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Abstract 

Background  Despite well-established guidelines to treat diabetes, many people with diabetes struggle to manage 
their disease. For many, this struggle is related to challenges achieving nutrition-related lifestyle changes. We exam-
ined how people with diabetes describe barriers to maintaining a healthy diet and considered the benefits of using 
a harm reduction approach to assist patients to achieve nutrition-related goals.

Methods  This is a secondary analysis of 89 interviews conducted with adults who had type 1 or type 2 diabetes. 
Interviews were analyzed using a content analysis approach. Themes regarding food or diet were initially captured 
in a “food” node. Data in the food node were then sub-coded for this analysis, again using a content analysis approach.

Results  Participants frequently used addiction language to talk about their relationship with food, at times referring 
to themselves as “an addict” and describing food as “their drug.” Participants perceived their unhealthy food choices 
either as a sign of weakness or as “cheating.” They also identified food’s ability to comfort them and an unwillingness 
to change as particular challenges to sustaining a healthier diet.

Conclusion  Participants often described their relationship with food through an addiction lens. A harm reduction 
approach has been associated with positive outcomes among those with substance abuse disorder. Patient-centered 
communication incorporating the harm reduction model may improve the patient-clinician relationship and thus 
improve patient outcomes and quality-of-life while reducing health-related stigma in diabetes care. Future work 
should explore the effectiveness of this approach in patients with diabetes.

Trial registration  Registered on ClinicalTrials.gov, NCT02792777. Registration information submitted 02/06/2016, 
with the registration first posted on the ClinicalTrials.gov website 08/06/2016. Data collection began on 29/04/2016.
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Background
In 2020, the Centers for Disease Control reported 
34.2  million Americans, 10.5% of the population, have 
diabetes mellitus and 88  million (34.5%) have prediabe-
tes [1]. The American Diabetes Association reported 
that the total cost to treat diabetes was $327  billion, a 
26% increase from 2012 to 2017 [2]. Despite existence 
of evidence-based treatments for diabetes, many people 
continue to struggle with diabetes management, with 
diet-related issues reported as one of the most prevalent 
difficulties related to diabetes management [3–6].

Recommendations for people with diabetes to adopt 
healthier lifestyles, particularly around diet, are predi-
cated on the assumption that people have the ability and 
freedom to make “healthier” choices. Furthermore, these 
recommendations often assume that everyone is in the 
same state of readiness to make substantial sustained 
lifestyle changes. Literature suggests many reasons that 
patients with diabetes have difficulty adhering to treat-
ment plans regarding their diet including self-discipline, 
deficit of knowledge (i.e. understanding what they should 
eat, why, and how), coping with everyday stress, nego-
tiating with family members, and managing the social 
significance of food [5, 7, 8]. A systematic review of ran-
domized controlled trials conducted from 1975 to 2015 
that looked at interventions used to change diet and 
physical behaviors of people with type 2 diabetes con-
cluded clinically significant changes could be attained for 
up to 6 months, but they were not sustained at 12 and 24 
months [9]. While underlying biological causes of obe-
sity and appetite regulation certainly impact individuals’ 
diabetes outcomes, this review identified other impor-
tant factors that influence participants’ ability to improve 
or sustain hemoglobin A1c (HbA1c) levels including 
attempts to change multiple behaviors simultaneously 
versus changing behaviors individually, the sequential 
order interventions were attempted, and a consideration 
of which interventions were uniquely best suited for an 
individual [9]. These studies suggest that further work is 
needed to develop patient-centered approaches to enable 
more sustained dietary change.

One such approach to center the wishes, motiva-
tion, and ability of a client at a current point in time is 
harm reduction. Harm reduction is a non-judgmental 
approach, often applied to substance use, that recog-
nizes behavior change, often happens in increments and 
meets people “where they’re at” [10]. Evidence over dec-
ades demonstrates how people who access harm reduc-
tion programs have lower rates of HIV, are less likely to 
share syringes, and are more likely to decrease their drug 
use overall [11]. Listening directly to the words used 
by patients with diabetes may indicate possible clini-
cal applications of a harm reduction approach. Harm 

reduction as applied to diabetes could encompass a range 
of behaviors related to diet, self-testing blood glucose 
levels, medication adherence, and other such self-man-
agement behaviors related to diabetes.

