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Abstract
Background: More than 10% of US adults are living with type 2 diabetes. The Centers for Disease Control and
Prevention established the National Diabetes Prevention Program (National DPP) in 2010 in an effort to delay or
prevent this disease among individuals at high risk. Unfortunately, enrollment and retention rates are low. This
qualitative study aims to understand barriers and facilitators to enrolling and completing the National DPP
among women, and to provide recommendations for improvement.
Methods: Semistructured interviews were conducted with the following: (1) women who were eligible for the
National DPP, but declined to enroll (n = 11); (2) women who enrolled in the National DPP, but did not complete
the program (n = 12); and (3) clinicians who treat women eligible for the National DPP (n = 12). Transcripts of the
interviews were coded using content analysis.
Results: The 35 interviews (23 patients and 12 clinicians) provided further insight into known barriers, such as the
cost of the program, the time that it takes, and inconvenient locations. The study also identified previously un-
discovered barriers, including the program not meeting participants’ expectations and facilitating referrals. Fur-
thermore, improved communication between clinicians, patients, and National DPP staff could ensure that both
clinicians and National DPP staff are aware of patients’ goals and their individual barriers to success.
Conclusions: Enrollment and retention in the National DPP may be improved with additional communication,
more training for National DPP staff to work more closely with participants, adding better incentives to partic-
ipation, and making the program more accessible through flexibility in time and/or locations.
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Introduction
Diabetes is one of the most common diseases in the United
States, with an estimated 13% of the adult population—
over 34 million people—living with diabetes.1 Over 90%
of people with diabetes have type 2 diabetes (T2D),1 a
largely preventable disease.2 In addition to those living

with T2D, many adults in the United States are at height-
ened risk for T2D. For example, in 2018, an estimated 88
million US adults had prediabetes, with blood glucose lev-
els above normal, but not yet diagnostic of T2D.1

The National Diabetes Prevention Program (National
DPP) was developed in 2010 by the Centers for Disease
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Control and Prevention (CDC) for individuals at height-
ened risk for T2D, with the goal of slowing disease pro-
gression and reducing the incidence of T2D through
weight loss.3 Participants in the program meet as a
group between two and four times a month to work
with program facilitators to lose 5%–7% of their body
weight through eating healthier and being more physi-
cally active.3 In the original clinical efficacy study of
the Diabetes Prevention Program, the lifestyle interven-
tion was associated with a 58% risk reduction in diabe-
tes and an average 12.3-pound weight loss over a
follow-up of 2.8 years.4 Furthermore, these benefits
persisted 105 and 15 years after program completion.6

However, enrolling and retaining participants in the
National DPP are particularly challenging, with just
10% of participants who begin the National DPP in
community or health care settings completing the
full year-long program.7

Some of the commonly reported factors associated
with lack of enrollment in diabetes prevention pro-
grams include being younger,8 not fluent in English,8

program cost,9,10 location of the program and trans-
portation,8,10 being busy with work,8 and a long wait pe-
riod before enrollment.11,12 Some cultural/community
barriers to enrollment have also been reported, including
poor communication and coordination between the
public health sector and providers, lack of knowledge
by community members, and poor integration of
interests/skills of community members.13

Compared with those who stay in diabetes preven-
tion programs, those who enroll, but do not complete
programs are more likely to be younger, male, and have
a lower income.14 Participants who did not complete pro-
grams have cited stressors or unstable life circumstances,
transportation difficulties, needing childcare, having
family obligations, lack of family support, and chronic
pain.11,14

Just one known study of the National DPP, focused
on women of childbearing age, includes in-depth inter-
views with patients from within a health system.15

Given women’s higher engagement with the National
DPP to date,16 there is substantial opportunity for
qualitative study in this group. This study extends
the research with a qualitative analysis of barriers
and facilitators to enrollment and retention within
a health system from the perspectives of (1) women
referred to the National DPP and (2) referring clini-
cians. Greater knowledge in this area has the poten-
tial to inform future implementation of the National
DPP and increase its reach.

