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Abstract
Background: Type 2 diabetes (T2DM) is one of the leading chronic diseases worldwide, requiring effective long-term
self-management (SM) to improve health outcomes and reduce complications. Although structured diabetes pathways exist
in Belgium, national reports indicate that adherence to the recommended diabetes follow-up and routine monitoring remains
suboptimal. Digital health technologies have shown promise in supporting SM; however, little is known about how stakehold-
ers within the Flemish health care system perceive opportunities to improve SM and implement digital health interventions.
Objective: This study aimed to explore stakeholders’ perspectives on improving diabetes SM and the potential role of digital
tools in supporting people with T2DM in the Flemish health care system.
Methods: A qualitative study was conducted using 2 online semistructured focus group discussions with 19 stakeholders,
including health care professionals (HCPs) from primary, secondary, and tertiary care settings; researchers; digital health
experts; and an individual living with T2DM. Participants were recruited using maximum variation purposive sampling
followed by snowball sampling. The discussion guide was informed by the Consolidated Framework for Implementation
Research and current evidence on diabetes SM and digital health. Discussions were audio-recorded, transcribed verbatim,
translated from Dutch into English, analyzed using Braun and Clarke’s 6-phase reflexive thematic analysis, and supported by
NVivo (QSR International).
Results: Five key themes were identified: (1) Empowerment through education, (2) Tailoring education to individual needs,
(3) Multidisciplinary and cross-sectoral collaboration, (4) Opportunities for digital technology in self-management, and (5)
Regional and national systemic limitations. Participants consistently emphasized that effective diabetes SM may extend beyond
patients’ individual behaviors and depends on tailored education, coordinated multidisciplinary care across the health care
sectors, supportive organizational structures, and supportive health policies. Digital health technologies were perceived as
valuable tools to facilitate patient education, communication, information sharing, and continuity of care. However, partici-
pants also highlighted that successful implementation depends on addressing broader organizational and system-level barriers,
including fragmented digital infrastructures, limited interoperability, and regulatory constraints within the Belgian health care
system.

JMIR DIABETES Annancy et al

https://diabetes.jmir.org/2026/1/e88446 JMIR Diabetes 2026 | vol. 11 | e88446 | p. 1
(page number not for citation purposes)

https://diabetes.jmir.org/2026/1/e88446


Conclusions: Stakeholders viewed improving diabetes SM as a shared responsibility between patients, HCPs, and the health
care system. While digital health technologies may strengthen SM support, their value depends on how well they complement
existing care processes and address contextual implementation challenges. These findings provide context-specific insights
that may inform the development and implementation of digital interventions for T2DM in Belgium and similar health care
settings. Further qualitative research involving a larger and more diverse sample of people living with T2DM is warranted to
better understand patient experiences and support needs.
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Introduction
Diabetes remains one of the most prevalent noncommunica-
ble chronic diseases, with the World Health Organization
reporting that the disease was directly responsible for 1.6
million deaths in 2021 and that an estimated 830 mil-
lion people worldwide were living with diabetes. Predic-
tions estimate that 1.3 billion adults will be diagnosed
with this disease by 2050 [1,2]. Type 2 diabetes mellitus
(T2DM) accounts for 90%‐95% of diabetes cases, underscor-
ing its predominance and the urgent need for sustainable
and scalable management strategies. In Belgium, approxi-
mately 7.6% of the population received a formal diagno-
sis of diabetes in 2023 [3]. However, national reports
estimate that 1 in 3 Belgians with diabetes remains undiag-
nosed, suggesting a true prevalence of more than 10% [3].
Beyond its increasing prevalence, T2DM imposes a signifi-
cant burden through long-term microvascular and macrovas-
cular complications that contribute to morbidity, disability,
and premature mortality [4].

The 2022 consensus report by the European Associa-
tion for the Study of Diabetes and the American Diabe-
tes Association emphasizes the importance of combining
pharmacological therapy with multifactorial management [5].
Key elements for optimal diabetes management and self-
care activities include a person-centered approach, struc-
tured diabetes self-management (SM) education and support,
behavioral strategies (including regular physical activity and
smoking cessation), and the active involvement of individu-
als in treatment decisions and during therapy goal setting.
Accordingly, there has been a shift from clinician-led care
toward collaborative models that allow engagement and SM.
Structured SM support has consistently been associated with
improved metabolic control, self-care behaviors, other clinical
outcomes, and reduced diabetes-related complications [6-8].

Belgium’s health care system is recognized for its
accessibility and high-quality service delivery [9]. For T2DM
care, 3 structured pathways have been established: the
diabetes start trajectory, the diabetes care trajectory, and
the convention pathway, each tailored to patients’ needs
and levels of disease complexity [10,11]. The pathways
are organized as contracts that state minimal requirements,
in which all partners agree to be actively involved, and
the administrative burden is minimized. The start trajec-
tory primarily targets patients managed in primary care
with lifestyle interventions and/or oral medication. The

care trajectory encompasses patients who require up to 2
daily injections of insulin or other glucose-lowering drugs
(eg, GLP1-receptor agonists). These patients are followed
primarily at the office of their general practitioner (GP)
and are required to see an endocrinologist only once per
year. Individuals with complex insulin regimens involving
at least 3 injections per day or continuous subcutaneous
insulin infusion are assigned to the convention pathway,
where the main follow-up is organized in specialist endo-
crinology centers (with ≥2 visits per year). These path-
ways extend across both primary and specialized care
sectors. Depending on the pathway, patients are required
to engage in regular consultations with GPs and diabetolo-
gists, as well as structured formal education sessions with
diabetes educators, dietitians, and podiatrists. Additionally,
patients typically benefit from substantial reimbursements and
access to diabetes technologies (such as continuous glucose
monitoring) at a subsidized rate [12,13].

Despite these well-established care pathways, important
gaps remain in the delivery of recommended diabetes care.
The 2024 Belgian Health System Report by Gerkens et al
[9] demonstrated that the proportion of individuals receiv-
ing the recommended diabetes follow-up remains suboptimal
across several age groups. In this context, recommended
diabetes follow-up refers to the timely completion of the
minimum Belgian guideline–recommended monitoring and
routine clinical procedures, including biannual hemoglobin
A1c (HbA1c) measurements, annual albuminuria assessments,
serum creatinine and lipid measurements, retinal screening,
and foot examinations [14,15]. Similarly, De Baets et al
[13] identified persistent gaps in the optimal management
of people living with T2DM in Belgium, underscoring the
need for systemic improvements. Although these challenges
appear multifactorial, effective diabetes management depends
not only on the availability of health care services but
also on patients’ ability to engage in recommended SM
behaviors, including monitoring their condition, adhering to
treatment recommendations, and communicating with health
care professionals (HCPs). Improving SM may therefore
represent one potential strategy for improving adherence to
recommended diabetes care processes [13].

Advances in information and communication technol-
ogy (ICT) with several digital systems, such as mobile
health apps, patient portals, and digital medical platforms,
have introduced opportunities to enhance health manage-
ment, improve care quality, reduce medical errors, and
facilitate communication between HCPs [16-18]. Several
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randomized controlled trials have reported significant
improvements in glycemic control through interventions
supporting blood glucose self-monitoring, real-time feedback,
remote consultations, and behavioral support [19-21].

Although numerous studies and systematic reviews
have explored diabetes SM and digital health interven-
tions internationally, health care systems differ substan-
tially in their organization, reimbursement strategies, digital
advancements, and multidisciplinary care pathways [22,23].
Furthermore, successful implementation of these interven-
tions is highly associated with the organizational, profes-
sional, technological, and policy context in which they
are introduced [24,25]. Consequently, findings from other
countries cannot be assumed to be directly transferable to the
Belgian health care system.

To our knowledge, few qualitative studies have explored
how diverse stakeholders within the Flemish health care
context perceive opportunities to improve diabetes SM and
how digital technologies could be implemented to support
these practices. Therefore, this qualitative study aimed to
explore stakeholders’ perspectives on strategies to enhance
SM practices and to examine the potential role of health
ICT in supporting these processes. By providing insights
into the perspectives of HCPs, researchers, digital health
stakeholders, and individuals living with T2DM, this study
contributes context-specific evidence that may inform the
development and implementation of approaches to strengthen
diabetes SM within the Flemish health care system, with
potential relevance to other health care settings facing similar
challenges.

This qualitative study conducted within the Digital
Diabetes Patient Reminder (DIPAR) [26] pilot in Leuven,
Belgium, one of the 143 pilot interventions of the Joint
Action on Cardiovascular Diseases and Diabetes (JACARDI).
JACARDI is a recent EU4Health Program that aims to reduce
the burden of cardiovascular disease and diabetes by uniting
21 European countries that aim to target and address every
aspect of the patient journey [27].

The DIPAR pilot aims to develop, implement, and
evaluate the DIPAR tool, which has the potential to trans-
form diabetes care by enhancing both clinical and process
outcomes through a mixed methods analysis. This pilot is
assigned to a work package within JACARDI for SM that
focuses on various aspects of patients’ SM, including making
lifestyle changes, self-monitoring symptoms and self-treat-
ment, communicating with care professionals, and coping
with the consequences of the disease and treatment in daily
life [26-28].

Methods
Design and Setting
This study complied with the COREQ (Consolidated Criteria
for Reporting Qualitative Research) [29] and can be found
in Checklist 1. A qualitative study design using focus group
discussions was used to explore the perspectives of key

stakeholders on how to improve SM practices for individ-
uals with T2DM and the potential role of implementing
digital tools in Flanders, Belgium. Focus groups are known
to enable dynamic interaction and facilitate the identification
of individual and shared views regarding the topics, and
therefore this form of qualitative research was selected.

Ethical Considerations
This study obtained ethical approval from the research ethics
committee at UZ/KU Leuven (internal reference number:
S68985). Written informed consent was obtained prior to
study participation and data collection, including consent
for audio and video recording (Multimedia Appendix 1).
Verbal confirmation of consent was also obtained at the
beginning of each focus group immediately before record-
ing commenced. Participants’ data were pseudonymized, and
video and audio recordings and pseudonymized transcripts
were stored securely on KU Leuven servers in accordance
with the General Data Protection Regulation and Belgian
data protection regulations. No financial incentive or other
compensation was provided. This study was conducted in
accordance with the principles of the Declaration of Helsinki
[30].

Participants and Recruitment Strategy
The recruitment strategy aimed to include a multidiscipli-
nary sample of HCPs, researchers, digital health experts,
and individuals with lived experience of T2DM to capture
a broad range of perspectives on diabetes SM and digi-
tal health implementation. Eligible HCPs included professio-
nals directly involved in the treatment and care of people
with T2DM, as well as those indirectly supporting diabetes
management across primary, secondary, and tertiary health
care settings in Flanders. Individuals living with T2DM who
were receiving diabetes care were also eligible to participate.

Participants were recruited using purposive sampling
through the research team’s professional networks, followed
by snowball sampling to identify additional information-rich
participants with relevant expertise [31]. Invitations were
distributed by email and included information on the study
objectives, design, and procedures. Participant recruitment
was initially intended to be facilitated through a regional
patient association. However, this recruitment pathway could
not be implemented as no timely response was received due
to an internal restructuring within the association. Conse-
quently, individuals with T2DM were recruited through
their established therapeutic relationships with participating
GPs and endocrinologists. To facilitate participation from
stakeholders across Flanders and maximize professional and
geographical diversity, the focus groups were conducted
online in accordance with best-practice recommendations for
virtual qualitative research by Richard et al [32].

