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ABSTRACT

Introduction: Type 2 diabetes (T2D) is extre-
mely burdensome to people with T2D and
associated with impaired health-related quality
of life. This study explores the impact of T2D
and potentially relevant outcomes for new
therapies using a unique approach to in-depth
qualitative interviews where people with T2D
are asked to think about their future with T2D.
Methods: A cross-sectional qualitative inter-
view study among people with T2D from the
USA and UK. Interviews explored their

treatment journey, perceptions of their future
with T2D, and the value of achieving normo-
glycemia (explored through presentation of two
vignettes with hypothetical medications that
reduced hemoglobin A1c [HbA1c] levels\ 7%
and\ 5.7%).
Results: Patients with T2D (N = 50; US n = 25;
UK n = 25) were 66.0% male, had a mean body
mass index (BMI) of 30.8 ± 6.3 kg/m2, and had
a mean of 13.0 ± 10.0 years since diagnosis.
Current diabetes treatments included diet and
exercise only (8.0%), oral medications only
(62.0%), oral plus injections (24.0%), and insu-
lin only (6.0%). Despite being treated, partici-
pants reported over 25 different unmet needs
related to their T2D across a broad range of
domains. The most common concerns were
diet, diabetes-related complications, weight
changes, and psychological and emotional
issues. A large majority of participants indicated
that achieving lower HbA1c values would
change their life. When reflecting on the value
of improved glycemic control, patients primar-
ily anticipated physical improvements and
improved psychological well-being. When pre-
sented with two hypothetical treatments, about
70% of participants preferred the\5.7% treat-
ment option over the\7% HbA1c treatment
option.
Conclusions: People with T2D have a high
disease burden, a broad range of unmet needs,
and extremely varied experiences and expecta-
tions on the impacts of T2D on their lives and
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future. Many patients indicated that achieving
near normoglycemia would substantially
change their lives primarily in terms of their
physical and emotional health.

Keywords: Diabetes; Disease burden; HbA1c;
Normoglycemia; Type 2 diabetes; Unmet needs

Key Summary Points

Why carry out this study?

As novel therapies are developed with
potential for better outcomes, including
the possibility of achieving near
normoglycemia, it is important to
understand how people with type 2
diabetes (T2D) currently view the burden
of the disease and the benefits and risks
associated with new treatment options

Most prior qualitative studies have
explored disease burden based on the past
and current experiences of individuals
with T2D. The current study explores the
impact of T2D and relevant outcomes for
new therapies using a unique approach in
which participants with T2D are asked to
think about their future and verbalize
what is most concerning and important to
them. Through this approach, it was
hoped that people with T2D could more
easily prioritize and communicate the
diabetes-related outcomes that are most
meaningful to them

A key area of investigation in the current
study was to explore how people with T2D
might perceive achieving near
normoglycemia, understand their
perceptions of potential risk-benefit trade-
offs (e.g., HbA1c, weight changes, side
effects), and explore the specific benefits
beyond HbA1c that were anticipated from
the perspective of individuals with T2D

What was learned from the study?

The results of this study showed that a
treatment that achieves near
normoglycemia without increasing the
risk of hypoglycemia would be a paradigm
shift for many individuals with T2D and a
highly valued option with many
anticipated benefits. In addition to
lowered HbA1c values, reductions in
psychological and emotional distress and
physical benefits would be the primary
areas in which people with T2D would
expect to experience meaningful
improvements

There is still a substantial burden of
disease for T2D that is not addressed by
current treatments. New treatment
options would be welcomed by people
with T2D, though they would be
evaluated by individual patients (and
likely their physicians) in light of the
associated risks, including side effects and,
for some, the substantial weight loss

DIGITAL FEATURES

This article is published with digital features,
including a summary slide, to facilitate under-
standing of the article. To view digital features
for this article go to https://doi.org/10.6084/
m9.figshare.14249138.

INTRODUCTION

Type 2 diabetes (T2D) is a serious condition, and
the prevalence has risen dramatically over the
past 3 decades in both developed and develop-
ing countries [1–3]. This number is projected to
rise to 578 million, or 10.2% of the global
population, by 2030 and to 700 million (10.9%)
by 2045 [4]. Worsened by both an increasing
elderly population and rising obesity rates
[5–10], T2D now accounts for 90% of all dia-
betes cases [6, 11] and is currently the most
common metabolic disorder worldwide.
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People with T2D find their condition to be
extremely burdensome, and it is often associ-
ated with impaired health-related quality of life
(HRQoL) [12, 13]. Diabetes, especially with poor
glycemic control, is associated with higher risks
of serious complications and comorbidities,
including coronary artery disease, stroke,
peripheral vascular disease, retinopathy,
nephropathy, and neuropathy [3, 14, 15].