The goal of this work is to examine how people with 
type 1 and type 2 diabetes describe their relationship 
with food and their barriers to achieving and maintaining 
a healthy diet. This work considers the potential benefits 
of harm reduction to assist clinicians in developing indi-
vidualized and more successful treatment plans.

Methods
Research design
This is a secondary analysis of individual qualitative inter-
view data from a parent study that compared the compre-
hensiveness and efficiency of semi-structured interviews 
to group concept mapping for eliciting patient-important 
outcomes for diabetes care. The full methods of this IRB 
approved parent study have been described elsewhere 
[12]. The aim of this study is to identify how data from 
the parent study informs the benefit of a harm reduc-
tion model for patients with diabetes. All methods were 
carried out in accordance with relevant guidelines and 
regulations.

Sample
Eligible individuals were recruited from an urban aca-
demic medical center in Philadelphia, PA. English-
speaking adults (age 18 and older) with type 1 or type 2 
diabetes who were able to provide informed consent were 
included. Patients were recruited: 1) during an emergency 
department (ED) visit (acute care), 2) within 7 days post-
hospital discharge (post-acute care), and 3) at the time of 
a scheduled primary care visit (primary care). All partici-
pants had uncontrolled diabetes defined as follows: pre-
sented to the ED with a diabetes-related problem (acute 
care), admitted to the hospital for a diabetes-related prob-
lem (post-acute care), or had at least 2 measurements of 
HbA1c > 7.5% in the prior year (primary care).

Exclusion criteria included patients with a new diagno-
sis of diabetes during index visit; having a significant per-
manent complication related to diabetes, including end 
stage renal disease, amputation, or blindness; undergoing 
medical clearance for a detox center or any involuntary 
court or magistrate order; in police custody or currently 
incarcerated; or having major communication barri-
ers such as visual or hearing impairment or dementia 
that would compromise ability to give written informed 
consent.

The entire study was conducted in close collaboration 
with the Patient and Key Stakeholder Advisory Board 
(PAKSAB). The PAKSAB is an advisory board including 
patient advocates experienced with helping chronically 
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disabled and disadvantaged populations negotiate vari-
ous healthcare settings as well as key representatives 
from diverse domains of the care pathway. Two members 
of the PAKSAB worked as members of the research team 
for this project, and were involved in all aspects of inter-
view development, conduct, and analysis.

Data collection
Patients recruited from the acute care group were iden-
tified and screened using the electronic medical record 
(EMR) and were approached during their ED visit. 
Patients recruited from the post-acute and primary care 
group were identified and screened using auto-generated 
lists from the inpatient and outpatient EMR. Post-acute 
patients were contacted, consented and interviewed 
by telephone. Primary care patients were contacted 
by phone prior to a scheduled visit to assess interest in 
study participation and were subsequently consented 
and interviewed on-site immediately before or after their 
primary care appointment. All participants provided 
informed consent. All participants were compensated 
$25. Research approval was obtained from Thomas Jef-
ferson University’s Institutional Review Board.

An open-ended, semi-structured interview guide was 
used to discuss outcomes most important to participants 
when making decisions regarding the management of 
their diabetes. The research team collaborated with the 
PAKSAB to develop, test, and refine the guide. Interview 
questions asked about participants’ beliefs regarding the 
cause of their diabetes, their challenges and worries car-
ing for their disease, and what their care goals were.