Participants were allocated to 1 of 2 focus groups based
primarily on their availability while ensuring that each group
included a diverse mix of HCPs, researchers, digital health
experts, and stakeholder perspectives. This heterogeneous
composition was intentional, as the study sought to stimu-
late discussion across professional boundaries and explore
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how different stakeholders perceived opportunities to improve
diabetes SM and implement digital health interventions.
Eligibility Criteria
Eligible participants included GPs, diabetes educators, nurses,
dietitians, pharmacists, hospital-based diabetes experts and
endocrinologists, software and ICT providers or developers,
and researchers in the field of public health, chronic diseases,
and diabetes, all of whom were actively involved in the care
of individuals with T2DM or supported the management of
diabetes. Participants with lived experience were required to
have a confirmed diagnosis of T2DM and to be under the care
of a GP or endocrinologist. Minors, hospitalized individuals,
or people with cognitive impairments were excluded. All
participants were required to be fluent in Dutch or English.

The maximum variation purposive sampling as descri-
bed by Nyimbili and Nyimbili [33] was used to allow
diversity in gender, professional role, and years of experi-
ence. Each focus group included about 9‐10 participants.
The literature shows that focus groups of 6‐10 participants
are commonly recommended for heterogeneous stakeholder
groups to facilitate interaction while ensuring representation
of diverse perspectives [34-37]. Given the multidisciplinary
nature of the study, the selected group size enabled mean-
ingful discussion and interaction among the stakeholders
from different health care sectors and professional back-
grounds while ensuring broad representation of relevant
expertise. Written informed consent was obtained prior to
study participation and data collection. No financial incen-
tives were provided.
Discussion Guide Development
A semistructured focus group discussion guide was devel-
oped to facilitate open discussion while ensuring that topics
relevant to the study objectives were consistently explored
across the focus groups. The guide was informed by
the Consolidated Framework for Implementation Research
(CFIR) [25], which served as a conceptual framework
during the study and guide design to identify implementa-
tion determinants relevant to improving SM support and
potential implementation of digital health interventions within
the Flemish health care context. Additionally, the guide
was informed by published literature on diabetes SM and
digital health interventions, together with evidence identified
through an ongoing systematic review conducted by the
research team and expertise from members of the research
team.

The initial guide was developed by 2 members of the
research team (BA and GG) and subsequently reviewed
and refined by the wider multidisciplinary research team
through iterative discussions until consensus was reached.
This process ensured that the discussion topics aligned with
current evidence, the study objectives, and the Flemish health
care context. Although the guide was not formally piloted, the
same semistructured guide was used across both focus groups
to ensure consistency in the topics explored, while allowing
flexibility in the order and wording of questions to accommo-

date the natural progression of discussion and explore specific
experiences or emerging topics in greater depth.

The guide comprised 4 sections: an introduction outlin-
ing the study objectives, discussion format, a warm-up
with 1 introductory open-ended question and 2 prompts, 6
core open-ended questions with accompanying probes, and
a concluding section. The core questions explored current
SM support practices, potential barriers and facilitators to
improving these practices in Flanders, the role of health ICT,
and opportunities and challenges related to implementing
digital tools for T2DM care. Participants were encouraged to
freely share their perspectives and introduce additional topics
relevant to the study objectives. Overall, the guide included
14 open-ended questions with accompanying subquestions or
probes and allowed flexibility for participant-led discussion.
The complete discussion guide is provided in Multimedia
Appendix 2.
Data Collection
Two focus group discussions of approximately 90 minutes
were conducted in June 2024, after final recruitment, via the
Microsoft Teams platform. To ensure thematic sufficiency in
the study findings, participants who were unable to attend the
scheduled sessions were also offered the opportunity to take
part in individual interviews. No individual interviews took
place.

The first focus group discussion was moderated by an
experienced qualitative researcher (GG), GP and professor,
and supported by a clinical endocrinologist and researcher
(RV). The endocrinologist’s role was limited to assisting
with moderation by monitoring discussion flow, clarify-
ing clinical terminology when required, and ensuring that
diabetes treatment and management in the specialized setting
were appropriately understood and represented during the
discussion. He did not contribute his own opinions or
perspectives as a participant and was therefore not included
as a discussant in the analysis. The second focus group
discussion was moderated by the same senior researcher
without assistance. Two team members (BA and CJ) observed
both sessions.

Before participating in the discussions, participants were
also provided with a short questionnaire (Multimedia
Appendix 2) to collect demographic information. Each
discussion began with a brief welcome and a short presen-
tation outlining the objectives of the sessions and a brief
background of the research team. No individuals other than
the participants and members of the research team were
present during the discussions, and no repeat focus group
discussions were conducted.
Data Coding and Analysis
All discussions were transcribed verbatim. Transcripts were
pseudonymized and reviewed for completeness and accu-
racy against the original recordings. As the focus groups
were conducted in Dutch, the transcripts were translated
into English using DeepL Translate (DeepL SE). To ensure
linguistic accuracy and preserve the intended meaning
of participants’ responses, the translated transcripts were
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independently reviewed and compared with the original
Dutch transcripts by 2 members of the research team: BA,
a native English speaker with fluent proficiency in Dutch, and
CJ, a native Dutch speaker. No discrepancies or ambigui-
ties were identified during this process. The final English
transcripts were imported into NVivo (version 14.23.0; QSR
International) for data management and coding.

The data were analyzed using Braun and Clarke’s 6-phase
reflexive thematic analysis [37-39]. An inductive reflexive
approach was applied to identify patterns and generate
insights from the data grounded in the accounts of study
participants, rather than predefined theoretical and imple-
mentation constructs, in order to capture context-specific
stakeholder perspectives relevant to diabetes SM and the
potential role of digital tools in Flanders.

The 2 primary coders (BA and PVB) independently
performed phrase-by-phrase coding of the transcripts in
NVivo. Initial coding generated 100 and 122 unique codes
from the first and second focus group discussions, respec-
tively. The coders met after independently coding each
transcript to compare interpretations and discuss similari-
ties and differences. Coding was conducted in an itera-
tive process, and similar codes were subsequently grouped
into broader categories that reflected shared patterns across
participants. Candidate themes were developed collabora-
tively through repeated discussions between the 2 coders
and refined through several iterations by examining coher-
ence within the themes and distinctions between the themes.
Development of the thematic structure was continuously
reviewed with the research team to ensure that the themes
accurately reflected participants’ accounts and remained
grounded in the data. Minor differences in interpretation
occurred primarily regarding code allocation and theme
boundaries. These were resolved through discussion and
reexamination of the transcripts. Participant validation was
not conducted, but final findings of this study were shared
with all the participants.
Trustworthiness
To increase trustworthiness of the study findings, several
strategies that aligned with Lincoln and Guba’s criteria [40]
were applied. Credibility was strengthened through investi-
gator triangulation using independent coding by 2 research-
ers (BA and PVB) followed by reflexive discussions. The

multidisciplinary focus group, bringing together stakeholders
from different health care sectors and professional back-
grounds, further enriched the discussions by facilitating the
exchange of diverse perspectives and experiences. Transfera-
bility was supported through purposive sampling of stake-
holders representing multiple professional disciplines and
health care settings, relevant to the research topic, together
with detailed reporting in accordance with the COREQ
checklist. Dependability was supported through an iterative
analytical process and documentation of coding decisions
and theme development within NVivo. Confirmability was
enhanced through discussions with the research team that
challenged developing interpretations and ensured that the
themes remained grounded in the data.

Results
Demographic Data
In total, 30 HCPs were invited to participate in this study, of
whom 19 agreed to take part. The remaining invitees either
did not respond to the initial email and follow-up remind-
ers or were unavailable on the scheduled discussion dates.
In addition, 4 individuals with T2DM were invited through
their HCPs, but only 2 agreed to participate, both with prior
experience of participation in qualitative research. Patient
recruitment proved challenging despite sustained efforts.

Two focus group discussions were organized, each
comprising 9‐10 participants. A total of 21 participants had
agreed to participate in the focus group discussions; however,
only 19 individuals ultimately took part, including 18 HCPs
and 1 person with lived experience of T2DM. Two partici-
pants, 1 with lived experience and 1 psychologist, could not
participate in the focus group discussion due to acute personal
reasons.

As presented in Table 1, the majority of participants were
female (11/18, 61.1%). Approximately 39% (7/18) were aged
51 years or older, while 27.8% (5/18) were aged between
31 and 40 years. More than 40% (8/18) of the professional
sample comprised GPs and diabetes educators. The major-
ity of discussion participants (14/18, >77%), including 2
digital health or ICT experts employed by a Belgian medical
software provider, were primarily based in the primary care
settings.

Table 1. Demographic characteristics of health care professionals in focus group discussions (N=18).
Demographic characteristics Health care professionals
Health care professional role, n (%)

Endocrinologist 2 (11.1)
General practitioner 4 (22.2)
Nursing staff member 1 (5.6)
Nursing diabetes educator 4 (22.2)
Dietitian 2 (11.1)
Pharmacist 1 (5.6)
Digital health (ICT)a expert 2 (11.1)
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Demographic characteristics Health care professionals

Researcher 2 (11.1)
Experience in professional role (years), n (%)

≤10 5 (27.8)
11‐20 4 (22.2)
21‐30 4 (22.2)
≥31 5 (27.8)

Professional setting, n (%)
Primary 14 (77.8)
Secondary 1 (5.6)
Tertiary specialized 1 (5.6)
Research 2 (11.1)

Geographic location of professional role, n (%)
Antwerp 4 (22.2)
East Flanders 2 (11.1)
Flemish Brabant 4 (22.2)
Limburg 4 (22.2)
West Flanders 2 (11.1)
Across Flanders (remote) 2 (11.1)

Age (years), n (%)
25‐30 2 (11.1)
31‐40 5 (27.8)
41‐50 4 (22.2)
51‐65 7 (38.9)

Sex, n (%)
Female 11 (61.1)
Male 7 (38.9)

aICT: information and communication technology.

Participants represented a broad spectrum of professional
experience: approximately half reported 20 years or less
experience in their respective fields, while the other half had
more than 20 years of practice. In addition to the professio-
nals, 1 participant with lived experience of T2DM partici-
pated in the first focus group discussion. This was a male
individual in his late thirties and diagnosed approximately
3 years prior. This participant contributed their perspectives
on living with T2DM that complemented the discussions
among HCPs. However, these views should not be considered
representative of the broader patient population.
Thematic Analysis

Overview
The following quote is a descriptive metaphor for how SM is
perceived by the study participants, illustrating the dynamic
roles between HCPs and individuals with SM practices.