Currently, there is a dearth of published
qualitative research on the unmet needs of
people with T2D. These types of studies can
provide a patient-centered approach to gather-
ing rich information on the nature, extent, and
perceived importance of the continued chal-
lenges that people with T2D face. Poor psy-
chological well-being, physical health status,
lifestyle behavior, and social environments are
several factors that have been previously found
to be associated with diabetes [14, 16–18].
However, most prior qualitative studies have
explored disease burden based on the past and
current experiences of individuals with T2D.
These retrospective and contemporaneous
approaches yield a wealth of data but may make
it more difficult to understand which aspects of
their condition are the most important to
patients and thus critical outcomes for the
evaluation of novel therapies. The current study
explores the impact of T2D and potentially rel-
evant outcomes for new therapies using a
unique approach in which participants with
T2D are asked to think about their future with
T2D and verbalize what is most concerning and
important to them.

Achieving glycemic control is a crucial step
to diabetes management and may reduce the
risk of future complications. Current guidelines
from the American Diabetes Association (ADA)
recommend that people with T2D achieve a
goal of\7% (53 mmol/mol) hemoglobin A1c
(HbA1c) [19]. Treatment in combination with
lifestyle modifications is often recommended to
achieve this goal [19], and advancements in the
last 10 years have led to new approaches to
therapy and made this glycemic goal easier to
achieve [20]. More recently, research has shown
that movement from above target HbA1c to
normoglycemia (HbA1c\5.7%), a blood glu-
cose level similar to people without diabetes,

may also be achieved therapeutically [21]. To
date, achieving near normoglycemia has rarely
been a focus, or even considered, by people with
T2D or their treatment providers.

Little is known about what achieving nor-
moglycemia would mean to people with T2D.
Given the distinct possibility that this may now
be achievable for at least some individuals with
T2D, this study examined the perceived value of
achieving near normoglycemia (HbA1c\5.7%)
among people with T2D. In the current study,
participants with T2D were asked to imagine
the future and anticipate how their lives could
be different should they achieve near normo-
glycemia. Through this approach, it was hoped
that people with T2D could more easily priori-
tize and communicate the diabetes-related out-
comes that are most meaningful to them.

METHODS

Sample

This was a cross-sectional qualitative study
involving interviews with adult participants
with self-reported T2D. Participants were
recruited through newspaper and online
advertisements in the USA and UK. Key inclu-
sion criteria included age C 18 years at the time
of screening and self-reported diagnosis of T2D
as diagnosed by a medical professional. Key
exclusion criteria included diagnosis of type 1
diabetes mellitus or gestational diabetes, cog-
nitive, physical, or psychological impairment,
or insufficient knowledge of English that would
interfere with their ability to provide consent or
complete the interview.

Measures and Procedures

Interviews were conducted one on one either in
person or by telephone/web conference using a
standardized interview guide. The interview
guide was developed based on key questions of
interest and discussions with all members of the
study team (see Supplemental material for
example interview questions). Participants were
asked about their T2D journey and treatment
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history, the challenges and changes they expe-
rienced as a result of their diagnosis, the ways in
which diabetes has changed their lives, and
perceptions of their future with T2D (Fig. 1).
The interviews also included two vignettes (see
Supplementary Figures S1a and S1b) that were
used to understand the value of achieving nor-
moglycemia (HbA1c target\5.7%) from the
perspective of people with T2D. These vignettes,
developed based on results from a recent phase
2 trial [21], presented two hypothetical treat-
ments with similar administration profiles; both
treatments are non-insulin auto-injections to be
taken once a week using a single-dose use pen.
After 6 weeks of treatment, one treatment
would lower HbA1c levels to about 7% (Fig-
ure S1a) with an average weight loss of 6 lbs and
a 35% chance of gastrointestinal (GI) side
effects. In contrast, the second treatment would
lower HbA1c levels to 5.7% or lower with an
average weight loss of 25 lbs and a 60% chance
of GI side effects.