Two PAKSAB members and two research team mem-
bers conducted interviews that were audio recorded and 
lasted approximately 30  min. Demographic information 
was collected at the end of each interview and a medi-
cal chart review was completed to collect the most recent 
recorded HbA1c and body mass index (BMI). Interviews 
were conducted separately in each of the three groups 
until thematic saturation was reached. Thus, the team 
aimed for approximately 90 interviews, with 30 in each 
group, and the final number determined using thematic 
saturation during analysis [12].

Analyses
Audio-recorded interviews were transcribed profes-
sionally with identifying information removed. Tran-
scripts were checked by a team member for accuracy 
and imported into NVivo 11.0 [13]. Three team members 
served as coders. One third of all interviews were coded 
by all three coders to ensure consistency of coding and 
check for coder drift, with the remaining transcripts 
coded by one of the three coders. A fourth team mem-
ber experienced in qualitative methodology oversaw the 

process and regularly reviewed Kappa coefficients and 
percentage agreement to assess interrater reliability.

Interview analysis for the parent study was conducted 
with a conventional content analysis approach [14]. The 
coders developed the codebook by immersing themselves 
in the transcripts, identifying themes that emerged, 
and coding transcripts independently. They then met 
to review coding, resolve discrepancies, and refine the 
codebook iteratively. Two PAKSAB members and one 
research team member served as coders, and the full 
PAKSAB reviewed and discussed interview findings with 
the research team. A comparison of themes that emerged 
across patient settings (e.g. acute care vs. post-acute care) 
was also initially conducted and no significant differences 
were identified [12].

Any themes about food or diet were initially captured in 
a “food” node. For the purposes of this secondary analysis, 
the research team then sub-coded all data in the food node, 
again using a content analysis approach. This coding was 
conducted by two research team members not involved in 
initial analysis. Coders met regularly to review coding and 
resolve discrepancies based on Kappa coefficients and per-
centage agreement. This manuscript discusses the themes 
that emerged under the broad category of challenges to 
achieve diet goals from this secondary analysis of data 
in the food node. Code definitions, sub codes identified 
within these two categories and the number of times codes 
were referenced can be found in Table 1.

Results
Ninety-five individuals were enrolled and 89 interviews 
were analyzed in this work (30 participants receiving 
acute care, 29 receiving post-acute care, and 30 receiv-
ing primary care participants); two participants could 
not complete their interviews, two were ultimately deter-
mined to meet exclusion criteria, and two recordings 
were not usable. The mean participant age was 55 years, 
and the majority of participants were black (68%), female 
(55%), high-school graduates (68%), and reported hav-
ing a diagnosis of diabetes for over five years (83%). The 
mean HbA1c was 10.2% (SD 3.3) (Table 2).

Many participants discussed barriers to healthy eat-
ing that have already been cited in the literature (e.g., 
social pressures, limited access to healthy foods, learned 
unhealthy eating habits, and lack of time to meal prep), 
and thus these barriers are not the focus of analysis. 
How participants otherwise talked about food fell into 
two categories: 1) challenges to achieve diet goals and 2) 
approaches to changing diet. When describing challenges 
to achieve diet goals participants talked about addiction, 
cheating, feeling comforted by food, and an unwilling-
ness to change. We discuss these four primary challenges 
in depth below.
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Addiction
Participants frequently used addiction language to talk 
about their relationship with food. Many described how 
food felt like “their drug”, and some referred to them-
selves explicitly as “addicts”. Participants linked their rela-
tionship with food to their personal experiences with a 
substance use disorder. As one participant stated,

“It’s hard, because I’m in recovery. I have 25 years 
clean. So I don’t smoke. I don’t drink. I don’t do any 
of those things. So food was what I had left, and now 
unfortunately I don’t have that anymore. So it’s kind of 
frustrating. That was like my comfort thing.” (ID 110)

Another participant included food alongside sub-
stances as a maladaptive form of solace when struggling 
with difficult emotions. He shared,

“If something was bothering me, whatever, I wouldn’t 
talk about it and internalize it. And over the period 
of time it builds up, builds up, builds up until I’m 
exploded with it. And I would do damage to myself. 
I would never hurt nobody else. It was just that I 
would do things to hurt myself. Drugs, alcohol, food, 
whatever.” (ID 217)

