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Abstract
Objective: FoodRx is a 12-month healthy food prescription incentive program for
peoplewith type 2 diabetes (T2DM) and experiences of household food insecurity.
In this study, we aimed to explore potential users’ prospective acceptability
(acceptability prior to program use) of the design and delivery of the FoodRx
incentive and identify factors influencing prospective acceptability.
Design: We used a qualitative descriptive approach and purposive sampling to
recruit individuals who were interested or uninterested in using the FoodRx
incentive. Semi-structured interviews were guided by the theoretical framework of
acceptability, and corresponding interview transcripts were analysed using
differential qualitative analysis guided by the socioecological model.
Setting: Individuals living in Alberta, Canada.
Participants: In total, fifteen adults with T2DM and experiences of household food
insecurity.
Results: People who were interested in using the FoodRx incentive (n 10)
perceived it to be more acceptable than those who were uninterested (n 5). We
identified four themes that captured factors that influenced users’ prospective
acceptability: (i) participants’ confidence, views and beliefs of FoodRx design and
delivery and its future use (intrapersonal), (ii) the shopping routines and roles of
individuals in participants’ social networks (interpersonal), (iii) access to and
experience with food retail outlets (community), and (iv) income and food access
support to cope with the cost of living (policy).
Conclusion: Future healthy food prescription programs should consider how
factors at all levels of the socioecological model influence program acceptability
and use these data to inform program design and delivery.
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More than 10 % of people in Canada with cardiovascular-
related chronic diseases, including type 2 diabetes (T2DM),
face financial barriers to managing their chronic condi-
tions(1). One of the most common financial barriers to self-
management of T2DM is household food insecurity, which
is the insecure or inadequate access to food due to financial
constraints(1,2). Through a host of pathways, including

detrimentally impacting individuals’ diet quality and
increasing levels of chronic stress, household food
insecurity can increase the odds of developing T2DM
and lead to significant glycaemic variability(3). As a result,
those with T2DM who are experiencing household food
insecurity are at an increased risk of diabetes-related
complications(4–6). With the prevalence of household food
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insecurity recently rising to 1 in 6 households in Canada,(2)

there is a growing concern about the increased incidence of
T2DM and the difficulties with self-management and
associated complications those with T2DM will face(7).

Healthy food prescription programs are a possible
intervention to reduce diabetes-related adverse health
outcomes through supporting participants to self-manage
their T2DM through dietary practices(8,9). In healthy food
prescription programs, primary care providers or other
authorised prescribers (e.g. dietitians and pharmacists)
provide a written prescription with dietary guidance to
patients who have low incomes or who are experiencing
household food insecurity. In addition to the prescription,
patients receive a financial benefit (subsidy or incentive) to
purchase foods at a redemption site, such as a supermarket
or farmers’ market(8–10). While healthy food prescription
programs are growing in popularity as a research
intervention, many programs have low enrolment and
rates of incentive or subsidy use(10,11).

Some researchers have used qualitative methods to
explore program implementation and users’ experiences of
healthy food prescription programs to better understand
program outcomes, including low uptake. Some factors
identified as barriers to using incentives or subsidies
include a lack of transportation to redemption sites, stigma
associated with using financial supports and limited
redemption locations(12–17). Of the qualitative studies that
have explored users’ experiences with healthy food
prescription programs, two have explored users’ experi-
enced acceptability of some elements of program design
and delivery after program completion(12,13). The authors of
these studies used their findings to inform recommenda-
tions to improve program acceptability and minimise the
impact of participant identified barriers to using subsidies
or incentives, such as by expanding the number of
redemption sites and offering electronic subsidies or
incentives(12,13). Although these and similar recommenda-
tions may help to improve engagement with healthy food
prescription programs once participants have enrolled, it
remains unclear why potential users do not always want to
participate in these programs(18,19).

One way to better understand potential users’ interest in
participating in healthy food prescription programs or their
initial willingness to use the associated incentive or subsidy
is by exploring anticipated or prospective program
acceptability(20,21). The authors of the Theoretical
Framework of Acceptability (TFA) define prospective
acceptability of health-related interventions as the degree
to which users consider an intervention appropriate based
on their anticipated emotional and cognitive responses(20).
If potential users do not consider the design or delivery of a
program acceptable, issues with low enrollment, engage-
ment and retention may emerge – all of which are threats to
the completion of research and may increase implementa-
tion costs, thereby limiting potential program benefits(21).
By understanding potential users’ prospective acceptability

of healthy food prescription programs, program leads may
be able to make changes to program design and delivery
that enhance enrolment and use of incentives or subsidies
within healthy food prescription programs.

To our knowledge, no studies have investigated
potential users’ prospective acceptability of a healthy food
prescription program. Previous studies of healthy food
prescription programs have only considered acceptability
from the perspective of individuals enrolled in or who have
already completed a program, which may not reflect the
perspective of individuals who are considering participat-
ing in these programs. Furthermore, studies that have
explored acceptability have not fully considered how
potential users’ personal and sociocultural contexts may
shape program acceptability. Identifying contextual factors
that shape users’ acceptance of healthy food prescription
programs may provide further guidance to program
designers on how to adapt program elements to enhance
program acceptability(20,22). Hence, the purpose of this
research was to (i) explore potential users’ prospective
acceptability of the FoodRx incentive, and (ii) identify
contextual factors that influence the prospective accept-
ability of the FoodRx incentive from the perspective of
potential users.

