is largely delivered by primary healthcare providers.6 Adequate education 
and supportive care to manage diabetes in primary care and patients’ daily lives is 
paramount, particularly at diagnosis.7 

The diagnosis of T2D can be an emotionally overwhelming experience, where patients 
are likely to feel a sense of shock, anger, and denial.8 Patients are faced with making a 
multitude of complex decisions and adjustments to their lives regarding medication use, 
nutrition, physical activity, and lifestyle changes.9 To achieve optimal outcomes, patients 
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should be provided with social, emotional and educational 
support from as early as possible. 

Good communication between healthcare practitioners 
and patients is required for optimal outcomes,10–13 particu
larly with general practitioners (GPs), who are predomi
nantly the first point of contact at diagnosis. Additionally, 
practice must be culturally safe (as per the New Zealand 
Medical Council Guidelines),14 for shared decision-making 
and to engage patients and whānau in their own health care, 
to achieve more equitable health outcomes.15 At the time of 
diagnosis, T2D management initially relies on information 
provision.16 Education is centred around providing effective 
coping skills, as well as self-management behaviours, possi
ble complications, and pharmaceutical advice where rele
vant.16 However, although the role of education in T2D care 
has been explored previously, both in NZ7,13,17,18 and over
seas,19–21 patient education and care experiences of being 
diagnosed with T2D in primary care needs to be further 
explored. Thus, the current study examines whether primary 
care in NZ adequately prepares those newly diagnosed with 
T2D diabetes with education and management advice pro
vision to cope with their condition independently. 

Methods 

Data collection 

This qualitative study was part of a larger T2D management 
in primary care research project and participants were 
recruited in one of three ways. First, patients with T2D 
who completed a survey about their diagnosis experience18 

were invited to participate in an interview. Second, 

advertising using electronic posters on ‘Diabetes NZ’22 social 
media platforms and networks were circulated, which 
invited participants to contact the researcher to volunteer 
to take part. Third, a snowballing strategy was utilised,23 

whereby participants were invited to tell anyone they knew 
who might like to participate to contact the researcher, RC. 
Potential participants were all given an information sheet 
that outlined the purpose of the study, and any concerns or 
questions were discussed and answered before consent was 
given. Once participants had agreed to take part, a suitable 
interview time and location was organised for interviews, 
which were held at the participants’ convenience (either at 
the participants’ house, or via Zoom). A Māori interviewer 
was involved in carrying out all interviews (RC). The multi- 
disciplinary research team included a Māori advisory group 
(made up of clinicians and academics) to ensure the Māori 
participant data were collected, analysed, and presented in a 
culturally safe way. 

Procedure 

Interviews were conducted using an interview guide consist
ing of open-ended semi-structured questions (see Appendix 1). 
Participants were encouraged to speak about their experience 
of education and health provision in primary care and expand 
on their narratives as the conversation naturally evolved. 
A participant information sheet explaining the purpose of 
the study was provided before the interview stage, explaining 
the purpose of the study and further instructions were given to 
the participant for their own use. At the beginning of each 
interview, the objective of the study was verbally re-stated, 
and participants were reminded they could end the interview 
at any time. Before commencement of the interviews, partici
pants were offered culturally appropriate ways to open the 
meeting, such as inōi (prayer) or kārakia (Māori incantation). 
Interviews were conducted face-to-face (kanohi te kanohi) at a 
location of the participants’ choice or via Zoom, and all inter
views were audio-recorded. Interviews lasted between 15 and 
60 min. All participants were given a NZ$50 gift card and kai 
(food) was provided if the meeting was conducted in person, 
as an appreciation and to recompense participants for 
their time. 

