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  Diabetes is exacting a serious toll in the United States and around the 
world as a leading cause of blindness, amputations, and kidney failure 
and as a major risk factor for heart disease and stroke. Those hardest hit 
by diabetes are often those who also face health disparities. In this edi-
tion of Diabetes and Health Disparities: Community-Based Approaches 
for Racial and Ethnic Populations, Liburd and colleagues provide the 
reader with a comprehensive review of the literature related to the epi-
demiology; anthropologic research; literature from public health, social 
science, and community-based interventions and evaluation; and case 
studies from the field to provide a broad-based public health framework 
to address racial and ethnic disparities in diabetes.

A key component to a comprehensive approach to eliminating dis-
parities and achieving health equity is addressing the socioecological 
model, which embraces individual, interpersonal, organizational, and 
public policy influences on health. A unique aspect of this work is the 
importance of addressing the root causes or upstream determinants 
of health, including the social determinants of health and the role of 
racially or ethnically based discrimination, in its personally mediated, 
internalized, and institutional forms. The authors provide key examples 
and frameworks that are integral to future community efforts aimed at 
addressing and eliminating disparities in health.

Racial and ethnic disparities in health are certainly not new; in 1898 
W. E. B. Dubois wrote The Philadelphia Negro, the fi rst comprehensive 
documentation of the health status of a racial minority group in the Unit-
ed States. Dubois documented the high rates of infectious and chronic 
diseases among African Americans residing in Philadelphia. He noted 
that the health status of African Americans was not solely individually 

 Foreword1

1 Disclaimer: The fi ndings and conclusions in this foreword are those of the authors and do not 
necessarily represent the offi cial position of the Centers for Disease Control and Prevention.
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mediated but that there were also community, environmental, and in-
stitutional factors that impacted the health of communities of color. He 
concluded with a call to action, writing, “We must endeavor to eliminate, 
as much as possible, the problem elements that make a difference in 
health among people” (Dubois, 1898). It is this very broad-based em-
brace that Liburd and colleagues emphasize in Diabetes and Health 
Disparities. The authors note the need to address the structural infl u-
ences on health through policies and other practices that impact where 
people live, work, worship, and play and that help to eliminate, as much 
as possible, disparities in diabetes. Public health workers involved in dia-
betes prevention and control in racial and ethnic communities must sup-
port and partner with community institutions whose mission supports 
achieving health equity.

The work of eliminating health disparities must be part of the na-
tion’s core efforts in the prevention and control of diabetes. What Liburd 
and colleagues provide in this edition is a framework for all practitio-
ners—not only public health practitioners but also researchers, policy 
makers, community organizers, clinicians, and community institutions 
involved in diabetes prevention and control. The recommendations and 
tools provided here are keys to the success of future research and pro-
grammatic efforts.

Wayne H. Giles, MD, MS
Ann Albright, PhD, RD

Division of Adult and Community Health 
and Division of Diabetes Translation
National Center for Chronic Disease 

Prevention and Health Promotion
Centers for Disease Control and Prevention
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Foreword



 The publication of  Diabetes and Health Disparities: Community-Based 
Approaches for Racial and Ethnic Populations  marks a significant mile-
stone in my professional public health journey. The conceptual and 
applied premises of this text are grounded in the rich traditions of com-
munity public health, the keen influence of clinical medicine, and the 
promise of better health outcomes through a population approach to 
the determinants of health. The content moreover reflects an orienta-
tion to public health and the elimination of health disparities, which has 
guided different stages of my work at the Centers for Disease Control 
and Prevention (CDC) over the past 2 decades. 
In 1987 I began my career at the CDC in the Division of Health Education 
within the Center for Health Promotion and Education. I was recruited 
to the agency during the political period of a national interest in minor-
ity health that stemmed from the 1985 Task Force Report on Black and 
Minority Health commissioned by then Secretary of Health and Human 
Services Margaret Heckler. This report of excess deaths experienced by 
African Americans and other disadvantaged ethnic groups in the U.S. 
would institutionalize a federal commitment to address health dispari-
ties from the late 1980s to the present. I have counted it a privilege 
to devote my career in public health to trying to make a difference in 
communities of color. I have observed and participated in the devel-
opment and implementation of a multitude of community-based and 
policy interventions, but none have been adequate to close the gap in 
the growing burden of type 2 diabetes. 