Methods

Program overview
The FoodRx randomised controlled trial is evaluating the
impact of a healthy food prescription incentive program
(FoodRx) on glycaemia in adults (18–85 years old) with
T2DM in Alberta, Canada, who have baseline A1C between
6·5 and 12 % and experiences of household food
insecurity(23). Participants randomised to the intervention
arm (n 297) receive a 12-month weekly healthy food
financial incentive through a partnering supermarket
chain’s loyalty points system to purchase program-eligible
foods. Those randomised to the control arm (n 297)
received a healthy food prescription pamphlet containing
nutritional advice mimicking standard of care without the
financial incentive. These foods include nutrient-dense
whole foods from all food groups,with little to no added fat,
sugar or salt (including fruits and vegetables, fresh meat
and poultry, meat alternatives, dairy products and whole
grain foods). Purchases of these foods are incentivised as
participants earn a fixed value of points eachweek ($10·50/
household member) after they spend a minimum number
of store loyalty card points or dollars ($10/household
member) on study-eligible foods the week prior.

Study design and participants
We conducted a qualitative descriptive study(24) with adults
(18–85 years old) in Alberta, Canada, who self-reported
T2DM, were at risk of household food insecurity in the past
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6 months (using the two-item Hunger Vital sign
screener)(25), had no experience using the FoodRx
incentive, did not reside in a facility that provided meals
(e.g. shelter, long-term care and prison) andwhowere able
to communicate in English. The Hager two-item screener
was used to screen for household food insecurity as studies
have shown that this abbreviated version from the full
eighteen-item questionnaire correctly identified 97 % of
food-insecure households and 83 % of food-secure house-
holds(25). Between March and June 2022, research staff
purposively invited two groups of potential users to
participate in semi-structured interviews, including those
who: (i) expressed interest in using the FoodRx incentive,
but were ineligible for the FoodRx randomised controlled
trial (i.e. due to baseline A1C of <6·5 or >12) (i.e. the
interested group) or (ii) were not interested in using the
FoodRx incentive after briefly learning about the program
at the end of the eligibility screening call (i.e. the
uninterested group). All participants who agreed to
participate provided written informed consent. The
University of Calgary Conjoint Health Research Ethics
Board (REB20-0543) approved this study.

Data collection
Participants first completed training on how to use the
FoodRx incentive. The training included reviewing the
incentive training material (booklet and/or video) on their
own prior to a scripted phone call with a research assistant.
The topics covered in the training included a list of the
stores participating in the program, how to earn and
redeem loyalty card points, a detailed list of eligible foods
and who to reach out to for study support. One to 14 d after
the training (median of 5 d), ST conducted and recorded
semi-structured phone interviews with all participants
between March and June 2022 using an open-ended,
pilot-tested question guide with ten questions (Appendix)
informed by the seven constructs of the TFA (Table 1)(20).

Interview recordings were transcribed verbatimwith the
assistance of an artificial intelligence transcription service
(Rev.com), checked for accuracy against the audio record-
ing and organised using NVivo (version 12.7). Participants
were offered a one-time $40 cash honorarium for
participating.

Data analysis
Analysis was conducted concurrently with data collection,
so recruitment ended when we achieved coding saturation
(i.e. no new codes identified in three successive tran-
scripts)(26). We used differential qualitative analysis(27) to
explore differences and similarities between the two
groups of participants (i.e. those interested and uninter-
ested in using the FoodRx incentive). Two authors (ST and
SD) inductively generated the initial codebook by combin-
ing their lists of independently developed descriptive,
line-by-line codes from the first three transcripts.

Independent coding decisions were reviewed by ST and
SD during a meeting in which similar codes were
consolidated and disagreements between coders were
discussed and resolved by an expert in qualitative research
(DJTC). This initial codebook was then used in duplicate
coding of three successive sets of 3–4 interviews, until no
further changes were made to the codebook. Once all
interviews were coded, ST independently reviewed tran-
scripts within each group and noticed that many codes
aligned with the socio-ecological model (SEM)(28) ST
therefore used the SEM as a framework to group codes
into categories and themes participants considered as they
spoke of their prospective acceptability of the FoodRx
incentive.

ST reviewed the codes for each participant group and
organised them using the sem to create categories for each
group. ST then reviewed similarities and differences
between the categories across both groups to create
one final set of categories that aligned with the sem
(i.e. interpersonal, intrapersonal, community and policy).
Once the categories were finalised, ST and DJTC
developed themes by identifying and reviewing broad
concepts (e.g. social support, access to a vehicle and store
preferences) that were identified in the final set of
categories(27). Themes were named, defined and reviewed
with the research team. Regular peer debriefing meetings
with multiple investigators during analysis enhanced the
rigor of this analysis by bringing different perspectives to
the data(29). Additionally, ST maintained a detailed audit
trail documenting changes made to the codebook and
decisions made during analysis.

Results

Of the twenty-nine individuals contacted, fifteen com-
pleted informed consent, received the FoodRx incentive
training and completed a semi-structured interview
(Table 2). Incentive training calls lasted 9–37 min (average
of 23 min), and interviews ranged from 33 to 73 min
(average of 49 min). Those who declined to participate in
the qualitative study reported not being interested or
having limited time due to other commitments
(i.e. childcare, medical appointment, work and travel).

Prospective acceptability of the FoodRx incentive
differed considerably between the two groups of partic-
ipants: those interested in using the FoodRx incentive
(n 10) viewed the design and delivery as more acceptable
than those who were uninterested in using it (n 5). The
two groups of participants also had different socio-
demographic characteristics. Those interested in using
the FoodRx incentive predominantly identified as men
(80 %) and were less than 66 years old, while those who
were uninterested all identified as women and were
65 years or older (Table 2). Overall, we identified four
themes that aligned with the levels of the sem(28):
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(i) individual’s confidence, views and beliefs regarding the
FoodRx incentive design and delivery and its future use
(intrapersonal level, personal context), (ii) the shopping
routines and roles of individuals in participants’ social
networks (interpersonal level, social context), (iii) access to
and experience with food retail outlets (community level,
food retail context) and (iv) income and food access
support to cope with the cost of living (policy level,
economic context).

