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Abstract
The purpose of this qualitative study was to examine
how urban American Indian/Alaska Natives
(AI/ANs) cope and manage their daily life with type
2 diabetes. A culturally responsive American Indian
adaptation of a single module within the National
Diabetes Education Program (NDEP), New
Beginnings: A Discussion Guide for Living Well with
Diabetes toolkit was utilized to facilitate this
conversation. This study analyzed responses from
participants diagnosed with type 2 diabetes, prediabetes, or had family members with the disease. A
qualitative focus group with a phenomenological
research design and thematic analysis was utilized.
Eight female respondents were interviewed using a
semi-structured interview guide. The in-depth focus
group’s dialogue was audio-taped and transcribed
verbatim. It was followed by line-by-line coding and
included an inter-coder process. Four themes
associated with the quality of life emerged from these
interviews: impact of type 2 diabetes, disease
knowledge and perceptions, health behaviors, and
family/social support. Diabetes management
programs must consider psychosocial aspects of
patients’ as they are closely associated with their
quality of life.
Key words: American Indian, type 2
diabetes, curriculum adaptation, qualitative research

Introduction
Type 2 diabetes is currently at epidemic
proportions for American Indian/Alaska Natives
(National Center for Health Statistics, 2015).
American Indian/Alaska Natives (AI/AN) have the
highest rates of type 2 diabetes in the United States of
any specific population (U.S. Department of Health
and Human Services, 2014). Based upon the 2009
Indian Health Services’ (IHS) National Patient
Information Reporting System, the Centers for
Disease Control and Prevention (CDC) reported that
“14.2% of American Indians and Alaska Natives
aged 20 years or older who received care from IHS
had diagnosed diabetes” (CDC, 2011, p.3). It should
be noted that once IHS adjusted for population age
differences, 16.1% of the total adult population had a
diagnosis of diabetes (CDC, 2011). Rates vary by
region, with lower rates within Alaska Natives adults,
6.0%, and 24.1% among American Indians in the
southern Arizona (CDC, 2012). Although diabetes is
the sixth leading cause of death in the United States
for the total population (Harris & Pokorny, 2012),
diabetes ranks fourth among American Indian and
Alaska Natives (AI/AN) (O’Connell, Yi, Wilson,
Manson, & Acton, 2010).
The IHS serves a section of the overall
AI/AN population to provide diabetes health care
services for individuals who come from a federally
recognized tribe (Trombino, 2005). In total, IHS
consists of 12 area offices, and 168 local service units
provide care to AI/ANs (Roubideaux, 2013). Urban
AI/ANs might find it difficult to seek IHS health care
services for diabetes management on or near
reservations because they are no longer in the same
areas as the service units (Mendenhall et al., 2010).
The U.S. Census Bureau (2010) showed that 71% of
AI/AN’s reside in urban areas. These urban AI/ANs
makeup 67% of the nation’s 4.1 million selfidentified American Indian and Alaska Natives
population (Urban Indian Health Commission, 2007).
Because of the movement towards cities, programs
such as the Urban Indian Health Program were put in
place to improve health care access for AI/AN people
living in urban areas. However, recent studies have
documented that urban AI/AN population still have
poor health and limited options for health care
(Urban Indian Health Commission, 2007).
A diabetes curriculum that addresses AI/AN
needs and concerns in the context of their everyday
environments is greatly needed to increase the quality
of life and health status for those living with diabetes.
Diabetes self-management education (DSME) is a
crucial component of reducing the risk of diabetic
complications as well as sustaining and improving
quality of life. Finucane and McMullen (2008) found
that to bridge the gap between Western and
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traditional health beliefs it is essential to involve
members from the targeted population to help create
culturally relevant materials. One strategy aimed at
bridging the gap would be providing culturally
competent content directed towards preventing,
delaying, and disease management of type 2 diabetes
among AI/AN’s.