The patient is the one at the [steering] wheel of the
train and we are really just train conductors. We can

point out the right switch, the right track, put the train
back on track, but the patient has to drive themself....
[W]e have to teach them how to drive a train, of course.
[Participant L, diabetes educator]

This narrative captures the central characteristics of SM:
patients are the main players in managing their condition,
while HCPs serve as supporters and guides in the proc-
ess. The metaphor of the train reflects the long-term and
unpredictable nature of T2DM management. The induc-
tive thematic analysis resulted in the identification of the
following 5 overarching themes with a summary in Table 2.
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Table 2. Five main themes and subthemes reflecting the main study findings.
Themes Subthemes
Opportunities to improve self-management practices

Theme 1: Empowerment Through Education • Patient education forms the foundation for effective self-management
• Patients are not experts of self-management at diagnosis and require education
• Patients are at the center of self-management but require adequate support
• Peer-to-peer education is beneficial but should be supplementary to the professional

advice
Theme 2: Tailoring Education to Individual Needs • Education should be tailored to the diverse diabetes population

• Patient willingness and engagement are critical to the success of self-management
• Holistic approaches should be included in education and care

Theme 3: Multidisciplinary and Cross-Sectoral
Collaboration

• A unified multidisciplinary team of health care professionals is necessary to support
and guide patients

• The multidisciplinary team should be tailored to the individuals’ needs
• Effective communication and role clarity are facilitators for cross-sectoral and

multidisciplinary collaboration
• Communication is key in collaboration, and data sharing could enhance this
• Data sharing could exacerbate the overburden of the professionals

Health ICTa to improve self-management
Theme 4: Opportunities for Digital Technology in Self-
Management

• Digital technology can improve self-management and improve health literacy
• Several features can be included in potential digital tools to improve self-management
• These technologies must be tailored to the individual, the context, and remain

user-friendly
Limitations and threats to improving self-management practices

Theme 5: Regional and National Systemic Limitations • There are several limitations beyond the patient and providers’ control
• (Primary) health care professionals are overburdened
• The paid-per-service model in primary care limits tailored education and care
• Legal and regulatory barriers limit the possibility of data sharing within the health care

provider team
• There is a lack of digital infrastructure to accommodate digital innovations

aICT: information and communication technology.

Theme 1: Empowerment Through Education
Individuals Require Training Programs to Drive
Their Train on a Lifelong Journey of Diabetes
According to the participants, the practice of SM or “driv-
ing the train” starts with a strong foundation in patient
education. Empowering individuals through education and
improving health literacy were described as essential first
steps in adopting effective SM, especially given the lifelong
nature of the T2DM chronic disease and the frequent lack
of understanding and insight the patients have about the
condition. Participants explained that at diagnosis, individ-
uals with T2DM are not automatically equipped with the
knowledge or skills to manage their condition and must be
trained and supported in learning how to integrate appropriate
SM practices into their daily routine.

While the patient remains at the center of this process
and “has to drive the train,” actively engaging in their care,
HCPs must play a guiding role. Their support remains crucial
in preparing patients to take on the daily responsibility of
managing their condition.

I think a problem is that, the insight into the disease
is often lacking. Ultimately I think it’s [also] very

important that...from the moment patients are diag-
nosed with diabetes, they need to be well aware of
it and education by the various health care providers
needs to be put in motion. [Participant G, pharmacist]

An interesting observation during the discussions was
the resistance from the participants regarding peer-to-peer
education. Some stakeholders explained that allowing people
with lived experience and knowledge to support others, as
a supplement to professional medical care, could be benefi-
cial to sharing (daily) experiences. However, the majority
expressed strong reservations. They argued that only trained
medical professionals are adequately equipped to provide
safe, accurate, and consistent education on SM, as the T2DM
trajectories vary among individual patients. Concerns were
raised about quality control and the risk of misinformation if
peer-led education were to replace or overshadow professio-
nal guidance.

I don’t think I would be in favor of...advice from other
patients.... I am of the principle that a cobbler has to
stick to their last. So I’m going to believe my doctor,
my educator, my specialist but someone else? No, sorry.
[Participant A, individual with lived experience]
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Peer to peer [education] seems indeed very useful
to me. They can exchange experiences in relation to
the day-to-day things. But in terms of medication use
and what’s going on in the body, it really should be
done by a professional. [Participant R, nursing diabetes
educator]

Theme 2: Tailoring Education to Individual
Needs
Different Drivers and Train Models Require
Unique Training Programs
Building on their mutual agreement that education and health
literacy are fundamental for effective SM practices, stake-
holders emphasized that health education and training must
be tailored and personalized to the individual’s condition,
capacity, and social context. They stated that tailoring
educational approaches could accommodate the generational
differences within the Belgian diabetes population. The
population was described as highly heterogeneous, including
multiple age groups with differing learning preferences and
varying levels of (digital) literacy.

[W]e are talking about a very large and very diverse
population in which the education must also be adapted
to their health skills and health literacy. We are now
also noticing (that) within the organization that you
cannot give the same education to everyone. So, the
education has to be adapted to the highly educated
versus the less educated, to the available health skills.
And I think yes, that’s also going to have its effects on
the self-management of that person. [Participant D, GP
and researcher]

I just wanted to add that education is also tailoring.
And also choosing the right form of work.... [I]t’s just
tailor-made. [Participant O, dietitian and researcher]

Furthermore, the patient’s willingness, motivation, and
readiness to engage were also viewed as critical to the success
of any SM strategies, and therefore, health information should
be delivered in a way that aligns with their goals, needs, and
values. In other words, education must allow individuals to
“individualize their training, according to their train model.”

But above all, it is also yes, that openness on the part
of the patient, being open to it,... to all the education
that comes with it. [Participant K, nursing diabetes
educator]

Several participants also claimed that effective education
must be extended beyond clinical and medical and paramedi-
cal knowledge. They advocated for a holistic, person-centered
approach to care and education, where the main goal should
be quality of life. They agreed that educational approaches
should not only address medical aspects but also include the
emotional, social, and psychological elements of this chronic
illness.

But we also have to look more holistically, more at
the psychological and emotional aspects. And also
the social roles, and take them into account in the
care process, whereby the patient’s goals, wishes, and
strengths are actively included in the care process.
[Participant J, researcher]

Theme 3: Multidisciplinary and Cross-Sectoral
Collaboration
The Drivers Require a Team of Train
Conductors During the Journey
In the opening quote, a diabetes educator compared the role
of providers in the SM process with that of “train conduc-
tors,” guiding and supporting patients along this journey.
Participants strongly agreed that effective diabetes care and
support requires a unified, multidisciplinary team involv-
ing a diverse group of medical professionals, including
GPs, endocrinologists, diabetes educators, dietitians, nurses,
and psychologists. However, they explained that not every
professional needs to be actively involved in every case;
rather, the composition of the team should be tailored to the
individual needs and context of each patient.

Two key facilitators of coordinated collaboration across
disciplines and sectors emerged from the discussion: role
clarity and effective communication. First, stakeholders noted
that the current engagement of providers is uneven, largely
due to unclear role definitions within the multidisciplinary
team. For example, GPs are typically referred to as the
“gatekeepers” of care, while diabetes educators are expected
to serve as central actors in supporting SM. In practice,
however, the fragmented care landscape usually prevents
patients from accessing educators, and GPs, faced with time
constraints and huge workloads, may not be able to fully
assume this guiding role. As a result, some endocrinologists
are stepping into positions typically reserved for primary care,
highlighting the need for a more integrated and coordina-
ted approach to interprofessional collaboration across the
primary, secondary, and tertiary care settings.

It’s not the patient by themself, but it’s actually
multidisciplinary. You have to work together with
the endocrinologist, GPs, the educator, dietitians...
[Participant C, nursing diabetes educator]

Everyone [HCPs] can give a piece of education, but
there has to be a very clear agreement about it.
Who takes on which role? I think that will only lead
to greater job satisfaction and also, I think, happier
patients if they see that there is also good cooperation.
[Participant F, GP and researcher]

Second, participants agreed that clear and consistent
communication is critical to the success of multidisciplinary
and cross-sectoral collaborations. Unified and nonconflict-
ing messaging is essential to avoid confusion and ensure
that patients receive coherent advice and support across the
care settings. Participants further noted that improving data
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transparency and accessibility could play a pivotal role in
improving collaboration and coordination, which is further
discussed in the following subtheme.

[C]ommunication is so very important and that it
actually all comes down to communication. [Participant
I, GP]

If all those health care providers then indeed also put
forward the same story, then the patient eventually
starts to feel that too, and indeed they do feel empow-
ered by the whole multidisciplinary team standing
around him. [Participant G, pharmacist]

Subtheme: Enhancing Collaboration Through
Data Sharing
Conductors Must Be Well Informed to Ensure
Safe and Efficient Operation of the Train
Experts explained that limited data sharing among HCPs is
a significant barrier to delivering continuous, coordinated
care, and ultimately compromises efforts to support SM for
individuals with T2DM. One clear example raised was the
lack of access to electronic medical records (EMRs) across
the disciplines: diabetes educators or dietitians often cannot
view physicians’ EMR, while physicians also lack access
to relevant paramedical data. This digital data siloing and
fragmentation undermines communication and reduces the
ability to provide personalized support. Participants advo-
cated for the development of a centralized or transparent
data-sharing platform that would allow providers access to
essential patient medical records. Importantly, the participants
also remarked that public attitudes toward sharing health data
are generally positive, especially if this is used to improve
care in general.

I think there are gaps on the sharing of data: the
medical data and paramedical data. What did the home
nurse or the dietitian in the first or second line say
or do, what might that GP have done? We don’t have
access to the GP’s data or file. We miss a lot of
information there. [Participant P, endocrinologist]

[A] centralized or a common system where everyone
can have their input. I think self-management could be
much better if indeed such a system existed. [Partici-
pant B, GP and researcher]

Theme 4: Opportunities for Digital Technology
in SM
Innovative Tools Can Improve the Train
Journey
Stakeholders broadly agreed that digital technology holds
great potential to enhance SM and improve care experience
for patients. They expressed strong support for the integration
of digital tools and supporting digital infrastructure as a way

to promote SM behaviors, improve health literacy, and the
overall management of T2DM.

According to participants, digital platforms and health
ICT could offer new opportunities to connect providers
with other providers and patients, facilitate the ongoing
support and address gaps in diabetes education. These
tools were described as valuable for tailoring education to
individual needs, offering efficient health data visualization,
and improving the continuity and coordination of care. In
addition, participants explained that with such opportunities,
patients could be empowered to interpret their own health
data, which could reduce the workload for GPs and other
providers, while also guiding patients to find other provid-
ers within the multidisciplinary team for specific concerns.
The common features they referred to included digital tools
with real-time monitoring, visual data display, automated
and semiautomated applications, dashboards, and reminder
functions to support day-to-day management of diabetes.

So personally for self-management, I think it would
be ideal should there be an app that would help me
towards the future, to have certain things replenished
or adjusted in time: for example you’d best consult
an educator now. [Participant A, individual with lived
experience]

However, participants emphasized that these tools must
also be tailored to the specific needs of the patient population,
taking the varying levels of patient and professional digital
literacy into account. Accessibility and user-friendliness were
also named as potential facilitators for effective integra-
tion of digital innovation into diabetes care. Finally, while
supportive of digital innovation, the stakeholders agreed
that such technologies should complement and not replace
human interaction, professional expertise, and medical reports
formally written by physicians.

I think technology can always be a very big suppor-
tive factor in that [SM], as long as it’s very tailored
and very user-friendly. I think that’s kind of where
the challenge lies now, to make sure that everybody
is along in that digitalization. [Participant M, medical
ICT expert and developer]

Theme 5: Regional and National Systemic
Limitations
Train Tracks, Stations, and Other External
Conditions Affect the Journey, Beyond the
Driver’s Control
While the first 4 themes reflected on opportunities to
strengthen SM practices in Flanders, Belgium, participants
also identified several systemic limitations that indirectly
affect the SM landscape. The first concern was how to scale
up tailored education without overburdening the professionals
or exacerbating the already fragmented care landscape. GPs,
who were referred to as “gatekeepers,” are overwhelmed by
high workloads, reducing their ability to proactively support
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patients with T2DM (and other chronic diseases). Referring
patients to diabetes educators could ease this pressure, but
participants warned that it would only shift the burden,
as there are too few educators to meet this high demand,
especially when repeated support and tailored education are
required. Additionally, stakeholders explained that the current
limit on the number of reimbursed diabetes education sessions
in the primary care system also creates a structural barrier to
providing patient-centered, individualized education. Because
educators are compensated per session and only up to a fixed
number of sessions per patient, there is limited flexibility to
offer multiple, repeated, or extended tailored sessions based
on the patients’ needs.