Materials and Methods
Study design
Semistructured interviews were conducted with 35 par-
ticipants in the following three groups: (1) women who
are eligible for the National DPP, but declined to enroll
(i.e., nonenrollees; n = 11); (2) women who enrolled in
the National DPP and completed at least one session,
but did not complete the 16-session ‘‘core curriculum’’
of the program delivered over the first 6 months (i.e.,
noncompleters; n = 12); and (3) clinicians who treat
women eligible for the National DPP (n = 12).

Participants
Patient participants for this study were women who
were overweight and considered to be at high risk for
T2D, and thus met CDC National DPP eligibility crite-
ria. The University of Utah (UofU) National DPP pro-
gram office provided names of individuals who met
study inclusion criteria for either the nonenrollee or
noncompleter group. The UofU National DPP has
been fully recognized by the CDC since 2018 and is of-
fered to patients, employees, and their families, and
several community groups. At the time of recruitment
for this study, the out-of-pocket cost of the program
was $50. Participants in this study needed to be able
to converse in English. Women included in the nonen-
rollee group were offered an opportunity to enroll in
the UofU National DPP, but chose not to enroll. Non-
completers were women who enrolled in the UofU
National DPP and completed at least one session, but
did not complete the core curriculum (i.e., did not
complete the first 6 months of the year-long program).
Recruitment of patients took place from December
2017 to June 2018 with interviews being conducted ei-
ther at the UofU or over the phone.

Clinicians who were part of the care pathway of
women at risk for diabetes were considered eligible
for this study. This included primary care physicians
and clinicians involved in diabetes prevention efforts,
breast cancer prevention, wellness, and/or diabetes.
Recruitment of clinicians took place from July 2018
to December 2018 with interviews being conducted
in person or over the phone. Informed consent was
obtained from all individual participants included in
this study.

Procedures
All study procedures were reviewed and approved by
the University of Utah IRB. After women were deter-
mined to be eligible for the study by the UofU National
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DPP, emails were sent to invite participation in the
study. If potential participants did not have an email
on record, letters were mailed to them. After this initial
contact, members of the study team followed up by
phone three to five times. Women who enrolled in
the study were provided an informed consent cover let-
ter and were scheduled for an in-person or phone inter-
view. After the completion of the interview, participants
received a $50 gift card.

Eligible clinicians were those who were in a posi-
tion to refer patients to the National DPP and were
identified through departmental lists and referrals
from other clinicians. Potential participants were in-
formed of the study by email and then were contacted
by phone for enrollment. If a clinician agreed to par-
ticipate, they were provided an informed consent
cover letter and were scheduled for an in-person or
phone interview. Clinicians were not compensated
for participating.

Interviews and data analysis
The semistructured interviews focused on issues re-
lated to barriers and facilitators to enrollment and par-
ticipation in the National DPP. Topics were tailored to
the type of participant (nonenrollee, noncompleter, or
clinician). The patient topics included were as follows:
(1) knowledge about and interest in the National DPP;
(2) barriers to enrolling in and/or completing the
National DPP; (3) motivating factors for enrolling
and/or participating in the National DPP; (4) social
or cultural influences; and (5) opportunities for im-
proving enrollment and retention in the National
DPP. Clinician interviews focused on five main ques-
tions, which were as follows: (1) number/percent of
patients seen who are pre-diabetic or at risk for devel-
oping diabetes; (2) approach taken with these patients;
(3) thoughts about the National DPP and related pro-
grams; (4) the motivation for patients to join the National
DPP; and (5) opportunities for increasing participation
in lifestyle interventions.

Two study team members (E.M.O. and M.K.) con-
ducted the interviews and coded the transcripts using
a content analysis method with an inductive ap-
proach17 in qualitative analysis software.18 Interviews
were first open coded for meaning units and given
headings. These headings were then grouped into cat-
egories. Three interview transcripts (one from each
group) were reviewed and discussed by the coders to
reach consensus. The coding was iteratively updated
through periodic discussion between the two coders.