After 17 years of public health practice, I returned to school in 
2000 to pursue a doctorate in medical anthropology. I had reached a 
point in my career where I had exhausted my understandings of how 
to achieve behavior change for better health—the presiding ideology 
for chronic disease prevention and control in public health at that time. 
Having grown up in de facto segregation in the southeastern region of 
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the United States, I experienced firsthand the social and economic con-
ditions that tend toward disease and premature mortality. As I entered 
college in pursuit of a health career, I believed that if people knew better, 
they would do better, as based on many anecdotal experiences I could 
recount from my indigenous inner-city community. The first lesson I 
learned in my graduate public health training was that “knowledge is 
necessary, but not sufficient for behavior change”—thereby debunking 
my original hypothesis. What then is sufficient for behavior change? Is 
behavior change what we should be pursuing as public health profes-
sionals? As I entered the doctoral program in medical anthropology, my 
answer to these questions was summed up in three words: I’m not sure.
I have spent my entire professional career trying to better understand 
the complexity of human behavior and most recently, the power of cul-
ture, history, the social and material context, and local and global politi-
cal economies in both the creation of risks for and the ability to respond 
to chronic diseases, particularly diabetes.

Diabetes can be fairly described as a “whole life” disease in that few 
areas of one’s life is not either influenced by or implicated in the mani-
festation and control of the disease. Diabetes and Health Disparities  is 
written to invert the traditional biomedical view of type 2 diabetes, which 
privileges the body and individual agency in diabetes prevention and 
control to a focus on the macro-social context that constructs risks for 
the development of chronic diseases, as well as opportunities for health 
and wellness. Ideally, the reader will walk away with a more balanced 
view of the multiple dimensions of what is needed to eliminate diabetes 
disparities in racial and ethnic populations in the U.S. and internation-
ally.  Diabetes and Health Disparities  comes at a time when the global 
public health community is mobilizing with a renewed determination to 
address the social determinants of health equity. Whereas the associa-
tions between social and economic conditions and health are well estab-
lished, the evidence base for what works to reverse these negative social 
determinants is weak. It is my aim that the conceptual frameworks and 
case studies provided in this text will build confidence and inspire cre-
ativity and political will to invest in even more robust community-based 
approaches that will eliminate disparities in diabetes and other chronic 
diseases disproportionately affecting racial and ethnic communities. 

 Diabetes and Health Disparities  is written for teachers, students, 
professionals, community leaders, policymakers, and others inter-
ested in joining the growing movement to eliminate health disparities 
and achieve health equity for all. I am hopeful this text will be used by 
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academic institutions, schools of public health, sister federal agencies, 
state and local health departments, community-based organizations, and 
national organizations committed to a society where health equity is val-
ued and considered in all policies that affect life and well-being. 

