
Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalInformation?journalCode=zgha20

Global Health Action

ISSN: (Print) (Online) Journal homepage: www.tandfonline.com/journals/zgha20

Contextual awareness, response and evaluation
(CARE) of diabetes in poor urban communities in
Ghana: the CARE diabetes project qualitative study
protocol

Leonard Baatiema, Daniel Llywelyn Strachan, Lydia Osetohamhen
Okoibhole, Irene Akwo Kretchy, Mawuli Kushitor, Raphael Baffour Awuah,
Olutobi Adekunle Sanuade, Ernestina Korleki Danyki, Samuel Amon, Kafui
Adjaye-Gbewonyo, Haim Yacobi, Megan Vaughan, Ann Blandford, Publa
Antwi, Hannah Maria Jennings, Daniel Kojo Arhinful, Ama de-Graft Aikins,
Edward Fottrell & the CARE Diabetes Team

To cite this article: Leonard Baatiema, Daniel Llywelyn Strachan, Lydia Osetohamhen
Okoibhole, Irene Akwo Kretchy, Mawuli Kushitor, Raphael Baffour Awuah, Olutobi Adekunle
Sanuade, Ernestina Korleki Danyki, Samuel Amon, Kafui Adjaye-Gbewonyo, Haim Yacobi,
Megan Vaughan, Ann Blandford, Publa Antwi, Hannah Maria Jennings, Daniel Kojo Arhinful,
Ama de-Graft Aikins, Edward Fottrell & the CARE Diabetes Team (2024) Contextual awareness,
response and evaluation (CARE) of diabetes in poor urban communities in Ghana: the
CARE diabetes project qualitative study protocol, Global Health Action, 17:1, 2364498, DOI:
10.1080/16549716.2024.2364498

To link to this article:  https://doi.org/10.1080/16549716.2024.2364498

© 2024 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group.

Published online: 16 Jul 2024.

Submit your article to this journal Article views: 168

View related articles View Crossmark data

https://www.tandfonline.com/action/journalInformation?journalCode=zgha20
https://www.tandfonline.com/journals/zgha20?src=pdf
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/16549716.2024.2364498
https://doi.org/10.1080/16549716.2024.2364498
https://www.tandfonline.com/action/authorSubmission?journalCode=zgha20&show=instructions&src=pdf
https://www.tandfonline.com/action/authorSubmission?journalCode=zgha20&show=instructions&src=pdf
https://www.tandfonline.com/doi/mlt/10.1080/16549716.2024.2364498?src=pdf
https://www.tandfonline.com/doi/mlt/10.1080/16549716.2024.2364498?src=pdf
http://crossmark.crossref.org/dialog/?doi=10.1080/16549716.2024.2364498&domain=pdf&date_stamp=16 Jul 2024
http://crossmark.crossref.org/dialog/?doi=10.1080/16549716.2024.2364498&domain=pdf&date_stamp=16 Jul 2024


STUDY DESIGN ARTICLE

Contextual awareness, response and evaluation (CARE) of diabetes in poor 
urban communities in Ghana: the CARE diabetes project qualitative study 
protocol
Leonard Baatiemaa,b, Daniel Llywelyn Strachanc, Lydia Osetohamhen Okoibholed, Irene Akwo Kretchye, 
Mawuli Kushitorf, Raphael Baffour Awuahg,h, Olutobi Adekunle Sanuadei, Ernestina Korleki Danykij, 
Samuel Amona, Kafui Adjaye-Gbewonyok, Haim Yacobil, Megan Vaughanm, Ann Blandfordn, Publa Antwio, 
Hannah Maria Jenningso,p, Daniel Kojo Arhinfulq, Ama de-Graft Aikinsm, Edward Fottrell d 

and the CARE Diabetes Team#

aDepartment of Health Policy, Planning and Management, School of Public Health, University of Ghana, Legon, Ghana; bCentre for 
Tropical Medicine and Global Health Research, Nuffield Department of Medicine, University of Oxford, Oxford, UK; cThe Nossal Institute 
for Global Health, University of Melbourne, Melbourne, Australia; dInstitute for Global Health, University College London, London, UK; 
eDepartment of Pharmacy Practice and Clinical Pharmacy, School of Pharmacy, University of Ghana, Legon, Ghana; fDepartment of 
Health Policy Planning and Management, School of Public Health, University of Health and Allied Sciences, Ho, Ghana; gRegional 
Institute for Population Studies, University of Ghana, Legon, Ghana; hVital Strategies, New York, USA; iDepartment of Population Health 
Sciences, Division of Health System Innovation and Research, Spencer Fox Eccles School of Medicine at the University of Utah, Salt Lake 
City, UT, USA; jCenter for Social Policy Studies, University of Ghana, Legon, Ghana; kInstitute for Lifecourse Development, University of 
Greenwich, London, UK; lBartlett Development Planning Unit, University College London, London, UK; mInstitute of Advanced Studies, 
University College London, London, UK; nDepartment of Computer Science, University College London, London, UK; oDepartment of 
Health Sciences, University of York, York, UK; pHull York Medical School, Heslington, UK; qDepartment of Epidemiology, Noguchi 
Memorial Institute for Medical Research, University of Ghana, Legon, Ghana

ABSTRACT
Diabetes remains a major, global clinical and public health threat with consistent rises in prevalence 
around the world over the past four decades. Two-thirds of the projected increases in global 
diabetes prevalence to 2045 are expected to come from low- and middle-income countries, 
including those in sub-Saharan Africa. Ghana is typical of this trend. However, there are gaps in 
evidence regarding the appropriate development of interventions and well-targeted policies for 
diabetes prevention and treatment that pay due attention to relevant local conditions and 
influences. Due consideration to community perspectives of environmental influences on the 
causes of diabetes, access to appropriate health services and care seeking for diabetes prevention 
and management is warranted, especially in urban settings. The ‘Contextual Awareness, Response 
and Evaluation (CARE): Diabetes in Ghana’ project is a mixed methods study in Ga Mashie, Accra. An 
epidemiological survey is described elsewhere. Six qualitative studies utilising a range of meth
odologies are proposed in this protocol to generate a contextual understanding of type 2 diabetes 
mellitus in an urban poor population. They focus on community, care provider, and policy 
stakeholder perspectives with a focus on food markets and environmental influences, the demand 
and supply of health services, and the history of the Ga Mashie community and its inhabitants. The 
results will be shared with the community in Ga Mashie and with health policy stakeholders in 
Ghana and other settings where the findings may be usefully transferable for the development of 
community-based interventions for diabetes prevention and control.