Participants were asked to complete
sociodemographic and clinical questions at the
end of the interview through a web-based
application. All participants provided informed
consent prior to the interviews and were
remunerated for their participation. All proce-
dures performed were in accordance with the
ethical standards of the institutional and/or

national research committee and with the 1964
Helsinki Declaration and its later amendments
or comparable ethical standards. The study
protocol and all study procedures were
approved by an institutional review board prior
to initiating the study (Ethical and Independent
Review Services, protocol #20010–01, v1.0 date
6 January 2020, approved 11 February 2020).

Analyses

All interviews were digitally recorded and tran-
scribed. Qualitative data were analyzed using
ATLAS.ti version 8.0 ? [22], a data analysis
software program commonly used to organize
and categorize text in interview transcripts.
Using a methodology described by Willis (2015)
and Hsieh & Shannon (2005), the de-identified
data were examined to evaluate the underlying
structure of the qualitative data [23, 24]. A
coding framework was developed based on the
structure of the interview guide. The first several
transcripts were independently coded, and the
coding was compared for consistency. An iter-
ative, comparative coding approach was used as
coding continued between consecutive tran-
scripts and new codes emerged [25]. Any new
codes identified were subsequently added to the
coding framework. Participant quotes were then
grouped and summarized by thematic code, and

Fig. 1 Interview flow
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coding outputs were generated based on each
utilized code.

Descriptive statistics were used to character-
ize the sample. Means, standard deviations
(SDs), and ranges were presented for continuous

Table 1 Self-reported sociodemographic and clinical characteristics

Sociodemographic and clinical characteristics Total
N = 50

US
N = 25

UK
N = 25

Age (years)

Mean (SD) 63.7 (11.3) 68.9 (8.5) 58.5 (11.5)

Gender, n (%)

Male 33 (66%) 17 (68%) 16 (64%)

Racea n (%)

Asian 7 (14%) 2 (8%) 5 (20%)

Black/African/Caribbean 5 (10%) 1 (4%) 4 (16%)

White 35 (70%) 21 (84%) 14 (56%)

Otherb,c 3 (6%) 1 (4%) 2 (8%)

Employment status, n (%)

Employed, full-time 12 (24%) 4 (16%) 8 (32%)

Employed, part-time 5 (10%) 2 (8%) 3 (12%)

Retired 21 (42%) 15 (60%) 6 (24%)

Otherd 12 (24%) 4 (16%) 8 (32%)

Body mass index (BMI; kg/m2)

Mean (SD) 30.8 (6.3) 31.1 (6.5) 30.5 (6.2)

Time since diagnosis (years)

Mean (SD) 13.0 (10.0) 16.2 (11.9) 9.9 (6.6)

Most recent laboratory (HbA1c) level, n (%)

Below 6.5% (48 mmol/mol) 13 (26%) 5 (20%) 8 (32%)

Between 6.5% and 7% (48 mmol/mol and 53 mmol/mol) 9 (18%) 6 (24%) 3 (12%)

Between 7.1% and 8% (54 mmol/mol and 64 mmol/mol) 12 (24%) 10 (40%) 2 (8%)

Between 8.1% and 9% (65 mmol/mol and 75 mmol/mol) 3 (6%) 2 (8%) 1 (4%)

Higher than 9% (75 mmol/mol) 5 (10%) 2 (8%) 3 (12%)

Do not know 8 (16%) 0 (0%) 8 (32%)

Type of treatment currently receiving for diabetes by combination, n (%)

Diet and exercise only 4 (8.0%) 3 (12.0%) 1 (4.0%)

Oral/tablets onlye 31 (62.0%) 9 (36.0%) 22 (88.0%)

Insulin only e 3 (6.0%) 3 (12.0%) 0 (0.0%)

Oral ? insulin and/or non-insuline 12 (24.0%) 10 (40.0%) 2 (8.0%)

Description of overall health, n (%)

Excellent 2 (4%) 0 (0%) 2 (8%)

Very good 7 (14%) 7 (28%) 0 (0%)

Good 27 (54%) 11 (44%) 16 (64%)

Fair 13 (26%) 7 (28%) 6 (24%)