Actually...if you start education in diabetes, the
educator should...organize that. If they thinks they
[the patient] needs to see a pharmacist for therapy
compliance and so on, they should gather them [HCPs]
around them [the patient] and possibly organize group
education around it. But now...we lack an organiza-
tional structure, in first line. In the second and third
line, it is already much easier, those people are in our
corridor, we can meet with each other, but in the first
line it is not like that. [Participant Q, endocrinologist]

Legal and regulatory barriers also emerged as a threat.
Data protection regulations currently restrict access to
medical data for certain members of the multidisciplinary
team, such as dietitians, psychologists, and physical thera-
pists. Although these professionals play vital roles in the
multidisciplinary team, their limited access to relevant patient
data undermines integrated care delivery.

One of the reasons why dietitians for example are not
allowed to see labs [results] is because it is not legally
allowed. That’s not just digital barrier, but a legal
one. Some health care professions have access—others
don’t. [Moderator 2, endocrinologist]

Finally, participants pointed to the lack of digital infra-
structure across health care institutions in Flanders that could
permit interoperable or exchangeable systems as a major
obstacle to digital innovation. Additionally, digital tools
that would offer real-time monitoring of patient data would
require human control or oversight. Given the overburdened
HCPs, stakeholders questioned who would be responsible for
monitoring all that incoming data.

Second thing I wanted to come back to briefly is on
digital evolution. A lot is happening at the moment....
And we are now talking about one platform or one
server that holds all that data, right? I don’t know
whether that’s really the way to go and whether it’s
going to be feasible to do it that way. It’s going to
be very tricky to bring all the data together in one
place from all diabetes patients—pretty tricky, certainly
in terms of security. What I think is a better path is
actually the exchangeability of the data, the interopera-
bility to start with. [Participant F, GP and researcher]

Discussion
Principal Findings
This exploratory qualitative study identified five interconnec-
ted themes describing stakeholders’ perspectives on improv-
ing diabetes SM and the potential role of digital health
technologies in supporting SM practices within the Flemish
health care system: (1) Empowerment Through Education,
(2) Tailoring Education to Individual Needs, (3) Multidis-
ciplinary and Cross-Sectoral Collaboration, (4) Opportuni-
ties for Digital Technology in Self-Management, and (5)
Regional and National Systemic Limitations. Collectively,
these findings illustrate that stakeholders perceived diabe-
tes SM as extending beyond patients’ individual behaviors
and involving interactions between patients, HCPs, and the
broader health care system.

At the patient level, stakeholders consistently described
effective SM as depending on patients’ motivation, readiness,
and engagement in their care. However, they also emphasized
that these capabilities are influenced by the availability and
quality of tailored education, continuous support provided by
HCPs, and approaches that acknowledge patients’ individual
preferences, skills, and psychosocial needs. Given that only 1
individual living with T2DM participated in this study, these
findings should be interpreted as stakeholders’ perceptions of
the factors that support patient SM rather than as a direct
representation of patients’ experiences.

At the HCP level, participants highlighted the central
role of HCPs in facilitating SM through person-centered
education, multidisciplinary collaboration, and coordinated
care across health care settings. Simultaneously, stakeholders
described substantial practical barriers, including increasing
workload, limited consultation time, fragmented communi-
cation between care sectors, and organizational constraints
that reduce opportunities to provide personalized support.
Participants also recognized that different HCPs contribute
distinct expertise to diabetes management, and that improv-
ing SM does not necessarily require every professional or
digital solution to fulfill the same function. Rather, comple-
mentary roles within a coordinated multidisciplinary team
were considered essential.

The HCPs and other stakeholders described organiza-
tional, legislative, and technological factors that influence the
delivery of diabetes care at the regional and national health
care system level. These included reimbursement structures,
legal restrictions on data sharing, workforce capacity, and
digital infrastructures. Although many stakeholders consid-
ered improved interoperability and data exchange desirable to
support communication and continuity of care, the discus-
sions also recognized that different solutions may appropri-
ately serve different purposes within different health care
settings. Rather than advocating for 1 fully integrated system,
participants emphasized the importance of digital technolo-
gies that are interoperable, user-friendly, fit their intended
clinical context, and complement existing care processes.
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While previous (qualitative) studies have explored diabetes
SM and the role of digital health technologies in other
health care settings, this study contributes context-specific
insights into how stakeholders within the Flemish health
care system perceive opportunities and barriers to improv-
ing diabetes SM and the potential role of digital tools.
The findings demonstrate that although many challenges
identified internationally, such as the need for personalized
education, multidisciplinary collaboration, and user-friendly
digital solutions, are also recognized in Flanders, stakeholders
consistently highlighted that their successful implementation
depends on addressing context-specific barriers, including
fragmented digital infrastructure, limited interoperability
between health care sectors, and organizational constraints
within the Belgian health care system.
Comparison With Literature
Diabetes SM has been defined as a set of activities,
including medication adherence and lifestyle modifications,
undertaken by patients with guidance from HCPs. This term
is used interchangeably with self-care, as they are similar
yet with distinct components of diabetes care, and there-
fore during the discussion, findings were compared with
existing literature on SM and self-care practices for dia-
betes and chronic diseases [41]. Consistent with previous
research, stakeholders emphasized that effective SM requires
sufficient diabetes-related knowledge, skills, and empower-
ment [42]. The American Diabetes Association underscored
the importance of education in SM, noting that it enhan-
ces confidence, improves health outcomes, and increases
the capacity of individuals to make informed daily deci-
sions. Similarly, educational interventions have demonstra-
ted significant improvements in SM behaviors and glycemic
outcomes [42,43]. However, our findings further demonstrate
that, within the Flemish health care context, education alone
is perceived as insufficient unless accompanied by coordina-
ted multidisciplinary support and health care structures that
enable personalized care. Sustained professional and social
support, motivation, and a positive attitude toward SM have
been described as key predictors for long-term adherence
to SM [44-46]. The study findings reflect these results,
characterizing SM as a patient-centered yet professionally
supported process.

Social support, particularly from family and peers, has
consistently been associated with improved SM [47-49].
While some stakeholders expressed reservations, others were
opposed to peer-to-peer education. They, however, acknowl-
edged its potential value as a complement to professional
guidance. Other studies, however, support this and several
peer-led programs have demonstrated benefits in reduced
diabetes distress and patient empowerment, even when the
intervention had moderate effects on HbA1c values [47-49].
More than 60% of the study participants were older than 40
years, and this demographic composition may have shaped
the generally cautious views on peer support; perspectives
might differ in a younger cohort.

Tailoring education and care for individual needs was
another recurrent theme. Personalized approaches that

incorporate patients’ goals, skills, and personal context have
been shown to enhance SM and clinical outcomes [50-
52]. Digital interventions offering individualized feedback
and goals, targeted approaches, and adaptive features have
similarly led to improved SM practices and HbA1c levels
[53-55]. This supports stakeholders’ views that education,
multidisciplinary teams, and digital tools should be tailored
and person-centered.

Consistent with study participants’ analogy of HCPs as
“train conductors” rather than drivers, previous research
describes HCPs as facilitators of SM who support patients
in developing knowledge, skills, and confidence needed to
participate actively in their care [56]. Multidisciplinary and
interprofessional collaboration across primary, secondary,
and tertiary care has also been associated with greater
patient satisfaction and improved SM behaviors [43,57,58].
However, participants in this study identified heavy work-
loads, limited consultation time, and organizational con-
straints as barriers to providing personalized education.
Maintaining effective communication channels, shared care
plans [59,60], clear documentation, regular multidisciplinary
meetings, and joint goal setting may help address these
barriers and facilitate more coordinated SM support [57,59,
61-63].

Participants also viewed digital technologies as potential
enablers of both patient empowerment and collaboration
among HCPs. Previous research suggests that digital systems
incorporating real-time monitoring, graphical data visuali-
zation, personalized feedback, and integrated communica-
tion functions may support patient engagement and clinical
outcomes [22,23,60]. However, our findings suggest that
the perceived value of such technologies depends partly
on their fit with existing clinical workflows, the extent to
which relevant information can be accessed across health
care settings, and organizational readiness within the Belgian
health care system. Participants highlighted fragmented
digital infrastructure and limited interoperability between
EMRs across health care sectors as important contextual
barriers to effective information exchange [64-66]. Similarly,
a 2024 MedTech Europe report identified the absence of
harmonized legislation in Europe and limited access to EMRs
among paramedical professionals as barriers to coordinated,
multidisciplinary diabetes care [67]. Although initiatives such
as the Belgian Integrated Health Records [68] aim to improve
health information exchange, participants’ accounts indicate
that the challenges in achieving effective interoperability and
across-sectoral information sharing remain relevant to the
implementation of digital health solutions.
Strengths and Limitations
A major strength of this study lies in the choice of a rigorous
analytic approach. The semistructured discussion guide was
informed by the CFIR [25] and evidence on diabetes SM and
digital health interventions, ensuring that the discussions were
theoretically grounded while remaining sufficiently flexible
to explore emerging topics relevant to the Flemish health
care context. Data were analyzed using Braun and Clarke’s
6-phase thematic analysis [38,39], following an iterative
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and transparent analytical process. Independent coding by
2 researchers (BA and PVB) was applied to interpret
the findings from the focus group discussions. Thematic
data coding was complemented by reflexive discussions to
compare interpretations, resolve discrepancies, and refine
the developing themes. The second coder (PVB) was not
involved in the study or guide design, participant recruit-
ment, or data collection, providing an independent analyt-
ical perspective that was unshaped by the earlier stages
of the study and thereby strengthening the credibility of
the findings. Emerging themes were subsequently discussed
within the multidisciplinary research team to ensure that
interpretations remained grounded in the data.

Several additional strategies were used to enhance the
trustworthiness of the study. Maximum variation purpo-
sive sampling facilitated the inclusion of participants with
diverse professional roles, health care settings, and levels
of experience, while the heterogeneous composition of the
focus group promoted interaction and dialogue between
stakeholders from different sectors of diabetes care. Dur-
ing the focus group discussions, 2 members (BA and CJ)
of the research team observed participant interactions and
documented potential nonverbal cues to support interpreta-
tion of the transcripts. Furthermore, credibility, dependability,
transferability, and confirmability were strengthened through
investigator triangulation, documentation of the analytical
process, reflexive team discussions, and transparent reporting
in accordance with the COREQ checklist [29]. Collectively,
these methodological strategies enhance confidence in the
credibility and transferability of the study findings to similar
health care settings.

Several limitations should be considered when interpret-
ing the findings of this study. The principal limitation of
this study is the limited representation of people living
with type 2 diabetes. Although this study was intentionally
designed to include multiple stakeholder groups, only 1
individual with lived experience ultimately participated in the
focus group discussions. Consequently, the findings primarily
reflect the perspectives of HCPs, researchers, and digital
health stakeholders regarding how diabetes SM could be
improved, rather than providing a comprehensive understand-
ing of patients’ own experiences, priorities, and expectations.
Given that SM (and self-care) is inherently centered on the
individual’s lived experience, motivation, and daily decision-
making [41], important patient perspectives may therefore
be underrepresented in this study. Furthermore, the partici-
pant with lived experience contributed within a multidisci-
plinary focus group that included HCPs, one of whom is
also involved in their clinical care. Although the moderator
actively encouraged balanced participation throughout the
discussion, this group composition may have influenced the
participant’s willingness to openly discuss personal expe-
riences, perspectives, or views that differed from those
of the professionals. Consequently, the patient perspective
presented in this study should be interpreted cautiously and
viewed as complementary to, rather than representative of,
the broader patient experience. Additionally, only 2 discus-
sions were conducted. Although substantial thematic overlap

was observed across both discussions and the data provided
sufficient depth to support the identified themes, additional
focus groups or individual interviews may have generated
further nuances or perspectives relevant to diabetes SM and
digital health implementation.