Participants also used expressions typically associated 
with substance use recovery like “pull off the highway,” 
“going rogue,” and “fell off the wagon” to convey moments 
when they deviated from their recommend diet. When 
asked what one participant meant when she mentioned 
that she “falls off the wagon,” she replied,

“Well, I have – well, I’ll say this. I’ll say that I’m 
not going to meet the group for happy hour. I’m not 

gonna do that. And I will stick to that for two, three, 
four days, and fall off the wagon.” (ID 130)

Many participants described how they wanted to eat 
healthier but struggled to do so because of triggers. One 
participant explained,

“[My doctor] told me to stay away from what I like 
to eat. Just stay away from it, drink plenty of water, 
cranberry juice. Eat a lot of fruit and salad. And I 
just – but that ain’t working for me. I tried. Yeah. 
But going past the bakeries and smelling that good 
bakery, and that’s messed everything up.” (ID 209)

Cheating
Participants described indulging in unhealthy foods 
either as a sign of weakness or as “cheating.” One partici-
pant stated,

“I love sweets – cookies, ice cream. I try to cut it out 
now. I still cheat. Pizza [chuckles]. Pizza is ridicu-
lous, and that’s really bad for you. They say that’s 
like a poison.” (ID 227)

While some patients acknowledged “cheating,” “a cheat 
day,” or said “I cheat,” some circled back to an addiction 
comparison. One participant reflected on their relation-
ship with food and shared,

“I can do good for a while, and then I just feel like 
I’m just fed up, I’m gonna cheat a little bit. And 
unfortunately my cheating isn’t for a little bit. I can 
go back to my old routines and then I have to strug-
gle to get back to where I was. Just like I always keep 
in mind about an alcoholic – about how once they 

Table 1  Codebook for nodes related to food challenges, including frequency of codes

Node Definition # of interviews 
coded to a node

# quotes 
coded to a 
node

Challenges to achieve diet goals Challenges to achieve diet goals or inability to translate knowledge 
to practice

75 475

Access Not having access to foods participants think they should be eating. 11 35

Availability of unhealthy food References to the availability of unhealthy food 4 9

Cheating, weakness, addiction References to cheating ,weakness, or addiction to food (and any related 
stem words)

18 57

Comforted by food when stressed References to food when a participant describes feeling stressed 12 39

Eating out Includes any challenging aspects of eating out 3 5

Education and guidance Participants desire for more guidance or education around nutrition 10 28

Learned lifestyle Lifestyles participants learned that made it difficult to eat healthier 11 16

Social pressures Any references to social pressures 13 31

Time concerns How time restraints affect diet 7 19

Unwillingness, resistance, apathy to change Unwillingness, resistance, or apathy to change 20 33

Other challenges Any other challenges to achieve diet goals or inability to translate 
knowledge to practice

21 45
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slip, they – it’s a struggle for them to get back on 
board.” (ID 119)

Another participant described her struggle with ice 
cream saying,

“Once I do something like – I like ice cream. But I 
can’t take that one bite. And so once I take that one 
bite, it’s like I’m gonna cheat today. But then I know 
cheating today – saying I’m gonna cheat today and 

not eat it for a month ain’t helping me because I just 
ate a half-gallon of ice cream.” (ID 103)

Comforted by food
Participants also talked about unhealthy foods and over-
eating as a way to cope with challenging emotions. One 
participant stated,

“If I got upset, well, the first thing I do is eat. I go 
straight to food. And I know that’s not right.” (ID 105)

Another noted,

“Normally if I’m not eating the way I’m supposed to, 
it’s because I’m just having a really bad day. And I’ll 
cheat and have a half a candy bar or some M&Ms.” 
(ID 110)

Some participants described how it was helpful to cope 
with moments of sadness or periods of grief. One partici-
pant offered a recent example saying,

