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Abstract: Background/Objectives: Despite the availability of screening services, the rate of
diabetic retinopathy (DR) screening continues to be suboptimal in Australia, necessitating
improvement. However, improving DR screening rates requires a more comprehensive
understanding of the factors influencing adherence to the screening recommendations.
This study aimed to explore the factors that influence adherence to DR screening among
people with diabetes attending a community screening clinic in Australia. Methods: This
qualitative study included purposively patients with diabetes recruited from a nurse-led
community screening clinic in Australia. Semi-structured interviews were conducted to ex-
plore barriers and enablers impacting patient adherence to DR screening recommendations.
The interview data were analyzed thematically using NVivo based on the socio-ecological
model, with salience identified by the frequency of the theme. Results: A total of 22 partici-
pants completed the interview, including 10 females with a mean age of 60 ± 16.2 years. The
interviews identified several factors that improved adherence to DR screening guidelines,
including (a) knowledge of the connection between DR and diabetes and the importance of
the screening, (b) the care provider’s recommendations, and (c) pre-booked appointments
and automatic invitations. Beyond these factors, clinic staff interactions, family support,
fear of vision loss, flexible clinic hours, and transportation accessibility also facilitate DR
screening adherence. Conclusions: The present study identified key multi-level factors
influencing adherence to DR screening. While these findings from a single clinic provide
valuable insights to inform screening strategies, larger multi-center studies are needed to
validate their broader applicability across diverse healthcare settings and populations.

Keywords: diabetic retinopathy; mass screening; patient compliance; health knowledge;
attitudes; practice; primary prevention; nurses; community health; health services accessibility

1. Introduction
Diabetes has become a major global public health challenge, with projections that its

prevalence will approach epidemic proportions in coming decades [1]. According to the
International Diabetes Federation, about 700 million people worldwide are expected to
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have diabetes by 2045 [2]. Uncontrolled diabetes can lead to debilitating microvascular com-
plications such as diabetic retinopathy (DR), nephropathy, neuropathy, and macrovascular
complications such as cardiovascular, cerebrovascular, and peripheral vascular diseases [3].
Of the approximately 1.2 million individuals currently living with diabetes in Australia, up
to 30% are affected by DR [4].

DR is a progressive retinal microvascular disorder resulting from chronic hyperglycemia-
induced damage to the small blood vessels supplying the retina [5]. It is a leading cause
of vision impairment and blindness and is responsible for approximately 2.3% of global
blindness cases [6]. Early stages of DR are typically asymptomatic, with visual symptoms
appearing as the disease progresses, indicating that early detection through regular screen-
ing is critical [7]. Timely treatment can prevent up to 90% of vision loss caused by DR [8].
However, if left undiagnosed and untreated, DR can progress to proliferative disease or
macular edema, causing severe irreversible vision damage [5].

Regular screening can detect retinal changes early in the disease’s progression, thus,
facilitating timely and effective treatment [9]. In Australia, clinical guidelines recommend
DR screening at diabetes diagnosis, then every 1–2 years based on risk factors [10]. To
improve people’s adherence to DR screening recommendations, the Australian govern-
ment has undertaken various initiatives. For instance, the government introduced two
Medicare Benefits Schedule (MBS) items to support DR screening by general practition-
ers (GPs). However, screening participation remains suboptimal, with rates of 77.7% in
non-Indigenous Australians and 52.9% in Indigenous Australians based on a 2016 national
survey [11]. This highlights the need to understand the factors that influence adherence to
DR screening among patients with diabetes.

Few studies have explored this topic within Australian populations. Two studies
examined patients’ perspectives, identifying individual and interpersonal enablers/barriers
related to knowledge, optimism, social influence, age, and beliefs [12,13]. Two others have
highlighted the environmental and healthcare system factors influencing screening access
and uptake [14,15]. However, no study has provided a comprehensive description of
organizational and environmental factors, together with individual, socioeconomic status,
or interpersonal factors, to investigate which factors are likely to influence adherence.

The present study used the socio-ecological model (SEM) as its theoretical framework,
recognizing that health behaviors, like screening adherence, are influenced by many inter-
acting factors at the individual, interpersonal, organizational, and environmental levels [16].
The SEM provides a comprehensive way to understand these multi-level influences on DR
screening behavior. Through a qualitative approach, the current study aimed to explore
the various factors that affect adherence to DR screening among individuals with diabetes
who attended a dedicated DR screening clinic in Perth, Australia. While this exploratory
design focuses on gaining rich, contextualized insights rather than statistical generalization,
it offers valuable information to help improve screening strategies.