Theme 1: individual’s confidence, views and
beliefs regarding the FoodRx incentive design and
delivery and its future use (intrapersonal level,
personal context)
Three subthemes captured participants’ perceptions of
the FoodRx incentive (Fig. 1). Generally, participants
considered the incentive acceptable if they felt confident
that they could use the incentive, held favourable views of
the incentive design and delivery and believed the
incentive offered more value than the perceived effort
to use it.

Anticipated confidence in using the FoodRx incentive
Participants’ acceptability of the FoodRx incentive was
higher when they felt confident about using it in the future.
All participants in the interested group spoke about the
‘simple’ or ‘straightforward’ nature of the eligible food list
and the process for earning and redeeming the incentive:

‘Really there are not that many rules to follow : : : it’s
no different than any other company’s loyalty pro-
gram : : : you earn up points by buying certain things
and you exchange them for a certain amount of
money towards groceries. That’s pretty straightforward.’
(Participant 5, man in his 40s).

However, all participants in the uninterested group felt
uncertain about using the incentive successfully due to
concerns about shopping in a new environment:

‘You know, I am a senior and I’ve always shopped at the
stores closest to me. You go in and you know exactly where
everything is. Whereas [partnering store], I really don’t
know it, and I got to walk around and look for everything.’
(Participant 12, woman in her 70s)

All participants in this group stated the FoodRx incentive
would be more acceptable to them if it was offered at their
preferred, but non-partnering stores, as this would increase
their confidence in using it.

Views of the FoodRx incentive design and delivery
Both groups had distinct views of the eligible food list,
partnering stores and the supermarket chain’s loyalty point
system. Most participants in the interested group men-
tioned that they considered the incentive acceptable
because they ‘loved’ the partnering stores, ‘appreciate[d]
the variety of foods included’ in the eligible food list, and
thought the supermarket chains’ electronic loyalty point
system would allow them to use the incentive without
feeling ‘singled out’ – a feeling they experienced while

Table 1 Seven constructs in the theoretical framework of acceptability developed by Sekhon, Cartwright & Francis (2017)(20)

Construct Definition

Affective attitude How an individual feels about the intervention
Burden The perceived amount of effort that is required to participate in the intervention
Ethicality The extent to which the intervention has a good fit with an individual’s value system
Intervention coherence The extent to which the participant understands the intervention and how it works
Opportunity costs The extent to which benefits, profits or values must be given to engage in the intervention
Perceived effectiveness The extent to which the intervention is perceived as likely to achieve its purpose
Self-efficacy The participant’s confidence that they can perform the behaviour(s) required to participate in the intervention

Table 2 Socio-demographic characteristics of participants (n 15)

Characteristics
People interested in using the FoodRx

incentive (n 10)
People uninterested in using the FoodRx

incentive (n 5)

Age range (average age) 33–65 years old (54 years) 66–79 years old (74 years)
Gender (women) 20% 100%
Race (white) 100% 100%
Household size
Single 20% 80%
Two people 30% 20%
Three or more people 50% –

Education
High school diploma or lower 50% 60%
College, trade school or university 50% 40%

Experience with supermarket loyalty point system 70% 60%
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using food banks or thought they would experience using
physical coupons or vouchers:

‘When you get to the till, [the incentive] doesn’t identify
you as a person who’s getting help. It’s the same as everyone
else uses. Like in the States they have food stamps, which
don’t get me wrong, I’m a social worker, I think it’s great.
But when you get to the till people see that you have help,
and it makes you feel less than. This way, I’m just givingmy
card, like everyone else is.’ (Participant 10, woman in
her 60s)

A few other participants in the interested group
expressed indifference towards the partnering store and
eligible food list. However, these feelings were not enough
to influence their overall acceptability of the FoodRx
incentive. Instead, participants in this group conveyed their
‘just use it’ attitude, where they professed their willingness
to complete any steps required to use the incentive even if
the steps required extra effort. Participants’ ‘just use it’
attitude stemmed from the self-discipline they applied to
their T2DM self-management or their need for food:

‘If someone was giving me an incentive card with so
much money on it a week to get fresh foods and groceries,
I’d go to wherever they say, because I need those fresh
groceries. If I had the money to go every week, I would go
every week.’ (Participant 9, woman in her 50s)

In contrast, individuals who were uninterested found
the FoodRx incentive unacceptable because it would mean
supporting a supermarket chain they did not like. Similarly,
individuals in this group preferred alternatives to the
branded items included in the eligible food list, which

lacked the nostalgia, familiarity or flavour of their favourite
brands that they grew up with or regularly consumed:

‘It’s different brands of things from what I eat : : : it’s
ones that I don’t know. Like, All Bran cereals, I’ve always
had Kellogg. The oats for the porridge have always been
Quaker Oats. If there [were] more old-fashioned foods that
seniors grew up on, that would be great.’ (Participant 4,
woman in her 70s)

Even though participants in this group disliked the
branded items in the eligible food list, they, like the group
that wanted to use the FoodRx incentive, agreed that the
incentive ‘should only cover healthy foods.’

Beliefs about the value and effort required to use the
FoodRx incentive
Participants compared the perceived value of the incentive
to the anticipated effort required to use it to determine if the
FoodRx incentive was acceptable. The interested group
believed $10·50/household member per week to be a
significant financial support that would allow them to ‘have
the chance to buy better food’ that they considered
‘expensive’ and ‘beyond their budget’.

All participants in this group also believed the FoodRx
incentive would positively impact their diabetes self-
management and health, by motivating them to follow a
diabetes-friendly diet and enabling them to buy foods like
fruits and vegetables each week to continue earning the
incentive. Others in this group also anticipated the FoodRx
incentive would have a positive impact on their diabetes
because they would experience less stress about not

Participants interested in using the incentive Participants not interested in using the incentive

•  Income insufficient to meet
   increasing cost of living (e.g. food
   and gas) 

Theme 4.