New Beginnings: A Discussion Guide for
Living Well with Diabetes was originally created
through the National Diabetes Education Program
(NDEP), a partnership between the National
Institutes of Health (NIH) and the Centers for
Disease Control and Prevention (CDC) for the
African American population (CDC, 2005). New
Beginnings: A Discussion Guide for Living Well with
Diabetes (New Beginnings) guide fits the standards of
a DSME tool. The eight module guide focuses on
assisting individuals with diabetes and the role
families might play to manage the emotional impact
of diabetes along with creating positive, supportive
relationships. The original New Beginnings guide was
intended to be used within a variety of group settings
such as, but not limited to: diabetes support groups,
faith-based groups, and worksite groups.
Social Cognitive Theory
The Social Cognitive Theory (SCT)
provided an appropriate theoretical framework, as it
represents a triadic reciprocal causation model where
the interaction between behaviors, personal and
environmental factors that are interacting (Bandura,
1977). Further considerations within behavioral
constructs of SCT included behavioral capability,
self-efficacy, outcome expectations, perceived
behavior of others from observation, and
environment (Bartholomew, 2011). Another
construct of the SCT that is utilized in the results of
this study is outcome expectations and individual’s
judgment of the likely consequence that a certain
behavior will produce (Bandura, 2004). Finally, SCT
triangulates the effect of environment, where all
factors affect a person’s behavior, but only those that
are external to the person (Bartholomew, 2011).
Physical environments might include the availability
of nutritional foods, safe environments for exercising,
air quality, and so forth. Social environments can
include family members, friends, or neighbors.
Research has found that people may or may not be
aware of how strong an influence the environment
can have in determining their behavior
(Bartholomew, 2011).

Purpose of the Study
This study utilized a half-day CDC
curriculum adaptation of New Beginnings: A Guide
for Living Well with Diabetes to have a discussion
focused on the management of diabetes with urban
AI/ANs who are currently living with pre/diabetes or
have family members with the disease. Therefore, the
purpose of this study was to examine how do urban
AI/ANs cope and manage their daily life with type 2
diabetes.
Methods
This section will provide an overview of the
research methodology used and the adaptation of
curriculum that facilitated the conversation for this
qualitative phenomenological study.
Adaptation of the New Beginnings Curriculum
This study utilized an adaptation of the
National Diabetes Education Program toolkit, New
Beginnings: A Guide for Living Well with Diabetes.
The toolkit discussion guide contains 13 modules. Of
those, only Module 1 (an overview of living with
diabetes) was reviewed and discussed with the urban
AI/AN participants due to the short implementation
window. The New Beginnings modules were initially
developed to help acknowledge and better understand
the importance of diabetes self-management in
African American population. Prior to data
collection, the New Beginnings guide was blended
with other educational texts in order to deliver faceto-face instruction during the focus group.
The modifications made to New Beginnings,
Module #1: Overview: Living Well with Diabetes
toolkit, included: podcasts and handouts geared
toward The Debilitator, a faith-based film, were
removed as part of the adapted version of the toolkit
because they were created to target African American
populations. It should also be noted that, The
Debilitator is no longer available from NDEP as part
of the toolkit. For the modification, The Debilitator
was exchanged for a NDEP podcast audio of a
Hualapai Tribal member discussing his ability to
control his diabetes. Additional NDEP and CDC
handouts were utilized, these included: The American
Indian/Alaska Native Fat and Calorie Counter,
Living a Balanced Life with Diabetes, and other
culturally responsive materials.
Research Design
A qualitative design, specifically a
descriptive, phenomenological approach, was used
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for this study to gather information of the experiences
of AI/ANs who are living with type 2 diabetes or
have family members with this chronic disease.
Bradley, Curry and Devers (2007) describe how
qualitative research sets itself up for understanding a
phenomena, uncovering the links among concepts
and behaviors, which create and refine theory and
practice. Qualitative research provides an avenue to
explore the potentially missing components of
information about wellbeing and illness within
communities. Phenomenology is described as a
shared meaning found among several individuals
who have lived the experiences of a concept or a
phenomenon (Creswell, 2013). This describes what
the participants have in common with a certain
phenomenon, e.g. living with diabetes.
