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Abstract 

Background Dietary practices and beliefs among people living with diabetes in low-middle-income South-Asian 
countries are unique. Understanding them is paramount in supporting them to improve their clinical outcomes. This 
study aimed to understand the perception of diet, dietary practices, and sources of dietary information among Sri 
Lankan adults with type 2 diabetes.

Methods Focus group discussions (FGD) were conducted with the participation of adults with type 2 diabetes 
attending a Medical Clinic at a tertiary care hospital in Sri Lanka. Eligible participants were recruited between June 
to October 2022 through convenience sampling. FGDs were facilitated by two researchers using a semi-structured 
discussion guide developed for this study. Abridged transcripts were formulated using the notes and audio record-
ings. Data were analysed using Braun and Clarke’s six-step method for thematic analysis.

Results Among 38 participants included in five FGDs, the mean age was 59.9 (range: 39–76) years, 27 (71.1%) were 
females, and mean duration since the diagnosis of diabetes was 9.4 (range: 0–25) years. Five main themes were identi-
fied. (1) Diet in diabetes and composition of the meal; participants were aware of the importance of diet in diabetes 
and understood a healthy meal including the plate concept. (2) Individual components in the diet; many participants 
used ‘sugar’ to refer to ‘starch’ in the food. Participants considered rice superior to wheat flour-based products in dia-
betes. Finger millet products were believed to lower blood glucose. We observed beliefs on the glycaemic effects 
of specific varieties of yams, legumes and fruits. Some participants completely avoided sweets and starchy vegetables. 
(3) Utilisation of food labels; only a few participants referred to food labels. (4) Factors affecting the practice; external 
factors such as the recent economic crisis, family members’ influence, and availability affected their food choices. (5) 
Sources of information; some felt that ready access to information was limited.

Conclusions We identified several misconceptions and undue dietary restrictions, minimal utilisation of food labels 
and information sources, and the impact of several external factors including economic restrictions. Understanding 

*Correspondence:
Nipun Lakshitha de Silva
nipunl@kdu.ac.lk
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s40795-024-00968-1&domain=pdf
http://orcid.org/0000-0002-4467-3659


Page 2 of 10Damayanthi et al. BMC Nutrition          (2024) 10:156 

these dynamic patient and social factors would enable culturally acceptable dietary interventions by health profes-
sionals to improve patient outcomes.

Keywords Type 2 diabetes, Diet, Focus group discussion, Meal

Background
Dietary interventions play a cornerstone in successful 
management of type 2 diabetes (T2D). Healthy eating 
and enjoying a variety of culturally acceptable food in 
appropriate portion sizes is recommended for people 
living with diabetes(PLWD) [1]. However, PLWD tend 
to believe diet in diabetes is restrictive, and expensive 
and prevents them from enjoying a variety of foods 
[2]. Misconceptions about diet in diabetes have been 
widely observed throughout the world and those lead 
to more restrictive dietary patterns [3, 4]. PLWD feel 
unsupported when it comes to diet and hope healthcare 
professionals should be engaged and help them under-
stand dietary management [5]. Healthcare profession-
als should have a good understanding of dietary habits, 
misconceptions, cultural beliefs, and factors influenc-
ing the diet of their patients to deliver more effective 
dietary interventions [6].

Dietary practices have a strong cultural, geographi-
cal, and economic association. It is crucial to under-
stand perceptions and practices related to diet among 
low-middle-income South-Asian PLWD due to their 
unique cultural food habits and economic constraints. 
Furthermore, recent economic crises experienced by 
some countries such as Sri Lanka, Pakistan, and Bang-
ladesh have impacted the access to food in these com-
munities. T2D in South-Asians behave differently from 
a biological perspective as well predisposing them to a 
greater risk of complications [7, 8]. Hence, it is prudent 
to explore dietary beliefs and practices among these 
populations to develop focused interventions. This 
study aimed to assess the perception of diet, dietary 
practices, and sources of dietary information among Sri 
Lankan adults with T2D.

Methodology
A series of qualitative focus group discussions (FGD) 
were conducted at the Medical Clinic, University Hospi-
tal- Kotelawala Defence University (UH-KDU; a state-run 
hospital providing free healthcare to the public) between 
June to October 2022. Adults (> 18 years) with type 2 dia-
betes attending the clinic were recruited through open 
invitation. Patients who had specific nutritional demands 
such as people with chronic kidney disease stage 3B or 
advanced, people with cirrhosis, and people who had 
undergone weight reduction surgery were excluded.

Each FGD was conducted in an enclosed meeting 
room at the clinic with minimal external distractions 
and lasted 45 to 60  min. Sociodemographic details of 
the participants including age, sex, and duration of dia-
betes were recorded at the beginning of the FGD. All 
the FGDs were facilitated by the same researchers to 
ensure consistency. One researcher (HD) facilitated 
discussions by providing guidance according to the 
discussion guide and stimulating discussion. She was 
also responsible for maintaining the focus, regulating 
the floor, and timekeeping. The other researcher (RH) 
took notes of verbal responses in the participants’ own 
words and documented emotional responses. The dis-
cussions were audio recorded. FGDs were carried out 
in Sinhalese (the commonest native language in Sri 
Lanka) using a semi-structured discussion guide devel-
oped for this study (Additional file  1) and all the par-
ticipants were fluent in Sinhalese.