A further limitation relates to the recruitment strat-
egy. HCPs were initially recruited through the research
team’s professional networks and expanded using snowball
sampling, while people living with T2DM were primar-
ily recruited through participating HCPs. Although these
approaches were appropriate for identifying information-rich
participants with relevant expertise, they may have introduced
selection bias by favoring individuals who were professio-
nally connected to the research team or already engaged
in diabetes care. Consequently, some perspectives, particu-
larly those of less engaged HCPs or people with different
experiences of diabetes care, may not have been represented.

Furthermore, no formal participant validation (member
checking) was conducted. Participants were informed of
the final study findings after completion of the analysis.
They were not invited to review the transcripts or comment
on the preliminary themes during the analytical process.
Consequently, participants did not have the opportunity to
confirm whether the researchers’ interpretations reflected
their intended meanings. To enhance the trustworthiness
of the findings, we instead used investigator triangulation
through independent coding by 2 researchers (BA and CJ),
iterative theme refinement, reflexive discussions within the
multidisciplinary research team, and transparent reporting
according to the COREQ guideline.

As the focus group discussions were conducted in Dutch
and analyzed using English translations, subtle linguistic
and cultural nuances may have been lost during translation
[69]. To minimize this risk, all translated transcripts were
independently reviewed against the original Dutch transcripts
by native Dutch- and English-speaking members of the
research team, no discrepancies were identified. In addition,
although the semistructured discussion guide was informed
by the CFIR framework, it was not formally piloted prior to
data collection. Pilot testing may have identified opportunities
to further refine the wording, sequencing, or clarity of the
discussion questions [70,71].

The online format of the focus groups, while practical
for the participants and organizers, may have affected the
depth of engagement, interaction, and group dynamics, which
is another limitation to be considered. Nonverbal cues were
reduced and some technical difficulties such as background
noise, frozen screens, and unstable internet connections may
have disrupted the flow of discussions. This format may also
have excluded individuals with limited digital access, literacy,
or skills, potentially narrowing the diversity of perspectives,
especially regarding the use of digital tools and ICT.

Findings from this study should therefore be interpreted
as reflecting stakeholders’ perspectives on improving diabetes
SM within the Flemish health care context, with particular
emphasis on the views of HCPs, rather than as representa-
tive of the experiences of people living with T2DM. Future
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qualitative research should purposively recruit a larger and
more diverse sample of people living with type 2 diabetes by
combining recruitment through patient organizations, primary
care networks, professional societies, diabetes associations,
and other community-based recruitment pathways. Such
strategies may improve the diversity and representativeness
of patient perspectives while reducing potential recruitment
bias. In addition, patient-only focus group discussions or
individual interviews should be considered to facilitate open
discussions of lived experiences, SM practices, and support
needs. Comparing these findings with those of HCPs and
other relevant stakeholders would provide a more compre-
hensive understanding of the opportunities, barriers, and
contextual factors influencing the improvement of diabetes
SM, as well as the potential role of digital tools in supporting
these practices.
Reflexivity
The multidisciplinary research team comprised researchers
with expertise in general practice, biomedical sciences,
endocrinology, diabetes care, chronic disease management,
EMRs, and clinical audit and feedback. These complemen-
tary clinical and research backgrounds enriched the interpre-
tation of the study data collection and analysis. At the same
time, the predominant clinical backgrounds of the research
team may have influenced the interpretation of themes,
particularly those relating to health care delivery, multidisci-
plinary collaboration, and the implementation of digital health
technologies.

The focus group discussions were moderated by GG, an
experienced GP and researcher with more than 30 years
of clinical and academic experience. He also assisted in
the recruitment of many of the participating HCPs through
existing professional networks. Although no prior researcher-
participant relationship existed for most participants beyond
these professional contacts, this dual role may have influ-
enced participants’ willingness to express opinions that
differed from prevailing clinical perspectives or from those
of the research team. To minimize this potential influence,
participants were informed that there were no right or wrong
answers, that all viewpoints were valued, and that discus-
sions would remain confidential. During the focus groups,
the moderator actively encouraged balanced participation by
inviting quieter participants to contribute and ensuring that
no individual or professional group dominated the discussion.
Particular attention was given to encouraging the participant
living with T2DM to share personal experiences throughout
the discussion.

The study was conducted within the broader DIPAR
project, which aims to develop and evaluate a digital
intervention to support diabetes care. Consequently, the
research team entered the study with an existing interest
in understanding how digital interventions could support
diabetes SM. This prior engagement may have increased
the researcher’s sensitivity to identifying opportunities for
digital tools during data collection and analysis. However,
the discussion guide was intentionally designed to explore

stakeholders’ perspectives on diabetes SM more broadly,
including existing practices, barriers, and facilitators, rather
than assuming that digital technologies represented the
preferred or only solution. Throughout the analysis, themes
were developed inductively from participants’ accounts rather
than being mapped onto predetermined categories such as the
CFIR framework for intervention implementation or others
related to digital health.

The primary coder (BA), a biomedical scientist and PhD
researcher investigating the use of digital tools to support
the management and process of care in type 2 diabetes, and
the second coder (PVB), a GP and PhD researcher focusing
on shared decision-making in medical education, independ-
ently coded the transcripts before comparing interpretations
through reflexive discussions. PVB has prior experience with
qualitative synthesis but had not been involved in the study
design, participant recruitment, and focus group facilitation,
thereby providing an independent analytical perspective
during theme development.

Emerging interpretations were subsequently discussed
within the multidisciplinary research team, where alterna-
tive explanations were actively considered and themes were
refined through consensus to ensure that the final interpreta-
tions remained grounded in the participants’ accounts rather
than the researchers’ preconceptions. The team aimed to
approach the study with openness and curiosity toward
exploring stakeholders’ perspectives on how SM practices
could be improved in Flanders and how digital tools might
support these practices. All researchers are based in Leuven,
Belgium, and have experience in public health and clini-
cal care. Consequently, the topic of improving SM was
largely approached from a health system perspective, and the
interpretation of findings may therefore reflect experiences
rooted in this context.
Implications for Further Research
This study aimed to explore stakeholders’ perspectives and
generate insights specific to this context rather than formulat-
ing specific guidelines or policy recommendations. Nonethe-
less, the findings highlighted the need for future investigation.
This study contributed to a further understanding of how
HCPs and patients in Flanders perceive the improvement of
diabetes SM processes and the 3 interconnected levels that
influence this process and the integration of digital technolo-
gies to support SM.

First, future research should aim to include a broader range
of HCPs such as psychologists, physical therapists, social
workers, informal caregivers, and other providers that play
key roles in diabetes and chronic disease management but
were not represented in our study. Second, it is essential to
include more individuals with T2DM in focus groups within
a similar context. Participants should reflect diverse socioe-
conomic, cultural, and educational backgrounds to ensure a
more comprehensive representation of the patients’ perspec-
tives.
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In addition, the influence of organizational and pol-
icy-level factors on implementation remains insufficiently
explored in this study. The relationship between the inter-
connected operating levels that influence SM also remains
insufficiently explored in this paper. Future studies could
explore how the identified themes may be operationalized and
implemented using established implementation frameworks
and subsequently evaluated through mixed methods and
quantitative research to assess their effectiveness in improv-
ing SM in real-world health care settings.
Conclusions
This qualitative study explored stakeholders’ perspectives on
improving SM for people with type 2 diabetes within the
Flemish health care context and assessed the potential role
of digital health technologies in supporting these practices.

Five interconnected themes were identified: Empowerment
Through Education, Tailoring Education to Individual
Needs, Multidisciplinary and Cross-Sectoral Collaboration,
Opportunities for Digital Technology in Self-Management,
and Regional and National Systemic Limitations. Together,
these findings highlight that effective SM may extend
beyond individual patient behaviors and could be shaped by
interactions between patients, HCPs, and the broader health
care system. While digital technologies were perceived as
valuable enablers of SM, participants emphasized that their
successful implementation depends on addressing organiza-
tional and contextual challenges. Further qualitative research
should include larger and more diverse patient populations
to further explore lived experiences and inform the develop-
ment of person-centered, contextually appropriate digital SM
interventions.

Acknowledgments
The research team would like to thank all participants in the discussions, all participants who were interested but could not
participate, and participants who referred colleagues more suited for the discussion of the topics posed in this study. The
authors acknowledge Lisa Van Ryckeghem for methodological assistance during the development of the protocol and Dorothy
Amoabeng and Mengistu Mitiku Ashebir for proofreading the final manuscript.
The authors declare the use of generative AI (GAI) in the research and writing process. According to the GAIDeT taxonomy
(2025), the following tasks were delegated to GAI tools under full human supervision: proofreading and editing, translation,
and reformatting. The GAI tools used were GPT-5.6 and DeepL (version 96.1). Responsibility for the final manuscript lies
entirely with the authors. GAI tools are not listed as authors and do not bear responsibility for the final outcomes.
Funding
This study was conducted as part of the Digital Diabetes Patient Reminder (DIPAR) pilot at KU Leuven, which is a part of
the Joint Action for Cardiovascular Diseases and Diabetes (JACARDI) project. The DIPAR pilot aims to develop, implement,
evaluate, and upscale an innovative digital tool to support self-management for people with type 2 diabetes. The JACARDI
project has received funding from the EU4Health Programme 2021-2027 under grant agreement 101126953. Views and
opinions expressed are, however, those of the authors only and do not necessarily reflect those of the European Union or the
European Health and Digital Executive Agency. Neither the European Union nor the granting authority can be held responsible
for them.
Data Availability
The data and pseudonymized transcripts used and analyzed during this study are available from the corresponding author on
reasonable request.
Authors’ Contributions
BA worked on the methodology, organized and observed all focus group discussions, transcribed and coded the transcripts,
performed the thematic analysis, and wrote the manuscript. PVB coded the transcripts and reviewed the manuscript. CJ
observed and transcribed the focus group discussions and reviewed the manuscript. SVdB assisted the methodological
development of this study and reviewed the manuscript. RV assisted the methodology development, supported the participant
recruitment, comoderated the first focus group discussion, and reviewed the manuscript. GG supervised the project, collabora-
ted on the methodological development for this study, supported the participant recruitment, moderated all the discussions,
acquired the financial support of this project, and reviewed the manuscript. All authors read and approved the final publication
version, taking responsibility for ensuring the accuracy and integrity of the entire work.
Conflicts of Interest
RV has served or serves as investigator for Amgen, Boehringer-Ingelheim, Eli Lilly, Novo Nordisk and Roche; he has served
or serves on the speakers bureau/advisory panels for Abbott, Amgen, Astra-Zeneca, Bayer, Biophytis, Boehringer-Ingelheim,
Cantoni therapeutics, Dexcom, Eli Lilly, Goodlife, Madrigal, Novo Nordisk, Prowell and Sanofi. Any financial compensation
for these activities has been received by the institution (UZ/KU Leuven). All other authors declared no conflicts of interest.
Multimedia Appendix 1
Information and consent form.
[DOCX File (Microsoft Word File), 47 KB-Multimedia Appendix 1]