This study used focus group structure with
semi-structured questions as a qualitative technique
of gathering data about participants’ thoughts and
experiences with diabetes. The discussions during the
focus group helped to examine the research question
of how urban AI/ANs cope and manage their daily
life with type 2 diabetes.
Recruitment and Eligibility
Recruitment procedures included web-based
contact methods with notifications delivered via
electronic mail to American Indian organizations
within the Las Vegas, Nevada area. All emails and
notifications included a brief description of the study
and potential respondents were invited to contact the
investigators if interested. Interested respondents
indicated their desire to participate through a
telephone call or email. The investigators then
discussed requirements of participation. A study
summary was sent to each potential respondent, and
they were notified of the focus group date. The
review of Consent to Participate form and written
consent was obtained the day of the focus group.
Participants had to meet the inclusion
criteria to participate in this study. The inclusion
criteria for the study targeted AI/ANs that are
enrolled members of a federally recognized tribe or
descendants of. The participant criteria also included
currently having pre-diabetes, type 2 diabetes, or a
family member that is diagnosed with type 2
diabetes. The exclusion criteria included individuals
not enrolled in a federally recognized tribe or
descendants of, not diagnosed with pre- diabetes or
type 2 diabetes, or did not have family members with
type 2 diabetes. Individuals 17 years old and younger
were excluded from this study.

Data Collection
Data collection occurred primarily through
in-depth interviews at the end of the New Beginnings
Module during the focus group session with
participants. In-depth interviews gave an opportunity
for the interviewer to get to know the participants,
learn about their feelings and personal experiences,
and identify factors that help or hinder their lives.
Participant observations were taken during the entire
study. The moderator conducted thematic analysis by
hand coding for emerging themes and identifying
supporting quotes separately.
New Beginnings Module. A professional
native facilitator unknown to the group assisted in
facilitating the curriculum and group discussions.
Before the discussion began, participants signed a
consent form, acknowledging that they understood
and agreed to participate in the study. The discussion
began with brief introductions; identification of
individual’s tribal affiliations, and some participants
also mentioned their diabetes diagnosis. The focus
group discussion for Module 1 was audio taped.
During the final activity, the facilitator revealed to
the participants her diabetes story about living with
type 2 diabetes. Participants’ were able to share indepth feelings and thoughts about the disease from
their perspectives. This part of the session took
approximately 1 hour, which allowed enough time
for a break before continuing on to the second part of
the study: focus group interviews.
Focus Group Interviews. The focus group
consisted of eight eligible respondents; all were
AI/AN females who reside within the city of Las
Vegas, Nevada. The age range included ages 18-65
years old. Within the eight participants, 40%
identified themselves to be pre-diabetic or diagnosed
with type 2 diabetes. The remaining 60% of
participants in the group identified themselves as
non-diabetic, but having at least one family member
with diabetes. The focus group was facilitated at the
University of Nevada, Las Vegas (UNLV). This
research project did receive UNLV IRB approval, #
711580-2.
The focus group took place around a circular
table, where the facilitator and the participants could
both interact and speak about their experiences with
diabetes. All participants in the focus group were
audio taped. Interview questions were semistructured so the facilitator could ask further
questions into the topic. The following questions
were asked:
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1. Can you explain to me why diabetes is an issue for
American Indians?
2. How do you think this disease impacts tribal
families?
3. What were some of your thoughts when you were
told you had diabetes?
4. How do you manage your diabetes?
a. Was it difficult in the beginning?
5. Are there food choices that help you maintain your
lifestyle?
6. How do your family members view your diabetes?
7. When you visit the doctor, are you able to ask
questions about your diabetes?
8. Have there been issues that arose in your diabetes
care? If so, could you explain? If not, why?
9. How confident are you in managing your diabetes?
10. What kind of recipes do you like to prepare at
home?