Results
A total of 35 participants were interviewed (11 nonen-
rollees, 12 noncompleters, and 12 clinicians). Inter-
views lasted an average of 31 minutes for patients
(range: 20–45 minutes) and 26 minutes for clinicians
(range: 15–60 minutes). Patient participants who did
not enroll in the National DPP were more racially/
ethnically diverse than those who enrolled in the
National DPP, but did not complete the program
(Table 1). Of the 12 clinician participants, 8 (75%)
were women. The clinicians included family medicine
(n = 7) and internal medicine (n = 3) physicians, a
nurse practitioner, and a wellness specialist. Emergent
categories of barriers, facilitators, and opportunities
for improvement are presented below, separated by pa-
tient and clinician perspectives. Differences discovered
based on the two types of patient participants (nonen-
rollees vs. noncompleters) are described. Representa-
tive quotes (Q) are highlighted throughout the results
section and detailed in Tables 2–4.

Barriers to enrollment and retention
in the National DPP
Patient perspective. The location (n = 4 of 23), cost
(n = 3 of 23), and timing (n = 15 of 23) of the class
were all mentioned as barriers to National DPP enroll-
ment or completion. Location was only described as a
barrier by the nonenrollees, and cost was only de-
scribed as a barrier by noncompleters. However, for
two of the noncompleters, the cost ($50 USD) was de-
scribed as being too low. If the cost was higher, they
expressed that they would have had higher expecta-
tions for the program and been more motivated to
complete the program. One noncompleter mentioned

Table 1. Patient Demographics

Nonenrollees
(n = 11)

Noncompleters
(n = 12)

Age
Average (SD) 51 (14.0) 52 (14.5)

Racial background
White (non-Hispanic) 4 (36%) 11 (92%)
Hispanic/White 2 (18%) 0 (0%)
Asian 2 (18%) 0 (0%)
African American 1 (9%) 0 (0%)
Native Hawaiian 0 (0%) 1 (8%)
Unknown 2 (18%) 0 (0%)

Employment status
UofU employee 2 (18%) 4 (33%)
Non-UofU employee 1 (9%) 8 (67%)
Unknown 8 (73%) 0 (0%)

SD, standard deviation; UofU, University of Utah.
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that the cost was too high, but that did not stop her
from making it work. The cost of the National DPP
was not mentioned by the nonenrollees as a barrier
to enrollment. Timing of the National DPP class was
described as a barrier by both nonenrollees and non-
completers. Classes conflicted with work schedules,
school classes, or other life obligations.

In addition to replicating the above previously iden-
tified barriers, nonenrollees identified their current
health status (n = 3 of 11) as another barrier to joining
the National DPP. When asked reasons for not joining,
patients described various health conditions as barriers
to enrollment (Table 2: Q1–Q3).

Among noncompleters, a major barrier identified
by all was the class not meeting their expectations
(n = 12), including a discrepancy between the informa-
tion women hoped to learn and the program content
(n = 8), concerns about the class leaders (n = 4), and
dissatisfaction with the class setup (n = 6). Before com-
ing to the first class, they had an idea of what informa-
tion they wanted to learn from the class and were
disappointed when those topics were not covered in
class (Table 2: Q4, Q5).

In addition to expectations they held about the class,
some women also felt that their primary individual
goals for the program were not consistent with the par-
ticipant goals the National DPP requires. Out of 19
women who were asked what their definition of success

would be or what they thought should be viewed as
achieving success in the program, 6 mentioned that at-
tendance would be important and 14 women men-
tioned that meeting their primary individual goals
would be a success for them (e.g., developing or main-
taining a healthy diet, maintaining weight, lowering
A1c levels, or generally increasing physical activity)
even if they did not meet the specific goals of the
National DPP (Table 2: Q6–Q8).

