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ORIGINAL REPORTS: DIABETES ACROSS THE
GENERATIONS

CULTURAL ORIENTATION AND DIABETES SELF-CARE

IN LOW-INCOME AFRICAN AMERICANS WITH TYPE 2 DIABETES MELLITUS

Objectives: The purpose of the study was to
examine the relationships between cultural
variables and diabetes self-care behaviors and
glycemic control among African Americans
with type 2 diabetes.

Design: Cross-sectional survey.

Methods: Questionnaires assessing traditional
African-American cultural orientation, ethnic
identity, self-identification, and diabetes self-
care were administered to a sample of 94 low-
income, African-American, inner-city hospital
outpatients with type 2 diabetes. Participants
were predominantly female (64%), with an av-
erage age of 53 years, and most had attained
less than or equal to a high school education
(66%).

Results: No significant relationships were
found among ethnic identity, self-identifica-
tion, glycemic control, and diabetes self-care
behaviors. Traditional African-American cultur-
al orientation was significantly associated with
decreased dietary adherence scores (P,.03).
Increased scores on cultural mistrust were re-
lated to decreased dietary adherence scores
(P,.002). Traditional food practices showed a
non-significant trend toward decreased dietary
adherence in conjunction with number of de-
pendents and income (P,.055).

Conclusions: Traditional African-American
cultural orientation was found to be associated
with decreased dietary adherence scores in a
sample of urban African Americans with type
2 diabetes. Assessment of the cultural orien-
tation of African-American patients has the po-
tential to assist providers in designing culturally
tailored, diabetes-specific dietary interven-
tions. (Ethn Dis. 2003;13:6–14)
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INTRODUCTION

African Americans are over-repre-
sented among type 2 diabetes patients.1

African Americans over the age of 45
have a 1.4- to 2.4-fold increase in the
incidence and prevalence of type 2 dia-
betes compared to Whites.1,2 African
Americans show higher glycemic levels
and higher rates of diabetes-related
complications (eg, increased incidence
of microalbuminuria and kidney dis-
ease, longer duration of kidney disease,
greater likelihood of retinopathy, greater
incidence of diabetes-related amputa-
tions, and greater incidence of end-stage
renal disease).3–9 These complications
pose considerable medical and psycho-
social challenges for individuals, fami-
lies, and communities who manage di-
abetes treatment regimens.

Although health disparities between
Whites and minorities are well-docu-
mented in the diabetes epidemiologic
literature, the mechanisms underlying
these trends are less well understood.
Genetic models such as the ‘‘thrifty
gene’’ have been proposed to account
for the increased risk of obesity as well
as the differential rates of prevalence of
obesity and morbidity from obesity-re-
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lated conditions found among African
Americans.9–11 Other work has docu-
mented disparities in lifestyle behaviors
among Whites and African Americans
with and without diabetes with respect
to exercise12–13 and high-fat food pat-
terns.14–15 The extent to which culture
may play a role in patient self-care be-
haviors has received less attention. Cul-
ture influences every aspect of the dis-
ease experience: the identification of a
set of physical or emotional experiences
as a ‘‘problem,’’ causal attributions
about disease, the labeling and experi-
ence of symptoms, and formulation of
treatment.16–17 Culture also forms the
framework for patient understanding of
self-care recommendations, as well as for
the daily implementation of these rec-
ommendations.18 Careful assessment of
the ethnic-cultural background of re-
search participants is necessary to better
understand culture by illness interac-
tions.19

The purpose of the present study
was to examine the association of cul-
tural variables with self-care behaviors
and with glycemic control in a sample
of African-American patients with type
2 diabetes. Three variables of cultural
orientation were examined in relation to
diabetes self-care behaviors: African-
American cultural orientation or accul-
turation, ethnic identity, and ethnic self-
identification. Acculturation is defined
as culturally related beliefs, attitudes,
and practices that are consistent with an
individual’s ethnic group.20–22 Such at-
titudes and practices are proposed to be
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The extent to which culture
may play a role in patient
self-care behaviors has
received less attention.

reflective of the individual’s ethnic ori-
entation, which may change over time
as a function of inter-cultural contact.

Ethnic identity has been defined as
the individual’s internalization of his eth-
nic group into overall identity.23–24 As a
component of self-concept, ethnic iden-
tity may be manifest in a variety of cul-
tural practices, beliefs, and ethnic pride.
Ethnic identity is considered to develop
along with an individual’s overall identity
during adolescence and young adult-
hood, but to remain relatively stable fol-
lowing identity formation.