PAPER CONTEXT
● Main findings: Diabetes is a major, global health threat with rises in incidence projected in 

low- and middle-income countries, including Ghana, yet evidence gaps remain related to 
the development of contextually appropriate interventions and policies for diabetes pre
vention and treatment.

● Added knowledge: Sitting within a larger, mixed methods study entitled ‘Contextual 
Awareness, Response and Evaluation (CARE): Diabetes in Ghana’, this study design paper intro
duces six complementary qualitative studies designed to address this gap in Ga Mashie, Accra.

● Global health impact for policy and action: Robust methods to describe diabetes 
burdens and dissemination of evidence are crucial for health policy and impact.
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Background

Diabetes remains one of the major, global clinical and 
public health threats with consistent rises in preva
lence around the world over the past four decades [1]. 
In 2017, approximately 451 million adults were living 
with diabetes worldwide with this figure projected to 
rise to 693 million by 2045 unless concerted preven
tion efforts and policy relevant measures are taken 
[2]. There are three main types of diabetes (type 1 
diabetes mellitus, type 2 diabetes mellitus (T2D), and 
gestational diabetes mellitus); T2D accounts for over 
90% of all people with diabetes globally [3]. Living 
with diabetes increases the risk of mortality by 2–3 
times including from other non-communicable dis
eases (NCDs), particularly cancer, cardiovascular dis
eases, and chronic kidney diseases [4]. It can also lead 
to catastrophic financial burdens for individuals, 
communities, and health systems [5]. The 
International Diabetes Federation in 2015 estimated 
that most countries allocate 5–20% of their overall 
healthcare expenditure to diabetes with global annual 
expenditure estimated at $673 billion rising to 
approximately $802 billion by 2040 [6]. Such a level 
of investment can threaten health system robustness, 
functionality, and resilience, especially in resource- 
poor settings [7–9].

Two-thirds of the projected increases in global 
diabetes prevalence to 2045 are projected to come 
from low- and middle-income countries, including 
those in sub-Saharan Africa (SSA) [10,11]. In 
Ghana, diabetes prevalence is estimated among adults 
to be at similar levels to other SSA countries though 
these same estimates suggest the figure would be far 
higher if accounting for those living without 
a diagnosis [10,11]. Increases in diabetes prevalence 
have been attributed to a range of factors such as 
economic growth, globalisation, rural to urban 
migration, socio-demographic and economic changes 
as well as the impact of these factors on traditional 
diets and behaviours and the risks associated with 
rising obesity [10–18]. Compounding the negative 
impact of rising diabetes prevalence is uneven access 
to high-quality care and low levels of awareness of 
diabetes and its associated risk factors in the 
Ghanaian population [11,19–21].

Previous studies have explored the contextual fac
tors associated with the provision of NCD care in 
Ghana [11,20,22–24]. However, there remains 
a paucity of evidence to support the development of 
interventions and well-targeted policies for diabetes 
prevention and treatment that pay due attention to 
relevant local conditions and influences [24]. For 
instance, gaps in evidence remain regarding commu
nity understandings of health and disease, including 
demand for and provision of diabetes-related services 

both within and outside the formal health sector; the 
built environment and how it impacts living condi
tions and health-related decision-making; market 
forces; socio-demographic factors; religious and eth
nic identities, the use of data and potential roles for 
digital technologies for both individual (self-)man
agement and care provision; gender norms and the 
policy environment; and how all have evolved over 
time [9,24]. Addressing these gaps is required to 
implement the best policy and practices for the pre
vention and management of diabetes advocated by 
the WHO [25–28]. Indeed, a focus on the context of 
implementation has been stressed by several recent 
implementation science focused papers in sub- 
Saharan Africa [29–31].

The ‘Contextual Awareness, Response and 
Evaluation (CARE): Diabetes in Ghana’ project is 
a mixed methods study in Ga Mashie, Accra, that 
uses epidemiological methods alongside qualitative 
approaches to generate a contextual understanding 
of T2D in an urban poor population. The CARE 
project builds on the earlier work on T2D in Accra, 
Ghana, by the Regional Institute for Population 
Studies (RIPS) Urban Health and Poverty Project 
[11,24,32,33]. The protocol of the quantitative com
ponent, based on a survey, has been described else
where [34]. In this paper, the CARE qualitative 
protocol is described which heeds calls in the litera
ture, notably by the Global Alliance for Chronic 
Diseases, for adequate contextualisation of NCD 
scale-up research and the drawing together of 
a multi-disciplinary team to do so [35].

The CARE project aim and qualitative 
objectives

The CARE project aims to generate data to under
stand the burden, stakeholder narratives, socioecolo
gical drivers, consequences, and responses to T2D in 
Ga Mashie and identify opportunities for commu
nity-based interventions for diabetes prevention and 
control. The current paper describes the methods for 
the qualitative component of the CARE diabetes pro
ject. The aim of the qualitative studies is to under
stand the context of the research to better interpret 
the quantitative findings. The areas of context we 
focus on are the policies and historical, environmen
tal, and healthcare delivery factors that mediate T2D 
risk and the social norms and experiences that med
iate T2D risk prevention, control and care-seeking 
opportunities and behaviours in the Ga Mashie area 
of Accra. These define the primary objectives of the 
CARE diabetes qualitative studies.

Six qualitative studies are planned to complement 
the quantitative component of the study that will 
explore the burden of diabetes and its links to socio- 
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economic variables (Figure 1). The content focus, 
specific objectives and data collection methods for 
the six qualitative studies are presented in Table 1. 
The starting point of the qualitative exploration is 
inductive and exploratory through seeking perspec
tives of community members and care providers and 
their choices and opportunities, as well as under
standing the policy setting related to diabetes, the 
local history and the influence of the physical envir
onment (both natural and built).

Methods and analysis

Study setting

The setting for the study is the Ga Mashie area of 
Accra, comprised of James Town and Ussher Town. 

The communities of James Town and Ussher Town 
are characterised by high population density with 
a population of around 120,000, low socio-economic 
status and a built-up environment with poor sanitary 
conditions and older housing structures. In these 
communities, monthly household income is low, fall
ing in the lowest of four income classes in urban 
Accra in a 2010 assessment, and approximately three- 
quarters of the population have attained education up 
to Junior High School [32,37]. James Town and 
Ussher Town are largely indigenous communities 
inhabited mainly by the Ga-Dangme ethnic group 
with fishing and petty trading constituting the main 
economic activities [33].