Theme 3. 
•  Partnering stores are easy to
   access 
•  Preference for sales at
   partnering stores 

•  Rely on charitable food supports to
   navigate food insecurity  

•  Shopped weekly sales
•  Supportive spouse
•  Household food preference
    and needs 

Theme 2.

Theme 4.
•  Income insufficient to meet
   increasing cost of living (e.g.
   food and gas)
•  Rely on other strategies (e.g.
   creating a stockpile of foods and
   changing their eating habits) 

Theme 3.
•  Partnering stores are difficult
   to access
•  Negative shopping
   experiences at the partnering
   stores 

Theme 2.
•  Live alone
•  Shop based on comfort and
   experience
•  Anticipate they will have no
   social support to use the
   incentive
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Fig. 1 Summary of differences in participants’ social (theme 2), food retail (theme3), and economic (theme 4) contexts between those
who were interested or uninterested in using the FoodRx incentive
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having enough food or having to choose between paying
for medication, gas, bills and food:

‘My stress would go down because I’d be spending the
incentive money on groceries and then the money that I
saved with the incentive program could go towards
medications’ (Participant 9, woman in her 50s).

In comparison, all participants in the uninterested group
believed it was too inconvenient to use given the limited
value it offered. For some, this was due to lack of proximity
to the partnering stores:

‘I live in another town that doesn’t have a [partnering]
store and gas is getting to be pretty darn expensive. It would
costmemore time andmoney to go to [townname] and buy
my groceries there [with the incentive] than having to spend
more money here : : : So, for a person that lives in [town
name] or really close to store, I think that’s fine for them.
But I think and my rational mind is saying [the incentive]
isn’t worth it’ (Participant 7, woman in her 70s)

Perceiving little value in the food prescription program,
people in this group thought the incentive would have
minimal influence on their diabetes self-management and
health.

Theme 2: The shopping routines and roles of
individuals in participants’ social networks
(interpersonal level, social context)
All participants spoke of the role of their social networks in
their everyday grocery shopping routines and how they
influenced their acceptability of the FoodRx incentive. Most
participants in the interested group lived with at least one
other person (80 %) and reflected on whether the eligible
foods list fit their meal preparation plans and their
household members’ dietary restrictions and (flavour and
brand) preferences. Additionally, participants in this group
shared their household’s approach to finding cheaper food
and thought the incentive would fit their shopping routine:

‘Well, there would be really no effort [to use the
incentive]. Me and [wife’s name] would just have to plan
to maybe grab more at [the partnering store] and just use
the other stores for the door crashers, which is basically
what we do : : : So [the incentive] is just basically like
hunting for deals like we do all the time.’ (Participant 5,
man in his 40s).

Married participants who identified as men anticipated
their wives would assume primary responsibility for using
the FoodRx incentive as they did ‘most of the shopping’ and
were already frequent users of the supermarket chain’s
loyalty point system or shopped at partnering stores:

‘I’m not a hundred percent on how to use [the
supermarket loyalty program]. My wife does most of
that : : : I [would] just feed my wife’s [account] up to use
the incentive. She watches that herself as how many points
we accumulate and when we can redeem them.’
(Participant 3, man in his 60s).

In comparison, four out of the five participants who
were uninterested lived alone. Participants in this group
reported having food shopping routines that were often
spaced out and sporadic, making the incentive less
acceptable as it required a consistent weekly shopping
routine:

‘You have to go to your groceries every week, a lot of
times I don’t go every week, but sometimes you do : : : that
was another thing that was kind of bothersome for me, you
know, you’re being forced to do something [weekly] maybe
you don’t do all the time’ (Participant 14, woman in
her 60s).

Participants in this group also relied on their social circle
outside their home (e.g. children, friends and neighbours)
for support to go shopping, including driving to stores or
accompanying them as they shopped, as some became
exhausted or anxiouswhen shopping alone. This group did
not feel comfortable asking or burdening others in their
social circle to drive them to an unfamiliar store to use the
incentive:

‘I can’t ask somebody to take me every week to go to a
grocery store when I’m not even familiar with [partnering
store] : : : [my friend] just started giving me a ride to [non-
partnering store] every Friday. It’s just too much : : : If I had
a ride to get to those stores, the programmight have worked
for me.’ (Participant 15, woman in her 70s).

With limited social support, older women who were
uninterested in using the incentive were less likely to see
the incentive as appropriate for their context.

Theme 3: access to and experiences with food
retail outlets (community level, food retail context)
Participants discussed how factors within the food retail
environment influenced their prospective acceptability of
the FoodRx incentive. The interested group discussed how
the partnering stores were nearby, easy to access by car or
on foot and held ‘deal days’ and ‘door crashers’. Lower
costs at the partnering stores especially enhanced the
acceptability of the incentive as participants felt they were
saving additional money when using the incentive:

‘The [partnering store] has prices [that] are more
reasonable than most places so it would work great if
I’m using your program there too. It’ll be like double the
savings’ (Participant 1, man in his 60s).

Generally, the uninterested group described how
limited access to transportation to travel to supermarkets
and fewer partnering stores in their immediate vicinity
contributed to lower acceptability of the incentive:

‘I don’t drive. So, the [non-partnering store] is handy. I
can just walk to it right and carry the food home. Or if I
can’t do that, then a neighbor or a family member would
take me grocery shopping : : : So, your program is not really
handy for mewhen I already have other good stores byme.’
(Participant 4, woman in her 70s).
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Participants in the uninterested group also shared how
experiences of poor-quality service at the partnering
stores compared with other food retailers they frequented
made the FoodRx incentive less acceptable to them.
Many participants from this group felt that shopping at
partnering stores was an ‘overwhelming experience’ that
increased their stress and anxiety:

‘I do not shop in [partnering store]. I don’t like them.
They’re too big : : : I do find a lot of times if you’re looking
for help, there’s tons of people around there, like workers
and their employees, but to try and track one person down
and ask them where something is difficult.’ (Participant 14,
woman in her 60s)

Theme 4: income and food access support to cope
with the cost of living (policy level, economic
context)
Participants’ acceptability of the FoodRx incentive was
contextualised by their concerns and anxieties about the
increasing cost of living, their income and experiences
with charitable food supports. Participants from both
groups discussed how they felt their income was
insufficient to keep up with inflation and increases in
the cost of living, often having to choose between paying
for rent, food, medication and/or toiletries. Participants in
the interested group considered the weekly incentive
amount as an acceptable supplement to their current low
income:

With your program, I’m going to the grocery store and
knowing that ‘Hey, I got a little bit of extra money’ I can
afford a few better foods and don’t have to eat stuff that’s
just the cheapest thing I can find’” (Participant 8, man in
his 30s).