Ethnic self-identification is defined as
the process of labeling oneself in terms
of ethnic group(s). Naming one’s
group(s) is an index both of the way one
perceives oneself, and of the expectations
of others.25–26 Self-identification as a so-
cial process of labeling oneself to others
may be distinguished from ethnic iden-
tity as an intra-psychic construct.25–26

Various studies have examined the
association of cultural variables and self-
care behaviors among African Ameri-
cans in the general population. Tradi-
tional African-American cultural orien-
tation (acculturation) has been associ-
ated with increased risk for cigarette
smoking, decreased HIV knowledge, in-
creased alcohol abstinence, and in-
creased hypertension.27–29 Ethnic or cul-
tural identity has been associated with
choosing lower fat diets, higher socio-
economic status, non-smoking, in-
creased alcohol abstinence, and higher
degree of leisure time activity among Af-
rican Americans.30 The relationship be-
tween cultural variables and diabetes
self-care behaviors has not been ex-
plored previously among African Amer-
icans with type 2 diabetes. This study

contributes to the literature by examin-
ing this relationship in a sample of Af-
rican Americans currently diagnosed
with type 2 diabetes, who are at risk for
the development or exacerbation of di-
abetes complications.

METHODS

African-American patients with type
2 diabetes attending primary care or di-
abetes clinic appointments from 2 med-
ical centers in the northeastern United
States were asked to participate in a
cross-sectional, interview-based study
(N594) between June 1998 and March
1999. Each medical center serves a sub-
stantial African-American patient pop-
ulation, ranging from 17% to 67% of
all clinic patients. Patients were eligible
for study participation based on the fol-
lowing criteria: adults with a diagnosis
of type 2 diabetes mellitus as found in
the patient medical record, identified as
‘Black’ or ‘African-American’ by hospital
racial categorization, and with English
as a primary language.

Procedures
Patients meeting study eligibility cri-

teria were identified by clinic staff and
the study purpose, procedures, benefits,
and potential harm to patients were ex-
plained. Informed consent forms were
read to and signed by patients who
agreed to participate. Patients received
$10.00 for their participation. Partici-
pants met with the research assistant fol-
lowing their clinic visit or at an alternate
date to complete the questionnaires. Ap-
pointment times were scheduled as close
to the date of contact as possible.

Measures
The following measures were admin-

istered to patients who consented to
study participation.

Cultural Variables
Measures designed to assess individ-

ual orientation to each of these con-

structs were used in the current study as
described below.

African-American Acculturation
Scale—33. (AAAS-33)31 is a 33-item
measure of traditional African-American
cultural beliefs, values, and practices.
Ten domains were measured: Preference
for Things African-American (eg, ‘‘Most
of the music I listen to is by Black art-
ists,’’ 6 items); Religious Beliefs/Practic-
es (eg, ‘‘The church is the heart of the
Black community,’’ 6 items); Traditional
Foods (eg, ‘‘I know how long you’re
supposed to cook collard greens,’’ 4
items); Traditional Childhood (eg, ‘‘I
went to a mostly Black high school,’’ 3
items); Superstitions (eg, ‘‘I avoid split-
ting a pole,’’ 3 items); Interracial Atti-
tudes/Cultural Mistrust (eg, ‘‘IQ tests
were set up purposefully to discrimi-
nate against Black people,’’ 3 items);
Falling Out (eg, ‘‘I know what ‘falling
out’ means,’’ 2 items); Traditional
Games (eg, ‘‘When I was a child, I used
to play tonk,’’ 2 items); Traditional
Family Values (eg, ‘‘Old people are
wise,’’ 2 items); and Family Practices
(eg, ‘‘When I was young, my parents
sent me to stay with a relative for a few
days or weeks,’’ 2 items). Items were
rated on a 7-point Likert scale (15to-
tally disagree; 75strongly agree). A
subscale score for each domain was cal-
culated by summing domain items. All
items were summed to form a total
score (scale range: 33–231). Higher
scores indicated orientation toward tra-
ditional African-American culture. The
scale has shown acceptable levels of re-
liability and validity in a validation sam-
ple (N5298) drawn from the commu-
nity.