Poor 1 (2%) 0 (0%) 1 (4%)

a Not mutually exclusive
b Other race (US only) includes: ‘Mexican’ (n = 1)
c Other race (UK only) includes: ‘Greek Cypriot’ (n = 1), ‘White and Black Caribbean’ (n = 1)
d Other employment includes: ‘disabled’ (n = 4), ‘homemaker/housewife’ (n = 2), ‘student’ (n = 1), ‘unemployed’ (n = 1), ‘carer’ (n = 1), ‘unpaid carer’
(n = 1), ‘COVID-190 (n = 1), and ‘retired/self-employed’ (n = 1)
e Includes participants who selected and did not select ‘‘diet and exercise’’
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variables, and frequencies and percentages were
presented for categorical variables. Analyses
were conducted using SAS version 9.4 (SAS
Institute, Cary, NC).

RESULTS

A total of 50 people with T2D completed
interviews, including 25 participants from the
USA and 25 from the UK. Self-reported
sociodemographic characteristics are presented
in Table 1. The mean age of the participants was
63.7 years (SD: 11.3; range: 24–85), and 66%
(n = 33) were male. The majority of the partici-
pants in each country identified as White (US:

n = 21, 84%; UK: n = 14, 56%), with some rep-
resentation of minorities in each country. In the
US, most of the participants were retired
(n = 15, 60%), while four reported full-time
employment (16%). In the UK, close to one
third of the participants were employed full-
time (n = 8, 32%), and six were retired (24%).
There was a good distribution of participants
across the different education levels in each
country.

Although almost all participants (92%) were
currently being treated for T2D therapeutically,
over 25 unmet needs related to their T2D were
reported across a broad range of domains. Par-
ticipants described how T2D affects their life,
including challenges, changes, and concerns

Fig. 2 Challenges, changes, or concerns due to T2D.
a Other includes: challenges of tiredness, fatigue, or lack of
energy (n=5), concerns of taking too many tablets (n=5),
fear of taking injections (n=2), risk of family members
getting diabetes (n=2), concerns of keeping HbA1c low
(n=2), frequency of administration (n=1), fear of worsen-
ing immune system (n=1), concerns of increased

vulnerability (n=1), fear of worsening health (n=1), and
fear of treatment side effects (n=1). b Percentages are
based on the number of respondents for each question.
N=50 responded to overall challenges, changes, or
concerns due to T2D. N=46 responded to the most
important challenge, change, or concern
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they have experienced because of T2D. The
most common thematic responses described by
participants were challenges, changes, or con-
cerns related to diet (82%), health complica-
tions related to T2D (74%), and weight changes
or control (68%) (Fig. 2). Close to 50% of the
participants also brought up concepts in the
domains of psychological and emotional bur-
den (52%), activities of daily living (48%), and
burden of additional monitoring (48%). When
asked which of these was most important to
them, participants most commonly selected
complications (33%).

As part of the interview, participants were
presented with two scenarios describing two
once-a-week non-insulin

injectable medications. In the first medication
profile scenario, participants would achieve
HbA1c levels of about 7% and average weight
loss was 6 lbs, and there was a 35% chance of
mild-to-moderate GI side effects at the begin-
ning of therapy. In the second medication
profile scenario, participants would achieve
HbA1c levels of 5.7% or lower and average
weight loss was 25 lbs, and there was a 60%
chance of mild-to-moderate GI side effects at
the beginning of therapy. Participants were
asked to provide feedback on whether achieving
the HbA1c goal under the conditions stated in
each scenario would change their perceptions of
their future. Additionally, participants were
asked whether the HbA1c levels would change

Fig. 3 Anticipated changes in participants’ lives with
lower HbA1c. a N=50 responded to anticipated changes
(e.g., psychological and emotional). b Other includes:
better convenience (e.g., fewer doctor visits, less time
required for treatment administration;\5.7% n=7,\7%
n=7), reduced treatment or frequency of treatment (e.g.,

fewer pills, once a week; \7% n=5), less monitoring
(\5.7% n=2), increased complacency or recklessness
(\5.7% n=1,\7% n=3), increased quality of life (\5.7%
n=1), reduced likelihood of going on insulin (\7% n=1),
better cognition (\7% n=1), and reduced doctor concerns
(\7% n=1)
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their lives and, if so, how. For those participants
who had already achieved the HbA1c levels
mentioned in the scenarios, the interview
questions were modified to ask how this had
impacted their lives in the past tense. Most
participants (83%) mentioned that both hypo-
thetical treatments would change their percep-
tions of their future with diabetes (Fig. 3). More
participants were optimistic about the future
with the\ 5.7% treatment scenario (80%)

compared to the\7% treatment scenario
(66%).