Despite the fact that the uninterested group reported
they lived on low, fixed incomes inadequate to support
‘lonely senior[s] that can’t work anymore’ this group found
that the incentive amount would be insufficient to meet
their needs in this context:

‘A lot of us older ladies have a limited amount of money
that we have to spend : : : You either pay your utility bills or
you eat : : : that’s coming from a senior : : : . $10·50 [per
week] isn’t going to go very far. I could spend that, but I
mean, it’s a drop in the bucket.’ (Participant 12, woman in
her 70s).

Experiences with food banks and community food
hampers seemed to enhance participants’ acceptability of
the incentive as interested participants anticipated it would
provide greater food choice and variety:

‘When I go to the food bank, nine out ten times they give
you pasta : : : the incentive is different, you actually get
choices once a week when you get 10 bucks.’ (Participant 2,
man in his 50s).

In comparison, all uninterested participants avoided
using charitable food resources and depended on other
strategies, including buying cheaper foods, creating a

stockpile of perishable and boxed foods, changing their
eating habits to eat fewer meals each day and going out to
eat with friends less frequently. These participants shared
that they viewed the incentive as less acceptable as they
considered their existing approaches to address food
access as sufficient for their needs:

‘I personally don’t know and can’t see it really making a
lot of difference. I mean I may not be eating the right food
[for my diabetes], but I already have the foods I need.’
(Participant 14, woman in her 60s).

Discussion

Using a qualitative descriptive approach, we found distinct
differences in factors that influenced program acceptability
between those who were and who were not interested in
using the FoodRx incentive. Overall, four themes were
identified, encompassing all levels of the SEM, that shaped
participants’ prospective acceptability of the FoodRx
incentive, including (i) individuals confidence, views and
beliefs regarding the FoodRx incentive design and delivery
and its future use (intrapersonal level, personal context),
(ii) the shopping routines and roles of individuals in
participants’ social networks (interpersonal level, social
context), (iii) access to and experience with food retail
outlets (community level, food retail context), and
(iv) income and food access support to cope with the cost
of living (policy level, economic context).

The first theme consisted of intrapersonal factors,
including potential users’ confidence, views and beliefs
concerning the FoodRx incentive. Generally, uninterested
participants considered the incentive unacceptable for
them as they felt unsure about their ability to use it
successfully, disliked the design and delivery aspects and
believed that the value it offered was insufficient to
compensate for the extensive effort required to use it. The
factors that made the incentive unacceptable to some
participants are consistent with factors identified in other
qualitative explorations of individuals’ reasons for declin-
ing to participate in other health interventions(21,30). All
participants explained or justified their anticipated emo-
tional and cognitive response (i.e. their acceptability) to the
FoodRx incentive by referring to their experiences in
accessing other food supports (e.g. food banks)(22).

Participants also described how factors at the interper-
sonal level of the SEM influenced the acceptability of the
FoodRx incentive, including household members and
those outside their homes who were involved in their
food shopping routines. Overall, potential users’ social
networks enhanced their acceptability of the FoodRx
incentive if they anticipated receiving support from their
network to use it in the future. In our sample, gender roles
regarding household food shopping (that typically fell to
women) enhanced the acceptability of the FoodRx
incentive among men with spouses who anticipated
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minimal burden using the incentive. At the same time, older
women who completed most of their own shopping
considered the incentive burdensome and unacceptable.
The distribution of shopping roles among participants and
their social networks is not surprising, as women have
traditionally taken on household food shopping and meal
preparation responsibilities(31–33). Previous qualitative
explorations of users’ experience in healthy food pre-
scription programs have found that individuals in partic-
ipants’ social networks can play an important role in
helping participants to use the incentive or subsidy(13–15).
Our findings highlight that potential users’ social networks
influenced their prospective acceptability of a healthy food
prescription program and can contribute to their initial
willingness to use incentives.

Next, participants spoke of how their food retail
contexts influenced the acceptability of the FoodRx
incentive, including the proximity of partnering stores
and accessibility and quality of services and items sold. Past
retail and consumer research has shown that a store’s
service and fresh food quality, pricing, proximity, product
assortment and atmosphere are all crucial factors shoppers
consider when choosing which stores to visit(32,34–36).
Additionally, transportation barriers to redemption sites in
healthy food prescription programs are common for
program users across North America(9,11–13) and were
particularly problematic for the older adults we interviewed
who relied on public transportation(32,35). Our findings
suggest that these barriers are known to participants prior
to program participation andmay reduce their acceptability
and desire to participate in a program.

Lastly, participants considered factors at the policy level
of the SEM, or their economic context, when discussing
their prospective acceptability of the FoodRx incentive.
Generally, participants spoke of having insufficient
incomes to meet their households’ basic needs and the
difficulty of coping with the increasing cost of living. The
approaches to address household food insecurity that our
uninterested participants utilised were consistent with
those of older adults in other studies who were reluctant to
ask others for help(37) or to use food assistance(38,39). These
adults exhibited a ‘resilient self-sufficiency’(40) when
experiencing household food insecurity, whereby they
relied on their own resourcefulness to access food. Thus,
uninterested individuals may not want to use incentives
because they do not match their preferred strategies to
procure food.