JMIR DIABETES Annancy et al

https://diabetes.jmir.org/2026/1/e88446 JMIR Diabetes 2026 | vol. 11 | e88446 | p. 14
(page number not for citation purposes)

https://jmir.org/api/download?alt_name=diabetes_v11i1e88446_app1.docx
https://jmir.org/api/download?alt_name=diabetes_v11i1e88446_app1.docx
https://diabetes.jmir.org/2026/1/e88446


Multimedia Appendix 2
Interview guide and demographic questionnaire.
[DOCX File (Microsoft Word File), 32 KB-Multimedia Appendix 2]

Checklist 1
COREQ checklist.
[DOCX File (Microsoft Word File), 40 KB-Checklist 1]
References
1. Ong KL, Stafford LK, McLaughlin SA. Global, regional, and national burden of diabetes from 1990 to 2021, with

projections of prevalence to 2050: a systematic analysis for the Global Burden of Disease Study 2021. Lancet. Jul 15,
2023;402(10397):203-234. [doi: 10.1016/S0140-6736(23)01301-6] [Medline: 37356446]

2. Global diabetes cases to soar from 529 million to 1.3 billion by 2050. Institute for Health Metrics and Evaluation. 2023.
URL: https://www.healthdata.org/news-events/newsroom/news-releases/global-diabetes-cases-soar-529-million-13-
billion-2050 [Accessed 2026-10-20]

3. Non-communicable diseases: diabetes, health status report. Sciensano; URL: https://www.healthybelgium.be/en/health-
status/non-communicable-diseases/diabetes [Accessed 2026-10-20]

4. Tinajero MG, Malik VS. An update on the epidemiology of type 2 diabetes: a global perspective. Endocrinol Metab Clin
North Am. Sep 2021;50(3):337-355. [doi: 10.1016/j.ecl.2021.05.013] [Medline: 34399949]

5. Davies MJ, Aroda VR, Collins BS, et al. Management of hyperglycemia in type 2 diabetes, 2022. A consensus report by
the American Diabetes Association (ADA) and the European Association for the Study of Diabetes (EASD). Diabetes
Care. Nov 1, 2022;45(11):2753-2786. [doi: 10.2337/dci22-0034] [Medline: 36148880]

6. Smith S, Bury G, O’Leary M, et al. The North Dublin randomized controlled trial of structured diabetes shared care. Fam
Pract. Feb 2004;21(1):39-45. [doi: 10.1093/fampra/cmh109] [Medline: 14760042]

7. Maina PM, Pienaar M, Reid M. Self-management practices for preventing complications of type II diabetes mellitus in
low and middle-income countries: a scoping review. Int J Nurs Stud Adv. Dec 2023;5:100136. [doi: 10.1016/j.ijnsa.
2023.100136] [Medline: 38746564]

8. Ahmad F, Joshi SH. Self-care practices and their role in the control of diabetes: a narrative review. Cureus. Jul
2023;15(7):e41409. [doi: 10.7759/cureus.41409] [Medline: 37546053]

9. Gerkens S, Lefèvre M, Bouckaert N, et al. Performance of the Belgian health system: report 2024. KCE; [doi: 10.57598/
R376C]

10. Goosens M, Kalyvas C, Kennel T, Casteren V, Doggen AK. The care trajectories for type 2 diabetes mellitus and chronic
kidney disease and quality of care [Report in Dutch]. Sciensano; 2019. [doi: 10.25608/34ka-c432]

11. Casteren V, et al. ACHIL and the RIZIV care trajectories for type 2 diabetes mellitus and chronic kidney disease [Article
in Dutch]. Medi-Sfeer. 2012;387:14-16. URL: https://researchportal.vub.be/en/publications/achil-en-de-riziv-
zorgtrajecten-diabetes-mellitus-type-2-en-chron [Accessed 2026-10-20]

12. Van Casteren VFA, Bossuyt NHE, Moreels SJS, et al. Does the Belgian diabetes type 2 care trajectory improve quality
of care for diabetes patients? Arch Public Health. 2015;73(1):31. [doi: 10.1186/s13690-015-0080-1] [Medline:
26171143]

13. De Baets S, Danhieux K, Dirinck E, et al. Journey through healthcare of people with complications of type 2 diabetes: a
qualitative study of lived experiences. Int J Integr Care. 2024;24(2):18. [doi: 10.5334/ijic.7604] [Medline: 38798720]

14. Diabetes [Webpage in Dutch]. Naar een gezond België. URL: https://www.gezondbelgie.be/nl/gezondheidstoestand/niet-
overdraagbare-aandoeningen/diabetes [Accessed 2026-07-28]

15. Start-up trajectory for type 2 diabetes: your central role as a general practitioner [Webpage in Dutch]. RIZIV. URL:
https://www.riziv.fgov.be/nl/professionals/individuele-zorgverleners/artsen/zorg-door-artsen/opstarttraject-diabetes-type-
2-uw-centrale-rol-als-huisarts [Accessed 2026-07-28]

16. Jung SY, Lee K, Hwang H. Recent trends of healthcare information and communication technologies in pediatrics: a
systematic review. Clin Exp Pediatr. Jun 2022;65(6):291-299. [doi: 10.3345/cep.2020.01333] [Medline: 34922424]

17. da Fonseca MH, Kovaleski F, Picinin CT, Pedroso B, Rubbo P. E-health practices and technologies: a systematic review
from 2014 to 2019. Healthcare (Basel). Sep 2021;9(9):1192. [doi: 10.3390/healthcare9091192]

18. Akhtar N, Khan N, Qayyum S, Qureshi MI, Hishan SS. Efficacy and pitfalls of digital technologies in healthcare
services: a systematic review of two decades. Front Public Health. 2022;10:869793. [doi: 10.3389/fpubh.2022.869793]
[Medline: 36187628]

JMIR DIABETES Annancy et al

https://diabetes.jmir.org/2026/1/e88446 JMIR Diabetes 2026 | vol. 11 | e88446 | p. 15
(page number not for citation purposes)

https://jmir.org/api/download?alt_name=diabetes_v11i1e88446_app2.docx
https://jmir.org/api/download?alt_name=diabetes_v11i1e88446_app2.docx
https://jmir.org/api/download?alt_name=diabetes_v11i1e88446_app3.docx
https://jmir.org/api/download?alt_name=diabetes_v11i1e88446_app3.docx
https://doi.org/10.1016/S0140-6736(23)01301-6
http://www.ncbi.nlm.nih.gov/pubmed/37356446
https://www.healthdata.org/news-events/newsroom/news-releases/global-diabetes-cases-soar-529-million-13-billion-2050
https://www.healthdata.org/news-events/newsroom/news-releases/global-diabetes-cases-soar-529-million-13-billion-2050
https://www.healthybelgium.be/en/health-status/non-communicable-diseases/diabetes
https://www.healthybelgium.be/en/health-status/non-communicable-diseases/diabetes
https://doi.org/10.1016/j.ecl.2021.05.013
http://www.ncbi.nlm.nih.gov/pubmed/34399949
https://doi.org/10.2337/dci22-0034
http://www.ncbi.nlm.nih.gov/pubmed/36148880
https://doi.org/10.1093/fampra/cmh109
http://www.ncbi.nlm.nih.gov/pubmed/14760042
https://doi.org/10.1016/j.ijnsa.2023.100136
https://doi.org/10.1016/j.ijnsa.2023.100136
http://www.ncbi.nlm.nih.gov/pubmed/38746564
https://doi.org/10.7759/cureus.41409
http://www.ncbi.nlm.nih.gov/pubmed/37546053
https://doi.org/10.57598/R376C
https://doi.org/10.57598/R376C
https://doi.org/10.25608/34ka-c432
https://researchportal.vub.be/en/publications/achil-en-de-riziv-zorgtrajecten-diabetes-mellitus-type-2-en-chron
https://researchportal.vub.be/en/publications/achil-en-de-riziv-zorgtrajecten-diabetes-mellitus-type-2-en-chron
https://doi.org/10.1186/s13690-015-0080-1
http://www.ncbi.nlm.nih.gov/pubmed/26171143
https://doi.org/10.5334/ijic.7604
http://www.ncbi.nlm.nih.gov/pubmed/38798720
https://www.gezondbelgie.be/nl/gezondheidstoestand/niet-overdraagbare-aandoeningen/diabetes
https://www.gezondbelgie.be/nl/gezondheidstoestand/niet-overdraagbare-aandoeningen/diabetes
https://www.riziv.fgov.be/nl/professionals/individuele-zorgverleners/artsen/zorg-door-artsen/opstarttraject-diabetes-type-2-uw-centrale-rol-als-huisarts
https://www.riziv.fgov.be/nl/professionals/individuele-zorgverleners/artsen/zorg-door-artsen/opstarttraject-diabetes-type-2-uw-centrale-rol-als-huisarts
https://doi.org/10.3345/cep.2020.01333
http://www.ncbi.nlm.nih.gov/pubmed/34922424
https://doi.org/10.3390/healthcare9091192
https://doi.org/10.3389/fpubh.2022.869793
http://www.ncbi.nlm.nih.gov/pubmed/36187628
https://diabetes.jmir.org/2026/1/e88446


19. Yang Y, Lee EY, Kim HS, Lee SH, Yoon KH, Cho JH. Effect of a mobile phone–based glucose-monitoring and
feedback system for type 2 diabetes management in multiple primary care clinic settings: cluster randomized controlled
trial. JMIR mHealth uHealth. Feb 26, 2020;8(2):e16266. [doi: 10.2196/16266] [Medline: 32130172]

20. Cho JH, Kim HS, Yoo SH, et al. An internet-based health gateway device for interactive communication and automatic
data uploading: clinical efficacy for type 2 diabetes in a multi-centre trial. J Telemed Telecare. Jul 2017;23(6):595-604.
[doi: 10.1177/1357633X16657500] [Medline: 27381040]

21. Asante E, Bam V, Diji AKA, et al. Pilot mobile phone intervention in promoting type 2 diabetes management in an
urban area in Ghana: a randomized controlled trial. Diabetes Educ. Oct 2020;46(5):455-464. [doi: 10.1177/
0145721720954070] [Medline: 32998649]

22. Kerr D, Ahn D, Waki K, Wang J, Breznen B, Klonoff DC. Digital interventions for self-management of type 2 diabetes
mellitus: systematic literature review and meta-analysis. J Med Internet Res. Jul 22, 2024;26(1):e55757. [doi: 10.2196/
55757] [Medline: 39037772]

23. Sharma V, Feldman M, Sharma R. Telehealth technologies in diabetes self-management and education. J Diabetes Sci
Technol. Jan 2024;18(1):148-158. [doi: 10.1177/19322968221093078] [Medline: 35485769]

24. Greenhalgh T, Wherton J, Papoutsi C, et al. Beyond adoption: a new framework for theorizing and evaluating
nonadoption, abandonment, and challenges to the scale-up, spread, and sustainability of health and care technologies. J
Med Internet Res. Nov 1, 2017;19(11):e367. [doi: 10.2196/jmir.8775] [Medline: 29092808]

25. Damschroder LJ, Reardon CM, Widerquist MAO, Lowery J. The updated Consolidated Framework for Implementation
Research based on user feedback. Implement Sci. Oct 29, 2022;17(1):75. [doi: 10.1186/s13012-022-01245-0] [Medline:
36309746]