11. Can you describe to me about the different types
of physical activities you like to do at home?
12. Can you talk about how diabetes affects your
life? How do you feel about it now?
The focus group session lasted about 2
hours. All participants were then given a $20 gift
card as a token of appreciation for their participation
in the study, and a lunch voucher to use at the
campus dining hall. Email addresses and phones
numbers from the session leaders and facilitators
were given to the participants if they had any
additional questions or comments they forgot to
mention during the study. To gain more information
from participants after the study, two participants
were contacted about what they had been doing since
the focus group discussions. One participant found
emailing me her responses was easier than a phone
interview to discuss the changes she made since the
study. Follow up interviews were either tape recorded or sent via email, all interviews were
transcribed, and analyzed for content analysis.

thematic pieces. The first step in the New Beginnings
data analysis process was the immersion into the
narrative data to grasp the entirety of what was
divulged during the interviews. Once the data was
collected, researchers reviewed auditory data for a
clearer understanding of preliminary key concepts
and meanings.
The next step involved transcribing the
interviews into documents to allow for transcription
analysis. The transcriptions were carefully examined
multiple times by both researchers for concise
translation thus, ensuring the accuracy of
transcriptions for data analysis. The researchers
performed manual transcription to allow for data
immersion at an intimate level. The in-depth focus
group’s dialogue was audio taped and transcribed
verbatim. It was followed by line-by-line coding and
included an inter-coder process to resolve any
differences through consensus agreement (Schreier,
2012). There was 90% agreement between coders
and all differences were resolved.
The analysis of themes allowed researchers
to aggregate information into large clusters of ideas
and provide details that supported the themes. The
collected narrative data that shared a relationship
created interrelated categories. The researchers
grouped central categories and essential topics
together. The analysis led to the emergence of similar
key perspective that final narrowed into common
themes. The common themes transcend the
participant cases and provide an understanding of the
diabetic social support complexity found within the
data (Creswell, 2007).
Results
The study’s emerging themes aligned with
structural concepts within the Social Cognitive
Theory (SCT) framework. These concepts included
three areas: personal factors, environmental factors,
and behavioral factors. It should be noted that while
all three influences may be present, this does not
preclude that they are symmetrical. In-depth data
analysis and synthesis provided 4 major emerging
themes: (1) Impact of type 2 diabetes, (2) Disease
Knowledge and Perceptions, (3) Healthy Behaviors,
and (4) Family/social support. The qualitative data
contributed reliable information from the perspective
of the participant rather than the perspective of the
researcher.
Theme 1: The Impact of Type 2 Diabetes

Data Analysis
Qualitative data analysis transpired as the
action of disassembling the research data into

Understanding how participants perceived
diabetes and the everyday struggles of living with
diabetes helps anchor the direction of the diabetes
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education curriculum. When asked if diabetes was an
issue for American Indians, the study participants
agreed that indirectly or directly, it has an impact for
American Indians and their families. One focus group
member stated:
I feel like the ball is in my court
and… I see the writing on the wall
with both parents being both type 2
and it’s up to me! I need to dance
more, I need to exercise more, I
need to do portion control, [and] I
need to cut out Dr. Pepper!
The study participants reported chronic health
problems linked to their family history, especially
those of close kin, e.g. mother, father, brother, or
sister. They recognized the signs of developing
diabetes and were well aware AI/AN’s may be at
higher risk to develop type 2 diabetes. One
respondent commented about the status of her
family’s health:
I’ve seen what it has done to my
family, my father, my mother, and
how my father has gotten blind,
and my mother…it affected her
heart and also when she would get
sores on her feet, her feet would
turn black and her sores would just
never heal.
Similar to the findings of other studies (Jones et al.,
2012; Lautenschlager & Smith, 2006), participants of
this study believed genetics was one of the major
causes of diabetes. “Well, I just thought, ‘I’m not
surprised’ and I just accepted it like that was my fate,
but now I feel like maybe I can do something about
it.”