Clinician perspective. All clinicians (n = 12) were
asked their thoughts about these programs in general
and whether or not they feel there are any barriers to
referral, enrollment, or participation for the National
DPP or comparable programs. Consistent with patient
interviews and results of previous studies, costs of the
program (n = 8), location (n = 9), and time (n = 7)
were noted as top factors affecting enrollment and re-
tention rates for the National DPP by clinicians. In ad-
dition, several clinicians (n = 3) described their lack of
knowledge or a lack of information about the National
DPP as a barrier to their referral and women’s enroll-
ment in the program (Table 3: Q1–Q3). Clinicians
(n = 3) also described the referral and follow-up process
within the health system as a potential barrier. For ex-
ample, clinicians expressed a desire to know the out-
comes of internal National DPP referrals they placed,
noting this would lead to more referrals (Table 3:

Table 2. Barriers: Patient Perspective

Categories Representative quotes

Barriers to enrolling in program:
other health conditions

Q1: ‘‘Because with the oxygen I just really don’t have a whole lot of energy.I would if I could.’’—Record 33
Q2: ‘‘It was, like I said, a slew of things. The physical shape I was in at the time, as well, and because I was a little

bit heavier.’’—Record 6
Q3: ‘‘I never talked to them because I really never was diagnosed’’—Record 92

Barriers to completing program:
program not what they expected

Q4: ‘‘Well, I thought it would be more of here’s ideas of meals or here’s what a meal should look like, you
know what I mean? Instead of us, here, count your calories. Count your fats.’’—Record 13

Q5: ‘‘I wanted to learn more. More so I think if they got into like the science of it. . It’s not more so to scare us,
but to remind us, these are the things that can happen if we don’t take care of ourselves. Because it’s easy
to pick up bad habits. You know, it’s harder to do the good stuff.’’—Record 20

Barriers to completing program:
program not aligned with patient
goals

Q6: ‘‘But you know, whether if you missed, if the goal was four classes and you missed five and you still lost
weight, would that mean you weren’t successful, I don’t think so. So I guess ultimately it would be if your
health improved, you know, more than how many classes you went to. Whether that’s the A1C goes
down, or you lost ten pounds, or even if you didn’t lose anything, but you’re consistently exercising. So
you know, those health benefits, if those had all increased rather than you know, oh you didn’t come to
enough classes, so you can’t have hit success kind of thing.’’—Record 24

Q7: ‘‘For me, to maintain weight was really good. I think not gaining weight, maintaining weight, keeping
track of what you’re doing, meeting those requirements, if they’d emphasize, ‘Oh, you’re doing a good job.
Don’t worry about losing weight because you’re not gaining weight and you’re eating fairly healthy or at
least you’re trying to’ would be helpful in some cases.’’—Record 13

Q8: ‘‘For me, being successful in the class would have been lowering that blood sugar number that when I
went to the doctor. And I think those would have come from weight loss, but I think weight loss can be so
challenging and tricky and such a life long struggle that sometimes, one of the things I’m trying to do is
look at being healthier, not necessarily gauging that by the number on the scale. So for that, I mean it feels
really good to lose weight, but I also know like are there other measurements like oh, I can hike now. Or this
healthy predictor is lower now. Like those things make a difference too.’’—Record 23
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Q4). Other system-level processes noted by clinicians
as barriers to referral and enrollment included the re-
sponsibility being placed on the clinician rather than
the patient, the clinician wanting to establish rapport
before a referral, or the National DPP not referring pa-
tients to other programs when there is no availability
(Table 3: Q5–Q7).

Facilitators to enrollment and retention
in the National DPP, and opportunities
for improvement
All patients were asked their opinion or preferences
regarding specific motivators for them to either join
and/or stay in the National DPP, and all clinicians
were asked to share their thoughts on opportunities
for increasing participation in the National DPP.