A large majority of participants indicated
that achieving lower HbA1c values would
change their life and their perception of their
future with diabetes. Irrespective of the treat-
ment scenario they discussed, the most com-
monly anticipated impacts on the participants’
lives and future perceptions were psychological
and emotional in nature (86%), including an
increased sense of security, better quality of life,

Fig. 4 Participants’ preferences for medication scenarios and rationale
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better outlook for their future, feeling less wor-
ried or depressed, feeling a greater sense of
happiness or optimism, having higher motiva-
tion and confidence, and anticipating better
control over their lives (Table 2). Many partici-
pants also mentioned physical improvements
(82%), including a lower risk of experiencing
complications, less long-term damage to their
bodies, weight loss, having more energy, bodies
that were more physically healthy, having a
stronger body, and better sleep. Sample quotes
are provided below.

101-006 [\5.7%]: And I think I would feel like
I have less fear of what might be future com-
plications if I could get that HbA1c lower.
Because that’s every diabetic’s fear, that if you
don’t get your HbA1c under control or con-
stant, you face the very real possibility of some
alarming things down the road – stroke, heart
attack, loss of vision, loss of feeling in your
feet, that kind of thing.
202-002 [\5.7%]: The benefits being it would
help my other conditions I’ve already got
through diabetes, one being the eyesight, the
retinopathy. I know the 5.7 will help me. Not
so much the 7%. Having a low blood glucose
level will definitely be the one I would ask for,
a medication that will do that, if Scenario No.
2 would do that for me.
202-011 [\5.7%]: I just think, well, I think
psychologically it’s going to have an effect
because you know you’re within that range. If
it’s now lower than 5.7, you know you’re going
to be less at risk of heart attacks, strokes, etc. If
it’s higher, your HbA1c is a high level, you
know you’re more pushing toward that risk
category. So I just think it’s, you know, the
higher your HbA1c level is, the more stress and
worry it is going to cause you.
301-004 [\5.7%]: I would be much more – my
stress level would be much higher at 7%. I
would be constantly worried about my blood
sugar. At 7% I’d be thinking about it every
single day, every time I’d look at a needle, it
would be going through my mind. Because
anything above 7% is really bad, so it’s like
I’m on a ledge, you know. If it goes above 7%, I
fall, you understand? To me, 7% is life-

threatening. And I would worry about it, like I
say, every single day.

Participants were also asked which of the two
medication scenarios they preferred. The
majority of participants preferred the\5.7%
scenario (n = 34; 68%), fewer preferred\ 7%
(n = 8; 16%), some could not select a preference
(n = 6; 12%), and two (4%) preferred either
scenario (Fig. 4, top panel). The most common
reasons mentioned by participants preferring
the\5.7% scenario were that they liked that
the HbA1c would be significantly lowered and
back to ‘‘normal’’ levels (n = 18). Many noted
that the weight loss is significant (n = 13) and/
or that the treatment would reduce the risk of
complications and long-term damage (n = 10)
(Fig. 4, bottom panel). Participants who pre-
ferred the\ 7% treatment scenario felt the risk
of side effects in the\5.7% scenario was too
high (n = 7). Several participants also men-
tioned that they did not want to lose too much
weight (n = 4; 8%); two of these participants
had BMIs within the normal range (18–25 kg/
m2), while the other two had BMIs of 27 and 31,
respectively. Among the participants who did
not have a specific preference for either treat-
ment, they felt that 7% would not have an
impact on their life but also felt that 5.7%
involved too much weight loss.

DISCUSSION

As novel therapies are developed with potential
for better outcomes, including the possibility of
achieving near normoglycemia [21], it is
important to understand how people with T2D
view the benefits and risks associated with new
treatment options. The results of the current
study and prior studies suggest that participants
have extremely varied experiences and per-
spectives in terms of their diagnostic and treat-
ment histories and their perceptions of the
impact of T2D on their lives [26–29]. However,
to date, there has been very little research on
the perceptions and expectations of people with
diabetes about their future with the condition.
The aim of the current study was to gather these
perspectives directly from individuals with T2D
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through interviews that focused on how people
with diabetes view their future. It was antici-
pated that this approach might help to high-
light the outcomes and concerns that are most
important to them. These findings may help
identify currently unmet needs of people with
T2D.