Theme 2: Diabetes Knowledge and Perceptions
Many urban-dwelling AI/ANs seek health
care services from those that work directly or
indirectly with the population, e.g. Indian Health
Services (IHS) or other urban Indian health
organizations. Some participants described their
status of health based solely on what they heard from
their healthcare provider. Participants who were
previously diagnosed with diabetes and living with
the disease had more knowledge about diabetes than
those that had not been diagnosed. The study found
one participant who was not receiving the satisfactory
services she expected from her doctor. This
participant disclosed that she was not getting the
response she wanted:
When I would ask questions they
said, ‘We can’t just give you this.

[We] would have to sit with your
file with a medical provider and we
have to go over it because we don’t
want to. You’re not able to really
understand what’s in there because
you’re not a medical professional.
We don’t want to upset you and
scare you and so we would have to
schedule an appointment.’ And
then I just said, ‘Oh okay.’ And so I
know [the doctors] have to do their
certain things they have to do,
but…I didn’t know what I was
really getting into when I asked that
and I don’t really know to ask for
that they can readily give me.
Theme 3: Lack of Healthy Behaviors
Managing type 2 diabetes can be time
consuming and extremely challenging. For the
participants in this study, time was seen as a barrier.
Most of the participants of this study are mothers and
reported having to balance their work schedules
while taking care of household responsibilities. It was
reported that these demands often make it difficult to
actively care for one’s self. Other studies had seen
similar results from other ethnic groups such as
African Americans (Chlebowy, Hood, & LaJoie,
2010), Mexican Americans (Afable-Munsuz,
Mayeda, Pérez-Stable, & Haan, 2013) and First
Nations peoples in Canada (Hernandez, Antone, &
Cornelius, 1999) all of whom perceived time as a
barrier to health.
Healthy eating and food intake education is
one of the foundational elements of diabetes
management (CDC, 2017). The focus group
participants were knowledgeable about the healthy
and unhealthy food choices they should be making.
Portion control was one of the topics of concern to
the focus group. Some participants understood why
portion control matters when living with type 2
diabetes. Being able to monitor calories and
carbohydrates that affect blood sugar is a necessary
skill that is vital to all diabetic patients and their
families. One participant said, “Not that I don’t know
how [to eat], I just get out of control when it’s
something I like.” Some participants found portion
control difficult because they reported cooking in
bulk size to help with their budget. One participant
added, “I’m not a very good cook unfortunately, to
stretch money I tend to make big meals that will last
a few days and a lot of that consists of pastas, rice,
[or] breads.”
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Theme 4: Family and Social Support
Participants indicated that family support
was critical in managing their type 2 diabetes. Having
family members as active contributors to the success
of their health allows individuals with type 2 diabetes
to stay motivated and make appropriate health
choices. Most participants expressed having
motivation to stay healthy for their children. One of
the participants told her story about being diagnosed
as a diabetic when she was pregnant. This diagnosis
allowed for her to change her lifestyle.
One participant discussed how her daughter
recently moved in with her. One evening, the
participant’s daughter commented to her mother
about decreasing her soda consumption. The
daughter stated, “This is going to be limited these Dr.
Peppers – we’re going to see less and less of these!”
The participant replied with, “I’m very glad!”
Conversely, a few participants indicated
they were receiving little family support mainly
because they did not want their issues to be a burden
on others. Likewise, one participant from the current
study indicated she had little support from her family
said, “…they have their own life, their own business,
with their kids and stuff like that.”
Empowering others about diabetes. A key
theme that stemmed from the discussion about
diabetes was the empowerment to self-manage
diabetes for themselves and family members.
Empowerment and self-management of diabetes
includes independently making the correct decisions
about health and lifestyle. The participants in the
study were able to hear from others whom had
learned from their mistakes. One participant
concerned about her medical information from her
health care provider stated, “I guess I feel more
strength to tell them, ‘No, you have to tell me.”