2. Materials and Methods
2.1. Study Setting

The present study was conducted at the Roaming Education and Community Health
(REACH) clinic in Perth, Western Australia, over the period of January–March 2022.
REACH is a community-based clinic led by supervised TAFE nurse students initiated
in 2012, providing health education and undertaking preventative health checks for pa-
tients, including DR screening [17]. The Diabetic Retinopathy Screening service at the
REACH is a hospital outpatient clinic, operated by the North Metropolitan TAFE staff and
collaborates closely with Royal Perth Hospital’s Ophthalmology department.
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2.2. Study Design

This was a qualitative study that used a semi-structured interview of patients attending
REACH clinic. A descriptive qualitative content analysis approach, guided by the SEM
framework and naturalistic inquiry, was used to interpret meaning from data generated
from the participants’ responses [18]. This method was appropriate due to its advantage in
systematically and objectively analyzing a varied amount of qualitative data to understand
the phenomena of interest [19]. The reporting of this study followed the Standards for
Reporting Qualitative Research (SRQR) (Table S1) [20].

2.3. Researcher Characteristics and Reflexivity

As a young research scholar without living experience of diabetes, the primary re-
searcher (FA) position may have influenced participant interactions and data interpretation.
To mitigate potential biases, the researcher engaged in reflexive practices such as journaling
and regularly discussing with the diverse team to challenge assumptions and consider
alternative perspectives.

2.4. Theoretical Framework

According to the SEM, health behavior and utilization of DR screening in this context
is an outcome determined by the interaction of factors at various levels [16]. The individual
in this model was placed in the center and surrounded by various systems [21]. This
theory states that the microsystem (individual level) has the strongest influence. These
factors are directly related to the individual, such as age, other diseases, knowledge, beliefs,
etc. The second system is the mesosystem (interpersonal level), which looks beyond the
individual characteristics of a person’s relationship and interaction with others, such as
family, friends, colleagues, and healthcare professionals. The ecosystem (organizational
level) exerts indirect positive/negative influences, including the impact of formal and
informal rules and regulations. Finally, the macrosystem (environmental level) includes the
impact of the built environment and availability of transportation (Figure 1).
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2.5. Participants

Purposive convenience sampling was used to recruit the participants. We aimed to
obtain a sample representing diverse demographics and adherence levels. The eligibility
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criteria were as follows: patients diagnosed with diabetes, aged >18 years, who attended
the REACH clinic, able to provide informed consent, and English or Arabic speaking.
Patients visiting the REACH clinic for DR screening are advised to wait until the side effects
of the eye drops improve, which takes approximately one hour. The primary investigator
approached potential participants during this waiting period, introduced the study using a
participant information consent sheet and invited them if they would like to participate.

Participant recruitment continued until data saturation was reached, with no new
themes emerging from additional interviews [22].

2.6. Data Collection

Data on the participants’ demographic characteristics and adherence status were
collected from the clinic records. Adherence status was categorized as adherent or non-
adherent based on their eye screening history and recommended schedules.

Qualitative data were collected through semi-structured interviews to explore the
factors influencing adherence across individual, interpersonal, organizational, and environ-
mental levels. The interview topic guide (Table S2) was developed by the first author based
on a literature review and informed by the SEM. The co-authors (JD and ME) reviewed
and edited the topic guide until a consensus was reached. The interview topic guide was
then presented to a consumer member, who reviewed the language and structure of the
questions, after which edits were made based on their feedback. Face-to-face individual
interviews were conducted by the primary investigator at the REACH clinic after the
participants had finished their eye screenings. The interviews lasted up to 39 min. To
ensure accuracy, all interviews were recorded using an audio recorder and professionally
transcribed thereafter.

2.7. Data Analysis

A deductive content analysis approach guided by the SEM framework was used to
analyze the interview data as a basis for coding and theme development [18,23]. The coding
framework for this study was developed deductively by authors (JD and FA) based on SEM.
The first author (FA) extensively familiarized themselves with the interview transcripts
and created a categorization matrix containing notes, summaries, and reflections on each
interview to ensure a clear overview of the data for the research team. Interview transcripts
were double-checked for accuracy and imported into the NVivo version 13 (QSR Interna-
tional Pty Ltd., Burlington, MA, USA, 2020). To determine the importance of subthemes,
repeated references to one theme by one respondent were counted as one utterance to avoid
inflation of the theme’s importance. Finally, the coding and importance of themes were
reviewed by JD, and any disagreement was resolved through consensus discussions.

2.8. Rigor

Strategies to ensure rigor included method and data source triangulation, expert and
consumer validation of the interview topic guide, verbatim transcriptions, and journaling
reflections between interviews. To minimize potential biases, several strategies were
employed, including building rapport with participants, using probing questions to verify
responses, and conducting coding and analysis independently by two researchers, with
discrepancies resolved through discussion.

