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VERSION 1 - REVIEW 

REVIEWER Dr Jessica Browne 
The Australian Centre for Behavioural Research in Diabetes, Deakin 
University, Australia 

REVIEW RETURNED 26-Oct-2015 

 

GENERAL COMMENTS This paper reports on a process evaluation of the DISC study, 
whereby participants with type 2 diabetes took part in either a social 
network intervention or a standard educational intervention and 
reflected on the experience in subsequent research interviews. Both 
the DISC study generally and this paper specifically address a very 
interesting and important issue: the role of our social networks in 
health behaviour change. The conceptualisation and implementation 
of the study is strong, however the reporting of the results needs to 
be strengthen in order to provide for support for the claims the 
authors are making. For example, a table that outlines the goals of 
the program and the strategies identified in the interviews, and 
compares which of these were mentioned by which participant in 
each intervention group would be very helpful. Then, the process of 
deciding what strategies are more salient in which group becomes 
more transparent. Re-working the presentation of the results section 
around this would strengthen the manuscript and offer more weight 
to the claims being made.  
In addition, at times the results presented don't seem to align with 
the objective being discussed (e.g. buying different grocery items is 
mentioned under Objective 3: Increasing engagement of 
participants' significant others), and at other times the quote doesn't 
seem very relevant to the point being made (e.g. the quote about the 
liquid margarine for frying doesn't adequately support the point being 
made about social influences hindering self-management).  
Also, I'm a little confused by the analysis methods. In the first 
paragraph under Analysis, the authors describe a combined process 
of deductive (used the conceptual framework as a starting point) and 
inductive coding, followed by thematic charting. The second 
paragraph of the Analysis section describes searching for evidence 
of particular processes related to sub-goals of the intervention - 
almost like framework analysis, but the authors do not call it such. 
However, it's not clear from the results section how the approaches 
were amalgamated to lead to the results being presented as they 
are. It seems that the results presented reflect mainly what is 
described in the second paragraph of the Analysis section, as there 
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does not seem to be any mention of key themes, data saturation, etc 
as would normally be expected in a report on qualitative data that 
has been subject to inductive coding. So I am left wondering: where 
and how have the authors presented the results from the deductive 
and inductive coding and thematic charting? Much more clarity is 
needed in reporting the analysis methods and the results.  
Some other points for consideration include:  
- It would be helpful to be provided with a copy of the interview 
schedule / topic guide  
- the authors state that the aim of the process evaluation was to 
determine how the intervention worked, but did not provide any 
quantitative evidence that the intervention DID work. The authors 
note that unexpectedly small sample sizes precluded analysis of 
primary outcomes - these things happen. But given this, it would be 
more appropriate to explore the mechanisms that helped the 
intervention 'work' and the mechanisms that did not 'work' i.e. 
weren't practised, were not effective. Is it possible to explore data 
related to this other end of the spectrum? Perhaps it was not 
collected - it's unclear (another reason it would be helpful for readers 
to be able to read the interview schedule / discussion guide) - but if it 
was, given the absence of effectiveness data, assuming that the 
intervention 'worked' i.e. was successful could be interpreted as a 
bias in conducting your process evaluation. Reframing the research 
questions and aims would go some way to addressing this if you do 
not have data about what didn't work well.  
- The process evaluation participants have a higher income, are 
more highly educated, and have better self-rated diabetes-related 
health compared to the intervention groups. These differences are 
largely glossed over in the paper, but I think they are important to 
acknowledge. How might these differences have biased the process 
evaluation? 

 

REVIEWER Joni Williams 
Medical University of South Carolina; USA 

REVIEW RETURNED 20-Nov-2015 

 

GENERAL COMMENTS Thank you for allowing me to review your manuscript to assess the 
impact of a social network intervention on increasing social support 
and hindering negative influences in diabetes self-management. 
Please see my comments below that may help to strengthen the 
manuscript.  
1. Please define "socially deprived".  
 