We viewed these as facilitators to enrollment and re-
tention in the National DPP, and opportunities for
improvement.

Patient perspective
All patients (n = 23) were asked if knowing that weight
loss and physical activity (primary goals of the National
DPP) could help with the prevention of other diseases
would motivate them to participate in the National
DPP; only three participants said that knowledge of
disease prevention would not make any difference in
their participation in the National DPP. Many patients
identified diseases that would be most important to
prevent besides diabetes, given their own or their fam-
ily members’ experiences with the disease. Heart dis-
ease (n = 7) and hypertension (n = 6) were the most

Table 3. Barriers: Clinician Perspective

Categories Representative quotes

Barriers of referring program: lack of
clinician knowledge about the
National DPP

Q1: ‘‘It’s really easy if I’m super confident about location and time I can tell them. I know really well when my
dietician is seeing patients and where’s she’s at and exactly what they’ll experience. I have a pretty good
idea of what they’ll experience in the Diabetes Prevention Program but I don’t exactly know where the
location is and what the times are. Are they in the evening, in the morning? It’s kind of a little bit of a black
box.’’—Record 27

Q2: ‘‘I think you should kind of more advertise this program because we truly don’t know about it. I know
about this because I was doing the diabetes project here at the office; why don’t you come in and talk to us
about this and tell us, ‘‘This is what it is, blah, blah, blah, this is for your patients. I think you should do more
advertising for your program.’’—Record 9

Q3: ‘‘I think just feeling knowledgeable about it too, like where are the classes? How much money are they
going to cost? ‘Cause I think that’s sort of, if the patient starts asking a lot of questions or God forbid they go
to the program and they’re like, ‘I didn’t know it was going to be $500.’. I feel like that can be another
barrier to referring to programs—[it’s] not that providers don’t know how to do it because [all] you have to
[do is] type in an order, like refer to DPP, but maybe not knowing exactly what’s going to happen after their
patients get referred. I have I think probably more knowledge of it than the average PCP, but I think that
can be a barrier too sometimes.’’—Record 1

Barriers of referring program:
systematic problems or
preferences

Q4: ‘‘Yeah, we don’t have access to that [other programs], but I do think—so Intermountain [Hospital] has
this three-pronged approached and it’s institutional. And it’s like, at least according to what they told me,
all our patients get screened and if they have pre-diabetes they are referred. Regardless. They are referred
either to Way to Health, which is their DPP, individual nutrition counseling, or Diabetes 101 (which is a
one-hour class). Every patient, with pre-diabetes by A1C or glucose tests, gets one of those options. In our
system [a different hospital], that is not true. Now is that because we don’t have a streamlined system or is
that because our providers don’t want to be told what to do? I don’t know! . I think if we had a
systematic way to do that [choices for referrals], there would be more referrals.’’—Record 6

Barriers of referring program:
referral puts the responsibility on
the clinician rather than the
patient

Q5: ‘‘I’m saying, ‘We (the health system) are taking this on and we are going to reach out for you and we are
going to help you.’ And so if the health system drops the ball on that ‘we,’ then instead of the patient
going to be like, ‘‘Well that didn’t work,’’ they come back to me and are like, ‘‘That didn’t work.’’. So when
the ball gets dropped it goes back to the primary care doc who referred. And so, whereas with the other
stuff you’ve sort of been like, ‘Here are your choices. Take responsibility and go forward.’ With the DPP,
we’re saying we’re going to take responsibility for making this work for you and when we (the global we)
don’t take responsibility for making it work, it goes back to the PCP.’’—Record 4

Q6: ‘‘I think, and this is my opinion (I don’t know that it’s necessarily based in ‘pure science’), my opinion is that
if you build rapport with the patient and sort of understand what their individual motivations, barriers, etc.
are, then that referral can sometimes be better received than just like,’you have an abnormal BMI, here’s a
list of things you need to do. You should go to this program.’ Like, patients are just going to be like, ‘what?’
. That’s probably for me and my current practice the biggest barrier.’’—Record 1