3. Results
3.1. Sociodemographic Characteristics and Adherence Status

A total of 22 participants were enrolled in this study, of whom 19 (86%) were adherent
and 3 (14%) were non-adherent to DR screening. There were 12 men (54.54%) and 10 women
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(45.45%). Participants’ ages ranged from 23 to 80 years, with a mean of 60 ± 16.2 years. The
mean duration of diabetes was 16.2 ± 11.9 years. The ethnicity was classified as Oceanian
(50%), Asian (36.36%), North African/Middle Eastern (9.09%), and European (4.54%). In
terms of educational attainment, 18.18% of the participants had attained primary education,
9.09% secondary education, 36.36% high school education, and 36.36% tertiary education.
Most participants (81.81%) had Type 2 diabetes and 18.18% had Type 1. Lastly, 77.27% of
the participants had comorbidities other than diabetes, and only 40.9% had eye problems
or had experienced them (Table 1).

Table 1. Demographic characteristics of participants.

Variables Total (n = 22)

Sex
Male 12 (54.54%)
Female 10 (45.45)

Mean age in years (±SD) 60 ± 16.2
Mean duration of diabetes in years (±SD) 16.2 ± 11.9
Type of diabetes

Type 1 diabetes 4 (18.18%)
Type 2 diabetes 18 (81.81%)

Ethnicity
Oceanian 11 (50%)
Asian 8 (36.36%)
European 1 (4.54%)
North African/Middle Eastern 2 (9.09%)

Education
Primary school 4 (18.18%)
Secondary school 2 (9.09%)
High school 8 (36.36%)
Tertiary 8 (36.36%)

Comorbidities
Yes 17 (77.27%)
No 5 (22.72%)

Eye problems
Yes 9 (40.9%)
No 13 (59.09%)

3.2. Enablers and Barriers to DR Screening Adherence
3.2.1. Individual-Level Factors

Knowledge: Knowledge about the connection between diabetes and DR plays a crucial
role in DR screening adherence. Most participants (n = 15) showed basic knowledge that
diabetes can lead to vision loss, providing examples like “lose your sight” (P10_adherent).
Some showed good understanding of how diabetes affects the eyes, quoting “the main
problem is the blood supply to the back of eyes” (P20_adherent). However, few participants
were unaware of the impact of diabetes on the eyes. One quoted “I did not think it would
be as serious a thing to my eyes, I just put it down to old age” (P06_non-adherent).

Regarding awareness of screening importance, most knew regular eye checks should
be routine. Some recognized that screening allows early detection, quoting it “gives a
heads up” or provides a “warning you’re doing something wrong” (P20_adherent). In
contrast, a few participants were unaware of the importance of regular DR screening. Their
responses focused on general eye protection like “Use eye protection and stay out of the
sun” (P19_non-adherent) rather than on screening specifically (Figure 2).
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Eye health: Having existing eye issues or undergoing eye treatment encouraged some
participants to adhere to DR screening. One quoted “I have to go because I cannot see
things very properly” (P12_adherent). Another said, “After my cataract operation for both
eyes, I have been undergoing these one-and-a-half year checks” (P09_adherent). In contrast,
not experiencing any vision symptoms was a barrier for one participant who felt no need
for regular screening since their vision seemed fine, saying “my eyes have been really good
in general...they still feel pretty good” (P04_non-adherent).

Comorbidities: Among the 17 participants with health issues besides diabetes, only
1 expressed a link between other diseases and DR screening adherence. Having other
diseases helped participants adhere to screening by making them more familiar with health
checks in general and more aware of their importance. They explained “I am used to health
checks...for cancer, for the heart, so it is just another one. So now I just know that if you do
not get it checked, it can be too late” (P20_adherent).

Motivations: The fear of going blind and family love were enablers for three partici-
pants. One participant (P07_adherent) expressed, “I would hate to lose my eyesight for so
many different reasons: the loss of independence”. Another (P15_adherent) emphasized
staying healthy for their family’s sake, stating, “I have a family. I have kids. I want to see
them grow up, get married, and maybe have grandchildren. Therefore, I want to see that
that future becomes a reality. I think the only thing I can do is to be healthy”.

3.2.2. Interpersonal-Level Factors

Professional influence: Health professionals played a key role in enabling access to
and adherence to DR screening for many participants. The majority cited being referred by
their GPs or endocrinologists as the reason they underwent screening, with one quoting
“My GP said it; he referred me to eye specialist, and that is why I have done it every year”
(P11_adherent). Others noted additional referral sources, such as nephrology specialists,
cancer doctors, and diabetes educators. In contrast, one non-adherent participant cited
a lack of professional recommendation as a barrier, explaining that “it just seemed like
[screening] did not come up, or maybe there was some miscommunication” with their
specialist (P19_non-adherent).
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Staff interactions: Positive interactions with REACH staff shaped adherence for some
participants by making them feel comfortable and at ease in the screening environment. This
was commonly expressed, with one quoting “I always come here without apprehension,
and I enjoy coming here” (P21_adherent). The staff caring approach appeared to facilitate
continued compliance with DR screening.

Professional assistance: One adherent participant with mobility limitations and a
language barrier had access to DR screening, enabled by support from a professional career.
When asked why they attended Arabic, they explained “My career. I showed her the
letter...and she brought me here today” (P02_adherent). This exemplifies the vital assistance
that a healthcare worker can provide to facilitate screening for high-need patients.