Cronbach alpha values ranged from
.81 for the total scale to .44–.83 for in-
dividual subscales.31

Multigroup Ethnic Identity Measure.
(MEIM)26 is a 23-item scale designed to
measure 4 components of ethnic iden-
tity: self-identification; ethnic behaviors
and practices; affirmation and belong-
ing; and ethnic identity achievement.
Two subscales are computed from the
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23 items: Ethnic Identity, comprised of
14 items (eg, ‘‘I have a clear sense of my
ethnic background and what it means
for me’’), and Other-Group Orienta-
tion, comprised of 6 items (eg, ‘‘I don’t
try to become friends with people from
other ethnic groups’’). Items are scored
on a 4-point scale, with a score of 4
indicating ‘strong agreement’ and a
score of 1 indicating ‘strong disagree-
ment.’ Items were summed and divided
by the number of items in each scale to
form mean scores (scale range: 1–4).
Higher total scores indicate higher levels
of ethnic identity. The scale has shown
acceptable levels of reliability and valid-
ity in high school and college aged sam-
ples (N5136).26 Cronbach alpha values
indicated good internal consistency for
the Ethnic Identity (.81–.90) and Oth-
er-Group Orientation (.75–.86) sub-
scales for each sample.26

Self-Identification. Items measuring
ethnic self-identification included in the
MEIM and AAAS-33 were used in anal-
yses to measure the construct of Self-
Identification. Two open-ended ques-
tions were posed at the beginning of the
interview for participants to name their
primary and secondary ethnic groups
(‘‘In terms of your ethnic group, what
do you consider yourself to be? If you
had to choose a second word or term to
describe your ethnic group, what would
you say it would be?’’). Data from the
narrative questions were recorded ver-
batim. Thirty-two ethnic group labels
were generated in response to the nar-
rative ethnic self-identification ques-
tions. Labels were analyzed for the pres-
ence of themes. Four themes were iden-
tified from the 32 labels: Black American
or Derivative in which the participants
referred to their ethnic group as Black,
African-American, or Negro; Mixed La-
bels in which participants used 2 or
more terms to describe their ethnic or-
igins (eg, Black Hispanic); National La-
bels in which participants identified
their ethnic origins in terms of national
boundaries (eg, Panamanian); and Ge-
neric Labels in which participants iden-

tified with a term not conventionally
used to describe ethnicity (eg, Ameri-
can).

Adherence to Diabetes Self-Care
Behaviors

The Summary of Diabetes Self-Care
Activities Questionnaire (SDSCA)32 is a
12-item self-report measure of adher-
ence to self-care behaviors during the
preceding 7 days. Five self-care domains
were assessed: diet amount (2 items);
diet type (3 items); exercise (3 items);
self-monitored blood glucose testing (2
items; SMBG); and diabetes medication
(1–2 items). Items from this measure are
shown in the Appendix. Raw scores for
each item were standardized to z scores.
Standardized scores for each behavior
were then averaged to form subscale
scores (scale range: 22.0 to 2.0). The
scale has been validated on samples of
type 1 and type 2 diabetes patients.32–33

Internal consistency coefficients have
ranged from .55–.91 for dietary
amount, adherence to exercise, and ad-
herence to SMBG subscales for both
samples.32

Disease Variables
Clinical diabetes data were gathered

from patient medical records, including
diabetes diagnosis, duration of diabetes,
prescribed diabetes treatment (eg, insu-
lin alone, oral agents alone, insulin and
oral agents, diet controlled), glycated
hemoglobin, and number of clinic and
emergency room visits in the preceding
year. Glycated hemoglobin (HbA1c) was
assessed using the agarose gel electro-
phoresis method.34 Values were recorded
from medical records for the year prior
to the study visit. The mean value over
that period for each patient was used in
analyses.

Demographic Variables
Demographic information was col-

lected to assess patient characteristics,
including age, monthly household in-
come, number of dependents, and level
of education.

Statistical Analyses
Chi-square and analysis of variance

statistics were used to compare group
differences for participation, data collec-
tion site, and categories of ethnic self-
identification. Cronbach alpha correla-
tion coefficients were calculated to eval-
uate internal scale reliability. Multiple
regression analyses were used to examine
the association of ethnicity variables, di-
abetes self-care behaviors, and glycemic
control. Age, income, number of depen-
dents, education, and type of treatment
were entered into the regression models
as covariates. Analyses were conducted
using SAS Version 6.12.35 Alpha levels
for planned analyses were set at the
P,.05 level. In order to account for
family-wise error, Bonferroni correction
was calculated for post-hoc tests.36 A
corrected alpha level of P,.005 was
used to assess statistical significance for
post-hoc tests. Effect size estimates for
multiple regression analyses (f 2) were
computed.37