2. There might be a more appropriate phrase to use rather than 
"...nagging about..." (in the background section)  
 
3. What is "insufficient social support" vs. "sufficient"? What quantity 
of social support is needed to improve adherence? An explanation 
would be useful to help readers understand what is meant by 
insufficient.  
 
4. How are the authors defining social support for the purposes of 
this manuscript?  
 
5. In all instances, were significant others spouses or partners? 
Could a significant other also be a sibling or close family friend? 
How were the significant others selected? I'm assuming by program 
participants. Any eligibility criteria for them? Do you think the 
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significant others selected by the participants may have influenced 
(i.e., biased) the results? Was there ever more than one significant 
other allowed to participate per participant?  
 
6. For the shared action plans, what this standardized or based on a 
patient-centered care approach?  
 
7. Please define acronyms and abbreviations at first use (i.e., T2DM, 
HbA1c)  
 
8. What recruitment problems were encountered?  
 
9. Was there a specific reason the participants were older than 35?  
 
10. What constitutes a "deprived neighborhood"?  
 
11. I suggest expounding more on "standard diabetes education in 
the Netherlands" to help readers obtain a better understand of 
current care practices.  
 
12. How were the group leaders selected? Who are they? Where did 
they come from (i.e., community or the clinic)? Did they have type 2 
diabetes? What was involved in each of the trainings, particularly 
since there was a large gap in the times needed to train the leaders 
based on the group assignments.  
 
13. What was the rationale for asking the group leaders to select 
participants who represented their groups well instead of randomly 
selecting participants from the groups?  
 
14. During the sessions with the group leaders, how were they able 
to comment on self-management practices of the participants? Were 
they repeating what was stated during the intervention sessions?  
 
15. While I understand the authors used a qualitative approach to 
this study, the results are weak without some type of quantifiable 
data. For example, when phrases such as "some respondents" and 
"most respondents" are used, the results are questionable and 
unreliable. How was any of this self-reported data measured and 
confirmed? For example, how was the statement that "...the 
intervention group appeared to have influenced each other more..." 
confirmed? That is just an observation; not a fact or justifiable 
evidence. Statements like this are made throughout the entire 
discussion making the results difficult to accept.  
 
16. For those who continued the exchange after the intervention, 
what were their characteristics? Similar? Completely opposite?  
 
17. For the statements indicating contact between the participants 
after the intervention ended, how was this collected? Was there 
some type of follow-up that assessed, measured, and confirmed this 
data? How often did they meet? Did the number of times influence 
their perceptions of emotional support?  
 
18. Again, how often is "most often"? What does it mean that "...the 
intervention group seemed better able..."  
 
19. Some of the anecdotes from the participants reported as 
supporting evidence are not correlated with the information in the 
preceding paragraphs.  

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-010254 on 13 A

pril 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/


 
20. There are a few grammatical errors in the first paragraph of the 
Results section and within the Discussion section.  
 
21. While very interesting, I disagree with the authors that this study 
provides an "in-depth understanding of the intervention strategies 
underlying the effects of a group-based intervention."  
 
22. References are needed to support statements made that this 
work is confirmed by other studies.  
 
23. In my opinion, the tables should be swapped. I think it's 
important to know the study population prior to explaining the 
intervention components.  
 
24. In the tables, again statements such as "periodic meetings" 
should be quantified.  
 
25. Numbers should be included at each stage explaining the flow of 
the DISC study in Figure 1. For example, how many GP's were 
recruited? How many patients with diabetes were allocated?  
 
26. Figure 1, include AMC along with the other acronyms in the 
Figure caption  
 
27. Thank you for including the DISC Study article for better 
understanding. 

 

VERSION 1 – AUTHOR RESPONSE 

Comments reviewer 1  

1. The conceptualisation and implementation of the study is strong, however the reporting of the 

results needs to be strengthen in order to provide for support for the claims the authors are making. 