Data collection continued till the data saturation was 
reached when the issues raised by the participants were 
observed to be repeating and no new codes were emerg-
ing. Abridged transcripts were formulated with the notes 
taken during the discussion and audio recordings. The 
same researcher (HD) who facilitated all five discussions 
(moderator), who is also a clinician, with postgraduate 
qualifications in clinical nutrition formulated the tran-
scripts to have a better contextual understanding of data.

The analysis started with reading and re-reading 
the whole transcript to familiarize with the data. The-
matic analysis involves developing themes by rigorously 
understanding the data set and there are three main 
approaches to thematic analysis named coding reliability, 
codebook and reflexive analysis [9]. Braun and Clarke’s 
six-step method for reflexive thematic analysis, which 
involves researcher’s reflexive and recursive engagement 
with the data set, was adopted for the data analysis in our 
study. This flexible and systematic method can be used in 
a range of research questions [10].

The coding of the data was done manually. Prelimi-
nary themes and codes under each theme were reviewed 
by two investigators (HD; a clinician with postgraduate 
qualifications in clinical nutrition and NL; a clinician with 
postgraduate qualifications in diabetes and endocrinol-
ogy) who came to conclusions on themes and sub-themes 
by working together in a  collaborative and reflective 
manner. Selected phrases were translated into English 
by a researcher and back-translated into Sinhalese by a 
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separate researcher to assess comparability with the orig-
inal content. Ethics approval was obtained from the Eth-
ics Review Committee, Faculty of Medicine, General Sir 
John Kotelawala Defence University. Informed consent 
was obtained for participation and audio recording.

Results
A total of 38 subjects participated in five FGDs. The 
mean age of the participants was 59.9  years ranging 
between 39 to 76  years and the time since diagnosis of 

diabetes ranged from 0 to 25 years. The characteristics of 
the participants are summarised in Table 1.

Five main themes and several sub-themes were identi-
fied and are summarised in Table 2.

Diet in diabetes and the composition of the meal
Everyone mentioned that diet is an important component 
in managing diabetes. Further, the majority believed that 
the diet in diabetes differs from that of a person without 
diabetes.

Yes, of course, the diet is very important in control-
ling blood sugar (Group 1, 62-year-old, female)

Table 1 Characteristics of the study participants

Group Number of participants Number of males (%) Mean age in years 
(range)

Mean duration since 
diagnosis of diabetes in 
years (range)

Group 1 6 1 (16.7%) 60.2 (39–73) 9.2 (0.25 –21)

Group 2 7 2 (28.6%) 57.6 (37–74) 5.6 (0 – 22)

Group 3 11 4 (36.4%) 60. 1 (39–69) 10.3 (0.75–20)

Group 4 7 2 (28.6%) 63.9 (50–76) 7.3 (2–25)

Group 5 7 2(28.6%) 57.6 (48–70) 13.9 (2–20)

Total 38 11 (29.0%) 59.9 (39–76) 9.4 (0 – 25)

Table 2 Themes and sub-themes identified during coding

Theme Sub-themes

1) Views on diet and dietary changes in diabetes and composition of a typical meal

2) Perception on individual food component in meal and dietary practices 2.1) Views and prac-
tices in relation 
to carbohydrate rich 
food
2.2) Views and prac-
tices in relation 
to legumes
2.3) Views and prac-
tices in relation 
to vegetables
2.4) Views and prac-
tices in relation 
to fruits
2.5) Views and prac-
tices in relation 
to sweets

3) Utilisation of food labels and reasons behind underuse

4) Factors determining the dietary practices, other than the knowledge and beliefs 4.1) Influence 
of family members 
on dietary practices
4.2) Financial 
situation affecting 
dietary practices
4.3) Effect of food 
grown in home 
garden on dietary 
practices

5) Sources of dietary information used by the participants
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We should have control over what we eat. We have 
to eat differently compared to a person without dia-
betes (Group 2, 44-year-old, female)

Overall, most of the participants believed that they 
should eat less starch and more vegetables. The plate 
method was familiar to some of the participants. How-
ever, there was a disagreement about the proportions of 
individual food components. Some mentioned ¼ of the 
plate should contain rice (the main staple in Sri Lanka), 
while others said 1/3.

Rice should fill ¼ of the plate, ¾ should be the veg-
etables and fish/meat. If you want to eat boiled jack-
fruit or breadfruit, you can have it instead of rice. 
Even if you prepare a curry with those, you have to 
reduce your rice portion if you want to have them on 
your plate (Group 1, 57-year-old, female).

But, as far as I know, 1/3 of the plate should contain 
rice (Group 1, 39-year-old, female)

Individual components in the diet
Carbohydrate‑rich foods
Most participants used the term ‘sugar’ instead of ‘starch’ 
or ‘carbohydrate’ when referring to carbohydrate-rich 
foods.