Social influence: Family and friends played a multifaceted and influential role in
enabling adherence for some participants. For those with language barriers or forgetfulness,
total dependence on family support was critical for facilitating screening attendance. As
one explained, “I cannot go by myself, I cannot communicate well. My kids look after me”
(P22_adherent). Beyond this, some cited partner motivations a driving factor, with one
stating “My wife makes sure I do not miss the appointments” (P17_adherent). Spouses
seemingly help to hold participants accountable. Furthermore, some mentioned that family
assisted with practical barriers such as transport to appointments, for example, “My wife
brought me here and she is waiting outside” (P16_adherent).

Others’ experiences: Seeing vision complications in close ones with diabetes moti-
vated adherence in some participants who expressed not wanting to end up in the same
situation. One quoted “My mother ended up legally blind because of diabetes. That is good
inspiration for me to try and avoid that” (P07_adherent), exemplifying how witnessing
related suffering can enable adherence (Figure 2).

3.2.3. Organizational-Level Factors

Automatic invitation: Many participants accessed the initial DR screening not through
the typical route of GP or specialist referrals, but rather through receiving formal invita-
tion letters from the RPH system. Some were unsure how they were identified for DR
screening invites, with one quoting “I did not know about it. I had to do the screening
once they started sending me the letters” (P17_adherent). Another hypothesized “The
diabetic association. . .sent my information to the hospital” (P21_adherent). This automatic
screening invitation system appears to have facilitated access for many people (Figure 2).

Follow-up booking: Most participants expressed acceptance of or support for the
system where REACH books follow-up appointments based on screening results, rather
than relying on patient self-scheduling. Some noted that this approach facilitated adherence,
with one explaining “Otherwise, I will forget because it is a year apart” (P20_adherent).
Removing the need for patients to remember the self-book seems to promote continued
screening compliance.

Clinic flexibility: Among those who had no objection, three stated that their initial
appointment had not suited them, so they had to rebook but were happy that they had
not waited too long. One said: “I was really lucky with my first referral when I rebooked.
It was like a month away, and then they rebooked it for me, and that was maybe for two
weeks” (P04_non-adherent).

Waiting time: A short waiting time before seeing a specialist was an enabler for one
participant to adhere to DR screening. They said: “If I have an appointment at 8:30, at 8:30,
I am being served” (P15_adherent).

Reminder message: Appointment letters for the REACH clinic are sent to patients
approximately three to six weeks before the appointment date. Four participants indicated
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that they depended on the messages to remember their appointment, for example, “I wait
until I get a message about this” (P10_adherent).

Medicare coverage: One participant indicated that the fact that they did not need to
pay out of pocket was an enabler for them to access the screening and “not putting it off”
(P04_non-adherent).

3.2.4. Environmental-Level Factors

Access to public transportation was cited as an enabler of adherence to DR screening
for the three participants. One stated: “I usually board the bus. It is very convenient: only
one ride” (P15_adherent).

3.3. Factors Most Likely to Influence Adherence to DR Screening

The most influential factors were knowledge (17 participants), professional influence
(14), follow-up booking method (11), staff interaction (8), social influence and automatic
invitation (6 each), eye health (5), experiences of others and reminder messages (4 each),
motivations, clinic flexibility and access to public transportation (3 each), comorbidities,
professional assistance, short waiting time, and Medicare coverage (1 each) (Figure 3).
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The relative importance of factors was determined by the total frequency of mentions
across all interviews, where repeated references to one theme by a single respondent
were counted as one instance to avoid inflation. Factors were then ranked from 1 (most
frequently mentioned) to 9 (least frequently mentioned) based on their total frequency
count combining both enabler and barrier mentions.

4. Discussion
The current study explored the factors that influence adherence to DR screening

and yielded important results. Participants frequently cited individual-level knowledge
of diabetes complications and the importance of screening as the most influential fac-
tors for adherence. Other key enablers include professional advice to seek DR screening,
appointment-booking methods, automatic screening invitations, and family/friend support.

The primary barriers were lack of knowledge and professional screening advice.
Knowledge regarding DR risks, complications, and screening benefits being the most
influential enabler, which aligns with a previous Australian study highlighting patient
awareness of asymptomatic progression of DR, and the value of screening enables adher-
ence prioritization [12]. Our finding that lack of knowledge was a key barrier concurs
with evidence of misconceptions about the impact of diabetes on eye hinder screening
uptake [13]. The importance of knowledge comes from the fact that most of the adherent
participants were aware of the connection between diabetes and DR, and most of those who
were non-adherent showed misconceptions. A study conducted in the UK also showed
that understanding the consequences of DR enables patients to prioritize protecting their
eyes and, therefore, contributes to better uptake [24]. Experiencing eye problems was an
enabler that contributed to some of our participants’ adherence, which was also observed
in a previous study [25].