For example, a table that outlines the goals of the program and the strategies identified in the 

interviews, and compares which of these were mentioned by which participant in each intervention 

group would be very helpful. Then, the process of deciding what strategies are more salient in which 

group becomes more transparent. Re-working the presentation of the results section around this 

would strengthen the manuscript and offer more weight to the claims being made.  

 

Thank you for these suggestions. We have now added a table that describes the changes in social 

support and social influences reported by the respondents in the intervention and control group (table 

3). We also added a table with the goals of the intervention and the intervention strategies that were 

reported as successful by the respondents and the groups these respondents belong to (table 4).  

 

2. In addition, at times the results presented don't seem to align with the objective being discussed 

(e.g. buying different grocery items is mentioned under Objective 3: Increasing engagement of 

participants' significant others), and at other times the quote doesn't seem very relevant to the point 

being made (e.g. the quote about the liquid margarine for frying doesn't adequately support the point 

being made about social influences hindering self-management).  

 

With the term engagement we meant engaging in self-management behaviours by relatives and 

friends, including support for these behaviours by relatives. We understand that this might not have 

been clear. Therefore we changed the wording of objective 1 into ‘Extending participants’ diabetes-

related social networks, facilitating the exchange of social support and positive social influences with 

group members’ and objective 3 to ‘Increasing the engagement and support of the participants’ 
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significant others in self-management’.  

 

3. Also, I'm a little confused by the analysis methods. In the first paragraph under Analysis, the 

authors describe a combined process of deductive (used the conceptual framework as a starting 

point) and inductive coding, followed by thematic charting. The second paragraph of the Analysis 

section describes searching for evidence of particular processes related to sub-goals of the 

intervention - almost like framework analysis, but the authors do not call it such. However, it's not 

clear from the results section how the approaches were amalgamated to lead to the results being 

presented as they are. It seems that the results presented reflect mainly what is described in the 

second paragraph of the Analysis section, as there does not seem to be any mention of key themes, 

data saturation, etc as would normally be expected in a report on qualitative data that has been 

subject to inductive coding. So I am left wondering: where and how have the authors presented the 

results from the deductive and inductive coding and thematic charting? Much more clarity is needed in 

reporting the analysis methods and the results.  

 

Thank you for these suggestions. In the first paragraph we aimed to describe that though we analyzed 

according to a framework based on the theoretical assumptions of the intervention, we left room to 

include other relevant themes we identified in the data. We agree that describing this as inductive 

coding is confusing which is why we left this out of the description of the analyses section.  

 

4. It would be helpful to be provided with a copy of the interview schedule / topic guide  

 

Thank you for these suggestions. We added both topiclists in addendum 1 and 2  

 

5. the authors state that the aim of the process evaluation was to determine how the intervention 

worked, but did not provide any quantitative evidence that the intervention DID work. The authors 

note that unexpectedly small sample sizes precluded analysis of primary outcomes - these things 

happen. But given this, it would be more appropriate to explore the mechanisms that helped the 

intervention 'work' and the mechanisms that did not 'work' i.e. weren't practised, were not effective. Is 

it possible to explore data related to this other end of the spectrum? Perhaps it was not collected - it's 

unclear (another reason it would be helpful for readers to be able to read the interview schedule / 

discussion guide) - but if it was, given the absence of effectiveness data, assuming that the 

intervention 'worked' i.e. was successful could be interpreted as a bias in conducting your process 

evaluation. Reframing the research questions and aims would go some way to addressing this if you 

do not have data about what didn't work well.  

 

Thank you for these suggestions. Knowing what did not work would be very interesting indeed. 

Unfortunately we do not have such information, because we did not ask this during the interviews. We 

now describe this possible bias in the discussion section under the heading of limitations.  

 

6. The process evaluation participants have a higher income, are more highly educated, and have 

better self-rated diabetes-related health compared to the intervention groups. These differences are 

largely glossed over in the paper, but I think they are important to acknowledge. How might these 

differences have biased the process evaluation?  