Analysis 

All interview data were transcribed using transcription soft
ware (otter ai) and checked manually for errors, accents, 
and colloquial terms. Two researchers (RC, VP) completed 
the preliminary analysis guided by the thematic analysis by 
Braun and Clarke.24 For this, each transcript was read, and 
re-read by the researchers to enable absorption of the data. 
On each transcript, areas of text were highlighted that were 
deemed to be significant to the participants’ narratives and 
their experiences with information provision at diagnosis, 
which formed the codes of this analysis. Each transcript was 
analysed by each researcher independently through coding 

WHAT GAP THIS FILLS 

What is already known: Diagnosis of type 2 diabetes is a 
challenging time, where healthcare professionals must con
sider health literacy, previous medical history, whānau, 
finances, and psychosocial factors. Current research states 
the treatment in primary care is suboptimal, compounded by 
clinical inertia, and that appointment times of 15 min are 
typically not long enough for sufficient diagnosis and 
treatment. 
What this study adds: The current system of educating and 
supporting patients in primary care is viewed by patients as 
unsuitable in terms of appointment times, education, and 
communication. Graphic, conversational, or imagery-based 
education methods are preferred to pamphlets, and written 
sources of information that are tailored to the individual are 
needed, and must reflect cultural context. More support is 
required in terms of healthcare practitioners relationships’and 
culturally safe and compassionate patient care.    

R. Crosswell et al.                                                                                                                 Journal of Primary Health Care 

62 



important themes. These highlighted transcripts were 
shared and reviewed between the original two original cod
ers (RC) and (VP) for consensus and then distributed among 
the wider team. An analysis day with the broader research 
team, where these transcripts and themes were compara
tively re-analysed for any missing codes, narratives dis
cussed and grouped into five broad themes. These broad 
themes and findings were discussed in depth with the wider 
multidisciplinary team to ensure a reflexive and rigorous 
analysis process. This process involved a comparison of 
themes, robust discussion and re-analysing until three tan
gible themes were finalised. Finally, themes were presented 
to representatives from the Māori Advisory Group (MAG) 
where they were studied and agreed upon to ensure cultural 
validity. The COnsolidated criteria for REporting Qualitative 
research25 were used to inform reporting of the study 
findings. 

Ethics 

Ethical approval was granted by the University of Waikato 
Human Research Ethics Committee (reference HREC 
(Health) 2021#74). 

Results 

In total, 11 participants aged 19–65 years completed inter
views (female n = 9 and male n = 20 participants); Māori 
(n = 5), NZ European (n = 5) and Asian (n = 1). Three 
significant themes were identified from participant narra
tives: ‘Ineffective provision of resources and education 
methods’; ‘poor communication with their healthcare pro
fessional’; and ‘health system barriers’. 

Ineffective provision of resources and education 
methods 

Several participants reported that they were overwhelmed 
by their T2D diagnosis and not provided with adequate 
education at the time of their diagnosis to understand the 
aetiology of diabetes, its physiology, and pharmaceutical 
advice. For those that were provided education, the methods 
of resource provision (eg pamphlets, conversations), were 
ineffective, resulting in a lack of awareness of diabetes 
physiology, symptomology and mechanisms of action and 
side effects of medications. However, these same partici
pants did understand T2D impacts their health in nega
tive ways: 

‘I still probably don’t grasp the semantics of what diabe
tes does…it’s just it’s something to do with the pancreas. I 
know, it’s something to do with blood sugar…. I don’t 
think I’ve grasped the concept of it…I know that it’s bad’ 
(Participant 6).  

This lack of understanding was further expanded upon: 

‘I didn’t grasp an understanding of how I got it [diabetes], 
that it was never answered, or what if I can get rid of it or 
anything like that. So I sort of came away thinking I’ll 
take these tablets, and in six months, everything will be 
great’ (Participant 7).  

Some participants disclosed they were unaware of how to 
administer medication, such as insulin, and resorted to 
watching a YouTube video. Monitoring blood glucose on a 
long-term basis was not effectively explained. Another par
ticipant expressed confusion about the best monitoring prac
tices, as this was not part of their diagnosis discussion. 

Many participants commented on the suitability of pro
vided resources. Most highlighted their healthcare practi
tioners provided pamphlets to learn more about diabetes 
and how to implement sustainable lifestyle modifications. 
However, although pamphlets were positioned as useful for 
some, as they could use them for reference later, this was 
not the case for others. Many emphasised the need for 
information to be delivered in alternative mediums, such 
as conversational, or audio-visual formats. 

‘I really needed to be talked through it. It’s alright read
ing pamphlets. But when you take them home, and you 
put them away, which is exactly what I did! Also, if 
someone had given me a DVD, or something like that, I 
would have come home and watched it on the TV so then 
I would have been able to go from there- because I’m 
visual, audio you know?’ (Participant 3).  