Professional DR screening recommendations were a major facilitator that corroborates
extensive research showing that GP’s advice is pivotal in catalyzing optimal DR screening
adherence [26,27]. This reinforces the guidelines urging Australian healthcare providers to
discuss DR with patients with diabetes [10].

Besides knowledge and professional recommendations, social support and profes-
sional assistance play a central role in facilitating adherence to DR screening. For example,
practical support from family or friends with transportation, help with reminders of ap-
pointments, or social pressure to participate in screening would positively affect participa-
tion in DR screening. These results are consistent with previous reports that highlighted the
importance of family involvement and peer support in self-management behaviors [28–30].
Another such noted enabler is professional assistance from healthcare workers, partic-
ularly for those with mobility limitations or language barriers [30,31]. This, therefore,
underscores the need for tailored support for more vulnerable populations concerning
increasing DR screening. Other enablers described include positive clinic staff behaviors,
flexible hours, and available transport [30]. These findings indicate, therefore, that any
effective intervention proposed for the improvement of DR screening adherence will need
to adopt a comprehensive, multilevel approach in addressing patient, care provider, and
environmental factors.

The present study highlights several organization-level enablers. Appointment book-
ings and invitations easing barriers for patients reflect previous findings on facilitators, such
as sending pre-booked appointments and patient reminders [24]. Our study emphasizes the
importance of initiating screening without relying on patient-initiated appointments. In ad-
dition, the findings of this study indicate that accessibility and convenience are significant
factors that promote adherence to DR screening. Although our research primarily focused
on a community-based clinical model, emerging evidence suggests that telemedicine and
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home-based screening may further enhance participation in screening [32,33]. Future re-
search should evaluate the feasibility and effectiveness of implementing these alternative
screening approaches to complement the existing services and improve the coverage of
DR screening.

This study has several important implications and provides recommendations for
practice and policy as the followings:

• Lack of knowledge regarding diabetes complications and the importance of screening
are major barriers. This highlights the need for more patient education regarding DR
risks and screening benefits, especially focusing on high-risk groups. Educational
resources and counseling should be provided at diagnosis and integrated into the
ongoing diabetes care.

• Healthcare provider recommendations were the second most influential factor en-
abling screening adherence. This underscores the pivotal role of healthcare providers
in catalyzing optimal adherence. Policies are required to prompt clinicians to encour-
age patients to undergo DR screening during every diabetes encounter. Education and
reminder systems could facilitate this process.

• Organizational factors, such as pre-booked screening appointments and reminders
were significant facilitators. Policies expanding the implementation of these system
supports, rather than relying solely on patient-initiated care, could optimize follow-up
screening and convenience.

• Dedicated screening programs with coordinated appointment systems help convey
the importance of routine DR surveillance to patients. Scaling up programs across
underserved areas can improve adherence.

The present study has several important limitations. Recruiting participants from a
single clinic through purposive convenience sampling may introduce selection bias, which
limits the generalizability of our findings to other screening settings. Self-reported data
could be subject to recall bias regarding factors influencing adherence, as well as social
desirability bias, potentially leading to underreporting of non-adherence. Although our
sample size allowed us to reach thematic saturation, the small number of non-adherent
participants (n = 3) restricted our ability to fully understand the barriers to screening access
for this important subgroup.

While our findings provide valuable insights, their feasibility and scalability require
careful evaluation before widespread implementation. Future research should validate
these findings through larger multicenter studies with more diverse populations, particu-
larly nonadherent patients and those from rural areas. Mixed-method approaches would
help assess practical implementation considerations and strengthen the evidence base for
improving adherence to DR screening. Additionally, further qualitative studies are needed
to explore healthcare providers’ perspectives on enhancing adherence to DR screening.

5. Conclusions
The present study offers insights into the factors influencing adherence to DR screening

among patients attending a community-based clinic. It highlights several important factors
that may affect screening behavior, including patient knowledge about diabetes-related eye
complications, healthcare provider recommendations, and organizational support, such as
pre-booked appointments and reminder systems. Although these findings suggest potential
areas for intervention, further research through larger multicenter studies across diverse
populations is needed to validate and extend these recommendations. Such evidence would
provide a stronger foundation for developing and implementing strategies to optimize DR
screening programs and prevent avoidable vision loss in people with diabetes.



Nurs. Rep. 2025, 15, 23 11 of 13

Supplementary Materials: The following supporting information can be downloaded at: https://
www.mdpi.com/article/10.3390/nursrep15010023/s1, Table S1: SRQR checklist; Table S2: interview
topic guide.