I do eat red lentils daily; does it contain sugar? I 
have heard that it does not (Group 1, 62-year-old, 
female)

I always go for red rice. I don’t eat other rice vari-
eties; red rice has less sugar (Group 2, 58-year-old, 
male)

Rice which is considered the staple food in Sri Lanka 
seems to be the most consumed carbohydrate source 
in the diet. Wheat flour, kurakkan flour (finger millet), 
yams, jack fruit, and breadfruit were the other carbohy-
drate-rich staples consumed.

Rice Participants held different views on different rice 
varieties. Many believed that red rice, nadu rice (a vari-
ety of medium grain rice in Sri Lanka), parboiled rice, 
and basmati rice are better for PLWD and believed to 
have less ‘sugar’. In contrast, few believed that there is no 
difference among rice varieties as long as they consume 
controlled portions.

I always go for red rice. I don’t eat other rice varie-
ties; Red rice has less sugar (Group 2, 58-year-old, 
male)

Nadu is the best among rice varieties. If you can 

afford it, basmati is also good (Group 5, 48-year-old, 
male)

Flour varieties Many had a negative impression of 
wheat flour-based products. Some believe that rice is bet-
ter than wheat flour-based products.

Bread is not good, you have to eat rice (Group 2, 
44-year-old, female)

I stopped almost all the sweet and wheat flour prod-
ucts after being diagnosed with diabetes (Group 1, 
57-year-old, female)

Further, commonly available bread in Sri Lanka is made 
of refined wheat flour (white bread). Whole wheat flour 
was not much discussed. Two of the participants (Group 
3, 60-year-old, female; Group 1, 39-year-old, female) 
mentioned that whole wheat products are healthier than 
refined wheat flour.

Kurakkan (finger millet) flour was popular, and some 
considered finger millet flour-based food can bring down 
the blood sugar level. However, a 39-year-old female par-
ticipant in group 1 mentioned that they should focus on 
portion size even for finger millet flour. Further, she men-
tioned that finger millet flour is healthier than refined 
wheat flour.

Kurakkan controls blood sugar, we can eat kurakkan 
pittu (flour mixed with coconut scrapings cooked by 
steaming), roti (unleavened flat bread made with 
flour and coconut scrapings cooked on the hob), and 
thalapa (flour mixed with water and made into 
balls) (Group 2, 44-year-old, female)

It is not good to eat a large amount of even whole 
wheat flour or millet flour, but they are better than 
wheat flour (Group 1, 39-year-old, female)

Yams Yams were discussed as a staple. A 76-year-old 
female participant from group 4 mentioned that she was 
advised to avoid yams in the diet. Similarly, a female aged 
60  years in group 3 mentioned that manioc and sweet 
potatoes are not good. In contrast, a 69-year-old female 
from the same group said that yams are good, and she 
consumes a plate of sweet potato for her breakfast. As 
for legumes, participants held different views on different 
varieties of yams.

Underground yams such as Manioc and sweet pota-
toes are not good (Group 3, 60-year-old, female)

The yams like manioc and kiri ala (Taro (Colo-
casia esculenta) root), which are grown under the 
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ground are good, but potatoes are not good (Group 
1, 57-year-old, female)

I eat manioc frequently ……I have heard that it does 
not contain sugar (Group 1, 62-year-old, female)

Legumes
Participants had different views on different legumes. 
A few of them mentioned that some legumes contain 
‘sugar’ while some do not.

Cowpeas and chickpeas do not contain sugar, but 
mung bean has (Group 1, 63-year-old, male)

I do eat red lentils daily; does it contain sugar? I 
have heard that it does not (Group 1, 62-year-old, 
female)

Red lentils contain some sugar, it has protein as well, 
but less protein compared to fish and meat. It has 
more sugar compared to protein. (Group 1, 39-year-
old, female)

Vegetables
Almost everyone mentioned that vegetables are good, 
and they should consume more vegetables in their diet.

We should eat more vegetables and less rice (Group 
2, 44-year-old, female)

Participants had different views on different vegeta-
bles. Some had negative impressions of carrots, beets and 
pumpkins. They mentioned that these vegetables contain 
sugar and increase their blood sugar level.

I try to avoid things like beetroot (Group 1, 63-year-
old, male)

Beets contain more sugar than rice. I have com-
pletely removed them from my diet (Group 1, 
57-year, female)

Carrots, beets and pumpkins are not good. I don’t 
know why they are including carrots in the hospital 
diet, I only eat them very rarely (Group 2, 37-year-
old, female)

Further, some believed that bitter vegetables could 
bring down their blood sugar. The bitter gourd was the 
most discussed among bitter vegetables.

I do eat bitter gourd as people say that it is good for 
diabetes (Group 1,67-year-old, female)

Yes, me too, though I don’t like it (Group 1, 57-year-
old, female)

Some participants did not have a clear idea of veg-
etables and considered yams and legumes as vegetables 
when these were prepared as curries.