Contributing to the planning for this protocol and 
prior to the commencement of data collection, 
a community-level event was held in Ga Mashie to 
inform the community, engage with relevant stake
holders such as healthcare workers and the Ga 
Mashie Development Agency (GAMADA) and 
ensure community approval of the research. 
A project inception meeting was hosted at Noguchi 
Memorial Institute for Medical Research at the 
University of Ghana in Accra to explain the aims 
and approach of the project to NCD stakeholders 
prior to data collection.

Data collection

A concurrent multi-method, qualitative study design 
will be employed to meet the study objectives. As 
outlined in Table 1, data will be gathered from 
selected individuals and groups within and linked to 
the community. Data gathering will include focus 
group discussions (FGDs), in-depth interviews 
(IDIs), and key informant interviews (KIIs), all 
based on topic guides tailored to the themes, and 
other more specialised methods as described below. 

Evidence-based 
opportunities for 

community-
based T2D 

interventions

Community

Healthcare

Policy

Historical

Environmental

Foods

Figure 1. An overview of the CARE diabetes qualitative sub- 
studies.

Table 1. Content focus, specific objectives, and data collection methods for the six qualitative studies.
Study Content focus Objective Method

1 Community members To understand social norms, knowledge, experiences and attitudes regarding 
risks, prevention, control and care-seeking for T2D, including current 
accessibility and perceptions of quality of services (formal and informal and use 
of technology).

Focus group discussions (FGDs)

2 Care providers To understand T2D care provision and performance priorities (prevention and 
treatment) including perceived barriers and facilitators of effectiveness and the 
perceived role of digital and community-based intervention strategies.

In-depth interviews (IDIs) and 
FGDs

3 Industry, policy, and 
governance

To understand the policy landscape (policy responses) relating to NCD risk and 
T2D prevention and treatment through exploration of the implementation of 
the policies in relation to the WHO Best Buys.[36]

Document review and key 
informant interviews (KIIs)

4 Historical To describe local histories of the community, history of health interventions, 
perceptions on changes in food systems and dietary patterns and practices and 
how socio-economic activities and political organisation shape the prevention 
and management of diabetes and health and illness over time in the 
community.

Document review (archival 
search), FGDs and IDIs

5 Environmental To describe and understand the physical attributes of the environment as well as 
how people make sense and understand how their environment impacts their 
lifestyle choices.

Cognitive community 
mapping, spatial mapping 
and FGDs

6 Healthy and unhealthy 
food and food choices

To understand the community’s perception of healthy and unhealthy food and 
the contextual determinants of daily food/meal choices from those living in Ga 
Mashie.

Photovoice, FGDs
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FGDs and interviews will be conducted by fieldwor
kers recruited and trained by the project team. They 
will be conducted in English or Ga as appropriate. 
Interviews are expected to take between 45 and 75  
minutes and FGDs 60 and 90 minutes. Prior to all 
data collections, participant information sheets will 
be shared with participants which outline the purpose 
and approach of the study, the nature of participation 
and how data will be collected, stored, analysed, and 
reported as well as contact the details of the 
researchers.

Study 1: Community members
The topic guide will cover themes of perception of 
diabetes causes and their impact and complications, 
living with diabetes in the community, management 
of diabetes in the community (focusing on available 
services, access to them, and perceptions of quality), 
and most trusted sources of information (e.g. health
care professionals, family, friends, online). Other 
themes are local challenges and enablers of effective, 
appropriate and valued diabetes care and manage
ment (e.g. rising prices), approaches to the monitor
ing and management of one’s own health (including 
the use of digital tools), enablers and constrainers of 
participation in community activities with a view to 
gauging acceptability and feasibility of a community 
participatory intervention for diabetes prevention and 
management, and gendered differences in experience 
drawing in a similar study conducted in 
Bangladesh [38].

Participants and recruitment. Discrete groups of 
women and men living with diabetes will be targeted 
for recruitment as FGD participants. In addition, 
non-diabetic younger women, older women and 
younger men, and older men will be recruited. 
Participants will be adults 18 years and above, both 
men and women, healthy or diagnosed with T2D. 
Age delineation for ‘younger’ and ‘older’ participants 
will be 18–24 years old and 25 years and above. 
Participants will be recruited by local mobilisers and 
through local clinics, patient support groups, and 
across community spaces including households, 
places of worship, and community meetings within 
Ga Mashie.

Sampling procedure and sample size. To ensure 
maximum variation in categories and sample size, 
participants will be recruited through a combination 
of purposive, convenience, and snowball sampling 
techniques. The FGDs will be conducted based on 
gender-based groups as follows: two FGDs each with 
older women with diabetes, older men with diabetes, 
older women without diabetes, older men without 
diabetes, younger women without diabetes, and 
younger men without diabetes. Each FGD will have 

six to eight participants. Should opportunities arise 
for additional FGDs to be conducted within the data 
collection time frame, they will be taken.

Study 2: Care providers
Study 2 will involve a range of formal (defined as 
orthodox/biomedical health providers within the gov
ernment sanctioned and funded or private health 
system) and informal (range of private, commonly 
fee taking) traditional or alternative health providers. 
The topic guide will cover themes of awareness and 
knowledge of T2D, its causes and treatment (NB: 
knowledge of T2D will only be explored in IDIs), 
T2D care provision and performance priorities (pre
vention and treatment), including perceived barriers 
and facilitators of effectiveness, the perceived role of 
digital resources, and informed strategies for diabetes 
care and management, as well as awareness and per
spectives on community-based intervention strate
gies. Again, key themes for this inquiry draw on 
those generated in a similar study conducted in 
Bangladesh [38].

Participants and recruitment. Study 2 participants 
will be formal health providers (e.g. medical doctors, 
physician assistants, nurses of different specialties and 
responsibilities, community health workers (CHW), 
community pharmacists, over-the-counter medical 
assistants and informal health providers (e.g. herbal
ists, faith healers, and itinerant healthcare providers). 
Health providers within the formal sector will be 
recruited through official letters to the Regional 
Health Directorates and Municipal/District Health 
Services for the necessary approvals to enter the var
ious health facilities to recruit eligible health workers 
into the studies. For non-formal care providers, par
ticipants will be recruited by local mobilisers through 
their associations and affiliations in the study 
communities.