Preface
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 Recorded knowledge of “diabetes” dates back to antiquity (Papaspyros, 
1952). Diabetes, an Ionic Greek term coined by Greek physician Are-
taeus of Cappadakia in the 2nd century A.D., means “to run through a 
siphon” (Papaspyros, 1952, p. xiii). Initially associated with polyuria, dia-
betes was also known as “urine of honey” according to “very old Sanscrit 
texts of Indians” in the 6th century A.D. Symptoms recorded includ-
ed thirst, muscular weakness, unpleasant odor, somnolency, diffi culty 
breathing, and often problems with digestion (Papaspyros, 1952, p. 1). 
These Indian doctors also noted that the majority of persons with urine 
honey were overweight, so they concluded this condition was “a malady 
of rich and greedy persons, especially of those who consume much rich, 
starchy food and sugar” (Papaspyros, 1952, p. 2). Japanese and Chinese 
physicians in the 3rd century A.D, according to Papaspyros, observed 
and recorded polyuria and “urine to taste so sweet as to attract dogs” 
(1952, p. 2). Nineteenth-century physicians would introduce changes in 
the pancreas as the cause of diabetes. It was also during this era that 
diabetes became known as a metabolic disorder as chemists and physi-
ologists experimented with urine samples of persons with diabetes and 
conducted rudimentary studies of basal metabolism (Papaspyros, 1952, 
p. 18). There is a large and growing biomedical literature reporting and 
further examining the complex pathophysiology of this metabolic disor-
der. The orientation of clinical medicine and biomedical research that 
individualizes risk and locates it within the physical sphere of the body 
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perpetuates the idea that risk is individually, not socially and historically, 
determined.

According to the Centers for Disease Control and Prevention, ap-
proximately 24 million children and adults in the U.S., or 8% of the 
population, have diabetes and nearly one-third are unaware that they 
have it. The lifetime risk of diabetes among persons born in 2000 in the 
U.S. is 1 in 3 for men and 2 in 5 for women, with a higher risk being 
estimated among minority populations throughout their lifespan. While 
the burden of diabetes in the U.S. is well documented, how the socio-
ecological context acts on the body and population groups to increase 
risk for type 2 diabetes is not well understood. Increasingly, research-
ers are addressing the broader environmental factors that tend toward a 
higher prevalence of diabetes in communities of color, but much work 
remains to be done. 

In part I of Diabetes and Health Disparities: Community-Based Ap-
proaches for Racial and Ethnic Populations,  we provide an overview and 
epidemiology of diabetes in the United States, and argue for approach-
ing the prevention and control of diabetes in racial and ethnic popula-
tions from a socio-ecological perspective. Simply put, a socio-ecological 
approach attends to the social conditions that shape the health of the 
public. We explore (a) epidemiological, place, and cultural relationships 
between diabetes and obesity in communities of color; (b) constructs 
of community from the standpoints of the professional and the persons 
presumably tied to a particular community as they relate to the devel-
opment of strategies to eliminate diabetes disparities; and (c) the infl u-
ence of institutionalized racism and residential segregation in the social 
construction of diabetes in communities of color, then posit broader 
evaluation paradigms to document the impact of community-based ap-
proaches.

REFERENCE

 Papaspyros, N.S. (1952).  The history of diabetes mellitus.  London: Robert Stockwell. 



3

 Diabetes and Health 
Disparities: Community-Based 
Approaches for Racial 
and Ethnic Populations1

LEANDRIS C. LIBURD

1

INTRODUCTION

  According to the World Health Organization, “diabetes is a global epi-
demic threatening to overwhelm global healthcare services, wipe out 
some indigenous populations and undermine economies worldwide, es-
pecially in developing countries” (2009). Worldwide, about 194 million 
adults have diabetes and this number is projected to increase to 333 mil-
lion by 2025 (International Diabetes Federation, 2008). Emerging rates 
of type 2 diabetes around the world presage a pandemic of this debili-
tating and costly chronic disease (Green, Hirsch, and Pramming 2003). 
Type 2 diabetes, the principal focus of this text, accounts for 90–95% of 
all diagnosed cases of diabetes in the U.S. (Centers for Disease Control 
and Prevention, 2008). Diabetes and Health Disparities: Community-
Based Approaches for Racial and Ethnic Populations  seeks to add prom-
ising community-based approaches to the fi ght to eliminate disparities 
in type 2 diabetes.