 

The respondents of the qualitative study do indeed differ in educational level, diabetes related health 

and income. However, these differences are small and the respondents of the qualitative study still 

belong to socioeconomically deprived populations despite these differences. We have no reason to 

assume that the intervention strategies might have worked better among this population than among 

the entire study population, thus biasing the results of this study. It is however possible that the group 

included in the qualitative study is better able to describe and reflect on these strategies than the 

other respondents would have. We see this as an advantage, as the aim was to learn as to what 
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elements were effective.  

 

Comments reviewer 2  

 

1. Please define "socially deprived".  

 

The term socially deprived might not be appropriate to describe our target population. We changed it 

to socioeconomically deprived and we defined the meaning of this term in the methods.  

 

2. There might be a more appropriate phrase to use rather than "...nagging about..." (in the 

background section)  

 

Thank you for this suggestion. We changed this term to ‘interfering with’ .  

 

3. What is "insufficient social support" vs. "sufficient"? What quantity of social support is needed to 

improve adherence? An explanation would be useful to help readers understand what is meant by 

insufficient.  

 

Because of the different types of social support (disease specific, perceived support, received 

support, support resources) and their impact on diabetes self-management it is, to our knowledge, not 

possible to determine which quantity of social support is needed to improve adherence. We 

understand that using the term insufficient raises questions we can’t answer in this article. We 

therefore changed this sentence into: socioeconomically deprived patients seem to have less access 

to supportive social networks, to generally have fewer sources of social support in their social 

environments and to receive less social support, which is needed for adherence.  

 

4. How are the authors defining social support for the purposes of this manuscript?  

 

Thank you for this suggestion. We included a definition of social support in the background of this 

paper.  

 

5. In all instances, were significant others spouses or partners? Could a significant other also be a 

sibling or close family friend? How were the significant others selected? I'm assuming by program 

participants. Any eligibility criteria for them? Do you think the significant others selected by the 

participants may have influenced (i.e., biased) the results? Was there ever more than one significant 

other allowed to participate per participant?  

 

We added more information on the recruitment and eligibility criteria for significant others on page 8. 

In the results section we describe who the significant others of our respondents in the qualitative 

analyses are.  

 

6. For the shared action plans, what this standardized or based on a patient-centered care approach?  

 

The action plans were based on patient centered care approach. They were structured according to 

six topics: 1) which goal are you (patient and his/her significant other) going to work on? 2) What 

hinders achieving this goal? 3) What facilitates achieving this goal? 4) What are you (patient) going to 

do to achieve this goal? 5) What is your significant other going to do to achieve this goal? and 6) 

What appointments about achieving this goal are you going to make? We elaborated on this in table 

2.  

 

7. Please define acronyms and abbreviations at first use (i.e., T2DM, HbA1c)  
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Thank you for these suggestions. We now define these acronyms and abbreviations.  

 

8. What recruitment problems were encountered?  

 

We now explain the recruitment problems at page 7.  

 

9. Was there a specific reason the participants were older than 35?  

 

The type 2 diabetes prevalence is low among people younger than 35 years. However, we did not 

want to expand our inclusion criteria to an older age, because in some ethnic minority populations 

diabetes also prevails in lower age groups.  

 

10. What constitutes a "deprived neighborhood"?  

 

We now define socioeconomically deprived neighbourhoods on page 8.  

 

11. I suggest expounding more on "standard diabetes education in the Netherlands" to help readers 

obtain a better understand of current care practices.  

 

We now describe standard diabetes education on page 9.  

 

12. How were the group leaders selected? Who are they? Where did they come from (i.e., community 

or the clinic)? Did they have type 2 diabetes? What was involved in each of the trainings, particularly 

since there was a large gap in the times needed to train the leaders based on the group assignments.  

 

We further explained this on page 9.  

 

13. What was the rationale for asking the group leaders to select participants who represented their 

groups well instead of randomly selecting participants from the groups?  

 

Because this is a hard to reach study population, the group leaders were asked to select and invite 

the respondents. We asked them to invite two participants that had been attending the intervention 

regularly and who had significant others that also participated in the intervention. We now included 

this description in the main document.  