RESULTS

A total of 220 African Americans
with diabetes were approached, of
whom 102 agreed to participate (re-
cruitment rates: 46% Boston Medical
Center; 50% Baystate Medical Center).
Ninety-four of the 102 consenting pa-
tients were diagnosed with type 2 dia-
betes according to the medical record,
and the remainder (N58) with type 1
diabetes. Analyses were conducted on a
total sample of 94 patients with type 2
diabetes. Comparison of participants
and non-participants showed no signif-
icant differences between the 2 groups
by gender (chi-square5.58, P5.44); age
(t5.88, P5.37); or patient-endorsed
duration of diabetes (t52.35, P5.72).

The mean age of study participants
was 53 years (SD 11.9; range: 25–84).
Sixty-four percent of patients were fe-
male, and 28% received a high school
education, with the largest group of par-
ticipants receiving some high school or
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Table 1. Ethnic identity and cultural orientation scores for African Americans with
type 2 diabetes

Number
of items

Scale
Range Mean (SD) Median

Cronbach
Alpha

Inter-
item

Correla-
tions*

MEIM
Ethnic identity subscale 14 1–4 3.19 (.47) 3.28 .74 —
Other group orientation 6 1–4 3.45 (.55) 3.58 .66 —

AAAS-33
Total score 33 33–321 141.9 (28.0) 144.0 .79 —
Preference for Black things 6 6–42 21.9 (9.6) 21.6 .77 —
Religious beliefs/practices 6 6–42 32.9 (7.2) 34.0 .61 —
Preparation of traditional

food 4 4–28 16.7 (8.1) 16.0 .77 —
Traditional childhood ex-

periences 3 3–21 14.9 (6.2) 15.0 .76 .61
Superstitions 3 3–21 10.9 (5.3) 10.0 .57 .33
Cultural mistrust 3 3–21 8.3 (4.7) 7.5 .64 .37
Falling out 2 2–14 10.5 (3.9) 12.0 .76 .62
Traditional games 2 2–14 7.4 (4.8) 8.0 .64 .47
Family values 2 2–14 11.6 (3.2) 13.0 .60 .44
Family practices 2 2–14 7.0 (4.5) 8.0 .49 .33

SDSCA
Dietary adherence 5 0 6 2 .05 (.63) .15 .75 —
—Dietary amount 2 0 6 2 .60
—Dietary type 3 0 6 2 .22
Exercise adherence 3 0 6 2 .03 (.88) .15 .85 .66
SMBG adherence 2 0 6 2 2.12 (.98) .09 .85 .74

* Inter-item correlations were calculated for subscales with 2–3 items.

less (46%). Participants varied in their
reports of marital status (single 20.9%,
partnered or married 36.3%, divorced/
separated 26.4%, widowed 16.5%).
Twenty-six percent of participants
worked outside the home. The average
household monthly income was $905
(SD $668), supporting 2.4 (SD 1.7)
people per household. Mean duration of
diabetes was 8.8 years (SD 6.6 years).
Average glycated hemoglobin values for
the year prior to study participation was
8.6% (SD 2.7%; normal range: 4.1%–
6.2%). Evaluation of prescribed diabetes
treatment indicated that 37.2% were
prescribed oral agents alone, 44.7%
were prescribed insulin injections,
11.7% were prescribed insulin injec-
tions and oral agents, and 6.4% were
prescribed dietary recommendations
alone. Mean body mass index (kg/m2)
was 32.7 (SD 8.7).

Distribution of self-identified ethnic
group names indicated that 75.3% of
participants identified themselves as
Black-American or a derivative term (eg,
African-American). Nineteen percent of
participants identified themselves using
a national label (eg, Panamanian), and
2.2% and 3.2% identified themselves
with mixed (eg, Black-Hispanic) or ge-
neric (eg, American) labels, respectively.

In order to assess systematic differ-
ences in cultural orientation by country
of origin, participants were asked to
identify the country of their birth and
the country in which they have lived the
majority of their lives using items from
the AAAS-33. Of the 94 participants,
70.2% (N566) identified the United
States or US territories as the country of
their birth. Two percent of participants
identified the country of their birth as
US territories (eg, Virgin Islands, Puerto
Rico). Seventy-eight percent of partici-
pants identified the United States as the
country in which they had lived the ma-
jority of their lives. Individuals born
within and outside the United States
were compared on mean scores for the
AAAS-33 and MEIM. No significant
differences on cultural orientation or

ethnic identity scores were observed
(AAAS total score, t51.31, P5.20; Eth-
nic identity, t51.33, P5.19).