  The disproportionate and rising burden of diabetes in racial and 
ethnic communities in the United States is well documented but not 

1 The fi ndings and conclusions in this chapter are those of the author and do not necessarily repre-
sent the views of the Centers for Disease Control and Prevention.
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well understood. Despite decades of a national emphasis on improv-
ing health among racial and ethnic minority groups (U.S. Department 
of Health and Human Services, 1986)—including African Americans, 
American Indians or Alaska Natives, Hispanic/Latino Americans, Asian 
Americans, and Pacifi c Islanders—the current diabetes incidence and 
prevalence and the associated complications of diabetes in these groups 
are sobering and predicted to increase in the years ahead.

In the past 60 years, we have benefi ted from an extensive literature 
on the pathogenesis and clinical management of diabetes. A cross-sec-
tion of diabetes researchers also posits competing hypotheses about the 
causes of diabetes. While genes matter, changes in genetic structures 
likely do not account for the epidemic of diabetes that has occurred over 
the last 20–25 years (Braun, 2002; Permutt, Wasson, & Cox, 2005). It is 
generally accepted among diabetes researchers that the different types 
of diabetes are caused by a complex interaction of genetic and environ-
mental factors. The exact pathways of these mechanisms are not well 
understood. Yet, any population-based approach to improving diabetes 
outcomes must acknowledge an interconnectedness of biological, be-
havioral, physical, and socio-ecological determinants of the disease and 
develop intervention models specifi c to one or more of these determi-
nants.

In this text we take a socio-ecological approach to understanding 
and responding to the disproportionate burden of type 2 diabetes among 
racial and ethnic populations in the U.S. Simply put, a socio-ecological 
approach attends to the social conditions that shape the health of the 
public. A social-ecology orientation to health and disease (a) assumes a 
population perspective on health determinants, (b) recognizes the com-
plex interactions among multiple levels of infl uence, (c) examines the 
social context that shapes behavior, (d) adopts a life course and develop-
mental perspective, and (e) identifi es biological mechanisms (Berkman 
& Lochner, 2002).

More explicitly, a socio-ecological approach argues that we must 
move beyond clinical interventions in high-risk populations if we want 
to advance the population’s health; identify the central role of socioeco-
nomic conditions, social networks and cohesion, and work conditions in 
shaping population health; study the impact of “cumulative disadvan-
tage” and exposure to risks for illness across the lifespan; and understand 
more fully how social and psychological conditions (e.g., chronic stress) 
interact with biological mechanisms to cause disease (Berkman & Loch-
ner, 2002). A full discussion of the social ecology of health is beyond the 
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scope of this text. However, if we are to reverse current trends in the 
incidence of diabetes, additional work framed from the socio-ecological 
perspective is needed.

ORGANIZATION OF THE TEXT

  In  Diabetes and Health Disparities,  we argue for a critical re-examina-
tion of the core assumptions inherent in traditional explanations of, and 
interventions for, diabetes in communities of color.2 Using a framework 
that favors the social determinants of health, we draw on epidemiologi-
cal data (chapters 2 and 3); anthropological research (chapter 4); litera-
ture from the public health, social science, community interventions, 
and evaluation literature (chapters 5–7); and case studies from the fi eld 
(chapters 8–16) to forge a broader public health agenda to address the 
social conditions that construct risks for type 2 diabetes and its associ-
ated risk factors and complications. We acknowledge that although the 
associations between the social determinants of health and disparities 
in diabetes prevalence between communities of color and the general 
population are strong and compelling, there is a paucity of evidence that 
improvements in the social environment are directly associated with de-
creases in the incidence of type 2 diabetes.

  In fact, this text will raise as many questions as are potentially an-
swered, for example:

  ■  In what instances are cultural, socioeconomic, and political forces 
more predictive of health behaviors than individual choice (Holm-
es, et al., 1998; Kumanyika, 1998; Ren, et al., 1999; Tull & Cham-
bers, 2001; Williams, 1996)?

■  What are feasible public health interventions and policies in light 
of the location and inherently political nature of public health 
(Adler & Newman, 2002; Lurie, 2002)?