Another participant from the discussion
group took on the responsibility to be active in
managing and coping with her diabetes. She said, “I
want to cook something that I can eat. I bought all
these cookbooks and everything and when I go to the
garage sales when people are throwing out all their
diabetic stuff, I pick those things up.” She is also
proactive in trying to understand what the doctor
gives her and utilizes library resources to educate
herself about diabetes. The participant reported:
[My doctor] is very honest with me
and she gives me information to
look into and she gave me a food
chart. She’s very upfront with me.
The only thing is that I have to do
it, I have to go back home and do
it, I got to go look into it… I got to

go to the library to check out books
on these things, it’s the only way
I’m going to learn.
Follow-up Results
After concluding the study, two pre-diabetic
participants were contacted via email or by telephone
to ask follow up questions in regards to the decisions
they have been making to help reduce their chances
of getting the disease. All the participants were sent
an email requesting if they could comment about the
changes made after the study. One participant
responded in an email about her current status:
I had started my "NO" soda's
routine prior to “The Biggest Loser
Kickoff" at the Las Vegas Paiute
Tribe Health and Human Services
Clinic. A late resolution of mine
[was] to quit Dr. Peppers and see if
my A1C goes down. I only
changed my “NO” soda routine and
this was my choice. In essence my
A1C did decline by 50 percent
and I am not sure, but I think I was
upgraded to “Very Good.” I don't
feel any different, except that I'm
not swelling. I can see some
reduction of fluid retention.
As the email suggested, subsequent to the study, the
participant made some behavioral modifications in
her daily routine. She eliminated soda from her diet
and made the effort to be healthy and active by
enrolling herself in “The Biggest Loser Kickoff”
competition sponsored by the Las Vegas Paiute
Tribal Clinic.
A second participant was contacted by
telephone for an interview and was asked several
questions. The first question asked was, “I wanted to
know if you made any changes after the diabetes
discussion we had?” The participant said,
Yes. Within the past few weeks we
haven’t been really doing it
because I’ve been trying to recover
from a hip procedure. But prior to
that, yes. We did a few things some
simple things in your diet. I did
some things through the Paiute
Clinic. They were doing an event
where you were paired with a
partner and they will give you
something you have to do every
day or every week. I was exercising
30 to 40 minutes a day so that was
a switch. I have been doing it 3
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times a week. I was doing the
stationary bike for about 10 to 30
minutes a day. I did little things for
my daughter like changing up our
diet. We switch from whole milk to
[soy] milk. We started eating more
salads. Instead of using sour cream
we went to a Greek yogurt. Instead
of ice cream we switched to [soy
based] frozen yogurt, just switching
little things you know. We are just
getting healthier foods into [our]
diet instead of the high fats.

one steak cut into two, and now
that’s plenty. It was helpful coming
to the meeting and learning more
things and [discovering] that there
are healthier food choices out there.
The participant utilized a key point made during the
diabetes discussion group: portion control was crucial
to maintaining a healthy diet. This participant’s selfmotivation to exercise has changed her attitudes and
behaviors towards being healthier and being more
physically active.
Discussion

This participant, regardless of her injury, has been
making small changes in her daily routine to help
keep her family healthy. She is also making sure the
surgery does not inhibit her activity. The second
question asked, “Was it hard to make that transition?”
She then replied,
No, because the [foods] actually
taste a lot better! They’re a little bit
pricier, but as long as you’re using
it in moderation and they actually
taste better. Well, sometimes what
ends up happening is we would end
up throwing the milk away because
we didn’t even use it and
sometimes we would have to spend
a dollar more on the [soy] milk, but
it gets used and it is also better for
us.
This participant believes healthful foods costs more
than unhealthful foods. She found this transition to be
better for her family and surprisingly enough the food
she purchases gets eaten and not wasted.