Finally, it is also important to consider the possibility that
uninterested individuals may have had fewer social and
economic resources to assist them to use the FoodRx
incentive compared with interested participants. We found
evidence of this when uninterested participants spoke of
not having access to their own vehicle, reliable public
transportation or the support of friends and family to go
shopping. Previous authors have proposed that interven-
tions relying on individual behaviour changes (such as

weekly shopping for specific foods) may lead to programs
where potential users who have more advantages
(e.g. higher incomes, social support and access to food
retailers) are more likely to enroll and use the incentive as
intended than those who face relatively more disadvan-
tages (e.g. lower incomes, social support and access to food
retailers)(41–44). While there is limited evidence to suggest
that there is unequal uptake of healthy food prescription
programs(45–47), previous qualitative studies have found
that participants’ economic contexts and access to material
resources substantially shaped their experiences in healthy
food prescription programs(14,15).

Our results should be considered in the context of study
limitations. First, participants in the two groups had distinct
ages and gender identities (i.e. those who were uninter-
ested were all older women), which undoubtedly shaped
our findings. Our findings may have differed by purpos-
ively recruiting additional individuals who had varying
gender identities, ethnicities and ages. Additionally, we did
not collect demographic characteristics of individuals who
were eligible but declined to take part in this qualitative
study. Hence, we are unsure whether those who chose to
participate in an interview were similar to those who were
eligible but declined to participate. While our sample did
not represent all possible prospective users (i.e. of varying
gender identities, ethnicities and ages), the lived experi-
ences shared by our participants provide useful insight into
considerations made by those who are at-risk of household
food insecurity and highlight the importance of all users’
context when understanding their prospective accept-
ability(29). Additionally, the transferability of our study
findings to other jurisdictions is unknown. Our participants’
acceptability of the FoodRx incentivewas informed by their
experiences in Alberta, Canada, including existing pro-
grams offered locally, which may differ from other
locales(48,49). However, it is possible our findings are
relevant to those in other cities and provinces/states where
there are similarities in the experience of household food
insecurity(12,13).

Conclusion
This study explored the prospective acceptability of a
healthy food prescription incentive program from the
perspective of potential users who have T2DM and
experiences of household food insecurity. We found that
intrapersonal factors, including users’ confidence, views
and beliefs, contributed to their prospective acceptability of
the FoodRx incentive. Additionally, we found that gender-
and age-based differences in individuals’ personal, social,
food retail and economic contexts influenced their
prospective acceptability of the FoodRx incentive. Future
healthy food prescription programs should consider how
factors at all levels of the Sem influence users’ program
acceptability and use these data to inform program design
and delivery.

8 S Tariq et al.

https://doi.org/10.1017/S1368980024000429 Published online by Cambridge University Press

https://doi.org/10.1017/S1368980024000429


Acknowledgements

Thank you to Hayley Cornett for recruiting participants,
Terry Saunders-Smith for supporting program logistics and
Jenna Ganske, Aysha Macci and Fatimoh Kasaba for
training participants. We are grateful to our two patient
partners, Matt and Kristin, for their contributions to the
interview guide.

Financial support

The FoodRx randomised controlled trial is funded by
Alberta Innovates (Funding Reference Number:
G2020000178) and the Canadian Institutes of Health
Research (CIHR) (Funding Reference Number: PJT-
180597). ST was supported by CIHR (Funding Reference
Number: NA), Libin Cardiovascular Institute of Alberta
(Funding Reference Number: NA) and University of
Calgary Faculty of Graduate Studies (Funding Reference
Number: NA) to complete this work.

Conflict of interest

There are no conflicts of interest.

Authorship

S.T., D.L.O. and D.J.T.C. designed the study. S.T. and S.D.
analysed the data. S.T., D.L.O. and D.J.T.C. interpreted the
data and drafted themanuscript. R.F.B., E.S., L.L., M.J.E. and
B.M.L. contributed to the study design and interpretation of
study findings. All authors revised the manuscript,
approved the final version and agreed to be accountable
for all aspects of the work.

Supplementary material

For supplementary material accompanying this paper visit
https://doi.org/10.1017/S1368980024000429

Ethics of human subject participation

This study was conducted according to the guidelines laid
down in the Declaration of Helsinki, and all procedures
involving research study participants were approved by the
Conjoint Health Ethics Review Board at the University of
Calgary. Written informed consent was obtained from all
participants.

References

1. Campbell DJT, Manns BJ, Weaver RG et al. (2017) Financial
barriers and adverse clinical outcomes among patients with
cardiovascular-related chronic diseases: a cohort study. BMC
Med 15, 1–13.

2. Tarasuk V, Li T & Fafard St-Germain AA (2022) Household
Food Insecurity in Canada. Available at https://proof.
utoronto.ca/ (accessed August 2022).

3. Seligman HK, Bindman AB, Vittinghoff E et al. (2007) Food
insecurity is associated with diabetes mellitus: results
from the national health examination and nutrition
examination survey (NHANES) 1999–2002. J Gen Intern
Med 22, 1018–23.

4. Douglas F, Machray K & Entwistle V (2020) Health
professionals’ experiences and perspectives on food inse-
curity and long-term conditions: a qualitative investigation.
Health Soc Care Community 28, 404–13.

5. Seligman HK, Davis TC, Schillinger D et al. (2010) Food
insecurity is associated with Hypoglycemia and poor
diabetes self-management in a low-income sample with
diabetes. J Health Care Poor Underserved 21, 1227–33.

6. Essien UR, Shahid NN&Berkowitz SA (2016) Food insecurity
and diabetes in developed societies. Curr Diabetes
Rep 16, 79.

7. Diabetes Canada (2020) Food Security and Diabetes
A Position Statement. Available at www.diabetes.ca
(accessed October 2023).