I think manioc curry can be counted as a vegeta-
ble. Similarly dhal, potato and sweet potatoes too 
(Group 2, 74-year-old, female)

Fruits
 Fruits were consumed at the main meal or as snacks. 
Some believe that fruits facilitate the digestion of food 
when consumed just after the main meal. A 39-year-old 
female from group 1 mentioned that consuming fruits 
at snack time helps her control portion sizes at the next 
main meal.

I eat them as desserts to facilitate the digestion of 
the main meal. I do eat one or two bananas after the 
main meal (Group 5, 58-year-old, male)

I believe that it is better to eat fruits in between 
main meals. So, I can reduce the quantity of food 
consumed at the next main meal (Group 1, 39-year-
old, female).

The most discussed fruit was the banana. Participants 
believed that different banana varieties affect their gly-
caemic control variably. Many believe that sour bananas 
are good, and that other varieties especially silk banana 
(Kolikuttu) and Sugar bananas (Seeni) banana are not 
good for people with diabetes.

I was told not to eat ‘Kolikuttu’ (Group 4, 76-year-
old, female)

I am scared to eat ‘Seeni’ banana as it has more 
sugar (Group 1, 57-year-old, female; Group1, 
62-year-old, female)

Sweets
Some participants think that sweets should be com-
pletely avoided while others believe they can consume a 
small amount.

I eat everything, but in small quantities (Group 1, 
73-year-old, female)

Few of them mentioned that they should avoid white 
sugar and can instead have brown sugar. However, some 
disagreed with this. Similarly, few believed that pure jag-
gery was good and some were against it.

White sugar is not good, but it is okay to have brown 
sugar (Group 3, 66-year-old, female)

I believe that there is no difference between these two 
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(Group 1, 73-year-old, female)

I think pure jaggery is okay for us (Group 2, 65-year-
old, female)

There is no difference between jaggary and sugar 
(Group 4, 61-year-old, female)

Utilisation of food labels
Some of the participants mentioned that they refer to 
the label. The colour code seems to be the main piece of 
information referred to on the label. Except for a 39-year-
old female participant from group 1, none mentioned 
that they read the nutrition information table. Small 
prints seem to be limiting the utilisation of the nutrition 
fact tables.

Yes, I do read the table, especially when I am going 
for a new product (Group 1, 39-year-old, female)

I always look at the colour code. But not the table, 
as I cannot read small prints (Group 4, 61-year-old, 
female)

In contrast, few mentioned they never read the food 
labels. One of the participants mentioned that she could 
feel what was there in the food, so she did not refer to 
the label. Few did not read the labels as they doubted the 
credibility of the information given.

I don’t look at the label. If I eat some food contain-
ing sugar, I can feel it. I feel a sour taste. I have lived 
with diabetes for years. I can feel what is there in the 
food. So, why should I look at the label? (Group 4, 
70-year-old, male)

Actually, I don’t believe them. So, I don’t look at the 
label (Group 1, 73-year-old, female)

Though the colour code says green for sugar for 
some foods, they taste sweet. I don’t think they have 
reduced sugar though they mention in the label 
(Group 2, 37-year-old, female)

Factors affecting the practice
Some mentioned how external factors change their prac-
tices irrespective of knowledge. Influence from the fam-
ily members, financial situation and availability of certain 
foods in home gardens were some determining factors.

Influence of family members
A sixty-three-year-old male mentioned that his wife 
decides what he should eat. Further, he mentioned that 
he sometimes gets annoyed by this behaviour.

My wife advises me on what to eat. Sometimes if I 
serve myself something which she thinks is bad for 
diabetes, she takes it back. I know that food will not 
cause any issue; basically, my wife decides what I 
should eat. (Group 3, 63-year-old, male)

Financial situation
The financial crisis in the country had influenced the 
majority’s diet. Many mentioned that they find it difficult 
to afford vegetables, legumes and fruits.

It is difficult to change the diet due to financial 
issues (Group 5, 58-year-old, male)

It is very difficult to afford for recommended quan-
tity of vegetables (Group 1, 63-year-old, male)

Though the legumes are good we cannot afford them 
(Group 1, 63-year-old, male)

I know that we should eat more vegetables and less 
rice. But we are unable to eat like that. We can 
afford only a small quantity of vegetables, that also 
for the whole family (Group 2, 44-year-old, female)

I cannot eat vegetables and fruits as recommended. 
I haven’t eaten some fruit for 3-4 months (Group 5, 
53-year-old, female)

One of the participants mentioned a good solution for 
the vegetables and the majority in that group agreed to 
her idea.

I agree with you all. But I have found a solution to 
that. We can have a large portion of green leaves 
instead of expensive vegetables. There is a variety of 
green leaves in Sri Lanka, and they are not expen-
sive as well (Group 1, 39-year-old, female)

Availability in home garden
Some participants mentioned that the yams, jackfruit, 
breadfruit and bananas are grown in their home gar-
dens. Large portions of jackfruit, breadfruit, and yams 
are consumed with a condiment or coconut scraping and 
without any vegetable or protein-rich food for the main 
meals. This seems to be helping their economy.