Sampling procedure and sample size. A purposive 
sampling technique will be utilised to recruit relevant 
healthcare providers from Ussher Polyclinic and 
pharmacy retail outlets and other health facilities for 
semi-structured IDIs. Study 2 will comprise at least 
32 IDIs. For the FGDs, the study will sample a total of 
16–20 formal health providers who will be divided 
into two groups. Each FGD will include male and 
female workers and a range of ages and professional 
experience.

Study 3: Industry, policy, and governance
Study 3 will involve stakeholders involved in policy 
development and influence in Ghana. Efforts will be 
made to understand the policy landscape (policy 
responses) in Ghana, relating to NCD risk and T2D 
prevention and treatment through exploration of the 
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implementation of the policies using the WHO ‘Best 
Buys’ approach [36]. The topic guide will include 
questions on a) issues of restriction, regulation, and 
taxation of harmful products b) the state of imple
mentation of the NCD ‘best buys’, exploring issues 
around financing and prioritisation of NCDs in pol
icy and care provision, c) barriers to their full imple
mentation, and d) how existing policies are tackling 
each of the best buys, and the extent of implementa
tion, including barriers and facilitators and recom
mendations to improve the effectiveness and impact 
of implementation.

Participants and recruitment. Community opinion 
leaders; policy implementers, policymakers, and 
developers (from the Ghana Health Service – GHS 
and the Ministry of Health – MoH); policy influen
cers (e.g. media outlets and social media, Civil Society 
Organisations (CSOs), and industry bodies); and rele
vant NCD stakeholders will be recruited to examine 
programme and policy prioritisation, financing, and 
response to NCDs locally. Researchers, the media, 
CSOs, and donors (influencers) will also be targeted 
as participants. Recruitment will adopt both formal 
and informal procedures. For instance, unit heads 
and administrators will be approached with formal 
letters of introduction, information sheets, and 
requests for participants.

Sampling procedure and sample size. Study 3 will 
employ a purposive sampling technique and aim to 
recruit male and female participants at a range of 
levels of seniority from across the targeted respon
dent groups. Thirty participants will be recruited to 
the KIIs.

Study 4: Historical
Study 4 will involve thematic analysis of historical 
documents as well as the transcripts of IDIs and 
FGDs with community members and key stake
holders from Ga Mashie. The themes for data gather
ing and document selection are as follows: the history 
of health interventions in Ga Mashie (i.e. James Town 
and Ussher Town) from different perspectives and 
their success and failures during the pre- and post- 
colonial periods, with a focus on how experiences and 
understandings might inform response to future 
interventions, perceptions on changes in food sys
tems and dietary patterns and practices, market 
food distribution systems, migration histories of Ga 
Mashie through discussion of images drawn on the 
walls of some houses in the two communities, and 
understanding of how these communities have chan
ged over time, including political and economic 
changes. Archival work will be conducted using 
local records with support from local historians.

Participants and recruitment. IDIs will be con
ducted with market women and other key stake
holders involved in food distribution within and 
outside Ga Mashie, with traditional and religious 
leaders and community influencers, and with other 
community members with insights regarding the his
tory of Ga Mashie. Men and women (50 years and 
above) in James Town and Ussher Town (two male 
groups and two female groups in each community) 
will also be recruited to the study as FGD partici
pants. To facilitate recruitment of study participants, 
traditional leaders will be approached to support 
identification of people who have in-depth under
standing of the history of Ga Mashie generally, as 
well as the history of health interventions within the 
community.

Sampling procedure and sample size. Study 4 will 
employ a mix of purposive and snowball sampling 
techniques to recruit key community leaders and 
custodians of local history. One GAMADA represen
tative, five traditional and religious leaders, two com
munity opinion leaders and influencers, and ten 
market men and women will also be approached to 
participate in the IDIs. Four FGDs with lay adult men 
and women older than 50 years are planned.

The review of archives will start with exploration 
based on the same themes.

Study 5: Environmental
Study 5 will meet its objectives through mapping 
processes and community reflection on perceptions 
of human interaction with the physical environment. 
The study area (built environment) will be mapped 
for the risk factors of diabetes (including food, alco
hol, and physical activity spaces). Two mapping 
approaches will be used: spatial mapping and cogni
tive community mapping [39]. Objective spatial map
ping will focus on healthcare facilities and the digital 
landscape to describe and analyse spatial and envir
onmental factors influencing diabetes risk (e.g. walk
ability, food access, use of public spaces, digital 
access). FGDs and cognitive maps will provide socio
cultural and historical dimensions to the physical 
space. The shared experience of the community 
environmental space may provide perspectives on 
healthy and unhealthy spaces and perceived struc
tural and social barriers to physical activity, healthier 
diets, and reliable health information.

Participants and recruitment. Participants for both 
the cognitive mapping and the FGDs must be perma
nent residents of Ga Mashie and be more than 25  
years old to align the data collection with the quanti
tative protocol of the CARE diabetes project [34]. 
Recruitment will be based on location (James Town 
and Ussher Town), primarily because the contexts are 
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different and may present different risk profiles for 
diabetes, as well as gender, age, and occupation. For 
the age selection, participants 35 years and above will 
be considered as an older FGD group and those 
below 35 years as a younger group. To explore the 
influence of the environment on the risk of diabetes, 
market women, fishermen, butchers, and food sellers 
will be recruited as participants for both cognitive 
mapping and the FGDs with six to eight participants 
in each. Study 5 will aim to conduct nine FGDs.

Data collection. In preparation and in order to gen
erate the spatial maps, researchers will identify poten
tial risk factors and upstream determinants of 
diabetes such as food, alcohol, playgrounds, recrea
tional areas, and physical activity spaces as well as 
health facilities [40]. This will be accomplished by 
generating a community street map of the area from 
Google MapsTM. The Google Street Maps will aid in 
delineating the community boundary and help plan 
the field work street by street. By means of handheld 
GPS tools and tablets, every food item sold in the 
community will be geolocated. The aim is to build 
a complete census of street foods, either cooked or 
uncooked, by location, type of food, time of day, and 
type of facility food was sold in. Alcohol, recreational 
activities, beverages, and physical activity spaces will 
all be mapped in this way to ensure an accurate 
representation of the community in terms of how 
diabetes risk factors are generated.