Author Contributions: The research team consisted of a broad multidisciplinary group of eye
specialist, J.-L.d.; medical registrar, S.Q.; support office, C.C.; health policy researcher, J.D.; digital
health researcher, M.E.; and research scholar, F.A.; Conceptualization, M.E., J.D., S.Q. and J.-L.d.;
project administration, M.E.; ethics application, data collection, and data analysis, F.A.; coding and
thematic analyses, F.A. and J.D.; participants’ recruitment and data collection, C.C.; writing and
drafting, M.E. and F.A. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Human Research Ethics Committee (HREC) of Curtin University
(Ref no: HRE2021-0743) on 24 November 2021 and the East Metro Health Service (Ref no: RGS1123)
on 5 November 2021.

Informed Consent Statement: Informed consent was obtained from all participants involved in
the study.

Data Availability Statement: The data for this study cannot be shared, as we do not have permission
from the participants or ethics approval to do so.

Public Involvement Statement: Public involvement in this study included consultation with a
consumer who had lived experience of diabetes, providing valuable insights into the study’s design
and interpretation of findings. The consumer reviewed the interview topic guide and provided
feedback on the language and structure of questions before data collection commenced. They
also contributed to the analysis by reviewing initial findings to ensure the research reflected the
experiences of people with diabetes.

Guidelines and Standards Statement: This manuscript was drafted against the Standards for
Reporting Qualitative Research (SRQR) [20].

Use of Artificial Intelligence: The authors acknowledge the use of Paperpal for the enhancement of
the grammar, clarity, and proofreading of the final draft of the manuscript.

Acknowledgments: We would like to thank the participants for taking part in this study and the
REACH clinic staff for assisting with this study. Also, we would like to thank the Western Australian
Health Translation Network (WAHTN) for connecting with the research consumers.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. Ong, K.L.; Stafford, L.K.; McLaughlin, S.A.; Boyko, E.J.; Vollset, S.E.; Smith, A.E.; Dalton, B.E.; Duprey, J.; Cruz, J.A.; Hagins, H.;

et al. Global, regional, and national burden of diabetes from 1990 to 2021, with projections of prevalence to 2050: A systematic
analysis for the Global Burden of Disease Study 2021. Lancet 2023, 402, 203–234. [CrossRef]

2. International Diabetes Federation. IDF Diabetes Atlas, 9th ed.; International Diabetes Federation: Brussels, Belgium, 2019.
3. Forouhi, N.G.; Wareham, N.J. Epidemiology of diabetes. Medicine 2014, 42, 698–702. [CrossRef] [PubMed]
4. Keel, S.; Xie, J.; Foreman, J.; van Wijngaarden, P.; Taylor, H.R.; Dirani, M. The Prevalence of Diabetic Retinopathy in Australian

Adults with Self-Reported Diabetes: The National Eye Health Survey. Ophthalmology 2017, 124, 977–984. [CrossRef]
5. Yau, J.W.; Rogers, S.L.; Kawasaki, R.; Lamoureux, E.L.; Kowalski, J.W.; Bek, T.; Chen, S.-J.; Dekker, J.M.; Fletcher, A.; Grauslund, J.

Global prevalence and major risk factors of diabetic retinopathy. Diabetes Care 2012, 35, 556–564. [CrossRef]
6. Bourne, R.R.; Stevens, G.A.; White, R.A.; Smith, J.L.; Flaxman, S.R.; Price, H.; Jonas, J.B.; Keeffe, J.; Leasher, J.; Naidoo, K.; et al.

Causes of vision loss worldwide, 1990–2010: A systematic analysis. Lancet Glob. Health 2013, 1, e339–e349. [CrossRef]
7. Scanlon, P.H. The English National Screening Programme for diabetic retinopathy 2003–2016. Acta Diabetol. 2017, 54, 515–525.

[CrossRef]

https://www.mdpi.com/article/10.3390/nursrep15010023/s1
https://www.mdpi.com/article/10.3390/nursrep15010023/s1
https://doi.org/10.1016/S0140-6736(23)01301-6
https://doi.org/10.1016/j.mpmed.2014.09.007
https://www.ncbi.nlm.nih.gov/pubmed/25568613
https://doi.org/10.1016/j.ophtha.2017.02.004
https://doi.org/10.2337/dc11-1909
https://doi.org/10.1016/S2214-109X(13)70113-X
https://doi.org/10.1007/s00592-017-0974-1


Nurs. Rep. 2025, 15, 23 12 of 13

8. Simó, R.; Hernández, C. Advances in the medical treatment of diabetic retinopathy. Diabetes Care 2009, 32, 1556–1562. [CrossRef]
[PubMed]

9. Vujosevic, S.; Aldington, S.J.; Silva, P.; Hernández, C.; Scanlon, P.; Peto, T.; Simó, R. Screening for diabetic retinopathy: New
perspectives and challenges. Lancet Diabetes Endocrinol. 2020, 8, 337–347. [CrossRef] [PubMed]

10. Mitchell, P.; Foran, S.; Wong, T.; Chua, B.; Patel, I.; Ojaimi, E.; Foran, J. Guidelines for the Management of Diabetic Retinopathy;
National Health and Medical Research Council: Canbera, Australia, 2008.