We have manioc and breadfruit in our home garden. 
We boil them and eat them with lunumiris (a condi-
ment made with onions and red chilli) and coconut 
scrapings in the mornings. ……….. Yes, it is because 
we have it in our garden…. Of course, it helps with 
my economy as well (Group 1, 63-year-old, male)

Sometimes, if we have jackfruit in the home gar-
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den, we eat boiled jackfruit with coconut scrapings 
for lunch (Group 1, 63-year-old, male)

Fruits are also grown in the home garden and large 
portions are consumed. A fifty-seven-year-old female 
participant from group 1 mentioned she eats a lot of 
bananas as she does not want to throw them away.

I eat lots of bananas if available. When I have 
bananas at home, I eat even 20-25 per day (Group 
1, 63-year-old, male)

When available, I eat a large amount of fruit. I 
don’t want to throw them away. I don’t consider 
timing. Before meals, after meals, whatever the 
time…. But my sugar level is also good (Group 1, 
57-year-old, female)

Sources of information
Some of the participants had received advice on diet 
at the healthcare facilities. A seventy-three-year-old 
female from group 1 said that she listened to a health 
talk by a nurse while waiting for the clinic and found 
it useful. One had received dietary advice when she 
was admitted to the hospital. A 63-year-old male par-
ticipant who had been diagnosed with diabetes for 
7–8  years, mentioned that he did not receive proper 
guidance on diet even though he asked the doctor.

When I was admitted to the ward, a nurse taught 
me about diet (Group 1, 57-year-old, female)

I haven’t had an opportunity like this. The doctor 
just says, ‘do not eat sugar-containing food much’. 
That’s all. I have been on treatment for diabetes for 
7-8 years (Group 3, 63-year-old, male)

Relatives, friends, neighbours, YouTube, Facebook 
and magazines were the other sources of dietary infor-
mation used by the participants. Further, some men-
tioned that the information and advice appearing on 
social media do not apply to everyone.

I got some advice from my brothers and neighbours 
(Group 5, 48-year-old, male)

When I want to know something, I check YouTube 
(Group 1, 39-year-old, female)

I do not believe things on Facebook. Everything 
does not match everyone. (Group 3, 64-year-old, 
male)

Discussion
Our study provides insight into the perception of diet, 
dietary practices and sources of dietary information 
among PLWD from a low-middle-income South Asian 
perspective. Participants are aware of the importance of 
a healthy diet to diabetes management and have some 
understanding of the composition of a healthy meal. 
However, several misconceptions and misinterpretations 
sometimes leading to undue restrictions, lack of utilisa-
tion of food labels and the impact of several external fac-
tors including recent financial crises were concerning. 
The interrelationship between those factors and their 
impact on dietary practices are summarised as a concept 
map in Fig. 1. We did not come across similar literature 
previously describing strong beliefs on different carbo-
hydrate sources, underutilisation of food labels and the 
impact of the financial crisis on PLWD.

We report some misconceptions held by participants. 
For example, some believe any food item cooked as a 
curry for a side dish can be considered a vegetable. As 
a result, they did not realise that they consumed less 
non-starchy vegetables in their meals and staples such 
as rice were eaten together with legumes and yams. This 
misconception prevented them from having a balanced 
meal. At the same time, some believed that yams such as 
potatoes and starchy vegetables produce worse glycae-
mic effects than rice. While non-starchy vegetables are 
encouraged for PLWD, the belief that vegetables such as 
beetroot or carrot cause more glycaemic excursions than 
grains is not evidence-based. Some studies done in the 
South Asian region have revealed similar negative views 
on potatoes [3, 11]. Another observation was on the abil-
ity of some grains to control blood glucose. Finger mil-
let flour was thought to help control blood glucose but 
has no scientific basis. Some participants believed that 
jaggery or brown sugar were good alternatives to white 
sugar. There is no evidence that they have significantly 
different glycaemic effects [12].

A positive observation in our study was the awareness 
of our participants on the importance of diet in diabetes 
and understanding of the plate concept as an approach 
to a healthy meal. The plate method has been used for 
many years throughout the world as guidance to healthy 
eating and has shown benefits in short-term glycaemic 
control [13–15]. However, the impression of some peo-
ple that they should eat differently from other people can 
negatively impact their quality of life and the concept 
of a healthy meal should be promoted [1]. South Asians 
and Sri Lankans consume more carbohydrates compared 
to  Western population [16–20]. There are some differ-
ences in composition in the healthy plate suggested in 
different countries [21], and the model plate introduced 
by the Ministry of Health Sri Lanka contains half a plate 
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negative impacts on diabetes self-management have been 
described [41–44]. However, pressure from the family 
members to force the dietary changes on adult patients 
has not widely been discussed. Studies have pointed out 
the positive impact of home gardening on diet, however, 
our study revealed a different aspect, and we observed 
that abundantly available food in the home garden can 
make the diet unbalanced [45–47].