“And like my chocolate. I know it’s not good. But 
when like things happen in life, like I just lost my 
best friend, and I had some chocolate to soothe my 
grief.” (ID 111)

Other participants made sense of their situation by 
labeling themselves an “emotional eater” or a “depres-
sion eater.” While many described how comforting food 
could be, one participant literally referred to food as her 
“companion.” (ID 119) Participant ID 124 described how 
a combination of challenging physical and emotional cir-
cumstances resulted in her sub optimal diet:

“I’m going to be honest with you. I’ve been cheating 
like hell. And I don’t – after I got sick, I’ve been on 
my Ps and Qs. But when you’re depressed and you’re 
tired of coming to the doctors and you’re out all the 
time in the streets, you pick up whatever you can 
find to eat.”

Unwillingness to change
Finally, some participants reported having conversa-
tions with their clinician about their diet and then 
choosing to disregard clinician recommendations. They 
described being unwilling or feeling unable to change. 
Participant ID 109 described his situation simply as 
a “conflict” as he explained they he hated soda, yet he 
continued to drink it:

“The struggles that I face sometimes where I have to 
decide whether I want that cake or the peanuts or 
the soda. Which I hate soda now so much but I still 
like to drink it. But it’s a conflict there. And I talk to 
my psychiatrist about why I’m having this conflict.” 
(ID 109)

Table 2  Participant demographics (N = 89)

Characteristic n (%)

Age – Mean (SD) 54.6 (13.8)

Ethnicity

  Hispanic/Latino 8 (9)

  Not Hispanic/Latino 80 (90)

Race

  White 24 (27)

  Black 60 (68)

  Other 4 (5)

Sex

  Male 40 (45)

  Female 49 (55)

HbA1c % – mean (SD) 10.2 (3.3)

Body Mass Index – kg/m2 (SD) 34.8 (10.3)

Hospital admits in past 12 months – mean (SD) 2.3(4.1)

ED visits in past 12 months – mean (SD) 2.8(4.3)

Doctor visits in past 12 months – mean (SD) 11.2(4.3)

Education

  Less than high school 4 (5)

  High school graduate 68 (76)

  College degree 4 (5)

  Post-grad degree 13 (15)

Income

  <$10,000 15 (21)

  $10,000-$24,999 22 (31)

  $25,000-$49,999 19 (27)

  $50,000-$99,999 7 (10)

  >=$100,000 8 (11)

Years since diabetes diagnosis

  < 1 year 2 (2)

  1–5 years 12 (13)

  > 5 years 74 (83)

Type of diabetes

  Type 1 Diabetes 4 (5)

  Type 2 Diabetes 82 (92)

  Unknown 3 (3)

Health status, assessed with the question: “In general, would 
you say your health is…” – mean (SD)
(range 1–5: 1 = excellent, 2 = very good, 3 = good, 4 = fair, 
5 = poor)

3.6 (0.9)
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Participants showed varying levels of remorse when 
discussing their unwillingness to change; some expressed 
guilt for not being able to make these changes whereas 
others were unapologetic in their actions. One partici-
pant described their disappointment saying,

“you throw all logic out the window and say, oh my 
God, it looks so good. I have to eat that. And you eat 
it and you then – you have eater’s regret afterward.” 
(ID 114)

Other participants, like ID 218, described how they 
chose to eat foods that they knew would make them feel 
unwell:

“I’ve been trying to manage it. But I’ve been sneak-
ing food. I’ve been sneaking stuff… Sometimes I cheat 
and I go get me some real candy. And I’m not sup-
posed to eat it, but I do. And after I eat it, I get light-
headed. So I’ll be trying not to do it, but I do. I do.”