Another expressed: 

‘...she [diabetes nurse] started to bring out all of these 
blinken [sic] pamphlets which end up in the rubbish, 
sometimes the hands on is better than the book’ 
(Participant 5).  

Participants indicated a need for resources to be relevant 
and tailored to their specific needs. One patient mentioned 
she received information on driving and on drinking alco
hol, both of which were irrelevant for her. In contrast, other 
resources were deemed to be effective and well-used by 
some participants. For example, one participant was given 
a convenient nutrition information card by his healthcare 
practitioners. He was able to carry this in his wallet and 
refer to it when food shopping, allowing him to make more 
suitable food choices. What made this information distinc
tive, was its small size, being transportable in his wallet, and 
its use of numerical and pictorial information. 

Although half of the participants were of Māori descent, 
some had strong feelings towards use of pamphlets designed 
specifically for Māori patients, whānau and their communi
ties. One participant expressed that he would like to see 
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more resources in Te Reo Māori, especially those aimed at 
younger audiences: 

‘“he mate huka ahau” [I have diabetes] …it would take 
the stigma away from it, to normalise it. And it would be 
in very simple language that even an adult who’s starting 
to learn Te Reo, would be able to absorb and understand’ 
(Participant 1).  

In contrast, one participant said although she liked the use 
of Māori words (kupu), she did not perceive it was translated 
in a meaningful way, taking account of cultural context; 
rather, it was a transliteration of the English version. 

‘Even putting in te reo Māori. I gotta spend half the time 
translating for them [other patients]. That’s like another 
tick box thing? I think all you have done is just word for 
word [translated from English to Māori]… so there’s 
nothing there for us’ (Participant 5).  

Poor communication with their healthcare 
professional 

Communication difficulties at the time of diagnosis were 
reported by most participants, which was demonstrated in 
a failure to diagnose face-to-face (kanohi te kanohi), parti
cipants feeling uncomfortable in bringing up pertinent ques
tions, and a lack of support at a stressful time. For some, 
discussing diabetes with their healthcare practitioners was 
not an option at the time of diagnosis; for example, one 
participant described her diagnosis was delivered via text 
message, an unexpected and alarming medium: 

‘I was diagnosed via a text notification…And it had been 
as a result of going to the doctor for previous medica
tions, then the message just said, you are now diabetic 
and just gave the information around the readings’ 
(Participant 11).  

Diagnosis delivery was described in association with con
cepts of ‘distress’ and a lack of support or time availability 
from their healthcare practitioners. 

‘It is quite shocking to be just to be told that you have 
diabetes, and then be sent on your way’ (Participant 7).  

The manner in which the healthcare practitioners com
municated was a further factor in how participants felt 
about their diagnosis and management (eg some partici
pants felt uncomfortable raising questions). Participants 
explained the need to feel secure enough to prompt discus
sions and receive honest, informative answers. Participants 
also reported a desire to build trusting therapeutic relation
ships where the healthcare practitioners listened to their 
concerns. 

‘If they [patients] are shy, the GP or health nurse should 
be welcoming and ask open-ended questions… don’t 
make them feel uncomfortable’ (Participant 8). 

‘It took me ages to find a GP that actually listened…’ 
(Participant 9).  

Many participants reported a desire for explanations 
about diabetes and medication from their healthcare practi
tioners in an understandable way. This communication 
should use simplistic terminology, and minimising the 
power imbalance can assist with information being effec
tively received. 

‘It’s talking at eye level, not talking up here [indicates a 
higher level on a hierarchy with their hands]. Because the 
minute somebody talks up here, well, I’m just going to 
well....my ears are off…Do away with all the medical 
jargon, and just dim it down’ (Participant 5).  

For some participants, the information they received was 
insufficient, leaving participants with feelings associated 
with a lack of support from their healthcare practitioners 
and having to ‘manage it on their own’. Most patients 
reported feeling left to their own devices, lost and not 
equipped to independently manage their disease. 

‘I know I’d be able to handle my diabetes if I had the 
proper support from the beginning, so I’m just winging it’ 
(Participant 3).  