Means and standard deviations for
the subscales for the MEIM, AAAS-33,
and SDSCA are presented in Table 1.
Reliability and validity of the MEIM
and AAAS-33 subscales were evaluated
for use of the measures with patient
populations. Cronbach alpha correlation
coefficients were calculated for all sub-
scales of the MEIM, AAAS-33, and
SDSCA. Subscale reliability was com-
parable to previously published studies
for the MEIM (current alpha range .66–
.74 vs 75–.9026), AAAS-33 (current al-
pha range: .49–.79 vs .44–.8131), and
SDSCA (current alpha range: .57–.85 vs
.55–.9132).

Differences in patient scores on out-
come variables of interest were exam-
ined by recruitment site to evaluate
whether there were substantial differenc-

es in the sample populations. Student t
tests were conducted on the MEIM
Ethnic Identity and Other-Group sub-
scale, AAAS-33 total score, SDSCA Di-
etary, Exercise, and SMBG Adherence
subscales, and HbA1c values. No signif-
icant differences by recruitment site
were found; therefore, data from the 2
recruitment sites were combined for all
further analyses.

Diabetes Self-Care Behaviors

African-American Cultural
Orientation

Direct multiple regression analyses
were used to evaluate the association of
African-American cultural orientation
(AAAS-33 total score) and scores of di-
etary, exercise, and SMBG adherence.
Each self-care subscale was modeled sep-
arately. Regression models using SMBG
and exercise adherence as the dependent
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Table 2. Multiple regression analyses of African-American cultural orientation and
dietary adherence among African Americans with type 2 diabetes

Variables
Beta

Coefficient R2 F value P value

Overall model .19 2.45 .03*
AAAS total score 2.27 .07‡ 5.48 .02*
Age .26 .06 4.39 .04*
Income 2.15 .02 1.77 .18
Number of dependents .26 .06 4.26 .04*
Education .17 .03 2.07 .15
Type of treatment .14 .02 1.44 .23

Overall model§ .29 4.15 .002†
AAAS cultural mistrust 2.43 .18‡ 15.34 .0002†
Age .27 .06 5.32 .02
Income 2.14 .02 1.78 .18
Number of dependents .22 .04 3.45 .07
Education .21 .04 3.51 .07
Type or treatment .20 .03 3.13 .08

Overall model§ .17 2.13 .055
AAAS traditional foods 2.23 .05 3.82 .055
Age .28 .06 4.77 .03
Income 2.15 .02 1.58 .21
Number of dependents .28 .06 4.74 .03
Education .14 .02 1.33 .25
Type of treatment .18 .03 2.10 .15

* Significant P,.05.
† Significant after Bonferroni correction, P,.005.
‡ Squared semi-partial correlations are presented for each of the variables entered into the model.
§ Bonferroni correction was applied to post-hoc analyses of AAAS-33 subscales.

variables were not statistically signifi-
cant. The association of dietary adher-
ence to the AAAS-33 total score was sta-
tistically significant (F52.45, P,.03).
AAAS-33 total score (B52.27, P,.02),
age (B5.26, P,.04), and number of
dependents (B5.26, P,.04) were sig-
nificant contributors to the model. Re-
sults are presented in Table 2. This
model accounted for 19% of the vari-
ance, yielding a medium effect size
(f 25.23) as defined by Cohen.37

In order to better characterize the re-
lationship of dietary adherence and Af-
rican-American cultural orientation,
post-hoc multiple regression analyses
were conducted for each of the 10
AAAS-33 subscales. Regression models
were considered statistically significant
at the P,.005 level.36 The cultural mis-
trust subscale was significantly and in-
versely associated with dietary adherence
scores (F54.15, P,.0015). Higher
scores on the cultural mistrust subscale
were associated with lower scores on di-

etary adherence. In this model, cultural
mistrust (B52.43, P,.0002) was the
most significant contributor to the
model. Twenty-nine percent of the var-
iance was accounted for by the model,
with a large effect size (f 25.41).

The association between traditional
food preparation and dietary adherence
approached significance (F52.13,
P,.055). In this model, traditional
food preparation (P,.055), age
(P,.03), and number of dependents
(P,.03) were most strongly associated
with lower dietary adherence scores.
Seventeen percent of the variance was
accounted for in this model, indicating
a medium effect size (f 25.20).