The third question asked was, “Do you feel
more confident now as far as taking care of your
health and knowing a little bit more knowledge about
how to prevent illnesses?” She responded with, “Yes,
I do feel more confident!” The final question for the
participants was, “Is there any additional comments
you would like to make?” The participant said,
I did make some notes after. It’s
funny because when you said
exercise 10 to 30 minutes a day, at
the time, I was like “ugh”, but
actually when I get on my bike and
I started doing it I can’t just do 10
minutes, I have to do more. It’s just
doing it and realizing it’s not that
big of a deal. We changed what we
eat and we’re doing smaller
portions. Before, we would have a
big steak to ourselves. Now, it is

Focus group discussions with urban AI/ANs
who are currently living with diabetes and/or have
family members with diabetes were conducted to
better understand how they cope and manage life
with type 2 diabetes. The study identified four key
themes that emerged from these discussions
including: the impacts of diabetes on their lives, how
they perceived their knowledge of the disease, their
health behaviors, and importance of family and social
support. Various facets of urban-dwelling AI/AN’s
personal, behavioral, and environmental factors can
hinder or enhance positive health practices when
trying to prevent or manage diabetes.
Individual responsibility in the prevention
and management of diabetes was one of the facets
identified relating to first two themes. Those
individuals who were currently living with type 2
diabetes believed it was about the self; the
responsibility of the individual to set their intentions
to seek diabetes care, and educate themselves about
the disease. However, the self-efficacy and
empowerment of AI/ANs plays an important role in
understanding how they will handle management of
their diabetes. Studies suggest culturally sensitive,
empowerment-focused programs have a greater
impact for improving the health outcomes among
minority populations and low-income adults who
have type 2 diabetes (Tucker et al., 2014). There can
be a positive and significant relationship between
health literacy (trusting healthcare providers), family,
as well as social support and adherence to diabetes
treatment (Miller & DiMatteo, 2013). Having access
and knowledge about the nutritional and dietary skills
is important for diabetes prevention and management.
Participants understood how important it
was to make healthy food choices in managing
diabetes. They were informed during the discussion
guide session about the foods they should and should
not consume, as well as the importance of living an
active lifestyle. The brief education session provided
by this study was seen as beneficial for bringing
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awareness about the disease. Multiple studies have
highly recommended utilizing culturally appropriate
diabetes education when trying to target and aid
particular lifestyle behaviors among AI/AN
populations with type 2 diabetes (Cavanaugh, Taylor,
Kiem, Maureen, & Geraghty, 2008; Dodge Francis &
Chino, 2012; Struthers, Hodge, Geishirt-Cantrell, &
De Cora, 2003).
However, some participants reported still
finding it difficult to make the right choices or
purchase the appropriate foods for living a healthy
lifestyle because of money constraints. This is not
uncommon. A study of type 2 diabetes interventions
with two Northern Plains Indian reservations found
that their participants also needed more exercise,
more knowledgeable about the disease, and lacked
appropriate actions for management of their own
diabetes (Struthers, Hodges, Geishirt-Cantrell, & De
Cora, 2003). This study’s participants, living in an
urban environment, were also faced with an even
higher concentration of fast food chains, and are
more prone to a sedentary pattern of life.
Additionally, some participants expressed how
crucial portion control is when trying to manage their
diabetes. Portion size was seen as a barrier to positive
lifestyle change. It is an important component for
weight loss and controlling glucose levels. They
mentioned overindulge in foods that they are fond of
which were all high in sugars, carbohydrates, and fat.
Previous studies have also found AI/AN adults who
were diabetic were consuming higher-fat foods,
possibly because of the lack of nutrition education
efforts (Story et al., 1999; Lauthenschlager & Smith,
2006). Continued efforts to use culturally
appropriate diabetes education can help bridge theses
gaps in nutrition knowledge and provide additional
resources. Also, AI/AN culture considers food to be
a traditional component rooted in spiritual and social
circles of life. Many AI/ANs believe food is sacred
and important to maintain harmony and balance.
Reviving this concept of food could be a motivational
tool to bring awareness to AI/AN communities in
order to turn to traditional foods and live a healthier
lifestyle.