Diabetes-focused medical nutrition therapy at the diag-
nosis and during follow-up has been recommended by 
the American Diabetes Association [1]. Proper guidance 
on diet will enable people to enjoy a variety of healthy 
foods, avoiding unnecessary dietary restrictions. How-
ever, our study and several other studies have observed 
that patients are not getting proper guidance on diet and 
need healthcare personnel to be more involved with it [5, 
48–51]. Social media platforms were one of the sources 
of information used by the study subjects to access die-
tary information. Around 25% of the YouTube videos in 
the English language on diabetes treatment and diabetes 
diet were found to contain misleading information [52]. 
There are no published similar studies evaluating Sinhala 
language videos.

Our study was strengthened by participants with vary-
ing experiences in living with diabetes. Study participants 
included newly diagnosed patients with diabetes and 
those diagnosed for over two decades. We conducted 
multiple sessions while reviewing the new information 
in the interim to ensure data saturation. We acknowledge 
several limitations in our study. Participants of our study 
were recruited from a single outpatient setting. Dietary 
practices vary among different ethnic groups in Sri Lanka 
and all our study participants were Sinhalese. However, 
this might have positively affected the group dynamic 
due to sharing similar dietary practices. Therefore, con-
ducting separate studies to cover the unstudied popula-
tion would be necessary.

Conclusion
Our qualitative study explores the dietary approach 
among PLWD from a low-middle-income South-Asian 
community recently impacted by an economic crisis. 
Several misconceptions and undue restrictions related 
to diet and minimal utilisation of food labels and infor-
mation sources indicate the need for more support by 
healthcare workers to guide them to have healthy food 
choices without undue restrictions. The impact of sev-
eral external factors including economic restrictions war-
rant more individualised and cost-effective approaches to 
healthy eating.

Abbreviations
FGD  Focus group discussion
PLWD  People living with diabetes

T2D  Type 2 diabetes

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s40795- 024- 00968-1.

Additional file 1. Discussion guide. English translation of the semi-struc-
tured discussion guide developed for the study.

Acknowledgements
Authors acknowledge the staff at the Medical Clinic, University Hospital- Kotel-
awala Defence University (UH-KDU).

Authors’ contributions
HD conceptualised the study. HD, DG and NL designed the study. HD and RH 
collected data. HD and NL analysed data. HD wrote the initial manuscript. NL, 
RH and DG revised the manuscript. All authors reviewed and agreed on the 
final version of the manuscript.

Funding
Not applicable.

Data availability
The datasets used and analysed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study was conducted in accordance with Declaration of Helsinki. Ethics 
approval was obtained from the Ethics Review Committee, Faculty of Medi-
cine, General Sir John Kotelawala Defence University. Informed consent was 
obtained for participation and audio recording.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 Postgraduate Institute of Medicine, University of Colombo, Colombo, Sri 
Lanka. 2 Department of Clinical Sciences, Faculty of Medicine, General Sir 
John Kotelawala Defence University, Kandawala Estate, Ratmalana, Sri Lanka. 
3 Department of Medicine, Faculty of Medical Sciences, University of Sri Jaya-
wardenepura, Nugegoda, Sri Lanka. 

Received: 4 October 2024   Accepted: 28 November 2024

References
 1. Evert AB, Boucher JL, Cypress M, Dunbar SA, Franz MJ, Mayer-Davis EJ, 

et al. Nutrition therapy recommendations for the management of adults 
with diabetes. Diabetes Care. 2014;37(Supplement_1):S120–43.

 2. Quatromoni PA, Milbauer M, Posner BM, Carballeira NP, Brunt M, 
Chipkin SR. Use of focus groups to explore nutrition practices and 
health beliefs of urban Caribbean Latinos with diabetes. Diabetes Care. 
1994;17(8):869–73.

 3. Akbar N, Talieha A, Dhingra S. Assessment of knowledge and dietary mis-
conceptions among diabetic patients. J Pharm Pract Community Med. 
2016;2(1):9–15.

 4. Michael OA, Gbadebo A, Akinlade A. Prevalence, pattern and deter-
minants of myths and misconceptions among patients with diabetes 
mellitus in South West Nigeria. Ann Med Health Sci Res. 2018;8(2):62–7.

https://doi.org/10.1186/s40795-024-00968-1
https://doi.org/10.1186/s40795-024-00968-1


Page 10 of 10Damayanthi et al. BMC Nutrition          (2024) 10:156 

 5. Arana MA, Valderas JM, Solomon J. Being tested but not educated–a 
qualitative focus group study exploring patients’ perceptions of diabetic 
dietary advice. BMC Fam Pract. 2019;20:1–7.

 6. Sami W, Ansari T, Butt NS, Ab Hamid MR. Effect of diet on type 2 diabetes 
mellitus: a review. Int J Health Sci. 2017;11(2):65.

 7. Unnikrishnan R, Gupta PK, Mohan V. Diabetes in South Asians: phenotype, 
clinical presentation, and natural history. Curr Diab Rep. 2018;18:1–7.

 8. Shah A, Kanaya AM. Diabetes and associated complications in the South 
Asian population. Curr Cardiol Rep. 2014;16:1–16.