Q7: ‘‘I think that if I hand off to DPP, and then they’re not able to accommodate but they hand off to
something else (whether it’s Weight Watchers or something at the Y or something wherever), that’s fine;
but it feels really hard like if I’ve gotten them to the point that they’re engaged and the answer is, ‘We don’t
have anything for you,’ then it’s like they’re just back in my court.’’—Record 4

National DPP, National Diabetes Prevention Program.
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important to patients to prevent. Patients also men-
tioned arthritis (n = 3), cancer (general) (n = 2), anxiety
(n = 2), depression (n = 2), heart attack (n = 2), mental
health problems broadly (n = 1), stroke (n = 1), asthma
(n = 1), and breast cancer (n = 1) specifically. Many
women reported that preventing all diseases were im-
portant (n = 6), while some reported that specifically
breast cancer prevention was important to them (n = 3).

The National DPP providing additional support
from the program leaders (i.e., lifestyle coaches) to im-
prove enrollment and retention was positively received
(n = 16). The main perceived benefits were that lifestyle
coaches could individualize the program in ways that
may not be feasible during class (n = 6), help partici-
pants stay on track and complete the program (n = 6),
and provide additional follow-up in terms of reminders
and accountability (n = 3). Examples of how lifestyle
coaches could individualize the program included the
follows: helping with tailoring diets and meal planning,
facilitating personalized goals, and assisting with life
circumstances that may influence their participation
in the program (Table 4: Q1–Q3). Almost all women
(n = 22) were in support of additional incentives to
National DPP participation and completion, such as
raffles for gift cards, gym memberships, healthy snacks,
or employer incentives (e.g., insurance discounts, well-
ness program points, etc.).

Patients viewed increasing the accessibility of National
DPP classes as an opportunity for improvement. They
liked the idea of having the National DPP offered closer
to work or home locations (n = 9). Providing the option
for online classes (n = 8) or a hybrid classes with a com-
bination of in-person and online meetings (n = 12) was
liked by patients. Some patients (n = 8) thought that
making the possible times for the program more accessi-
ble was an option for improvement, and others (n = 4)
were in support of a lower cost or free option for the pro-
gram, or it being covered by insurance.

Clinician perspective. The 12 clinicians interviewed
also identified several factors that could increase enroll-
ment and retention in the National DPP. All clinicians
were asked their thoughts on the use of multiple health
concerns that are risk motivating to encourage partici-
pation in the National DPP or similar programs. Half
of the clinicians (n = 6) were in support of describing
the additional health benefits beyond diabetes that re-
sult from the National DPP, such as cancer. However,
two of these clinicians who expressed that it would be
motivating for patients thought it would be hard for pa-
tients to make those connections between the diseases.
For the clinicians who did not believe it would be help-
ful to describe risk reduction for other disease as a result
of the National DPP (n = 3), their reasoning was that
disease risk is very individual and there is only so
much time in a National DPP meeting to talk about ad-
ditional topics. Two clinicians thought that combining
the motivation to prevent other diseases with the

Table 4. Opportunities for Improvement

Categories Representative quotes

Patient
perspective

Q1: ‘‘Well because like I said, everybody is different, it’s
a different issue with each person in there. It might
not be the same, it might be their foot or
something, their arm, you know? As an example,
something you can more focus on because some
people might not have a problem eating this, but
they have a problem eating carbs. Just kind of
ways you can manipulate or change up the
program for you, your own individual self.’’—
Record 20

Q2: ‘‘Usually people have diabetes because their diet
isn’t healthy, and it has their own habit of the diet,
so it’s hard to control sometimes. It’s clever to have a
person to . monitor you, and then give you
[guidance]. Some people encourage you to check
your status, it makes [it] easier to get on the right
track, so I think that will help.’’—Record 81