■  How can we actively engage interdisciplinary social science perspec-
tives in contextualizing the gender, class, and racial distribution of 

2 Terms including  communities of color, people of color, and racial and ethnic minority groups  are 
used interchangeably throughout this text to respectfully and collectively capture the following 
population groups: American Indian or Alaska Native, Asian, Black or African American, Hispanic/
Latino, and Native Hawaiian or Other Pacifi c Islander.
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diabetes (Inhorn & Whittle, 2001; LaVeist, 1996; Whittle & Inhorn, 
2001)?

■  How well have our community-based public health strategies kept 
pace with the changing demographics and destabilization of many 
urban communities?

■  Are we regularly and systematically challenging and refi ning the 
assumptions that drive our program planning to ensure these as-
sumptions remain relevant and effective in communities that are 
rapidly changing racially, ethnically, and economically?

■  What are feasible options for health reform that will eliminate dis-
parities in health care for persons of color with diabetes?

  The centrality of access to affordable and quality health care in elim-
inating diabetes disparities, although a key factor in the fi ght to reduce 
the preventable burden of diabetes and its associated complications, is 
only minimally addressed in this text by Navarro in chapter 6. Although 
not a prominent aspect of this text, we acknowledge and applaud the 
multitude of studies, commentaries, and model health services advocat-
ing for a more equitable and accessible health care system. 

LEARNING OBJECTIVES

  The content of  Diabetes and Health Disparities  is guided by the follow-
ing learning objectives:

  ■  Increase the reader’s understanding of the epidemiology of dia-
betes in communities of color in the U.S. and its associated risk 
factors. We pay particular attention to obesity as a risk factor for 
the development of type 2 diabetes.

■  Support the continued development, implementation, and evalu-
ation of community-based diabetes prevention and control pro-
grams grounded in the framework of the social determinants 
of health. Toward this end, we examine (a) how we understand 
communities and the framing of community models for diabetes 
programs, (b) structural infl uences such as residential segrega-
tion that bear on the development of health disparities includ-
ing diabetes, (c) cultural infl uences such as obesity on risk factors 
for the development of diabetes, and (d) biases in our use of the 
terms racial and ethnic minority groups  that potentially limit the 
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effectiveness of public health programs intended to improve 
health outcomes in populations that bear a disproportionate bur-
den of chronic diseases.

■  Provide case studies of community-based diabetes programs 
that are moving in the direction of social determinants of health 
framework through greater attention to policy and environmen-
tal change in community sectors such as schools, work sites, the 
food environment, and places of worship. The reader is asked to 
consider a group of questions that will hopefully inspire additional 
strategies that address social determinants of health, such as in-
suring access to affordable and high-quality fresh fruits and veg-
etables in urban, low-income communities.

■  Advance the evaluation of public health programs addressing dia-
betes prevention and control in communities of color by assessing 
a community’s ability to develop and leverage its capacity through 
inter-organizational relationships with new and nontraditional 
partners within and outside the community; establish measures 
that refl ect this emphasis on shared capacity and outcomes that 
result from complex clusters of organizational resources and ef-
forts across levels of a community; design evaluations that refl ect 
the time needed to address social determinants of health and that 
focus primarily on contribution rather than attribution, due to the 
typically indirect path between programmatic and policy interven-
tions addressing health outcomes through social determinants of 
health; and consider milestones that help ensure that the longer-
term social determinants of health outcomes are realized.

■  Challenge the next generation of public health workers to forge 
a more robust community-based diabetes prevention and control 
research and practice agenda, than has been accomplished to date, 
using theories, community models, and strategies that provide di-
rection toward the elimination of health disparities and achieve-
ment of health equity. 