Despite the broad range of options, partici-
pants on currently available treatments for T2D
continue to report a high disease burden and
many unmet needs. A recent study suggests that
both emotional burden and regimen-related
distress are very high, particularly among peo-
ple with T2D [30]. In the current study, the
most common challenges and concerns descri-
bed by participants were related to diet, com-
plications, and weight changes or control,
which was expected. However, more than half
of the participants also highlighted psycholog-
ical and emotional issues as a significant chal-
lenge, with this domain ranking second after
complications in terms of what was most
important to them. Consistent with this find-
ing, it has previously been shown that T2D
individuals with higher HbA1c levels have
increased psychological and emotional distress
[31–33]. In addition, prior studies have also
found that individuals with T2D who show
improvements in clinical measures through
diabetes treatment also report improvements in
psychological health [34–36].

A key area of investigation in the current
study was to explore how people with T2D
might perceive achieving near normoglycemia,
understand their perceptions of potential
risk–benefit trade-offs (e.g., HbA1c, weight
changes, side effects), and explore the specific
benefits beyond HbA1c that were anticipated
from the patient perspective. When presented
with two hypothetical treatments, the majority
of participants (about 70%) preferred the
\5.7% HbA1c treatment option over the\ 7%
treatment option. Many of the participants
noted that they would be ‘‘back to normal’’ in
terms of HbA1c, and the weight loss was often
perceived as a significant benefit. Participants
anticipated a reduced risk of complications and
long-term physical damage to their bodies,
which was often associated with expected
decreases in psychological or emotional distress.

Not all participants preferred the treatment that
achieved near normoglycemia. Almost univer-
sally, participants who did not prefer the
\5.7% treatment option cited the risk of side
effects as too high to justify the reduction in
HbA1c. In addition, some participants, half of
whom had BMI within the normal range
(18.5–25 kg/m2), also felt that the weight loss
associated with this treatment option was
excessive (Fig. 4, lower panel). These results
suggest that achieving normoglycemia would
be highly valued by a majority of participants
with T2D, and often preferred, despite a much
larger risk of treatment side effects as compared
with alternative options that offered more
modest reductions in HbA1c. Regardless of the
preferred treatment option, participants most
frequently mentioned that they anticipated
changes to their lives that were positive
including 80% anticipating benefits that were
psychological, emotional, and/or physical. The
anticipated benefits that were described by
participants in the areas of psychological or
emotional functioning suggest that future
studies of treatments with the potential to
achieve near normoglycemia might be best
poised to identify relevant benefits by including
measures that are designed to capture concepts
such as levels of security, worry, depression,
optimism, motivation, confidence, and control.

Limitations

The results of this study should be interpreted
with consideration of the following limitations.
The population recruited for this study was a
convenience sample; participants were recrui-
ted through newspaper and online advertise-
ments, and participants were older. Fewer
participants than planned in the protocol were
interviewed in-person due to COVID-19
restrictions; however, during the analyses no
important differences were noted between
those who completed telephone interviews
versus in-person interviews. All participants in
the study were included based on a self-reported
diagnosis of their T2D. All participants were
deemed sufficiently knowledgeable of T2D
during the interviews to provide confidence in
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this diagnosis; however, no confirmation of
diagnosis from a clinician or medication pre-
scription was required. Lastly, the study design,
which involved interviews to explore the
impact of T2D and potentially relevant out-
comes for new therapies, may have resulted in
some selection bias. It is unknown to what
extent those who volunteered to participate in
the interviews represent the population of T2D
more generally.

CONCLUSIONS

A treatment that achieves near normoglycemia
without increasing the risk of hypoglycemia
would be a paradigm shift for many individuals
with T2D and a highly valued option with
many anticipated benefits. In addition to low-
ered HbA1c values, reductions in psychological
and emotional distress and physical benefits
would be the primary areas in which people
with T2D would expect to experience mean-
ingful improvements. These treatment options
would be welcomed by people with T2D,
though they would be evaluated by individual
patients (and likely their physicians) in light of
the associated risks, including side effects and,
for some, the substantial weight loss.
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