 9. Braun V, Clarke V. Thematic analysis: a practical guide. 2021.
 10. Byrne D. A worked example of Braun and Clarke’s approach to reflexive 

thematic analysis. Qual Quant. 2022;56(3):1391–412.
 11. Akhtar S, Ahmad M. Myths About Medical nutrition therapy (MNT) in 

Kashmiri diabetics. JMS SKIMS. 2017;20(2):69–72.
 12. HewaPathirana H, Wijesekara I, Yalegama L, Jayasinghe M, Waidyarathne 

K. Glycemic responses by coconut (Cocos nucifera) jaggery and cane 
sugar (Saccharum officinarum): a comparative study. Asian Food Sci J. 
2021;20(12):41–8.

 13. Bouchaud CC, Chriqui JR, Slim M, Gouin J-P, Plourde H, Cohen TR. A 
qualitative evaluation of a plate-method dietary self-monitoring tool in a 
sample of adults over 50. Curr Dev Nutr. 2023;7(8):101975.

 14. Jia SS, Liu Q, Allman-Farinelli M, Partridge SR, Pratten A, Yates L, et al. The 
use of portion control plates to promote healthy eating and diet-related 
outcomes: a scoping review. Nutrients. 2022;14(4):892.

 15. Zhang Y, Han H, Chu L. Effectiveness of restricted diet with a plate in 
patients with type 2 diabetes: a randomized controlled trial. Prim Care 
Diabetes. 2022;16(3):368–74.

 16. Jayawardena R, Byrne NM, Soares MJ, Katulanda P, Hills AP. Food con-
sumption of Sri Lankan adults: an appraisal of serving characteristics. 
Public Health Nutr. 2013;16(4):653–8.

 17. Wulan SN, Raza Q, Prasmita HS, Martati E, Maligan JM, Mageshwari U, et al. 
Energy metabolism in relation to diet and physical activity: a South Asian 
perspective. Nutrients. 2021;13(11):3776.

 18. Jayawardena R, Thennakoon S, Byrne N, Soares M, Katulanda P, Hills A. 
Energy and nutrient intakes among Sri Lankan adults. Int Arch Med. 
2014;7(1):1–11.

 19. Grech A, Rangan A, Allman-Farinelli M. Macronutrient composition of the 
Australian Population’s diet; trends from three National Nutrition Surveys 
1983, 1995 and 2012. Nutrients. 2018;10(8):1045.

 20. Austin GL, Ogden LG, Hill JO. Trends in carbohydrate, fat, and protein 
intakes and association with energy intake in normal-weight, overweight, 
and obese individuals: 1971–2006. Am J Clin Nutr. 2011;93(4):836–43.

 21. Phillips JA. Dietary guidelines for Americans, 2020–2025. Workplace 
Health Saf. 2021;69(8):395.

 22. Nutrition Division of Ministry of Health. Food Based Dietary Guidelines 
for Sri Lankans; practitioner’s Handbook. Colombo: Ministry of Health Sri 
Lanka; 2021. available from: Guidelines – Nutrition Division.

 23. Peng X, Guo X, Li H, Wang D, Liu C, Du Y. A qualitative exploration of self-
management behaviors and influencing factors in patients with type 2 
diabetes. Front Endocrinol. 2022;13:771293.

 24. Hettiarachchi P, Jiffry M, Jansz E, Wickramasinghe A, Fernando D. Glycae-
mic indices of different varieties of rice grown in Sri Lanka. Ceylon Med J. 
2014;46(1):11–4.

 25. Ranawana D, Henry C, Lightowler H, Wang D. Glycaemic index of some 
commercially available rice and rice products in Great Britain. Int J Food 
Sci Nutr. 2009;60(sup4):99–110.

 26. Ekanayake S. Glycaemic indices of commonly consumed Sri Lankan foods 
and variation in blood glucose. J Ceylon Coll Phys. 2019;50(2):76–83.

 27. Hettiaratchi U, Ekanayake S, Welihinda J. Sri Lankan rice mixed meals: 
effect on glycaemic index and contribution to daily dietary fibre require-
ment. Malaysian J Nutr. 2011;17(1):97–104.

 28. Nayar S, Madhu S. Glycemic index of wheat and rice are similar when 
consumed as part of a north indian mixed meal. Indian J Endocrinol 
Metab. 2020;24(3):251–5.

 29. Ranasinghe P, Pigera A, Ishara M, Jayasekara L, Jayawardena R, Katulanda 
P. Knowledge and perceptions about diet and physical activity among 
Sri Lankan adults with diabetes mellitus: a qualitative study. BMC Public 
Health. 2015;15:1–10.

 30. Fitzgerald N, Damio G, Segura-Pérez S, Pérez-Escamilla R. Nutrition knowl-
edge, food label use, and food intake patterns among Latinas with and 
without type 2 diabetes. J Am Diet Assoc. 2008;108(6):960–7.

 31. Jacobs SA, de Beer H, Larney M. Adult consumers’ understanding and use 
of information on food labels: a study among consumers living in the 
Potchefstroom and Klerksdorp regions, South Africa. Public Health Nutr. 
2011;14(3):510–22.