A cognitive community mapping approach will be 
utilised to generate maps reflective of community 
perceptions of the local environment and how they 
link it to the risk of diabetes in the study commu
nities. Cognitive maps will be generated within FGDs 
where community members will collaboratively gen
erate a visual representation of the community. The 
data generated in the physical form of a cognitive 
map and the subsequent discussion of community 
observations and interpretations of their environment 
will be analysed in conjunction with the detailed 
objective maps described above.

Study 6: Food and food choices
Study 6 will exploit the community participatory 
approach of photovoice that utilises images selected 
by research participants to stimulate discussion 
around local perspectives and priorities [41]. This 
approach will be used to understand the community’s 
perception of healthy and unhealthy food and the 
contextual determinants of daily food/meal choices 
for those living in Ga Mashie. It invites participants 
to use photography to tell stories and to provide 
a narrative context about their experiences while 
prompted by the images they have chosen to take, 
share, and discuss within an FGD [41].

Participants and recruitment. The inclusion criteria 
for Study 6 are adults aged 18 and over, both men 
and women, living in Ga Mashie, and with unknown 
diabetic status. They must have access to a photo- 
taking device.

Sampling procedure and sample size. Participants 
will be recruited using purposive sampling, using 
existing networks in Ga Mashie. The aim is to hold 
at least two FGDs with four to six participants per 
group and to recruit community members from both 
James Town and Ussher Town.

Data collection. Prior to data collection, a workshop 
with participants will introduce the photovoice 
approach, photography techniques, and etiquette 
including privacy and provide examples. It will be 
explained to participants that they should take photo
graphs of food they consider to be ‘healthy’ or 
‘unhealthy’ and that they eat or see being sold in Ga 
Mashie. Participants will be given up to a week to 
take photographs and requested to send them to the 
facilitator prior to the FGDs. Participants will be 
asked to highlight one to two pictures of ‘healthy’ 
and ‘unhealthy’ food with the understanding that 
they will be discussed in the FGD.

The research team will print participants’ photo
graphs ahead of the FGD. Participants will be invited 
to describe, in front of the group, the photographs 
they took and selected and explain why they consid
ered them examples of healthy or unhealthy foods. 
The FGDs will be conducted in a mix of English and 
Ga languages. A topic guide with questions specific to 
each of the five criteria of the SHOWeD method [37] 
will be pre-tested and refined for use in the FGDs. 
The original SHOWeD criteria and proposed ques
tions appear in Appendix 1.

Data analysis

All KIIs, IDIs, and FGDs will be digitally recorded 
and transcribed verbatim by the trained fieldworkers 
who conducted the interviews and/or facilitated the 
discussions. All interviews conducted in the local 
languages (Ga and Twi) will simultaneously be 
translated with transcription from Ga to the 
English Language. Transcripts from all the inter
views will be analysed thematically with the key 
themes of the topic guides forming the first draft 
of the coding frame for each study and emergent 
themes added through analysis of the data. The 
analysis will iterate between the data and the initial 
topic guide to assess whether the a priori themes 
were in the data and whether additional themes 
need to be added to the coding frame [42]. All 
transcripts will be imported into QSR NVivo 11 
software to facilitate data coding, analysis, and 
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reporting. For Studies 3 and 4, thematic analysis will 
be conducted on policy documents and historical 
records, respectively, with the key content focus 
areas of each study forming the initial analysis fra
mework. For the spatial awareness element of Study 
5, individual-level spatial attributes will be measured. 
Group and community-level attributes will also be 
examined. For the photovoice FGDs in Study 6, 
thematic analysis of the focus group transcripts will 
be conducted with reference to the photographs 
taken by participants.

The results of all studies will be brought together in 
a cross-study workshop where key findings from the 
qualitative and quantitative studies will be synthesised 
and researchers who participated in the design and 
implementation of all qualitative and quantitative studies 
will share and discuss the data collected and emergent 
findings. The key emphasis of the synthesis will be to 
address the project objectives of understanding the bur
den, narratives, socioecological drivers, consequences, 
and responses to T2D in Ga Mashie, adopting 
a multidisciplinary inquiry lens to the context, and iden
tifying opportunities for community-based interventions 
for diabetes prevention and control.

Trustworthiness and rigour

To ensure the rigour and trustworthiness of the data, 
multiple approaches have and will be employed. First, 
a standardised guideline for reporting qualitative stu
dies (the 32-item checklist for interviews and focus 
groups of the Consolidated Criteria for Reporting 
Qualitative research) was adopted to guide the design 
and overall protocol development [43]. All KIIs and 
FGDs will be digitally recorded and transcribed ver
batim, and fieldworkers trained and tasked to take 
field notes to aid analysis. Both approaches add to the 
integrity and rigour of the data collection. Member 
cross-checking of randomly selected transcripts, with 
constant comparison with the audio data, will be 
performed on transcripts to be reflective of what 
respondents communicated. Several members of the 
multi-disciplinary research team will be involved in 
data coding of KII and FGD transcripts to minimise 
bias. Data analysis will be conducted by researchers 
from different disciplines with the resulting triangu
lation of research findings aiding rigour and inter
pretative trustworthiness.

Patient and public involvement

The CARE diabetes study was developed in collaboration 
with relevant key stakeholders in the prevention and 
treatment of NCDs in Ga Mashie, Accra, Ghana. This 
approach was adopted to ensure community and stake
holder participation and ownership of the project and to 
align with the National Institute for Health Research 

recommendation to involve patients and the public/com
munities in the co-creation of knowledge through 
research. It was also done to ensure communities and 
the public are actively involved in every stage of the 
research process. Institutional support letters were pro
vided by relevant stakeholders from the Ghana Health 
Service, Food and Drugs Authority, Ghana NCDs 
Alliance, the Accra Metropolitan Assembly, and 
GAMADA. These support letters highlighted the rele
vance and feasibility of this study in the study context. 
Prior research activities by some members of the research 
team have involved the collection and analysis of data 
from people living with diabetes and NCDs, from com
munity leaders, and other stakeholders in Ga Mashie 
[11,24,33,44]. These data have underpinned the concep
tualisation and development of the research aim and 
objectives of the CARE diabetes study. The project team 
will be led into the data collection by team members who 
have experience in community engagement and data 
collection in Ga Mashie complemented by topic experts 
with expertise in social psychology and health systems 
(Studies 1 and 2), policy analysis (Study 3), historical 
analysis (Study 4), spatial and cognitive mapping 
(Study 5), and photovoice (Study 6). The project team 
will continue to engage with community stakeholders 
including community representatives through the study 
including when refining study conclusions and when 
disseminating the findings.