THE SOCIAL DETERMINANTS 
OF HEALTH AND HEALTH EQUITY

  According to the World Health Organization’s Commission on Social 
Determinants of Health, “the poor health of the poor, the social gradient 
in health within countries, and the marked health inequities between 
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countries are caused by the unequal distribution of power, income, 
goods, and services, globally and nationally, the consequent unfairness 
in the immediate, visible circumstances of peoples’ lives—their access to 
health care, schools, and education, their conditions of work and leisure, 
their homes, communities, towns, or cities—and their chances of lead-
ing a fl ourishing life” constitute the social determinants of health (World 
Health Organization, 2008). Root factors like discrimination, poverty, 
and other forms of oppression play out at the community level, which 
affects the community environment (Giles & Liburd, 2007).

The terms health disparities  and health equity  are fairly common to 
health practitioners, program managers, policy makers, and research-
ers (Braveman, 2006). The terms health disparities  or  health inequities
 are generally used in the U.S., whereas health equity is more common 
in Europe. In the early 1990s Margaret Whitehead developed a widely 
accepted defi nition of health disparities: “differences in health that are 
not only avoidable and unnecessary but in addition unjust and unfair” 
(Braveman, 2006, p. 167). Health equity is defi ned as “providing all 
people with fair opportunities to attain their full health potential to the 
extent possible” (Braveman, 2006, p. 167). Inherent in our understand-
ing of health equity is the recognition of the role of social privilege, or 
what Inhorn and Whittle term “social hierarchies” (2001). According to 
Braveman, Krieger, and Lynch, “Disparities are not merely differences 
in health between groups but differences between groups with varying 
levels of social privilege. Social privilege can be defi ned as one’s relative 
position in a hierarchy determined by prestige, power, or wealth” (2000, 
p. 232).

“The most fundamental causes of health disparities are socioeconom-
ic disparities,” according to Adler and Newman (2002, p. 61). Socioeco-
nomic status in public health has traditionally been defi ned by education, 
income, and occupation (Krieger & Moss 1996; Winkleby, Jatulis, Frank, 
and Fortmann 1992). Commonly believed, for example, education shapes 
future occupational opportunities and earning potential and “provides 
knowledge and life skills that allow better-educated persons to gain more 
ready access to information and resources to promote health” (Adler & 
Newman, 2002, p. 61). Similarly, income provides the means to access 
and purchases housing, schools, nutrition, and recreation. Higher incomes 
afford better housing and access to goods and services that tend toward 
health. However, the pathway between socioeconomic status and health is 
not a direct one, but likely serves as “proxies for other determinants,” that 
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is, “differential exposure to conditions that have more immediate effects 
on health” (Adler & Newman, 2002, p. 67).

In the United States, for example, residential neighborhoods in ur-
ban and suburban communities continue to demonstrate historical pat-
terns of segregation by race (Williams & Collins, 2001; Wilson, 1991; 
Wilson, 2009). Theoretically, racial segregation that appears to be equal 
in its housing quality and access to services, as may be observed in mid-
dle- and upper-middle-class Black communities, might portend a posi-
tive health benefi t for these residents, but additional research is needed 
to confi rm if this is so. More generally, as has been observed by several 
scholars, the degree of residential segregation is indicative of the quality 
of the public schools, the quality of and access to services like shopping 
and healthcare, property values and the investments of the local govern-
ment in creating a “livable community,” and police protection, among 
others (Brown et al., 2003).

Persons who live in these communities are intimately aware of the 
impact of residential segregation and other social determinants of health 
on daily life and the opportunities to promote health and prevent dis-
ease. In 1999 the Centers for Disease Control and Prevention (CDC) 
launched the REACH (Racial and Ethnic Approaches to Community 
Health) 2010 program to address avoidable and unfair disparities in six 
health conditions: breast and cervical cancer screening, cardiovascular 
disease, diabetes, HIV/AIDS, immunizations, and infant mortality (Giles 
& Liburd, 2006). Using community-based participatory approaches, 
REACH was built on a premise described by Inhorn and Whittle as the 
“new epidemiologies” that “listen to and engage with people articulating 
their experiences of health and illness within the social, political, eco-
nomic, as well as biological context of their lives” (2001, p. 558).