Whereas another participant detailed: 

‘It would be great to have somebody who really, really 
understands and tells me the consequences of what could 
happen if I don’t do such and such’ (Participant 11).  

Patients also highlighted instances where there was a 
lack of consistency in the communication they received 
from different healthcare practitioners, leading to confu
sion, and questioning the continuity of care. 

‘I had a tummy bug. Five months into it. And I was like, 
do I take more medication? Do I take less medication? 
When I wrote to the doctors, they said, oh, you need to 
come in and be checked. And then when I rang the 
Healthline, they gave me different advice’ (Participant 2).  

Health system barriers 

Health system barriers outlines a theme where participants 
highlighted they were hindered from receiving the appro
priate care required for their T2D management journey, due 
to a myriad of factors. Participants indicated that the 15-min 
appointment was not enough to adequately learn about and 
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understand their diabetes, ask questions, and feel prepared 
for self-management. 

‘You’ve got to bear in mind GP has 15 minutes. It’s not a 
long period of time to have an in-depth conversation 
about each medication that they’re going to prescribe’ 
(Participant 2).  

Participants conveyed that seeing different GPs acted as a 
barrier to some parts of their health care as the therapeutic 
relationship is weakened. Continuity establishes trust and 
makes follow-up appointments easier. 

‘So I don’t have just one [GP], you know, it’s whoever’s 
available at the time, which I find annoying… because 
they don’t read up your notes and so you’ve got to start 
from scratch every time… They don’t follow up your 
progress ….’ (Participant 3).  

For participants who identified as Māori, health system 
barriers such as institutional racism and cultural 
insensitivity were experienced. This impeded the appropri
ate, culturally safe care: 

‘I know that there’s a lot who don’t really care about it, 
especially when it comes to people of colour, in general. 
Pasifika and Māori. They [healthcare practitioners] are 
just like “you got diabetes, you know, it’s what your 
people get” like. It’s a whole mind shift. That’s an 
ingrained type of racism and the thought process that 
they have…’ (Participant 4).  

Although some participants had these negative experi
ences, there were contrasting positive experiences. One par
ticipant found healthcare practitioners of the same culture, 
or who understood her life experiences. 

‘I was dealt with a lot of European older women who 
were just like, Oh, of course you do [have T2D diabetes] 
…….The Māori nurse that I did have she was a lot more 
[understanding]. She was like, we’re not going to say those 
things [culturally insensitive comments]’ (Participant 4).  

Discussion 

The purpose of this study was to examine the education and 
care received for patients with T2D in primary care at the 
time of diagnosis. T2D is a complex health issue that 
requires ongoing management from the time of diagnosis 
and patients need to be provided with appropriate resources 
and education to optimise their diabetes management jour
ney.7,17,19,26 However, for many patients newly diagnosed 
with T2D, the provision of resources and education appears 
to be sub-optimal. Many participants, for example, reported 

an over-reliance on pamphlets and written resources. 
Preferences indicated the need for alternative educational 
tools, such as conversation, group education sessions and 
visual imaging (eg video use, pictures, graphs). This aligns 
with the literature that indicates that educational materials 
must cater to different learning styles and needs, particu
larly those with lower health literacy, levels of education 
and deprivation status.27,28 As found by Chepulis et al. 
(2023), when the information was not sufficiently provided, 
patients would source their own, from the internet, friends 
and whānau.18 However, this information was not always 
reliable and was mainly internationally based and therefore 
did not always meet their needs. This highlights the genuine 
need for locally and culturally relevant information, specific 
to New Zealand’s social and cultural landscape. Health 
beliefs, current knowledge, medical history, physical chal
lenges, family supports, financial constraints, emotional 
concerns, health literacy, numeracy and whānau must all 
be considered when creating educational resources.16 

Healthcare practitioners' communication with partici
pants was also a significant concern. The method of diagnosis 
was deemed to be particularly important; although the major
ity were within a consult, some were via different mediums 
(eg text, phone). Given the period of time this study was 
conducted, this may have been a result of COVID-19; how
ever, effective communication and follow-up is still required, 
regardless of the method of diagnosis delivery. With insuffi
cient communication, participants described feeling as if they 
had no knowledge of their condition and felt a sense of 
desertion. It has been identified that the quality of communi
cation and information during this time is directly associated 
with medication adherence29 and self-management of their 
disease30 and, therefore, overall diabetes management. Thus, 
the healthcare practitioner–patient relationship is crucial for 
optimal diabetes care.31 