Ethical approval for the research

This study has received approval from the Ghana Health 
Service Human Research Ethics Committee (Protocol ID 
NO: GHS-ERC 017/02/22) and the University College 
London Research Ethics Committee (Study ID # 21541/ 
001). The protocol was also reviewed by the Noguchi 
Memorial Institute for Medical Research Institutional 
Review Board (NMIMR-IRB CPN 060/21–22 IORG 
000908). The informed consent of all participants who 
have volunteered to join in the research will be obtained 
and recorded prior to their participation in the study. All 
interviews (audio recordings and transcripts) will be 
stored on a password-protected data stick (encrypted 
USB stick). All data will be anonymised. For example, 
selected quotations from the interviews will be used to 
highlight or illustrate a key finding and, in this process, 
participants’ identities will be anonymised. All identifi
able participant information will be assigned pseudo
nyms. The researchers will regularly monitor and check 
participants’ willingness to continue with the study.

Dissemination

This study has a multifaceted dissemination plan with the 
aim of informing the development of community-based 
interventions for diabetes prevention and control in 
Ghana and other settings where the findings may be 
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applied. At the completion of the study, community-level 
dissemination meetings in James Town and Ussher 
Town and a dissemination event in Accra with govern
mental, non-governmental, and academic stakeholders 
will be organised. Findings from the research will be 
developed into policy briefs highlighting key recommen
dations for T2D risk factors, prevention, and well- 
targeted treatment and policies within the context of 
urban poor communities. The results will also be disse
minated in manuscripts published in open-access, aca
demic journals. Findings will be presented at 
international and national global health conferences and 
meetings and shared with relevant CSOs, healthcare pro
fessionals, researchers, informal caregiver and patient 
associations, and policy stakeholders.

Author contributions

All authors were involved in the conceptualisation of the 
studies. LB authored the first draft and DLlS the second 
draft. All authors provided feedback on the drafts and 
approved the final version.

Disclosure statement

No potential conflict of interest was reported by the author(s).

Ethics and consent

This study has received approval from the Ghana Health 
Service Human Research Ethics Committee (Protocol ID 
NO: GHS-ERC 017/02/22) and the University College 
London Research Ethics Committee (Study ID # 21541/ 
001). The protocol was also reviewed by the Noguchi 
Memorial Institute for Medical Research Institutional 
Review Board (NMIMR-IRB CPN 060/21–22 IORG 
000908). The informed consent of all participants who 
have volunteered to join in the research will be obtained 
and recorded prior to their participation in the study.

Funding information

This work was funded by UK Research and Innovation 
(UKRI) through the Global Challenges Research Fund, 
Medical Research council (MRC) under Grant reference 
MR/T029919/1. The funder of the study had no role in 
study design, data collection, data analysis, data interpreta
tion, or writing of the protocol.

ORCID

Edward Fottrell http://orcid.org/0000-0003-0518-7161

References

[1] Zhou B, Lu Y, Hajifathalian K, et al. Worldwide trends 
in diabetes since 1980: a pooled analysis of 751 popu
lation-based studies with 4.4 million participants. 
Lancet. 2016;387:1513–1530. doi: 10.1016/S0140- 
6736(16)00618-8

[2] Lin X, Xu Y, Pan X, et al. Global, regional, and 
national burden and trend of diabetes in 195 countries 
and territories: an analysis from 1990 to 2025. Sci Rep. 
2020;10:1–11. doi: 10.1038/s41598-020-71908-9

[3] Saeedi P, Petersohn I, Salpea P, et al. Global and 
regional diabetes prevalence estimates for 2019 and 
projections for 2030 and 2045: results from the 
International Diabetes Federation Diabetes Atlas, 9th 
edition. Diabetes Res Clin Pract. 2019;157:107843. doi:  
10.1016/j.diabres.2019.107843

[4] Yang JJ, Yu D, Wen W, et al. Association of diabetes 
with all-cause and cause-specific mortality in Asia: 
a pooled analysis of more than 1 million 
participants. JAMA Netw Open. 2019;2:e192696–e. 
doi: 10.1001/jamanetworkopen.2019.2696

[5] Bommer C, Sagalova V, Heesemann E, et al. Global 
economic burden of diabetes in adults: projections 
from 2015 to 2030. Diabetes Care. 2018;41:963–970. 
doi: 10.2337/dc17-1962

[6] Herman WH. The global burden of diabetes: an over
view. In: Dagogo-Jack S, editor. Diabetes Mellitus in 
Developing Countries and Underserved Communities: 
Springer International Publishing; 2017. p. 1–5.

[7] Rabkin M, Melaku Z, Bruce K, et al. Strengthening health 
systems for chronic care: leveraging HIV programs to 
support diabetes services in Ethiopia and Swaziland. 
J Trop Med. 2012;2012:1–6. doi: 10.1155/2012/137460

[8] Mercer T, Chang AC, Fischer L, et al. Mitigating the 
burden of diabetes in sub-Saharan Africa through an 
integrated diagonal health systems approach. Diabet, 
Metabol Syndrom Obesity: Target Therapy. 
2019:2261–72.

[9] Motala AA, Mbanya JC, Ramaiya K, Pirie FJ, Ekoru K. 
Type 2 diabetes mellitus in sub-Saharan Africa: chal
lenges and opportunities. Nat Rev Endocrinol. 
2022;18:219–229. doi: 10.1038/s41574-021-00613-y

[10] Asamoah-Boaheng M, Sarfo-Kantanka O, Tuffour AB, 
Eghan B, Mbanya JC. Prevalence and risk factors for 
diabetes mellitus among adults in Ghana: a systematic 
review and meta-analysis. Int Health. 2019;11:83–92. 
doi: 10.1093/inthealth/ihy067

[11] de-Graft Aikins A, Kushitor M, Koram K, Gyamfi S, 
Ogedegbe G. Chronic non-communicable diseases and 
the challenge of universal health coverage: insights from 
community-based cardiovascular disease research in 
urban poor communities in Accra, Ghana. BMC Public 
Health. 2014;14:1–9. doi: 10.1186/1471-2458-14-S2-S3