 

14. During the sessions with the group leaders, how were they able to comment on self-management 

practices of the participants? Were they repeating what was stated during the intervention sessions?  

 

During the interviews, the group leaders told what they heard from and saw among their participants, 

see also the included topic lists.  

 

15. While I understand the authors used a qualitative approach to this study, the results are weak 

without some type of quantifiable data. For example, when phrases such as "some respondents" and 

"most respondents" are used, the results are questionable and unreliable. How was any of this self-

reported data measured and confirmed? For example, how was the statement that "...the intervention 

group appeared to have influenced each other more..." confirmed? That is just an observation; not a 

fact or justifiable evidence. Statements like this are made throughout the entire discussion making the 

results difficult to accept.  

 

Thank you for these suggestions. We included two tables (3 and 4) which describe the changes in 

social support and social influences and how many respondents reported these changes. We 

described the results according to these tables.  
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16. For those who continued the exchange after the intervention, what were their characteristics? 

Similar? Completely opposite?  

 

Table 3 describes these results as well. We also added the groups the participants belong to in this 

table. We found no major differences between participants who reported and who did not report 

exchanges after the intervention.  

 

17. For the statements indicating contact between the participants after the intervention ended, how 

was this collected? Was there some type of follow-up that assessed, measured, and confirmed this 

data? How often did they meet? Did the number of times influence their perceptions of emotional 

support?  

 

The information was collected by asking the participants if they had seen fellow participants since the 

end of the intervention or were planning to see fellow participants in the future. We did not conduct a 

follow up to see if these contacts still exist. In the discussion we state that determining long term 

effects is impossible with this study. We also included the topic list which further clarifies what was 

precisely asked of respondents.  

 

18. Again, how often is "most often"? What does it mean that "...the intervention group seemed better 

able..."  

 

See remark 15  

 

19. Some of the anecdotes from the participants reported as supporting evidence are not correlated 

with the information in the preceding paragraphs.  

 

We made some changes in the text (put it in another place) to make the citations match the 

information they are supposed to support . We also replaced and added some of the citations with 

citations that seemed more appropriate.  

 

20. There are a few grammatical errors in the first paragraph of the Results section and within the 

Discussion section.  

 

We removed these errors from the main document.  

 

21. While very interesting, I disagree with the authors that this study provides an "in-depth 

understanding of the intervention strategies underlying the effects of a group-based intervention."  

 

Thank you for your suggestion, we changed in depth understanding to exploration.  

 

22. References are needed to support statements made that this work is confirmed by other studies.  

 

Thank you for this suggestion. We did not include these references at the end of our discussion 

because, to our knowledge, there there are no studies that discuss the best ways to involve relatives 

of patients in socioeconomically deprived neighbourhoods in these behaviours. We now describe this 

more clearly in the discussion.  

 

23. In my opinion, the tables should be swapped. I think it's important to know the study population 

prior to explaining the intervention components.  

 

Thank you for this suggestion, we swapped the tables.  
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24. In the tables, again statements such as "periodic meetings" should be quantified.  

 

We added these numbers to the tables  

 

25. Numbers should be included at each stage explaining the flow of the DISC study in Figure 1. For 

example, how many GP's were recruited? How many patients with diabetes were allocated?  

 

Thank you for your suggestion. We added the numbers to the flowchart.  

 

26. Figure 1, include AMC along with the other acronyms in the Figure caption  

 

We included AMC with the other acronyms in the Figure caption 

 

VERSION 2 – REVIEW 

REVIEWER Dr Jessica Browne 
The Australian Centre for Behavioural Research in Diabetes, Deakin 
University 

REVIEW RETURNED 11-Jan-2016 

 

GENERAL COMMENTS The authors have addressed most of my comments adequately.  
 