8. Swartz H (2018) Produce Rx programs for diet-based chronic
disease prevention. AMA J Ethics 20, 960–73.

9. Little M, Rosa E, Heasley C et al. (2022) Promoting healthy
food access and nutrition in primary care: a systematic
scoping review of food prescription programs. Am J Health
Promotion 36, 518–36.

10. Bhat S, Coyle DH, Trieu K et al. (2021) Healthy food
prescription programs and their impact on dietary behavior
and cardiometabolic risk factors: a systematic review and
meta-analysis. Adv Nutr 12, 1944.

11. Healthy Food America (2019) Healthy Food Pricing
Incentives: A systematic review of current evidence.
Available at www.healthyfoodamerica.org (accessed
November 2021).

12. Heasley C, Clayton B, Muileboom J et al. (2021) “I was eating
more fruits and veggies than I have in years”: a mixed
methods evaluation of a fresh food prescription intervention.
Arch Public Health 79, 1–16.

13. Riemer S,Walkinshaw LP, AuvinenA et al. (2021)Qualitative
study on participant perceptions of a supermarket fruit and
vegetable incentive program. J Acad Nutr Diet 121,
1497–506.

14. Schlosser AV, Smith S, Joshi K et al. (2019) “You guys really
care about me : : : ”: a qualitative exploration of a produce
prescription program in safety net clinics. J Gen Intern Med
34, 2567–74.

15. Schlosser AV, Joshi K, Smith S et al. (2019) “The coupons and
stuff just made it possible”: economic constraints and patient
experiences of a produce prescription program. Transl
Behav Med 9, 875–83.

16. Forbes J (2019) “Prevention produce”: integrating medical
student mentorship into a fruit and vegetable prescription
program for at-risk patients. Perm J 23, 218–238.

17. Goddu AP, Roberson TS, Raffel KE et al. (2015) Food Rx: a
community-university partnership to prescribe healthy
eating on the south side of Chicago. J Prev Interv
Community 43, 148–62.

18. Bryce R, Guajardo C, Ilarraza D et al. (2017) Participation in a
farmers’ market fruit and vegetable prescription program
at a federally qualified health center improves hemoglobin
A1C in low income uncontrolled diabetics. Prev Med Rep 7,
176–9.

Prospective acceptability of a food incentive 9

https://doi.org/10.1017/S1368980024000429 Published online by Cambridge University Press

https://doi.org/10.1017/S1368980024000429
https://proof.utoronto.ca/
https://proof.utoronto.ca/
https://www.diabetes.ca
https://www.healthyfoodamerica.org
https://doi.org/10.1017/S1368980024000429


19. Bryce R,Wolfson JA, CohenA et al. (2021) A pilot randomized
controlled trial of a fruit and vegetable prescription program
at a federally qualified health center in low income
uncontrolled diabetics. Prev Med Rep 23, 101410.

20. Sekhon M, Cartwright M & Francis JJ (2017) Acceptability of
healthcare interventions: an overview of reviews and
development of a theoretical framework. BMC Health Serv
Res 17, 1–13.

21. Sekhon M, Cartwright M, Lawes-Wickwar S et al. (2021)
Does prospective acceptability of an intervention influence
refusal to participate in a randomised controlled trial?
An interview study. Contemp Clin Trials Commun 21,
100698.

22. Gooding K, Phiri M, Peterson I et al. (2018) Six dimensions of
research trial acceptability: how much, what, when, in
what circumstances, to whom and why?. Soc Sci Med 213,
190–8.

23. Olstad DL, Beall R, Spackman E et al. (2022) Healthy food
prescription incentive programme for adults with type 2
diabetes who are experiencing food insecurity: protocol for a
randomised controlled trial, modelling and implementation
studies. BMJ Open 12, e050006.

24. Sullivan-Bolyai S, Bova C &Harper D (2005) Developing and
refining interventions in persons with health disparities: the
use of qualitative description. Nurs Outlook 53, 127–33.

25. Hager ER, Quigg AM, Black MM et al. (2010) Development
and validity of a 2-item screen to identify families at risk for
food insecurity. Pediatr 126, e26–32.

26. Guest G, Bunce A & Johnson L (1995) How many interviews
are enough? An experiment with data saturation and
variability. Field na 18, 59–82.

27. Gonot-Schoupinsky FN & Garip G (2019) Differential
qualitative analysis: a pragmatic qualitative methodology to
support personalised healthcare research in heterogenous
samples. Qual Rep 24, 2997–3007.

28. Glanz K, Rimer BK & Viswanath K (2015) Health Behavior :
Theory, Research, and Practice. San Francisco, CA: John
Wiley & Sons.

29. Green J & Thorogood N (2018) Qualitative Methods for
Health Research. https://researchonline.lshtm.ac.uk/id/
eprint/4649388/ (accessed March 2021).

30. Hughes-Morley A, Young B, Hempel RJ et al. (2016) What
can we learn from trial decliners about improving recruit-
ment? Qualitative study. Trials 17, 1–13.

31. Brenan M (2020) Women Still Handle Main Household
Tasks in U.S. Gallup. https://news.gallup.com/poll/283979/
women-handle-main-household-tasks.aspx (accessed
August 2022).

32. Fox D & Myser M (2018) The Economic Well-being of
Women in Canada. https://www150.statcan.gc.ca/n1/pub/
89-503-x/2015001/article/54930-eng.htm (accessed August
2022).

33. Statistics Canada (2020) Family Matters: Sharing housework
among couples in Canada:Who doeswhat? https://www150.
statcan.gc.ca/n1/en/daily-quotidien/200219/dq200219e-
eng.pdf?st=qAp7jxCm (accessed January 2022).

34. Jiao J, Moudon AV & Drewnowski A (2011) Grocery
shopping how individuals and built environments influence
choice of travel mode. Transp Res Rec 2230, 85–95.