Ethnic Identity
Separate direct multiple regression

analyses were conducted to examine the
relationship between ethnic identity and
dietary adherence, exercise, and SMBG
adherence subscale scores. Age, monthly
income, number of dependents, level of

education, and type of treatment were
entered into the models as covariates.
None of the multiple regression models
were statistically significant indicating
that ethnic identity, as measured by the
MEIM Ethnic Identity subscale, was
not associated with diabetes self-care be-
haviors.

Ethnic Self-Identification
Differences between self-identifica-

tion groups (Black-American, Mixed,
National, and Generic) on each of the
3 SDSCA subscale scores (SMBG test-
ing, diet, and exercise adherence) were
compared. Primary ethnic self-identifi-
cation was used to assign membership
to ethnic groups. No significant differ-
ences were found between primary iden-
tification groups on SMBG subscale
scores (F51.63; P,.18), dietary adher-
ence (F52.45; P,.07), or exercise ad-
herence (F51.54; P,.21). These results
indicated that there were no differences
among the four categories of primary
self-identification on measures of die-
tary, exercise, and SMBG adherence.

Glycemic Control
Cultural variables (self-identifica-

tion, ethnic identity, and African-Amer-
ican cultural orientation) were examined
as predictors of average glycated hemo-
globin for the year prior to interview.
Pearson correlation coefficients were
conducted to assess the level of correla-
tion between demographic variables of
interest and average HbA1c values dur-
ing the year prior to interview. Demo-
graphic variables examined included:
age, education, income, number of de-
pendents, and type of treatment. Age
(r5.28; P,.01) and education level
(r5.23; P,.04) correlated significantly
with average HbA1c. Analysis of variance
to assess differences between ethnic self
label groups demonstrated no significant
differences (F5.98, P,.40). Multiple
regression models of ethnic identity and
AAAS total score did not indicate that
these variables are associated with
HbA1c.
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Individuals who maintain a
traditional cultural
orientation may be more
likely to disclose daily
dietary habits that do not
conform to provider
recommendations. Such
disclosures may represent a
valuable opportunity for
providers to address
concerns and
implementation of
recommendations.

DISCUSSION

Examination of the relationship of
cultural variables to diabetes self-care
behaviors indicated that traditional Af-
rican-American cultural orientation was
associated with lower dietary adherence
scores. Examination of the subscales of
the AAAS indicated that increased cul-
tural mistrust subscale scores were sig-
nificantly associated with lower dietary
adherence scores in conjunction with
age and income. Traditional food prep-
aration showed a trend toward an asso-
ciation with decreased dietary adher-
ence, but did not meet statistical signif-
icance (P,.055).

The association of traditional cultur-
al orientation with decreased dietary ad-
herence is consistent with previous stud-
ies examining the association between
African-American acculturation and
some health behaviors. Landrine and
Klonoff,27 using the same measure of
African-American acculturation, noted
an association between traditional ac-
culturation and decreased knowledge
about AIDS transmission, increased
smoking, and increased hypertension.

Findings from this study are not
consistent with those of Airhihenbuwa
and colleagues,30 with respect to ethnic
identity and dietary patterns. In that
study, ethnic identity was associated
with lower dietary fat consumption and
higher socioeconomic status in a sample
of healthy African Americans presenting
for a dietary intervention.30 In the pre-
sent study, ethnic identity did not show
a statistically significant association with
dietary adherence. Differences between
the findings of these studies may be at-
tributable to a variety of sources, in-
cluding differing populations (commu-
nity vs medical), dietary measures (Rate
Your Plate vs SDSCA), and socioeco-
nomic status. In addition, there were
differences in the use of the MEIM be-
tween the present study and the Airhih-
enbuwa protocol. The authors note that
16 of the original 23 items were selected
for Airhihenbuwa’s study protocol, with

changes made to the wording of the re-
tained items (eg, ‘‘my ethnic group’’
changed to ‘‘Black’’ and positive phras-
ing of negatively worded items).30 The
extent to which these changes may con-
tribute to differences found in the rela-
tionship between cultural variables and
dietary patterns is unknown.