However, I still have concerns about the exploration of mechanisms 
that either helped the intervention to work, and things that may have 
hindered the impact of the intervention. At my last review, I wrote the 
following:  
 
"The authors state that the aim of the process evaluation was to 
determine how the intervention worked, but did not provide any 
quantitative evidence that the intervention DID work. The authors 
note that unexpectedly small sample sizes precluded analysis of 
primary outcomes - these things happen. But given this, it would be 
more appropriate to explore the mechanisms that helped the 
intervention 'work' and the mechanisms that did not 'work' i.e. 
weren't practised, were not effective. Is it possible to explore data 
related to this other end of the spectrum? Perhaps it was not 
collected - it's unclear (another reason it would be helpful for readers 
to be able to read the interview schedule / discussion guide) - but if it 
was, given the absence of effectiveness data, assuming that the 
intervention 'worked' i.e. was successful could be interpreted as a 
bias in conducting your process evaluation. Reframing the research 
questions and aims would go some way to addressing this if you do 
not have data about what didn't work well."  
 
The authors responded as follows:  
 
"Thank you for these suggestions. Knowing what did not work would 
be very interesting indeed. Unfortunately we do not have such 
information, because we did not ask this during the interviews. We 
now describe this possible bias in the discussion section under the 
heading of limitations."  
 
However, from reading the topic guides for the interviews, I find it 
hard to believe that there is no data about the downsides / barriers 
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to intervention effectiveness. The topic guides seem to explicitly 
cover this e.g. questions like "what did you like least?" in the 
participant topic guide, and questions about adequacy of resources 
in the group leader guide. I still believe this paper would benefit from 
an explicit exploration of the intervention weaknesses. First, this will 
improve knowledge dissemination and translation for other 
researchers. Knowing the pitfalls of this intervention will help other 
researchers avoid them. Second, as I raised last time, it will avoid 
the perception that the authors have assumed the intervention is 
successful. If the editor does not perceive this to be of major 
concern and the authors are insistent on not adding this aspect of 
the data analysis and discussion to this paper, then as a concession 
I suggest the authors flesh out the discussion of this issue as a study 
limitation further. The mention of this issue in the Discussion section 
at the moment is fairly nominal.  
 
In addition, I made the following comment in my first review:  
 
"The process evaluation participants have a higher income, are 
more highly educated, and have better self-rated diabetes-related 
health compared to the intervention groups. These differences are 
largely glossed over in the paper, but I think they are important to 
acknowledge. How might these differences have biased the process 
evaluation?"  
 
The authors responded as follows:  
 
"The respondents of the qualitative study do indeed differ in 
educational level, diabetes related health and income. However, 
these differences are small and the respondents of the qualitative 
study still belong to socioeconomically deprived populations despite 
these differences. We have no reason to assume that the 
intervention strategies might have worked better among this 
population than among the entire study population, thus biasing the 
results of this study. It is however possible that the group included in 
the qualitative study is better able to describe and reflect on these 
strategies than the other respondents would have. We see this as an 
advantage, as the aim was to learn as to what elements were 
effective."  
 
However they didn't address these issues in their manuscript 
revisions at all. I think it is worth acknowledging in the study 
limitations that the sub-sample does differ to the broader group, in 
the sense that they are relatively less disadvantaged, and therefore 
may have been more (or even less) likely to benefit from the 
intervention. The authors give a reasonable discussion of why it 
could actually be an advantage to have a more educated, articulate 
group, but again this should be added to the discussion to balance 
out the mention of the limitation. 

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer’s comments:  

However, I still have concerns about the exploration of mechanisms that either helped the intervention 

to work, and things that may have hindered the impact of the intervention. At my last review, I wrote 

the following:  

 

"The authors state that the aim of the process evaluation was to determine how the intervention 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-010254 on 13 A

pril 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/


worked, but did not provide any quantitative evidence that the intervention DID work. The authors 

note that unexpectedly small sample sizes precluded analysis of primary outcomes - these things 

happen. But given this, it would be more appropriate to explore the mechanisms that helped the 

intervention 'work' and the mechanisms that did not 'work' i.e. weren't practised, were not effective. Is 

it possible to explore data related to this other end of the spectrum? Perhaps it was not collected - it's 

unclear (another reason it would be helpful for readers to be able to read the interview schedule / 

discussion guide) - but if it was, given the absence of effectiveness data, assuming that the 

intervention 'worked' i.e. was successful could be interpreted as a bias in conducting your process 

evaluation. Reframing the research questions and aims would go some way to addressing this if you 

do not have data about what didn't work well."  