Another recognized her behavior was problematic and 
described difficulty facing the implications, saying,

“There’s a major struggle between me and ice cream 
and my diabetes. I say, well if it hurts me, it hurts 
me. But in the long run, I know it will hurt me, so 
I’m struggling with that right now.” (ID 226)

While some participants described feeling guilty about 
their diet or a struggle to eat more healthy, others showed 
no remorse, as demonstrated by a participant who said

“when they find out that I have diabetes, they was 
like well you know you need to eat more healthier. 
And I said, guess what? I’m gonna eat what I’m 
gonna eat and when I die I’m gonna die.” (ID 102)

Participant ID 120, described a sense of ambivalence 
when he shared,

“All my doctors said, [Participant 120], you gotta 
lose weight, you gotta lose weight, you gotta lose 
weight. What am I doing? Nothing. I like eating.”

Discussion
Among this large sample of participants with uncon-
trolled diabetes, many participants discussed the negative 
impact of their relationships with food and their ability to 
achieve healthy diets. They described relationships that 
included addiction, cheating, the need for comfort and 
unwillingness to change, and routinely used terminology 
generally associated with, and assigned to, people who 
use drugs (e.g., “cheat,” “slip,” “old routines”).

People eat food and use substances in part because of 
the pleasure-inducing effects on the brain [15, 16]. Just 
as people with addiction experience public stigma, so 
do people with diabetes, especially those with higher 
BMI [17, 18]. People who experience public stigma often 
internalize stigma, leading to an exacerbation of nega-
tive behavior. Research demonstrates that stigma toward 
people who use drugs exacerbates the negative impacts 
of drug use [19, 20]. For patients with diabetes, this may 
manifest by eating foods that negatively impact diabetes 
outcomes in terms of treatment adherence [21].

A review of the experiences and perceptions of people 
with type 1 and type 2 diabetes demonstrated that indi-
viduals report stigma as a significant concern impacting 
both their professional and personal lives [22]. Partici-
pants across several studies expressed shame, embarrass-
ment, and feelings of failure, especially those with type 2 
diabetes. Further, participants reported that the extent of 
shame and stigma people with diabetes experience can be 
so immense that they are willing to compromise efforts 
to maintain a healthy diet in an attempt to conceal their 
health condition [22]. Importantly, research also indi-
cates that clinicians may worsen internalized stigma in 
patients and, therefore, undermine their diabetes man-
agement [23, 24]. Furthermore, when someone is seen 
as the whole of a singular behavior (e.g., an “addict” for 
someone who uses drugs), they risk feeling shame glob-
ally, which is associated with greater substance use [25]. 
Shame, in turn, can lead to hiding behaviors and less self-
disclosure in the clinical relationship [26]. Recognizing 
the agency of the patient – whether using substances or 
engaging in clinically-damaging eating behavior – can 
avoid or counteract these feelings of shame. For these 
reasons, stigma-free, patient-centered, and person-first 
language are recommended by the American Diabetes 
Association [24].

Based on our findings linking food to addiction, our 
data suggest that a harm reduction approach may be 
beneficial for patients with diabetes who are struggling 
to improve their diet. Harm reduction is an evidence-
based strategy that recognizes that behavior change 
occurs along a continuum, often improving incremen-
tally [27, 28]. Principles of harm reduction include 
humanism, pragmatism, individualism, autonomy, 
incrementalism, and accountability without termination 
(Table  3). Harm reduction is typically applied to drug 
addiction and recognizes the dignity and autonomy of 
people who use drugs [29]. The goal of harm reduction is 
not always abstinence, but positive change for the indi-
vidual [10]. Harm reduction has also been applied philo-
sophically or practically (e.g., through interventions) to 
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disordered eating [30], smoking [31], and medication 
adherence for mental illness [32]. Based on the themes 
identified in our qualitative study, a similar approach 
aimed at establishing patient-centered goals and foster-
ing small, incremental changes in controlling diabetes 
without judgment could be successful and should be the 
focus of future studies.