These findings suggest that cultural
orientation may be an important com-
ponent in patient reports of adherence
to dietary recommendations. The mech-
anisms underlying this relationship re-
quire further elucidation. It is possible
that there are a variety of factors that
may contribute to the relationship. For
example, individuals with more tradi-
tional cultural orientation may experi-
ence greater levels of stress, which might
negatively affect self-care behaviors such
as dietary adherence. Landrine and
Klonoff27 noted that traditional cultural
orientation has been associated with in-
creased exposure to racial discrimina-
tion. It is possible patients with tradi-
tional cultural orientation face addition
stressors that may affect dietary adher-
ence.

Another potential factor in this as-
sociation may be the interaction of cul-
tural orientation and socioeconomic re-
sources. It is possible that individuals
with a traditional cultural orientation
may have access to fewer social and eco-
nomic resources, thereby contributing
to lower levels of dietary adherence. In
the current study, total acculturation
scores and income were significantly and
inversely associated with dietary adher-
ence. Higher levels of income appeared
to be associated with decreased dietary
adherence in the presence of more tra-
ditional acculturation. Education was
not a significant covariate. These vari-
ables appear to play an important, but
not necessarily a central, role in the as-
sociation with dietary adherence.

A third factor may be patient disclo-
sure. Individuals with more traditional
cultural orientation may be more likely
to report discrepancies between self-care
behaviors and recommendations in a

healthcare setting than individuals
whose orientation is more congruent
with mainstream American culture. In
this way, traditional African-American
cultural orientation may represent a pos-
itive factor in addressing difficulties in
self-care. Individuals who maintain a
traditional cultural orientation may be
more likely to disclose daily dietary hab-
its that do not conform to provider rec-
ommendations. Such disclosures may
represent a valuable opportunity for
providers to address concerns and im-
plementation of recommendations. Fur-
ther research is needed to examine the
potential interaction between cultural
orientation and social desirability
among low-income African Americans
with type 2 diabetes.

As noted previously, the traditional
food subscale of the AAAS showed a
trend toward a significant association
with lower dietary adherence scores. In-
dividuals with a greater traditional ori-
entation toward African-American foods
acknowledged having more difficulty
adhering to dietary recommendations. It
is plausible that traditionally oriented
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individuals may have more difficulty ad-
hering to dietary recommendations that
may be inconsistent with traditional
foods or preparation techniques that in-
volve higher levels of fat and salt.38 Rep-
lication of these results with larger sam-
ple sizes is necessary to confirm the di-
rection of these findings.

Examination of the relationship of
each of the ethnicity variables to glyce-
mic control demonstrated no statistical-
ly significant relationships. These anal-
yses were conducted to explore whether
ethnicity variables might be directly as-
sociated with glycemic control. Previous
studies have documented a relationship
between race and glycemic control.3,38

In a study by Auslander and col-
leagues,39 race was found to be the sin-
gle most powerful predictor of glycemic
control among low-income African-
American adolescents. The absence of
significant findings in the current study
may be a function of low statistical pow-
er in light of the relatively small pro-
portion of variance shared between psy-
cho-social variables and biological mark-
ers such as HbA1c.40

Limitations of the current study in-
clude an exploratory, cross-sectional de-
sign, a relatively small sample size, and
specific sampling of low-income, urban-
dwelling African Americans. Replication
is needed to increase confidence in the
generalizability of these findings, which
is limited to low-income, urban-dwell-
ing African Americans with type 2 dia-
betes. The SDSCA has not been vali-
dated previously for use with African-
American samples; further work is need-
ed to establish the SDSCA as a valid
measure for this population. Limited
variability was found in patient ratings
of adherence to exercise, SMBG, and
medication-taking behavior. The major-
ity of patients endorsed high levels of
adherence to perceived provider recom-
mendations in these categories. Imper-
fect patient recall of provider recom-
mendations, variable provider recom-
mendations, social desirability, demand
characteristics, and bias in patient per-

ception of their adherence to perceived
self-care recommendations may contrib-
ute to the limited variability. Inter-item
reliability for various subscales of this
measure might also contribute to the
limited association between cultural ori-
entation and adherence to self-care be-
haviors. An additional consideration in
the use of this measure is the develop-
ment of the measure over time. The in-
ter-item reliability of the dietary adher-
ence subscale found in this sample was
comparable to that reported in previ-
ously published studies using the older
version (1994) of the measure.32 Toob-
ert and colleagues33 noted lower inter-
item reliability for the dietary adherence
subscale in revised versions of the mea-
sure. It is reasonable to expect that re-
sults from future studies may differ from
the current study if different versions of
this measure are used. Finally, we found
modest rates of patient recruitment in
the current study. Limited available
study funding (affecting both duration
of the study recruitment period and re-
muneration rate), patient availability
(eg, work or childcare responsibilities),
and potential mistrust of research in a
medical setting may have been contrib-
uting factors. Despite these limitations,
we feel that our sample was representa-
tive of the larger African-American
communities from which the sample
was drawn.