Diabetes is a complex, systemic condition that often 
requires intensive time spent with the patient. However, 
the NZ primary care sector is under significant stress at 
present and Stokes et al. (2017) found that when faced 
with time pressures, healthcare practitioners rely largely on 
consecutive appointments to try to manage their patient’s 
condition.32 However, as previous studies state,18 for some 
patients, this is not an option, with financial constraints and 
transportation barriers resulting in missed or fewer appoint
ments, and ultimately in reduced care. This was particularly 
the case in lower socioeconomic and rural locations.18 Time 
pressures directly impact healthcare practitioners’ ability to 
undertake evidence-based approaches, meaning they are less 
likely to follow treatment guidelines.33,34 Consequently, with 
this lack of continuity, there is a lack of rapport and 
unfamiliarity with participants’ medical and social history. 
Given the nature of short, 15-min appointment times, there 
is a real opportunity to reduce the workload on GPs through 
the use of other clinical staff, such as prescribing pharma
cists, diabetes nurse specialists and nurse practitioners. 
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Additionally, there is an excellent opportunity for a non- 
clinical workforce who are not bound by such rigid and 
structured appointment times, such as health navigators/ 
kaiāwhina, to assist patients and clinical staff with overall 
diabetes management. Indeed, evidence has already demon
strated that health navigators/kaiāwhina can improve health 
outcomes in other areas of health, such as lung cancer,35 

disability support36 and mental health,37 by reducing the 
pressures in primary care and the strain within the overall 
healthcare system. 

Culturally safe care cannot be overlooked at diagnosis, as 
it was a highly significant and common finding in our cur
rent study, interspersed across all themes. With Indigenous 
Māori populations carrying much of the burden of poorer 
health outcomes in T2D, it is critical these inequities are 
addressed. Participants supported the idea of T2D resources 
being available in Te Reo Māori, but only if it is culturally 
considered and not direct English translations. Literature 
suggests there are many Indigenous concepts for which 
there are no English translations, and philosophical aspects 
to Te Reo words, which do not correspond to simplistic 
English translations. In terms of interactions with healthcare 
practitioners, it was found there is institutional racism and a 
lack of cultural sensitivity, which has been confirmed by 
prior literature.38–43 For many participants, though particu
larly Māori, whānau are considered to be proponents of 
information sharing.44,45 Previous studies have stated 
Māori have less access to health services such as GPs46 and 
a sense of whakamā (shame/feeling of blame) may result 
from the racism they experience.47 Therefore, healthcare 
practitioners and a health service that is culturally safe is 
needed, along with a clear understanding of Te Tiriti and its 
obligations (New Zealand’s founding document and partner
ship with Māori and the Crown).48 It is important to note, 
however, that one patient who experienced such stigma was 
able to find a healthcare practitioner who was Māori, and 
was able to develop trust and empathy. This demonstrates 
having higher representation of Māori healthcare practition
ers and those from more marginalised communities, such as 
Pasifika, rural and low socioeconomic areas, would go some 
way in reducing this stigma. 

Strengths 

This paper has included the recruitment of a strong repre
sentation of Māori participants for cultural representation. 
Having a Māori advisory group (MAG), along with Māori 
researchers, both clinicians and emerging academics, has 
allowed the analysis and dissemination of this manuscript 
to be viewed through a culturally safe lens. Participants 
were recruited from the wider Waikato area, which included 
smaller rural towns as well as urban centres, to gain a 
thorough understanding across all geographic locations, 
with the staff and provision of healthcare structure of 
primary care clinics sometimes differing. Using the time of 

diagnosis allowed data to be captured early in the disease 
trajectory, so improvements can be made to provision of 
education at the time of diagnosis. 