Q3: ‘‘Like kind of the support of the community that
you’re with that group. That’s always helpful and
then just personal responsibility of meeting your
goals. But it’s also good to have someone check in,
because if you are having a hard time meeting your
goals, sometimes it’s good to have that person that
you’re accountable to, but also that has
recommendation[s], or an idea that maybe you
haven’t thought of, or seeing that gap in whatever
you’re doing.’’—Record 96

Clinician
perspective

Q4: ‘‘I think it has to be a multi-pronged approach and
I know that’s tricky because it’s like, oh, I have to
approach all these people but I think more and
more in primary care we’re being encouraged to
work in teams.’’—Record 1

Q5: ‘‘I think it’s kind of multi-people talking to them.
So, me talking to them as a provider then having the
follow-up phone call or email or snail mail, so just
kind of—because usually if I talk to them then
maybe they listen and maybe not, and then if we
have somebody reinforcing this through phone call
or mail, so I think just kind of a multiple things.’’—
Record 9

Q6: ‘‘I’d probably say just continued outreach is
probably going to be the biggest thing, whether it
be from the programs or just mentioning it from our
clinic. And probably, it’s like I said, most people
when they get a new diagnosis or every couple
years we mention, ‘‘Hey, it would be a good idea to
get back into the education program,’’ or just a
reminder of things. And most of the time we
mention it they’re—if they are not able to follow-up
right then we kind of leave it at that and it falls in the
cracks. So probably just people that are able to
outreach and remind patients and talk about the
different options and schedules would be the
biggest thing.’’—Record 8
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National DPP would only be beneficial if targeting cer-
tain cultural populations; for example, one clinician
expressed that it would not make a difference to com-
bine breast cancer prevention with diabetes prevention
unless it was focused on specific groups that had a higher
risk of breast cancer, including individuals from Asian,
Polynesian, Native American, or Native Alaskan groups.
One clinician had no opinion on this topic.

Nine clinicians suggested specific diseases that would
be more motivating than diabetes to join a lifestyle
change program. All cancers (n = 4), including breast
cancer (n = 2), were viewed as the most motivating, fol-
lowed by cardiovascular disease (n = 3), hypertension
(n = 3), pregnancy complications or infertility (n = 2),
arthritis (n = 2), mental health (n = 1), obesity (n = 1),
stroke (n = 1), and muscular skeletal disease (n = 1).

Clinicians were asked what opportunities they see
for increasing participation in lifestyle interventions.
They echoed patient-expressed improvements, with
the biggest opportunity being to increase accessibility
for the patients in regard to location, time, and cost
of the National DPP and similar programs (n = 5).
The creation and use of an incentive program for par-
ticipants (n = 2) were also mentioned; however, this
was noted as not a sustainable option.

In terms of the enrollment process, clinicians believed
increasing care team and/or clinician involvement (n = 5)
would increase enrollment. Incorporating multiple mem-
bers of a patient’s care team in the referral and follow-
up process was an important related suggestion (n = 3)
(Table 4: Q4–Q6). Another clinician expressed the im-
portance of referring clinicians following up with the
patient after the initial referral. Finally, the need for
continued follow-up contact with the patient in terms
of long-term outreach was expressed as helpful for get-
ting patients to join in lifestyle intervention programs.

Discussion
Our study has identified barriers that have not yet been
addressed in the literature, from the perspective of both
clinicians and participants, including issues with the
program not meeting participants’ expectations and fo-
cusing on goals different than those of the patients. Pre-
viously identified barriers were also identified in this
study; namely, cost of the program,9,10 the time that
it takes,8 and inconvenient locations8,10—indicating
the continued importance of addressing these barriers
when implementing these programs.