[12] Addo J, Agyemang C, Aikins AG, et al. Association 
between socioeconomic position and the prevalence of 
type 2 diabetes in Ghanaians in different geographic loca
tions: the RODAM study. J Epidemiol Commun Health. 
2017;71:633–639. doi: 10.1136/jech-2016-208322

[13] Danquah I, Addo J, Boateng D, et al. Early-life factors are 
associated with waist circumference and type 2 diabetes 
among Ghanaian adults: the RODAM study. Sci Rep. 
2019;9:10848. doi: 10.1038/s41598-019-47169-6

[14] Ekoru K, Doumatey A, Bentley AR, et al. Type 2 
diabetes complications and comorbidity in 
Sub-Saharan Africans. EClinicalMedicine. 
2019;16:30–41. doi: 10.1016/j.eclinm.2019.09.001

[15] Frank LK, Kröger J, Schulze MB, Bedu-Addo G, 
Mockenhaupt FP, Danquah I. Dietary patterns in urban 
Ghana and risk of type 2 diabetes. British J Nutrit. 
2014;112:89–98. doi: 10.1017/S000711451400052X

[16] Gatimu SM, Milimo BW, Sebastian MS. Prevalence 
and determinants of diabetes among older adults in 

8 L. BAATIEMA ET AL.

https://doi.org/10.1016/S0140-6736(16)00618-8
https://doi.org/10.1016/S0140-6736(16)00618-8
https://doi.org/10.1038/s41598-020-71908-9
https://doi.org/10.1016/j.diabres.2019.107843
https://doi.org/10.1016/j.diabres.2019.107843
https://doi.org/10.1001/jamanetworkopen.2019.2696
https://doi.org/10.2337/dc17-1962
https://doi.org/10.1155/2012/137460
https://doi.org/10.1038/s41574-021-00613-y
https://doi.org/10.1093/inthealth/ihy067
https://doi.org/10.1186/1471-2458-14-S2-S3
https://doi.org/10.1136/jech-2016-208322
https://doi.org/10.1038/s41598-019-47169-6
https://doi.org/10.1016/j.eclinm.2019.09.001
https://doi.org/10.1017/S000711451400052X


Ghana. BMC Public Health. 2016;16:1–12. doi: 10. 
1186/s12889-016-3845-8

[17] Gudjinu HY, Sarfo B. Risk factors for type 2 diabetes 
mellitus among out-patients in Ho, the volta regional 
capital of Ghana: a case–control study. BMC Res 
Notes. 2017;10:1–10. doi: 10.1186/s13104-017-2648-z

[18] Vuvor F, Egbi G. Correlation of diabetes mellitus and 
body weight of adults above the age of 30 years in 
a medical facility in Ghana. Diabetes Metab Syndr. 
2017;11:S407–S9. doi: 10.1016/j.dsx.2017.03.026

[19] Ababio GK, Bosomprah S, Olumide A, et al. 
Predictors of quality of life in patients with diabetes 
mellitus in two tertiary health institutions in Ghana 
and Nigeria. Niger Postgrad Med J. 2017;24:48. doi:  
10.4103/npmj.npmj_3_17

[20] de-Graft Aikins A. Strengthening quality and continu
ity of diabetes care in rural Ghana: a critical social 
psychological approach. J Health Psychol. 
2004;9:295–309. doi: 10.1177/1359105304040895

[21] Bijlholt M, Meeks KA, Beune E, et al. Type 2 diabetes 
mellitus management among Ghanaian migrants resi
dent in three European countries and their compa
triots in rural and urban Ghana – the RODAM study. 
Diabetes Res Clin Pract. 2018;136:32–38. doi: 10.1016/ 
j.diabres.2017.11.032

[22] Baatiema L, Aikins AG, Sav A, Mnatzaganian G, 
Chan CKY, Somerset S. Barriers to evidence-based acute 
stroke care in Ghana: a qualitative study on the perspec
tives of stroke care professionals. BMJ Open. 2017;7: 
e015385. doi: 10.1136/bmjopen-2016-015385

[23] Nyaaba G, Masana L, Aikins AG, Beune E, 
Agyemang C. Factors hindering hypertension control: 
perspectives of front-line health professionals in rural 
Ghana. Public Health. 2020;181:16–23. doi: 10.1016/j. 
puhe.2019.11.007

[24] de-Graft Aikins A, Awuah RB, Pera TA, Mendez M, 
Ogedegbe G. Explanatory models of diabetes in urban 
poor communities in Accra, Ghana. Ethnicity Health. 
2015;20:391–408. doi: 10.1080/13557858.2014.921896

[25] Diabetes_Prevention_Program_Research_Group. The 
10-year cost-effectiveness of lifestyle intervention or 
metformin for diabetes prevention: an intent-to-treat 
analysis of the DPP/DPPOS. Diabetes Care. 
2012;35:723–730. doi: 10.2337/dc11-1468

[26] Mayosi BM. The 10 ‘Best Buys’ to combat heart dis
ease, diabetes and stroke in Africa. Heart. 
2013;99:973–974. doi: 10.1136/heartjnl-2013-304130

[27] Nugent R, Bertram MY, Jan S, Niessen LW, Sassi F, 
Jamison DT, et al. Investing in non-communicable disease 
prevention and management to advance the sustainable 
development goals. Lancet. 2018;391:2029–2035. doi: 10. 
1016/S0140-6736(18)30667-6

[28] Zhou X, Siegel KR, Ng BP, et al. Cost-effectiveness of 
diabetes prevention interventions targeting high-risk indi
viduals and whole populations: a systematic review. 
Diabetes Care. 2020;43:1593–1616. doi: 10.2337/dci20- 
0018

[29] Daivadanam M, Ingram M, Sidney Annerstedt K, 
et al. The role of context in implementation research 
for non-communicable diseases: answering the ‘how- 
to’ dilemma. PLOS ONE. 2019;14:e0214454. doi: 10. 
1371/journal.pone.0214454

[30] Kemp CG, Weiner BJ, Sherr KH, et al. 
Implementation science for integration of HIV and 
non-communicable disease services in sub-Saharan 
Africa: a systematic review. AIDS. 2018;32:S93–S105. 
doi: 10.1097/QAD.0000000000001897

[31] Subramanian S, Kibachio J, Hoover S, et al. Research for 
actionable policies: implementation science priorities to 
scale up non–communicable disease interventions in 
Kenya. J Glob Health. 2017;7. doi: 10.7189/jogh.07.010204