26. The digital diabetes patient reminder tool to improve clinical outcomes and process of management in adults with type 2
diabetes: a proof-of-concept randomized controlled trial—joint action for cardiovascular diseases and diabetes. KU
Leuven. URL: https://gbiomed.kuleuven.be/english/research/50000687/50000695/NL/jacardi-eng/dipar-rct [Accessed
2026-01-20]

27. Armocida B, Formenti B, Silano M, et al. Tackling the challenge of cardiovascular diseases and diabetes across Europe:
a joint action by more than 300 public health professionals. Commentary. Ann Ist Super Sanita. 2024;60(1):4-7. [doi: 10.
4415/ANN_24_01_02] [Medline: 38920253]

28. Patients’ self-management. JACARDI. URL: https://jacardi.eu/services/patient-self-management/ [Accessed
2026-01-12]

29. Tong A, Sainsbury P, Craig J. Consolidated Criteria for Reporting Qualitative Research (COREQ): a 32-item checklist
for interviews and focus groups. Int J Qual Health Care. Dec 2007;19(6):349-357. [doi: 10.1093/intqhc/mzm042]
[Medline: 17872937]

30. World Medical Association. World Medical Association Declaration of Helsinki: ethical principles for medical research
involving human subjects. JAMA. Nov 27, 2013;310(20):2191-2194. [doi: 10.1001/jama.2013.281053] [Medline:
24141714]

31. Campbell S, Greenwood M, Prior S, et al. Purposive sampling: complex or simple? Research case examples. J Res Nurs.
Dec 2020;25(8):652-661. [doi: 10.1177/1744987120927206] [Medline: 34394687]

32. Richard B, Sivo SA, Ford RC, et al. A guide to conducting online focus groups via Reddit. Int J Qual Methods. Jan
2021;20. [doi: 10.1177/16094069211012217]

33. Nyimbili F, Nyimbili L. Types of purposive sampling techniques with their examples and application in qualitative
research studies. Br J Multidiscip Adv Stud. Feb 2024;5(1):90-99. [doi: 10.37745/bjmas.2022.0419]

34. Hennink MM, Leavy P. Understanding Focus Group Discussions. Oxford University Press; 2014. [doi: 10.1093/acprof:
osobl/9780199856169.001.0001]

35. Hennink M, Kaiser BN. Sample sizes for saturation in qualitative research: a systematic review of empirical tests. Soc
Sci Med. Jan 2022;292:114523. [doi: 10.1016/j.socscimed.2021.114523] [Medline: 34785096]

36. Morgan DL. Focus Groups as Qualitative Research. Vol 16. Second Edition ed. Sage Publications Inc; 1997. ISBN:
9780761903437

37. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. Jan 2006;3(2):77-101. [doi: 10.1191/
1478088706qp063oa]

38. Byrne D. A worked example of Braun and Clarke’s approach to reflexive thematic analysis. Qual Quant. Jun
2022;56(3):1391-1412. [doi: 10.1007/s11135-021-01182-y]

39. Braun V, Clarke V. Toward good practice in thematic analysis: avoiding common problems and be(com)ing a knowing
researcher. Int J Transgend Health. 2023;24(1):1-6. [doi: 10.1080/26895269.2022.2129597] [Medline: 36713144]

40. Lincoln YS, Guba EG, Pilotta JJ. Naturalistic inquiry. Int J Intercult Relat. Jan 1985;9(4):438-439. [doi: 10.1016/0147-
1767(85)90062-8]

JMIR DIABETES Annancy et al

https://diabetes.jmir.org/2026/1/e88446 JMIR Diabetes 2026 | vol. 11 | e88446 | p. 16
(page number not for citation purposes)

https://doi.org/10.2196/16266
http://www.ncbi.nlm.nih.gov/pubmed/32130172
https://doi.org/10.1177/1357633X16657500
http://www.ncbi.nlm.nih.gov/pubmed/27381040
https://doi.org/10.1177/0145721720954070
https://doi.org/10.1177/0145721720954070
http://www.ncbi.nlm.nih.gov/pubmed/32998649
https://doi.org/10.2196/55757
https://doi.org/10.2196/55757
http://www.ncbi.nlm.nih.gov/pubmed/39037772
https://doi.org/10.1177/19322968221093078
http://www.ncbi.nlm.nih.gov/pubmed/35485769
https://doi.org/10.2196/jmir.8775
http://www.ncbi.nlm.nih.gov/pubmed/29092808
https://doi.org/10.1186/s13012-022-01245-0
http://www.ncbi.nlm.nih.gov/pubmed/36309746
https://gbiomed.kuleuven.be/english/research/50000687/50000695/NL/jacardi-eng/dipar-rct
https://doi.org/10.4415/ANN_24_01_02
https://doi.org/10.4415/ANN_24_01_02
http://www.ncbi.nlm.nih.gov/pubmed/38920253
https://jacardi.eu/services/patient-self-management/
https://doi.org/10.1093/intqhc/mzm042
http://www.ncbi.nlm.nih.gov/pubmed/17872937
https://doi.org/10.1001/jama.2013.281053
http://www.ncbi.nlm.nih.gov/pubmed/24141714
https://doi.org/10.1177/1744987120927206
http://www.ncbi.nlm.nih.gov/pubmed/34394687
https://doi.org/10.1177/16094069211012217
https://doi.org/10.37745/bjmas.2022.0419
https://doi.org/10.1093/acprof:osobl/9780199856169.001.0001
https://doi.org/10.1093/acprof:osobl/9780199856169.001.0001
https://doi.org/10.1016/j.socscimed.2021.114523
http://www.ncbi.nlm.nih.gov/pubmed/34785096
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1007/s11135-021-01182-y
https://doi.org/10.1080/26895269.2022.2129597
http://www.ncbi.nlm.nih.gov/pubmed/36713144
https://doi.org/10.1016/0147-1767(85)90062-8
https://doi.org/10.1016/0147-1767(85)90062-8
https://diabetes.jmir.org/2026/1/e88446


41. Puzhakkal S, Kavanagh S, Conway B, Kow CS, Hasan SS. Self-care and self-management in diabetes: concepts, theories
and practices. Int J Clin Pharm. Dec 2025;47(6):2094-2100. [doi: 10.1007/s11096-025-01941-z] [Medline: 40489012]

42. Powers MA, Bardsley JK, Cypress M, et al. Diabetes self-management education and support in adults with type 2
diabetes: a consensus report of the American Diabetes Association, the Association of Diabetes Care & Education
Specialists, the Academy of Nutrition and Dietetics, the American Academy of Family Physicians, the American
Academy of PAs, the American Association of Nurse Practitioners, and the American Pharmacists Association. Diabetes
Care. Jul 2020;43(7):1636-1649. [doi: 10.2337/dci20-0023] [Medline: 32513817]

43. Ibrahim AM, Gano F, Abdel-Aziz HR, et al. Tailoring nursing interventions to empower patients: personal coping
strategies and self-management in type 2 diabetes care. BMC Nurs. Dec 19, 2024;23(1):926. [doi: 10.1186/s12912-024-
02573-w] [Medline: 39702241]

44. Sukartini T, Nursalam N, Pradipta RO, Ubudiyah M. Potential methods to improve self-management in those with type 2
diabetes: a narrative review. Int J Endocrinol Metab. Jan 2023;21(1):e119698. [doi: 10.5812/ijem-119698] [Medline:
37038539]

45. Ojewale LY, Oluwatosin AO, Fasanmade AA, Odusan O. A survey on patients’ characteristics, perception of family
support and diabetes self-management among type 2 diabetes patients in South-West Nigeria. Nurs Open. Apr
2019;6(2):208-215. [doi: 10.1002/nop2.236] [Medline: 30918673]

46. Chowdhury HA, Billah B, Dipa SA, et al. Factors influencing type 2 diabetes self-management practices in rural
Bangladesh: a qualitative investigation. Front Public Health. 2024;12:1508204. [doi: 10.3389/fpubh.2024.1508204]
[Medline: 39882119]

47. Tang TS, Afshar R, Elliott T, Kong J, Gill S. From clinic to community: a randomized controlled trial of a peer support
model for adults with type 2 diabetes from specialty care settings in British Columbia. Diabet Med. Nov
2022;39(11):e14931. [doi: 10.1111/dme.14931] [Medline: 36052812]

48. Chen C, Zhou Y, Xu JY, Song HY, Yin XW, Gu ZJ. Effect of peer support interventions in patients with type 2 diabetes:
a systematic review. Patient Educ Couns. May 2024;122:108172. [doi: 10.1016/j.pec.2024.108172] [Medline: 38320444]

49. Werner JJ, Ufholz K, Yamajala P. Recent findings on the effectiveness of peer support for patients with type 2 diabetes.
Curr Cardiovasc Risk Rep. May 2024;18(5):65-79. [doi: 10.1007/s12170-024-00737-6]

50. Personalised medicine. European Commission. 2025. URL: https://health.ec.europa.eu/medicinal-products/personalised-
medicine_en [Accessed 2025-08-13]

51. Bilgehan T, Vardar İnkaya B. The effect of a holistic nurse coaching intervention on glycemic control, diabetes self-
management, and empowerment: a randomized controlled trial. BMC Nurs. Jun 2, 2025;24(1):627. [doi: 10.1186/
s12912-025-03252-0] [Medline: 40457333]

52. Lin LY, Lee BO, Wang RH. Effects of a symptom management program for patients with type 2 diabetes: implications
for evidence-based practice. Worldviews Evid Based Nurs. Dec 2019;16(6):433-443. [doi: 10.1111/wvn.12400]
[Medline: 31621181]

53. Bağriaçik E, Bayraktar N. Effectiveness of training in disease management for patients with type 2 diabetes mellitus: a
systematic review. Endocrinol Diabetes Nutr (Engl Ed). May 2022;69(5):362-378. [doi: 10.1016/j.endien.2022.05.005]
[Medline: 35697468]

54. Yu J, Lee J, Yang Y, Lee EY, Lee SH, Cho JH. Clinical impact of personalized physician’s education and remote
feedback via a digital platform on glycemic control: pilot randomized controlled trial. JMIR mHealth uHealth. May 1,
2025;13(1):e67151. [doi: 10.2196/67151] [Medline: 40310669]

55. Ageru TA, Le CN, Wattanapisit A, et al. Diabetes self-care intervention strategies and their effectiveness in sub-Saharan
Africa: a systematic review. PLoS One. 2024;19(10):e0305860. [doi: 10.1371/journal.pone.0305860] [Medline:
39405277]

56. The multidisciplinary DSMES team. Centers for Disease Control and Prevention. 2025. URL: https://www.cdc.gov/
diabetes-toolkit/php/staffing-models/multidiscipline-team.html [Accessed 2026-10-20]

57. Tan HQM, Chin YH, Ng CH, et al. Multidisciplinary team approach to diabetes. An outlook on providers’ and patients’
perspectives. Prim Care Diabetes. Oct 2020;14(5):545-551. [doi: 10.1016/j.pcd.2020.05.012] [Medline: 32591227]

58. Hämel K, Röhnsch G, Heumann M, Backes DS, Giovanella L, Toso BRG de O. How do nurses support chronically ill
clients’ participation and self-management in primary care? A cross-country qualitative study. BMC Prim Care. Apr 18,
2022;23(1):85. [doi: 10.1186/s12875-022-01687-x] [Medline: 35436847]