While patients and clinicians had differing views of
barriers, there was some overlap between these two

groups in terms of facilitators and recommendations.
One major overlap addressed the nature of the National
DPP staff. Participants felt that the staff were not involved
closely enough with participants’ progress and did not ac-
commodate diverse individual goals that might differ
from the base National DPP program goals. Many clini-
cians wanted more communication with the National
DPP in terms of making sure that their patients were
reaching adequate services when they were referred to
the National DPP. Much of the concern stemmed from
the fact that clinicians do not tend to know what happens
when a patient is referred to the National DPP. Informa-
tion that was expressed as missing includes the cost, pro-
cess, or support of the program. In addition, in cases
where the patient returns to the clinician for some reason
(i.e., lack of program availability, no follow-up contact by
the National DPP after the referral was made), there is no
clear next step. These barriers may prevent referrals to
the National DPP. Some clinicians suggested that there
needs to be more adequate advertisement about the na-
ture of the program so that they can make more educated
referrals for their patients. Finally, unique to our study
was the suggestion that improved communication be-
tween clinician, patient, and National DPP staff could en-
sure that both clinicians and the National DPP staff are
aware of patients’ individual goals as well as their barriers
to success.

Several other studies have also examined factors re-
lated to enrollment and retention in the National DPP.
One of these studies compared population estimates of
eligibility to actual enrollment and found that adults
who were eligible, but did not enroll in the National
DPP during the first 5 years of its nationwide implemen-
tation were more likely to be younger or older (relative to
middle aged), Hispanic (relative to non-Hispanic), and
male (relative to female).16 Over this same time frame,
individuals who enrolled in—but did not complete—
the National DPP were more likely to be younger and
racial/ethnic minority participants.19 Qualitative studies
have identified barriers to enrollment and retention, in-
cluding childcare, transportation, and scheduling,10,15

length of the year-long program, and discomfort with
the group modality.10,15,20 Identified facilitators to enroll-
ment and retention include intrinsic motivation (e.g.,
wanting to meet the National DPP challenges), as well
as extrinsic factors such as connection with Lifestyle
Coach and other participants.10,15

Next, to address the above-mentioned barriers dis-
covered in our study, we suggest some program modi-
fications. Better advertisement for the National DPP
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would address some known barriers, as well as new,
and would address concerns from both patients and
clinicians.

Advertisement for clinicians could include more
detailed information regarding program function
and flow. Advertisement for potential patients could
include more information addressing how the pro-
gram prevents other diseases, in addition to diabetes.
Another main barrier was a lack of trust and support
from the National DPP staff. These issues suggest that
the National DPP needs to provide better training for
their staff members to be more successful at develop-
ing rapport with patients and better address patients’
specific goals that expand from the National DPP base
goals. Another modification suggested by participants
was better incentives for meetings goals within the pro-
gram, such as raffles for gift cards, gym memberships,
or employer incentives (e.g., insurance discounts and
wellness program points). Most importantly, accessi-
bility to the program needs to be expanded to have a
better online presence. By addressing these modifica-
tions, there could be a potential increase in the enroll-
ment and retention in the National DPP.

Study limitations
The primary limitation to this study is that the partic-
ipants may not be representative of the broader popu-
lation of potential clinicians and National DPP
participants, as this study was conducted at just one
of the many health systems delivering the program.
The barriers and facilitators identified may not be rep-
resentative of barriers and facilitators in other systems.
Generalizability of these findings is also limited by the
lack of diversity in the study sample. Although we con-
tacted all women patients who were eligible for the
study, racial diversity differed greatly, with more racial
diversity in the nonenrollee group compared with the
noncompleter group (Table 1). Despite these limita-
tions, findings from this study add to the broader liter-
ature in this area.

Conclusions
Although increasing participation in the National DPP
has implications for millions of US adults at risk for
T2D, there are many known barriers to participating
in this program. Our qualitative study identified a
number of important and actionable barriers, including
additional advertisement, more training for National
DPP staff to work more closely with participants, add-
ing better incentives to participation, and making the

program more accessible to people through flexibility
in time and/or locations to increase enrollment and re-
tention within the National DPP and help prevent dis-
ease in many more people across the country.
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