[32] de-Graft Aikins A, Kushitor M, Kushitor SB, 
Sanuade O, Asante PY, Sakyi L, et al. Building cardi
ovascular disease competence in an urban poor 
Ghanaian community: a social psychology of partici
pation approach. J Community & Appl Soc Phychol. 
2020;30:419–440. doi: 10.1002/casp.2447

[33] Awuah RB, Anarfi JK, Agyemang C, Ogedegbe G, 
Aikins ADG. Prevalence, awareness, treatment and 
control of hypertension in urban poor communities 
in Accra, Ghana. J Hypertens. 2014;32:1203–1210. doi:  
10.1097/HJH.0000000000000165

[34] Lule SA, Kushitor SB, Grijalva-Eternod CS, et al. The 
contextual awareness, response and evaluation 
(CARE) diabetes project: study design for 
a quantitative survey of diabetes prevalence and 
non-communicable disease risk in Ga Mashie, Accra, 
Ghana. Global Health Act. 2024;17:2297513. doi: 10. 
1080/16549716.2023.2297513

[35] Ramani-Chander A, Thrift A, Van Olmen J, et al. 
Prioritising and planning scale-up research projects 
targeting non-communicable diseases: a 
mixed-method study by the global alliance for chronic 
diseases upscaling working group. BMJ Global Health. 
2023;8:e012804. doi: 10.1136/bmjgh-2023-012804

[36] WHO. Tackling NCDs: ‘best buys’ and other recom
mended interventions for the prevention and control of 
noncommunicable diseases. World Health Org. 845 2017.

[37] Wang C, Burris MA. Photovoice: concept, methodol
ogy, and use for participatory needs assessment. 
Health Educ Behav. 1997;24:369–387. doi: 10.1177/ 
109019819702400309

[38] Jennings HM, Morrison J, Akter K, et al. Care-seeking 
and managing diabetes in rural Bangladesh: a mixed 
methods study. BMC Public Health. 2021;21:1–14. 
doi: 10.1186/s12889-021-11395-3

[39] Stadler J, Dugmore C, Venables E, MacPhail C, Delany- 
Moretlwe S. Cognitive mapping: using local knowledge 
for planning health research. BMC Med Res Methodol. 
2013;13:1–13. doi: 10.1186/1471-2288-13-96

[40] Mackenbach JD, den Braver NR, Beulens JW. Spouses, 
social networks and other upstream determinants of type 
2 diabetes mellitus. Diabetologia. 2018;61:1517–1521. doi:  
10.1007/s00125-018-4607-1

[41] Budig K, Diez J, Conde P, Sastre M, Hernán M, 
Franco M. Photovoice and empowerment: evaluating 
the transformative potential of a participatory action 
research project. BMC Public Health. 2018;18:432. 
doi: 10.1186/s12889-018-5335-7

[42] Joffe H. Thematic analysis. In: Harper D, Thompson AR, 
editors. Qualitative research methods in mental health 
and psychotherapy: A guide for students and practi
tioners. John Wiley & Sons, Ltd; 2011. p. 209–223.

[43] Tong A, Sainsbury P, Craig J. Consolidated criteria for 
reporting qualitative research (COREQ): a 32-item check
list for interviews and focus groups. Int J Qual Health 
Care. 2007;19:349–357. doi: 10.1093/intqhc/mzm042

[44] Afrifa–Anane E, Agyemang C, Codjoe SNA, 
Ogedegbe G, de-Graft Aikins A. The association of 
physical activity, body mass index and the blood pres
sure levels among urban poor youth in Accra, Ghana. 
BMC Public Health. 2015;15:1–9. doi: 10.1186/s12889- 
015-1546-3

GLOBAL HEALTH ACTION 9

https://doi.org/10.1186/s12889-016-3845-8
https://doi.org/10.1186/s12889-016-3845-8
https://doi.org/10.1186/s13104-017-2648-z
https://doi.org/10.1016/j.dsx.2017.03.026
https://doi.org/10.4103/npmj.npmj_3_17
https://doi.org/10.4103/npmj.npmj_3_17
https://doi.org/10.1177/1359105304040895
https://doi.org/10.1016/j.diabres.2017.11.032
https://doi.org/10.1016/j.diabres.2017.11.032
https://doi.org/10.1136/bmjopen-2016-015385
https://doi.org/10.1016/j.puhe.2019.11.007
https://doi.org/10.1016/j.puhe.2019.11.007
https://doi.org/10.1080/13557858.2014.921896
https://doi.org/10.2337/dc11-1468
https://doi.org/10.1136/heartjnl-2013-304130
https://doi.org/10.1016/S0140-6736(18)30667-6
https://doi.org/10.1016/S0140-6736(18)30667-6
https://doi.org/10.2337/dci20-0018
https://doi.org/10.2337/dci20-0018
https://doi.org/10.1371/journal.pone.0214454
https://doi.org/10.1371/journal.pone.0214454
https://doi.org/10.1097/QAD.0000000000001897
https://doi.org/10.7189/jogh.07.010204
https://doi.org/10.1002/casp.2447
https://doi.org/10.1097/HJH.0000000000000165
https://doi.org/10.1097/HJH.0000000000000165
https://doi.org/10.1080/16549716.2023.2297513
https://doi.org/10.1080/16549716.2023.2297513
https://doi.org/10.1136/bmjgh-2023-012804
https://doi.org/10.1177/109019819702400309
https://doi.org/10.1177/109019819702400309
https://doi.org/10.1186/s12889-021-11395-3
https://doi.org/10.1186/1471-2288-13-96
https://doi.org/10.1007/s00125-018-4607-1
https://doi.org/10.1007/s00125-018-4607-1
https://doi.org/10.1186/s12889-018-5335-7
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1186/s12889-015-1546-3
https://doi.org/10.1186/s12889-015-1546-3

	Abstract
	Abstract
	Background
	The CARE project aim and qualitative objectives
	Methods and analysis
	Study setting
	Data collection
	Study 1: Community members
	Study 2: Care providers
	Study 3: Industry, policy, and governance
	Study 4: Historical
	Study 5: Environmental
	Study 6: Food and food choices

	Data analysis

	Trustworthiness and rigour
	Patient and public involvement
	Ethical approval for the research
	Dissemination
	Author contributions
	Disclosure statement
	Ethics and consent
	Funding
	References