11. Foreman, J.; Keel, S.; Xie, J.; Van Wijngaarden, P.; Taylor, H.R.; Dirani, M. Adherence to diabetic eye examination guidelines in
Australia: The National Eye Health Survey. Med. J. Aust. 2017, 206, 402–406. [CrossRef] [PubMed]

12. Lake, A.J.; Browne, J.L.; Rees, G.; Speight, J. What factors influence uptake of retinal screening among young adults with type 2
diabetes? A qualitative study informed by the theoretical domains framework. J. Diabetes Complicat. 2017, 31, 997–1006. [CrossRef]
[PubMed]

13. Spurling, G.K.; Askew, D.A.; Hayman, N.E.; Hansar, N.; Cooney, A.M.; Jackson, C.L. Retinal photography for diabetic retinopathy
screening in Indigenous primary health care: The Inala experience. Aust. New Zealand J. Public Health 2010, 34, S30–S33. [CrossRef]
[PubMed]

14. Glasson, N.M.; Larkins, S.L.; Crossland, L.J. What do patients with diabetes and providers think of an innovative Australian
model of remote diabetic retinopathy screening? A qualitative study. BMC Health Serv. Res. 2017, 17, 158. [CrossRef] [PubMed]

15. Khou, V.; Khan, M.A.; Jiang, I.W.; Katalinic, P.; Agar, A.; Zangerl, B. Evaluation of the initial implementation of a nationwide
diabetic retinopathy screening programme in primary care: A multimethod study. BMJ Open 2021, 11, e044805. [CrossRef]
[PubMed]

16. Golden, S.D.; Earp, J.A.L. Social ecological approaches to individuals and their contexts: Twenty years of health education &
behavior health promotion interventions. Health Educ. Behav. 2012, 39, 364–372.

17. North Metropolitan TAFE. REACH—Roaming Education and Community Health. Available online: https://www.
northmetrotafe.wa.edu.au/community/reach-roaming-education-and-community-health (accessed on 13 August 2024).

18. Hsieh, H.F.; Shannon, S.E. Three approaches to qualitative content analysis. Qual. Health Res. 2005, 15, 1277–1288. [CrossRef]
19. Elo, S.; Kyngäs, H. The qualitative content analysis process. J. Adv. Nurs. 2008, 62, 107–115. [CrossRef]
20. O’Brien, B.C.; Harris, I.B.; Beckman, T.J.; Reed, D.A.; Cook, D.A. Standards for reporting qualitative research: A synthesis of

recommendations. Acad. Med. 2014, 89, 1245–1251. [CrossRef] [PubMed]
21. Kilanowski, J.F. Breadth of the Socio-Ecological Model. J. Agromed. 2017, 22, 295–297. [CrossRef]
22. Vasileiou, K.; Barnett, J.; Thorpe, S.; Young, T. Characterising and justifying sample size sufficiency in interview-based studies:

Systematic analysis of qualitative health research over a 15-year period. BMC Med. Res. Methodol. 2018, 18, 148. [CrossRef]
[PubMed]

23. Clarke, V.; Braun, V. Teaching thematic analysis: Overcoming challenges and developing strategies for effective learning.
Psychologist 2013, 26, 120–123.

24. Hipwell, A.; Sturt, J.; Lindenmeyer, A.; Stratton, I.; Gadsby, R.; O’Hare, P.; Scanlon, P.H. Attitudes, access and anguish: A
qualitative interview study of staff and patients’ experiences of diabetic retinopathy screening. BMJ Open 2014, 4, e005498.
[CrossRef] [PubMed]

25. Piyasena, M.M.P.N.; Murthy, G.V.S.; Yip, J.L.; Gilbert, C.; Peto, T.; Premarathna, M.; Zuurmond, M. A qualitative study on barriers
and enablers to uptake of diabetic retinopathy screening by people with diabetes in the Western Province of Sri Lanka. Trop. Med.
Health 2019, 47, 34. [CrossRef] [PubMed]

26. Dervan, E.; Lillis, D.; Flynn, L.; Staines, A.; O’shea, D. Factors that influence the patient uptake of diabetic retinopathy screening.
Ir. J. Med. Sci. 2008, 177, 303–308. [CrossRef] [PubMed]

27. Jepson, R.; Clegg, A.; Forbes, C.; Lewis, R.; Sowden, A.; Kleijnen, J. The determinants of screening uptake and interventions for
increasing uptake: A systematic review. Health Technol. Assess. 2000, 4, 1–133. [CrossRef]

28. Alwazae, M.; Al Adel, F.; Alhumud, A.; Almutairi, A.; Alhumidan, A.; Elmorshedy, H. Barriers for Adherence to Diabetic
Retinopathy Screening among Saudi Adults. Cureus 2019, 11, e6454. [CrossRef] [PubMed]