The current study found a statisti-
cally significant relationship between
traditional African-American cultural
orientation and self-reported decreased
dietary adherence in a sample of low-
income African Americans with type 2
diabetes. This study expands previous
work in the field by examining the re-
lationship of cultural variables to dia-
betes-specific self-care behaviors in a
low-income African-American sample.
Results from this study and others27–28,30

speak to the variability of world views
and cultural orientation for individuals
within a demographic group such as Af-
rican Americans. Understanding the re-
lationship of culture to health behaviors

represents an important challenge for
healthcare providers who wish to bridge
the gap between state-of-the-art medical
recommendations and implementation
of these recommendations by patients
with differing world views or cultural
practices. Recognition of potential dif-
ferences between provider and patient in
the understanding of dietary recommen-
dations, for example, creates an oppor-
tunity for healthcare providers to tailor
their recommendations to be culturally
consistent and meaningful for their pa-
tients.

Although further research is needed
to replicate these findings in larger and
more diverse samples, these data suggest
practical tips that may be helpful to di-
abetes educators. In particular, diabetes
educators should be sensitive to the pos-
sibility of cultural/racial mistrust and its
impact on interventions. In addition,
educators should work to design cultur-
ally tailored interventions that incorpo-
rate healthy preparation of traditional
ethno-cultural foods. As the proportion
of African Americans and other individ-
uals of color with diabetes continues to
rise,41 the need for cultural sensitivity
and tailoring on the part of healthcare
providers may be expected to increase
over time.
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Appendix: Diabetes Self-Care Activities Questionnaire32

The first few questions ask you about your eating habits over the past 7 days. If you have not been given a specific diet by your doctor or dietitian,
answer Question 1 according to the general guidelines you have received.

1. How often did you follow your recommended diet over the last 7 days?

1. Always 2. Usually 3. Sometimes 4. Rarely
5. Never

2. What percentage of time did you successfully limit your calories as recommended in healthy eating for diabetes control?

0% None 25% (¼) 50% (½) 75% (¾) 100% (all)

3. During the past week, what percentage of your meals included high fiber foods, such as fresh fruits, fresh vegetables, whole grain breads, dried
beans and peas, bran?

0% None 25% (¼) 50% (½) 75% (¾) 100% (all)

4. During the past week, what percentage of your meals included high fat foods such as butter, ice cream, oil, nuts and seeds, mayonnaise, avocado,
deep-fried foods, salad dressing, bacon, other meat with fat or skin?

0% None 25% (¼) 50% (½) 75% (¾) 100% (all)

5. During the past week, what percentage of your meals included sweets and desserts such as pie, cake, jelly, soft drinks (regular, not diet drinks),
cookies?

0% None 25% (¼) 50% (½) 75% (¾) 100% (all)

Exercise

6. On how many of the last 7 days did you participate in at least 20 minutes of physical exercise?

0 1 2 3 4 5 6 7

7. What percentage of the time did you exercise the amount suggested by your doctor? (For example, if your doctor recommended 30 minutes of
activity.)

0% None 25% (¼) 50% (½) 75% (¾) 100% (all)

8. On how many of the last 7 days did you participate in a specific exercise session other than what you do around the house or as part of your
work?

0 1 2 3 4 5 6 7

Glucose Testing

9. On how many of the last 7 days (that you were not sick) did you test your glucose (blood sugar) level?

1. Everyday 2. Most days 3. Some days 4. None of the days.

10. Over the last 7 days (that you were not sick) what percentage of the glucose (blood sugar or urine) tests recommended by your doctor did you
actually perform?

0% None 25% (¼) 50% (½) 75% (¾) 100% (all)

Diabetes Medication

11. How many of your recommended insulin injections did you take in the last 7 days that you were supposed to?

1. All of them 2. Most of them 3. Some of them
4. None of them 5. I do not take injections to control my diabetes.

12. How many of your recommended number of pills to control diabetes did you take that you were supposed to?

1. All of them 2. Most of them 3. Some of them
4. None of them 5. I do not take pills to control my diabetes.