 32. Deakin T. Consumers find food labels confusing and too small to read. 
Pract Diabetes Int. 2011;28(6):261–4c.

 33. Kemsawasd V, Jayasena V, Karnpanit W. Incidents and potential adverse 
health effects of serious food fraud cases originated in Asia. Foods. 
2023;12(19):3522.

 34. Marvin HJ, Hoenderdaal W, Gavai AK, Mu W, van den Bulk LM, Liu N, et al. 
Global media as an early warning tool for food fraud; an assessment of 
MedISys-FF. Food Control. 2022;137:108961.

 35. Moreira MJ, García-Díez J, de Almeida JM, Saraiva C. Consumer knowl-
edge about food labeling and fraud. Foods. 2021;10(5):1095.

 36. Ranilović J, Colić BI. Perceived barriers and motives to reading nutrition 
label among label ‘non-users’ in Croatia. Hrvatski časopis za Prehrambenu 
Tehnologiju, Biotehnologiju i Nutricionizam. 2013;8(1–2):52–7.

 37. Willer SE. Food label usage patterns among the adult population. New 
York: D’Youville College; 2016.

 38. Hanoon Y, Al-Taee N, Al-Ani W. Food label barriers and reasons behind 
its use among medical college students. Ann Trop Med Public Health. 
2020;23:18.

 39. Vemula SR, Gavaravarapu SM, Mendu VVR, Mathur P, Avula L. Use of food 
label information by urban consumers in India–a study among supermar-
ket shoppers. Public Health Nutr. 2014;17(9):2104–14.

 40. Sooriyaarachchi P, Jayawardena R. Impact of the economic crisis on food 
consumption of Sri Lankans: an online cross-sectional survey. Diabetes 
Metab Syndr. 2023;17(6):102786.

 41. Pollard SL, Zachary DA, Wingert K, Booker SS, Surkan PJ. Family and com-
munity influences on diabetes-related dietary change in a low-income 
urban neighborhood. Diabetes Educ. 2014;40(4):462–9.

 42. Anjani DB, Gayatri D. Family support and dietary adherence in diabetes 
mellitus type 2 patients in a public health Center (Puskesmas) Depok. UI 
Proc Health Med. 2018;3(1):9–16.

 43. Baig AA, Benitez A, Quinn MT, Burnet DL. Family interventions to improve 
diabetes outcomes for adults. Ann N Y Acad Sci. 2015;1353(1):89–112.

 44. Rintala T-M, Jaatinen P, Paavilainen E, Åstedt-Kurki P. Interrelation between 
adult persons with diabetes and their family: a systematic review of the 
literature. J Fam Nurs. 2013;19(1):3–28.

 45. Kegler MC, Prakash R, Hermstad A, Williamson D, Anderson K, Haardörfer 
R. Home gardening and associations with fruit and vegetable intake and 
BMI. Public Health Nutr. 2020;23(18):3417–22.

 46. Blakstad MM, Mosha D, Bellows AL, Canavan CR, Chen JT, Mlalama 
K, et al. Home gardening improves dietary diversity, a cluster-rand-
omized controlled trial among Tanzanian women. Matern Child Nutr. 
2021;17(2):e13096.

 47. Machida D. Relationship between community or home gardening and 
health of the elderly: a web-based cross-sectional survey in Japan. Int J 
Environ Res Public Health. 2019;16(8):1389.

 48. Booth AO, Lowis C, Dean M, Hunter SJ, McKinley MC. Diet and physical 
activity in the self-management of type 2 diabetes: barriers and facilita-
tors identified by patients and health professionals. Primary Health Care 
Res Dev. 2013;14(3):293–306.

 49. Ball L, Hughes R, Desbrow B, Leveritt M. Patients’ perceptions of nutrition 
care provided by general practitioners: focus on type 2 diabetes. Fam 
Pract. 2012;29(6):719–25.

 50. Uchenna O, Ijeoma E, Pauline E, Sylvester O. Contributory factors to 
diabetes dietary regimen non adherence in adults with diabetes. Int J 
Psychol Behav Sci. 2010;4(9):2004–11.

 51. Connor H, Bunn E, McGough N. Why do people with diabetes contact 
Diabetes UK for dietary advice? Pract Diabetes Int. 2004;21(7):253–5.

 52. Gimenez-Perez G, Robert-Vila N, Tomé-Guerreiro M, Castells I, Mauricio D. 
Are YouTube videos useful for patient self-education in type 2 diabetes? 
Health Inform J. 2020;26(1):45–55.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Perception of diet, dietary practices and sources of dietary information among people with type 2 diabetes followed up at a tertiary care outpatient clinic: a qualitative study
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Methodology
	Results
	Diet in diabetes and the composition of the meal
	Individual components in the diet
	Carbohydrate-rich foods
	Legumes
	Vegetables
	Fruits
	Sweets

	Utilisation of food labels
	Factors affecting the practice
	Influence of family members
	Financial situation
	Availability in home garden

	Sources of information

	Discussion
	Conclusion
	Acknowledgements
	References