Another area of discussion was how social
support was associated with the participant’s selfmanagement proficiency and ability to cope with
diabetes complications. When family members are
not supportive, the participants reported facing
challenges in managing their diabetes. A study by
Mayberry and Osborn (2012) also noted this
phenomenon where participants were frustrated with
family members and their non-supportive behaviors;
taking away from the participant’s ability to selfmanage and feel empowered. Having a social support
system assisted participants in overcoming barriers

and managing type 2 diabetes. The participants share
a true relationship of social support that is seen
beyond this study; they became aware of each other’s
barriers and triumphs while managing their diabetes.
This social support is especially important
for the participant’s physical, mental, and emotional
health. Social support and familial support allows for
knowledge and information to be circulated. This
focus group’s findings have been consistent with
previous studies showing a positive relationship
between social support and diabetes self-management
(Schiotz Bogelund, Almdal, Jensen, & Willaing,
2012; Shaw, Brown, Khan, Mau, & Dillard, 2013;
Chlebowy, Hood, & LaJoie, 2010; Huang & Goran,
2003).
The participants were also seeking a deeper
purpose and meaning to the disease and strived to be
healthier and active on behalf of their children. As a
result from the follow-up, a participant was able to
pin point her struggles in being healthier. She
identified what actions needed to happen to get to
where she wanted to see herself. By signing up for a
program through the Paiute Clinic to help her reach a
personal goal and making little changes in her diet,
she was able to see results in her AIC blood work.
Another participant was responsive and working
towards changing the foods her family ate. Although
the food was more costly than the regular foods she
would purchase, she knew in the long run it would be
the better choice.
Biases and Limitations
There are several limitations of this study;
one is that all participants were female. As a result of
recruitment process, potential participants were
contacted through the tribal health service in Las
Vegas that sponsors the Native Women’s Circle. This
produced an over-representation of females in the
study. There needs to be a more effective and better
way of recruiting men in diabetes research to reduce
the selection bias in future studies. Second, the study
used phenomenological methods to obtain the data;
participants may have been influenced by other
participant comments during the focus group. Third,
the study had a relatively small sample size (n=8) and
was open to those who qualified to participate in the
Las Vegas area. Therefore, the findings are not
generalizable to other urban settings where AI/ANs
reside. It should also be noted that both researchers
were American Indian females.
Despite these limitations, this study adds to
the knowledge base about diabetes education in urban
settings. It also makes a case for the importance of
gathering qualitative data to support and gain insight
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to urban AI/AN population about diabetes prevalence
and incidence.
Conclusion
The findings from this study help to
illuminate personal, environmental, and behavioral
factors that affect health behaviors when trying to
manage and cope with diabetes. Urban AI/ANs are
often navigating their own environments (e.g.
political, physical, economic) and share experiences
of historical trauma, and the influences of
colonization, all of which are embedded in the AI/AN
urban experience. Mitchell (2012) pointed out that
health promotion programs and policies tend to
emphasize individual behavior change without
addressing the bigger factors that contribute and
influence health inequalities e.g. social,
environmental, economic, and political factors. As a
result, we will continue to see new people being
diagnosed, and the distribution unchanged unless we
start to address the social influences that have caused
the high rates of diabetes in the first place.
Empowering at the individual and
community levels is exceedingly needed because it
can assist the urban AI/ANs to focus on their goals
and gives them a sense of control over their health.
Empowerment can provide a way to seek motivation
and social support to improve their quality of life.
Urban AI/AN populations have not received equal
amounts of attention compared to AI/ANs who live
on reservations. However, creating well designed,
effective, and culturally appropriate diabetes
education materials, through further research, and
culturally sensitive public health professionals we
can better serve urban AI/AN dwellers. Developing
culturally appropriate diabetes material that focuses
on empowerment will help encourage AI/ANs to
keep striving towards healthier lifestyles; hopefully
eliminating or reducing type 2 diabetes among urban
AI/ANs.
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