59. Andersen JD, Jensen MH, Vestergaard P, Jensen V, Hejlesen O, Hangaard S. The multidisciplinary team in diagnosing
and treatment of patients with diabetes and comorbidities: a scoping review. J Multimorb Comorb.
2023;13:26335565231165966. [doi: 10.1177/26335565231165966] [Medline: 36968789]

60. Sands DZ. Beyond the EHR: how digital health tools foster participatory health and self-care for patients with diabetes.
Am J Med Open. Dec 2023;10:100043. [doi: 10.1016/j.ajmo.2023.100043] [Medline: 39035248]

JMIR DIABETES Annancy et al

https://diabetes.jmir.org/2026/1/e88446 JMIR Diabetes 2026 | vol. 11 | e88446 | p. 17
(page number not for citation purposes)

https://doi.org/10.1007/s11096-025-01941-z
http://www.ncbi.nlm.nih.gov/pubmed/40489012
https://doi.org/10.2337/dci20-0023
http://www.ncbi.nlm.nih.gov/pubmed/32513817
https://doi.org/10.1186/s12912-024-02573-w
https://doi.org/10.1186/s12912-024-02573-w
http://www.ncbi.nlm.nih.gov/pubmed/39702241
https://doi.org/10.5812/ijem-119698
http://www.ncbi.nlm.nih.gov/pubmed/37038539
https://doi.org/10.1002/nop2.236
http://www.ncbi.nlm.nih.gov/pubmed/30918673
https://doi.org/10.3389/fpubh.2024.1508204
http://www.ncbi.nlm.nih.gov/pubmed/39882119
https://doi.org/10.1111/dme.14931
http://www.ncbi.nlm.nih.gov/pubmed/36052812
https://doi.org/10.1016/j.pec.2024.108172
http://www.ncbi.nlm.nih.gov/pubmed/38320444
https://doi.org/10.1007/s12170-024-00737-6
https://health.ec.europa.eu/medicinal-products/personalised-medicine_en
https://health.ec.europa.eu/medicinal-products/personalised-medicine_en
https://doi.org/10.1186/s12912-025-03252-0
https://doi.org/10.1186/s12912-025-03252-0
http://www.ncbi.nlm.nih.gov/pubmed/40457333
https://doi.org/10.1111/wvn.12400
http://www.ncbi.nlm.nih.gov/pubmed/31621181
https://doi.org/10.1016/j.endien.2022.05.005
http://www.ncbi.nlm.nih.gov/pubmed/35697468
https://doi.org/10.2196/67151
http://www.ncbi.nlm.nih.gov/pubmed/40310669
https://doi.org/10.1371/journal.pone.0305860
http://www.ncbi.nlm.nih.gov/pubmed/39405277
https://www.cdc.gov/diabetes-toolkit/php/staffing-models/multidiscipline-team.html
https://www.cdc.gov/diabetes-toolkit/php/staffing-models/multidiscipline-team.html
https://doi.org/10.1016/j.pcd.2020.05.012
http://www.ncbi.nlm.nih.gov/pubmed/32591227
https://doi.org/10.1186/s12875-022-01687-x
http://www.ncbi.nlm.nih.gov/pubmed/35436847
https://doi.org/10.1177/26335565231165966
http://www.ncbi.nlm.nih.gov/pubmed/36968789
https://doi.org/10.1016/j.ajmo.2023.100043
http://www.ncbi.nlm.nih.gov/pubmed/39035248
https://diabetes.jmir.org/2026/1/e88446


61. Dankoly US, Vissers D, El Farkouch Z, et al. Perceived barriers, benefits, facilitators, and attitudes of health
professionals towards multidisciplinary team care in type 2 diabetes management: a systematic review. Curr Diabetes
Rev. 2021;17(6):6. [doi: 10.2174/1573399816999201110200126] [Medline: 33176659]

62. McGill M, Blonde L, Chan JCN, et al. The interdisciplinary team in type 2 diabetes management: challenges and best
practice solutions from real-world scenarios. J Clin Transl Endocrinol. Mar 2017;7:21-27. [doi: 10.1016/j.jcte.2016.12.
001] [Medline: 29067246]

63. Nurchis MC, Sessa G, Pascucci D, Sassano M, Lombi L, Damiani G. Interprofessional collaboration and diabetes
management in primary care: a systematic review and meta-analysis of patient-reported outcomes. J Pers Med. Apr 15,
2022;12(4):643. [doi: 10.3390/jpm12040643] [Medline: 35455759]

64. Patient expert and caregiver Karlien highlights pain points in medical data. Nexuzhealth. 2025. URL: https://www.
nexuzhealth.com/en/blog/the-pain-points-of-medical-data-karlien-hollanders [Accessed 2026-10-20]

65. Maes I, Kok E, Dewulf G. Recommendations on a real-world data strategy for Belgium multi-stakeholder initiative on
reuse of routine care health data. Inovigate; URL: https://www.inovigate.com/media/filer_public/36/dd/36ddcd12-564e-
4678-9388-053d7adc6b12/report_recommendations_on_rwd_strategy_for_belgium_final_template_used.pdf [Accessed
2026-09-17]

66. Nicolas L. eHealth governance—country report: Belgium. EHTEL; 2021. URL: https://ehtel.eu/component/attachments/
?task=download&id=766:Country-report---Belgium [Accessed 2026-09-17]

67. Unlocking access to digitally enabled diabetes care: the case for a better type 2 diabetes ecosystem in Europe. MedTech
Europe. URL: https://www.medtecheurope.org/resource-library/unlocking-access-to-digitally-enabled-diabetes-care-the-
case-for-a-better-type-2-diabetes-ecosystem-in-europe/ [Accessed 2026-09-17]

68. Het BIHR (Belgian Integrated Health Record) [Webpage in Dutch]. RIZIV. 2026. URL: https://www.riziv.fgov.be/nl/
thema-s/egezondheid/het-bihr-belgian-integrated-health-record [Accessed 2026-08-21]

69. van Nes F, Abma T, Jonsson H, Deeg D. Language differences in qualitative research: is meaning lost in translation? Eur
J Ageing. Dec 2010;7(4):313-316. [doi: 10.1007/s10433-010-0168-y] [Medline: 21212820]

70. Kimotho S. Piloting qualitative research: a critical examination of its role and practice. SSRN Electron J. 2025. [doi: 10.
2139/ssrn.5271340]

71. Jordan J, Clarke SO, Coates WC. A practical guide for conducting qualitative research in medical education: part 1—
how to interview. AEM Educ Train. Jul 2021;5(3):e10646. [doi: 10.1002/aet2.10646] [Medline: 34471795]

Abbreviations
CFIR: Consolidated Framework for Implementation Research
COREQ: Consolidated Criteria for Reporting Qualitative Research
DIPAR: Digital Diabetes Patient Reminder
DIPAR: Diabetes Patient Reminder
EMR: electronic medical record
GP : general practitioner
HbA1c: hemoglobin A1c
HCP: health care professional
ICT : information and communication technology
JACARDI: Joint Action on Cardiovascular Diseases and Diabetes
SM: self-management
T2DM: type 2 diabetes mellitus

Edited by Ivan Steenstra; peer-reviewed by Masoud Mohammadnezhad, Rix Groenboom; submitted 25.Nov.2025; final
revised version received 17.Sep.2026; accepted 18.Sep.2026; published 27.Oct.2026

Please cite as:
Annancy B, Van Bostraeten P, Janssen C, Van den Bulck S, Vangoitsenhoven R, Goderis G
Perspectives on Self-Management and Digital Tools for Individuals With Type 2 Diabetes in Flanders: Qualitative Focus
Group Study
JMIR Diabetes 2026;11:e88446
URL: https://diabetes.jmir.org/2026/1/e88446
doi: 10.2196/88446

JMIR DIABETES Annancy et al

https://diabetes.jmir.org/2026/1/e88446 JMIR Diabetes 2026 | vol. 11 | e88446 | p. 18
(page number not for citation purposes)

https://doi.org/10.2174/1573399816999201110200126
http://www.ncbi.nlm.nih.gov/pubmed/33176659
https://doi.org/10.1016/j.jcte.2016.12.001
https://doi.org/10.1016/j.jcte.2016.12.001
http://www.ncbi.nlm.nih.gov/pubmed/29067246
https://doi.org/10.3390/jpm12040643
http://www.ncbi.nlm.nih.gov/pubmed/35455759
https://www.nexuzhealth.com/en/blog/the-pain-points-of-medical-data-karlien-hollanders
https://www.nexuzhealth.com/en/blog/the-pain-points-of-medical-data-karlien-hollanders
https://www.inovigate.com/media/filer_public/36/dd/36ddcd12-564e-4678-9388-053d7adc6b12/report_recommendations_on_rwd_strategy_for_belgium_final_template_used.pdf
https://www.inovigate.com/media/filer_public/36/dd/36ddcd12-564e-4678-9388-053d7adc6b12/report_recommendations_on_rwd_strategy_for_belgium_final_template_used.pdf
https://ehtel.eu/component/attachments/?task=download&id=766:Country-report---Belgium
https://ehtel.eu/component/attachments/?task=download&id=766:Country-report---Belgium
https://www.medtecheurope.org/resource-library/unlocking-access-to-digitally-enabled-diabetes-care-the-case-for-a-better-type-2-diabetes-ecosystem-in-europe/
https://www.medtecheurope.org/resource-library/unlocking-access-to-digitally-enabled-diabetes-care-the-case-for-a-better-type-2-diabetes-ecosystem-in-europe/
https://www.riziv.fgov.be/nl/thema-s/egezondheid/het-bihr-belgian-integrated-health-record
https://www.riziv.fgov.be/nl/thema-s/egezondheid/het-bihr-belgian-integrated-health-record
https://doi.org/10.1007/s10433-010-0168-y
http://www.ncbi.nlm.nih.gov/pubmed/21212820
https://doi.org/10.2139/ssrn.5271340
https://doi.org/10.2139/ssrn.5271340
https://doi.org/10.1002/aet2.10646
http://www.ncbi.nlm.nih.gov/pubmed/34471795
https://diabetes.jmir.org/2026/1/e88446
https://doi.org/10.2196/88446
https://diabetes.jmir.org/2026/1/e88446


© Barbara Annancy, Pieter Van Bostraeten, Charlien Janssen, Steve Van den Bulck, Roman Vangoitsenhoven, Geert Goderis.
Originally published in JMIR Diabetes (https://diabetes.jmir.org), 27.Oct.2026. This is an open-access article distributed
under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits
unrestricted use, distribution, and reproduction in any medium, provided the original work, first published in JMIR Diabetes, is
properly cited. The complete bibliographic information, a link to the original publication on https://diabetes.jmir.org/, as well
as this copyright and license information must be included.

JMIR DIABETES Annancy et al

https://diabetes.jmir.org/2026/1/e88446 JMIR Diabetes 2026 | vol. 11 | e88446 | p. 19
(page number not for citation purposes)

https://diabetes.jmir.org
https://creativecommons.org/licenses/by/4.0/
https://diabetes.jmir.org/
https://diabetes.jmir.org/2026/1/e88446

	Perspectives on Self-Management and Digital Tools for Individuals With Type 2 Diabetes in Flanders: Qualitative Focus Group Study
	Introduction
	Methods
	Design and Setting
	Ethical Considerations
	Participants and Recruitment Strategy
	Eligibility Criteria
	Discussion Guide Development
	Data Collection
	Data Coding and Analysis
	Trustworthiness

	Results
	Demographic Data
	Thematic Analysis

	Discussion
	Principal Findings
	Comparison With Literature
	Strengths and Limitations
	Reflexivity
	Implications for Further Research
	Conclusions