29. Shaya, F.T.; Chirikov, V.V.; Howard, D.; Foster, C.; Costas, J.; Snitker, S.; Frimpter, J.; Kucharski, K. Effect of social networks
intervention in type 2 diabetes: A partial randomised study. J. Epidemiol. Community Health 2014, 68, 326–332. [CrossRef]
[PubMed]

30. Liu, Y.; Zupan, N.J.; Shiyanbola, O.O.; Swearingen, R.; Carlson, J.N.; Jacobson, N.A.; Mahoney, J.E.; Klein, R.; Bjelland, T.D.; Smith,
M.A. Factors influencing patient adherence with diabetic eye screening in rural communities: A qualitative study. PLoS ONE
2018, 13, e0206742. [CrossRef] [PubMed]

31. Black, S.; Maitland, C.; Hilbers, J.; Orinuela, K. Diabetes literacy and informal social support: A qualitative study of patients at a
diabetes centre. J. Clin. Nurs. 2017, 26, 248–257. [CrossRef]

https://doi.org/10.2337/dc09-0565
https://www.ncbi.nlm.nih.gov/pubmed/19638526
https://doi.org/10.1016/S2213-8587(19)30411-5
https://www.ncbi.nlm.nih.gov/pubmed/32113513
https://doi.org/10.5694/mja16.00989
https://www.ncbi.nlm.nih.gov/pubmed/28490306
https://doi.org/10.1016/j.jdiacomp.2017.02.020
https://www.ncbi.nlm.nih.gov/pubmed/28363730
https://doi.org/10.1111/j.1753-6405.2010.00549.x
https://www.ncbi.nlm.nih.gov/pubmed/20618289
https://doi.org/10.1186/s12913-017-2045-2
https://www.ncbi.nlm.nih.gov/pubmed/28222770
https://doi.org/10.1136/bmjopen-2020-044805
https://www.ncbi.nlm.nih.gov/pubmed/34408028
https://www.northmetrotafe.wa.edu.au/community/reach-roaming-education-and-community-health
https://www.northmetrotafe.wa.edu.au/community/reach-roaming-education-and-community-health
https://doi.org/10.1177/1049732305276687
https://doi.org/10.1111/j.1365-2648.2007.04569.x
https://doi.org/10.1097/ACM.0000000000000388
https://www.ncbi.nlm.nih.gov/pubmed/24979285
https://doi.org/10.1080/1059924X.2017.1358971
https://doi.org/10.1186/s12874-018-0594-7
https://www.ncbi.nlm.nih.gov/pubmed/30463515
https://doi.org/10.1136/bmjopen-2014-005498
https://www.ncbi.nlm.nih.gov/pubmed/25510885
https://doi.org/10.1186/s41182-019-0160-y
https://www.ncbi.nlm.nih.gov/pubmed/31139011
https://doi.org/10.1007/s11845-008-0192-5
https://www.ncbi.nlm.nih.gov/pubmed/18641918
https://doi.org/10.3310/hta4140
https://doi.org/10.7759/cureus.6454
https://www.ncbi.nlm.nih.gov/pubmed/31897356
https://doi.org/10.1136/jech-2013-203274
https://www.ncbi.nlm.nih.gov/pubmed/24297971
https://doi.org/10.1371/journal.pone.0206742
https://www.ncbi.nlm.nih.gov/pubmed/30388172
https://doi.org/10.1111/jocn.13383


Nurs. Rep. 2025, 15, 23 13 of 13

32. Kawaguchi, A.; Sharafeldin, N.; Sundaram, A.; Campbell, S.; Tennant, M.; Rudnisky, C.; Weis, E.; Damji, K.F. Tele-Ophthalmology
for Age-Related Macular Degeneration and Diabetic Retinopathy Screening: A Systematic Review and Meta-Analysis. Telemed. J.
E Health 2018, 24, 301–308. [CrossRef]

33. Lawrenson, J.G.; Graham-Rowe, E.; Lorencatto, F.; Burr, J.; Bunce, C.; Francis, J.J.; Aluko, P.; Rice, S.; Vale, L.; Peto, T.; et al.
Interventions to increase attendance for diabetic retinopathy screening. Cochrane Database Syst. Rev. 2018, 1, Cd012054. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1089/tmj.2017.0100
https://doi.org/10.1002/14651858.CD012054.pub2

	Introduction 
	Materials and Methods 
	Study Setting 
	Study Design 
	Researcher Characteristics and Reflexivity 
	Theoretical Framework 
	Participants 
	Data Collection 
	Data Analysis 
	Rigor 

	Results 
	Sociodemographic Characteristics and Adherence Status 
	Enablers and Barriers to DR Screening Adherence 
	Individual-Level Factors 
	Interpersonal-Level Factors 
	Organizational-Level Factors 
	Environmental-Level Factors 

	Factors Most Likely to Influence Adherence to DR Screening 

	Discussion 
	Conclusions 
	References