Limitations 

As with any qualitative study, findings cannot be general
ised;49,50 however, the themes identified were evident 
across many participant narratives. Although this research 
did include Indigenous participants, it was not designed as a 
Kaupapa Māori study, which could yield alternative find
ings.4 Our limited sample size of 11 may have been a cause 
for potential bias. A larger quantitative study found that 
70% of participants were happy with education provided,18 

though this information was all subjectively self-reported. 
Further, the recruitment strategy could have also played a 
role in bias, with patients opting in, thus potentially we 
received patients who wanted to discuss difficult experi
ences, as opposed to random sampling, which could have 
captured some more positive experiences. 

Conclusion 

This study found that, at present, patients with T2D require 
more information and support at diagnosis, which is a cru
cial time for patients, and timely engagement can assist with 
setting patients up for effective self-management in the 
future. Updated and culturally relevant local resources are 
required, care should be culturally safe, empathetic, and 
patient-centred and health system barriers should be mini
mised, to reduce the already immense burden of T2D on 
patients and their whānau to improve health outcomes 
for all. 
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Appendix 1. Interview guide. 

(1st meeting) Introduction – Whanaungatanga  
• Thank participant for their time and agreeing to participate  
• Ask about karakia/prayer  
• Introduce self/background including where you’re from  
• Respond to participant’s own introduction  
• Answer questions about yourself  
• Ask if it’s OK to start the interview  
• Explain aims of research and interview  
• Verbally go through participant information sheet, and answer any questions/clarify any doubts  
• Get the consent form signed and give participant their $30 voucher and thank participant  
• Gain consent for turning the Dictaphone on 

Could you please tell me about the time you were diagnosed with type 2 diabetes?  
• Who diagnosed them (GP, nurse, Māori health provider, hospital, someone else)?  
• When diagnosis was (how long ago)  
• Where (location of practice)  
• Was diagnosis through a purposeful test or as part of another routine examination? Expected?  
• What was their knowledge of diabetes before diagnosis? Had they heard of it before? 

Could you please tell me about your experience with managing your diabetes since diagnosis?  
• What processes or strategies are used to effectively manage diabetes?  
• How do you manage/control/monitor the sugar (blood) levels?  
• Are there any barriers/difficulties to managing this?  
• Do you feel equipped to manage your diabetes independently? Why/why not? 

Had you had any previous experience with diabetes?  
• Any knowledge about T2D prior to diagnosis?  
• Where did information come from?  
• Family/friends with T2D?  
• Do you think that your disease is effectively managed by your GPs (primary care)? 

Could you please tell me about your experience with accessing information to help you manage your diabetes? 
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• Has your GP, practice nurse or any other health professional given you, or referred you, to resources that could help you 
manage your diabetes? Were these provided at the time of being diagnosed?  

• If so, what were these? Were they effective in helping?  
• Have you accessed other resources to better support the management of your diabetes?  
• If yes, what are these and how did you come across them? (Friends, GP, internet etc)  
• Do you find the information you have received/independently found to be useful? Why/why not?  
• Do you feel that you were appropriately supported by your healthcare providers to be able to manage your diabetes when 

you were diagnosed… has your views on this changed during the last 12 months? 

Can you tell me a little more about your experience since being diagnosed with diabetes? How have you found it?  
• Aspects that made the process easier/harder for you and your whānau?  
• Who have some of the most helpful people been during this time? Why? (eg support groups, GPs, family/whānau, internet, 

nurses?)  
• What have been the most helpful pieces of information for you? Why?  
• Is there anything you would have liked to know earlier on in this journey?  
• What has been the hardest part of managing your diabetes? 

What advice would you give to someone who has just been diagnosed with T2D? 
From your perspective, having been through this diagnosis, how do you think diabetes care/management could 

be improved?  
• What information would you like to have received?  
• What additional support could have been useful during this first year? 

What do you think is the most important thing for being able to self-manage your diabetes effectively? Have you 
been appropriately equipped for [this most important thing]? 

Is there anything you would like to add or bring up that you think should have been discussed? 
Closing of the Interview 
Do you have any further questions about this study?  

• Check if the participant has any questions about the study  
• Check if they wish to close with a karakia or prayer  
• Thank them for their time and participation. 

Reminders  
• Address/contact details to send through summary report of research – if required 

____________________________________________________________________________________________________________________________________________________________________ 
Thank you so much for your time    
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