Recent critiques of harm reduction in addiction man-
agement assert that these principles must extend beyond 
the individual level, or they risk shifting blame for behav-
ior back onto individuals, even in situations where struc-
tural factors make behavioral change impossible [34]. 
Those with diabetes who have food insecurity have more 
limited means to control their diets than others. Care 
must be taken by clinicians when working with patients 
to recognize which factors are modifiable by patients and 
which rely on upstream solutions. As a longer term strat-
egy, harm reduction-focused clinicians should focus on 
the structural conditions that facilitate diabetes as well as 
addressing individual choices.

Limitations
Our sample consisted of an urban, primarily Black pop-
ulation with uncontrolled diabetes. This may limit the 
transferability of findings to other groups and popula-
tions. Eligible individuals were also a convenience sam-
ple of those who were able to be contacted and agreed to 
participate, which may contribute to selection bias. This 
sample was also primarily diagnosed with type 2 diabe-
tes, therefore further research may be needed to probe 
people diagnosed with type 1 diabetes. In addition, this 
was a secondary analysis of an existing data set, with the 
primary study question focused on patients’ goals related 
to seeking diabetes treatment. The theme of challenges 
related to food and addiction emerged during analysis, 
and the interview guide was not designed to probe for 
in-depth discussions of how a harm reduction approach 

could benefit individual patients. Despite these limita-
tions, our study was conducted across a large sample of 
participants and identified salient themes related to food 
and addiction. Future studies are needed to explore this 
topic in greater depth.

Conclusion
In this sample of patients with diabetes, many framed 
their relationship with food and related struggles with 
improving their diet in an addiction lens. Harm reduc-
tion-focused interventions have been associated with 
positive changes for those with substance use disorders 
and offer potential benefit for patients with diabetes who 
struggle to adequately control their diet.

Harm reduction is increasingly being conceptualized 
as applicable to a variety of chronic health conditions, 
including for disordered eating, but has not yet appeared 
in literature to inform diabetes management [30, 35, 
36]. Patient-centered communication is central in the 
harm reduction model. Some patients in our study dis-
regarded clinician instructions (e.g., to “stay away” from 
certain foods entirely), which is indicative that diet plans 
were not feasible for patients. Other patients expressed 
shame over their diets rather than feeling empowered by 
changes they had made (e.g., eating pizza less frequently 
throughout the week). Improved communication using 
these principles may improve the patient-clinician rela-
tionship, which is an important moderator of improved 
diabetes outcomes [37, 38]. Conversations with patients 
about their diets can inform the extent to which certain 
behaviors are attributable to cultural norms, food inse-
curity, or long-term habits. Language around diet and 
setbacks should be normalized rather than framed as 
“cheating” [38]. This non-judgmental approach and bidi-
rectional sharing of information will build rapport and 
make conversations about goal-setting realistic and tai-
lored to the patient’s abilities and wishes. Practitioners 

Table 3  Harm reduction principles applied to diabetes patient-clinician interactions

a  Principles adapted from Hawk et al. 2017 [33]

Principlea Definition

Humanism Respect for the dignity of the patient; recognition that patients engage in behaviors for some benefit to themselves

Pragmatism The expectation that patients will behave perfectly at all times is unrealistic; upstream factors outside of patient control also drives 
behavior

Individualism Patients have their own unique needs and capabilities; patients need different treatment plans from one another

Autonomy Clinicians can guide choices but the decision is ultimately made by the patient

Incrementalism Positive change happens in changes and often takes years; return to previous behavior is normal

Accountability 
without termina-
tion

Clinicians explain consequences of choices to patients without judgement, patients decide accordingly; clinicians are never puni-
tive
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should recognize that traditional benchmarks of “suc-
cess” and “adherence” may need to be adjusted accord-
ingly. For patients who consistently struggle with diet 
and exercise changes, doctors may explore pursu-
ing a treatment-focused approach without behavioral 
changes. This shift in focus may improve patient out-
comes and quality-of-life while reducing health-related 
stigma in diabetes care. Future work is needed to further 
explore optimal design and ultimate impact of harm-
reduction strategies focused on diet management for 
patients with diabetes.
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