 

The authors responded as follows:  

 

"Thank you for these suggestions. Knowing what did not work would be very interesting indeed. 

Unfortunately we do not have such information, because we did not ask this during the interviews. We 

now describe this possible bias in the discussion section under the heading of limitations."  

 

However, from reading the topic guides for the interviews, I find it hard to believe that there is no data 

about the downsides / barriers to intervention effectiveness. The topic guides seem to explicitly cover 

this e.g. questions like "what did you like least?" in the participant topic guide, and questions about 

adequacy of resources in the group leader guide. I still believe this paper would benefit from an 

explicit exploration of the intervention weaknesses. First, this will improve knowledge dissemination 

and translation for other researchers. Knowing the pitfalls of this intervention will help other 

researchers avoid them. Second, as I raised last time, it will avoid the perception that the authors 

have assumed the intervention is successful. If the editor does not perceive this to be of major 

concern and the authors are insistent on not adding this aspect of the data analysis and discussion to 

this paper, then as a concession I suggest the authors flesh out the discussion of this issue as a study 

limitation further. The mention of this issue in the Discussion section at the moment is fairly nominal.  

 

Authors’ response:  

 

Thank you for these suggestions. We understand your point and agree that it is important to also 

study intervention strategies that hindered the effectiveness of the intervention. The topic list included 

in this article is the topic list we used for the entire qualitative study, not this sub study only.  

 

The participants could explain what they changed in their behaviors, what changed in the support for 

their diabetes, the kind of social contacts and interactions they had/ still have with group members 

and the ways they deal with social influences since the intervention. But, they found it challenging to 

link these changes to the intervention (naming specific strategies). They found it very difficult to link 

determinants that did not change to the intervention.  

 

Although they were able to mention practical aspects of the intervention that did not work (such as 

that they did not identify with the multi-cultural character of an educational video), they did not identify 

intervention strategies that did not lead to a change in determinants. This is likely to be caused by the 

abstract nature of this type of questions.  

 

We agree that studying intervention strategies that did not contribute to changes in social support for 

and social influences on self-management through other qualitative research methods as well might 

have strengthened this study. We now address this issue in more detail in the discussion section.  

 

Reviewer's comment:  
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In addition, I made the following comment in my first review:  

 

"The process evaluation participants have a higher income, are more highly educated, and have 

better self-rated diabetes-related health compared to the intervention groups. These differences are 

largely glossed over in the paper, but I think they are important to acknowledge. How might these 

differences have biased the process evaluation?"  

 

The authors responded as follows:  

 

"The respondents of the qualitative study do indeed differ in educational level, diabetes related health 

and income. However, these differences are small and the respondents of the qualitative study still 

belong to socioeconomically deprived populations despite these differences. We have no reason to 

assume that the intervention strategies might have worked better among this population than among 

the entire study population, thus biasing the results of this study. It is however possible that the group 

included in the qualitative study is better able to describe and reflect on these strategies than the 

other respondents would have. We see this as an advantage, as the aim was to learn as to what 

elements were effective."  

 

However they didn't address these issues in their manuscript revisions at all. I think it is worth 

acknowledging in the study limitations that the sub-sample does differ to the broader group, in the 

sense that they are relatively less disadvantaged, and therefore may have been more (or even less) 

likely to benefit from the intervention. The authors give a reasonable discussion of why it could 

actually be an advantage to have a more educated, articulate group, but again this should be added 

to the discussion to balance out the mention of the limitation.  

 

Authors’ response:  

 

Thank you for these suggestions. We now name the differences at the beginning of the results section 

and discuss these in the strengths and limitations section of the discussion. 
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