35. Wolfe WS, Olson CM, Kendall A et al. (1996) Understanding
food insecurity in the elderly: a conceptual framework.
J Nutr Educ 28, 92–100.

36. Schuler HJ (2016) Grocery shopping choices: individual
preferences based on store attractiveness and distance.
Environ Behavior 13, 331–47.

37. Wolfe WS, Frongillo EA & Valois P (2003) Understanding the
experience of food insecurity by elders suggests ways to
improve its measurement. J Nutr 133, 2762–9.

38. Oemichen M & Smith C (2016) Investigation of the food
choice, promoters and barriers to food access issues, and
food insecurity among low-income, free-living minnesotan
seniors. J Nutr Educ Behav 48, 397–404.e1.

39. Gabor V, Williams SS, Bellamy H et al. (2002) Electronic
Publications from the Food Assistance, Nutrition Research
Program Seniors’Views of the Food Stamp Program,Ways To
Improve Participation-Focus Group Findings in Washington
State Final Report. https://www.ers.usda.gov/webdocs/
publications/43151/51497_efan02012.pdf?v=0 (accessed
January 2023).

40. Green-Lapierre RJ, Williams PL, Glanville NT et al. (2012)
Learning from “knocks in life”: food insecurity among low-
income lone senior women. J Aging Res 2012, 450630.

41. Schmidt H, Voigt K & Wikler D (2010) Carrots, sticks, and
health care reform–problems with wellness incentives.
N Engl J Med 362, e3.

42. Capewell S & Graham H (2010) Will cardiovascular disease
prevention widen health inequalities?. PLoS Med 7,
e1000320.

43. Giles EL, Robalino S, Sniehotta FF et al. (2015) Acceptability
of financial incentives for encouraging uptake of healthy
behaviours: a critical review using systematic methods. Prev
Med (Baltim) 73, 145–58.

44. Adams J, Mytton O, White M et al. (2016) Why are some
population interventions for diet and obesity more equitable
and effective than others? The role of individual agency. PLoS
Med 13, e1001990.

45. McGill R, Anwar E, Orton L et al. (2015) Are interventions to
promote healthy eating equally effective for all? Systematic
review of socioeconomic inequalities in impact. BMC Public
Health 15, 457.

46. Olstad DL, Teychenne M, Minaker LM et al. (2016) Can
policy ameliorate socioeconomic inequities in obesity and
obesity-related behaviours? A systematic review of the
impact of universal policies on adults and children. Obesity
Rev 17, 1198–217.

47. Olstad DL, Ancilotto R, Teychenne M et al. (2017) Can
targeted policies reduce obesity and improve obesity-related
behaviours in socioeconomically disadvantaged popula-
tions? A systematic review. Obesity Rev 18, 791–807.

48. Seniors health benefits Alberta.ca. Available at https://www.
alberta.ca/seniors-health-benefits.aspx (accessed January
2022).

49. 6.4— Special diet allowance (2022)OntarioDisability Support
Program policy directives for income support. Available
at https://www.ontario.ca/document/ontario-disability-
support-program-policy-directives-income-support/64-
special-diet (accessed July 2022).

10 S Tariq et al.

https://doi.org/10.1017/S1368980024000429 Published online by Cambridge University Press

https://researchonline.lshtm.ac.uk/id/eprint/4649388/
https://researchonline.lshtm.ac.uk/id/eprint/4649388/
https://news.gallup.com/poll/283979/women-handle-main-household-tasks.aspx
https://news.gallup.com/poll/283979/women-handle-main-household-tasks.aspx
https://www150.statcan.gc.ca/n1/pub/89-503-x/2015001/article/54930-eng.htm
https://www150.statcan.gc.ca/n1/pub/89-503-x/2015001/article/54930-eng.htm
https://www150.statcan.gc.ca/n1/en/daily-quotidien/200219/dq200219e-eng.pdf?st=qAp7jxCm
https://www150.statcan.gc.ca/n1/en/daily-quotidien/200219/dq200219e-eng.pdf?st=qAp7jxCm
https://www150.statcan.gc.ca/n1/en/daily-quotidien/200219/dq200219e-eng.pdf?st=qAp7jxCm
https://www.ers.usda.gov/webdocs/publications/43151/51497_efan02012.pdf?v=0
https://www.ers.usda.gov/webdocs/publications/43151/51497_efan02012.pdf?v=0
https://www.alberta.ca/seniors-health-benefits.aspx
https://www.alberta.ca/seniors-health-benefits.aspx
https://www.ontario.ca/document/ontario-disability-support-program-policy-directives-income-support/64-special-diet
https://www.ontario.ca/document/ontario-disability-support-program-policy-directives-income-support/64-special-diet
https://www.ontario.ca/document/ontario-disability-support-program-policy-directives-income-support/64-special-diet
https://doi.org/10.1017/S1368980024000429

	Exploring the prospective acceptability of a healthy food incentive program from the perspective of people with type 2 diabetes and experiences of household food insecurity in Alberta, Canada
	Methods
	Program overview
	Study design and participants
	Data collection
	Data analysis

	Results
	Theme 1: individual's confidence, views and beliefs regarding the FoodRx incentive design and delivery and its future use (intrapersonal level, personal context)
	Anticipated confidence in using the FoodRx incentive
	Views of the FoodRx incentive design and delivery
	Beliefs about the value and effort required to use the FoodRx incentive

	Theme 2: The shopping routines and roles of individuals in participants' social networks (interpersonal level, social context)
	Theme 3: access to and experiences with food retail outlets (community level, food retail context)
	Theme 4: income and food access support to cope with the cost of living (policy level, economic context)

	Discussion
	Conclusion

	Acknowledgements
	Financial support
	Conflict of interest
	Authorship
	Supplementary material
	Ethics of human subject participation
	References