In 2007, south Los Angeles’s Community Health Councils (CHCs) 
was awarded a REACH grant to address cardiovascular disease in a large-
ly African American section of the community. Lark Galloway-Gilliam, 
Executive Director of CHCs, described the root causes of the cardiovas-
cular disease burden in these terms: “The disparities are not simply a re-
sult of individual behavior but rather an outgrowth of racial segregation 
and public and private policies and systems that concentrate poverty.” 
Social justice is fundamental to public health, even though we are still 
defi ning and refi ning strategies to effectively bridge the social context 
of communities at high risk for diabetes with clinical and other require-
ments for preventing and managing diabetes. Throughout this text there 
will be frequent mention of how structural infl uences expressed through 
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policies and other practices where people live, work, worship, and play 
help shape diabetes disparities. To effectively eliminate disparities in the 
conditions that promote diabetes, public health workers involved in dia-
betes prevention and control in racial and ethnic communities must sup-
port and partner with community institutions whose mission supports 
achieving health equity.

“RACIAL AND ETHNIC POPULATIONS” 
IN THE UNITED STATES

race: a recent idea created by western Europeans following 
exploration across the world to account for differences among 
people and justify colonization, conquest, enslavement, and 
social hierarchy among humans. The term is used to refer to 
groupings of people according to common origin or background 
and associated with perceived biological markers. Among hu-
mans there are no races except the human race. In biology, the 
term has limited use, usually associated with organisms or popu-
lations that are able to interbreed. Ideas about race are cultur-
ally and socially transmitted and form the basis of racism, racial 
classifi cation and often complex racial identities.

racial classifi cation:  the practice of classifying people into 
distinct racial groups based on certain characteristics such as 
skin color or geographic region, often for the purpose of ranking 
them based on believed innate differences between the groups.

racial identity:  this concept operates at two levels: (1) self 
identity or conceptualization based upon perceptions of one’s 
race and (2) society’s perception and defi nition of a person’s 
race.

racialization: the process by which individuals and groups 
of people are viewed through a racial lens, through a culturally 
invented racial framework. Racialization is often referred to as 
racialism.

racial stratifi cation:  a system of stratifi cation and inequal-
ity in which access to resources (political, economic, social) de-
pends largely upon one’s racial classifi cation. (continued)
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racism: the use of race to establish and justify a social hierar-
chy and system of power that privileges, preferences or advances 
certain individuals or groups of people usually at the expense of 
others. Racism is perpetuated through both interpersonal and 
institutional practices.

ethnicity: an idea similar to race that groups people according 
to common origin or background. The term usually refers to so-
cial, cultural, religious, linguistic and other affi liations although, 
like race, it is sometimes linked to perceived biological mark-
ers. Ethnicity is often characterized by cultural features, such as 
dress, language, religion, and social organization.

  Excerpts from the glossary of American Anthropological Association (2007).

  The primary populations of interest for  Diabetes and Health Dispari-
ties are based on the race categories established by the Offi ce of Man-
agement and Budget (2000): “The fi ve minimum race categories are 
American Indian or Alaska Native, Asian, Black or African American, 
Native Hawaiian or Other Pacifi c Islander, and White.” Hispanic origin 
(Hispanic/Latino) is indicated separately from race and considered an 
ethnicity. Persons of Hispanic origin include those of Mexican, Mexi-
can-American, Central American, South American, Chicano or Puerto 
Rican, Cuban, or other Spanish-Caribbean ancestry. We do not address 
diabetes in White populations in this text, but recognize that there are 
largely White communities, such as those found in Appalachia, that suf-
fer a disproportionate burden of diabetes akin to that found in commu-
nities of color (CDC, 2005).

  We are keenly aware that these race categories and the ethnicity 
tag-on have little meaning in terms of refl ecting the histories, diversity 
within and among groups within a single category (e.g., Hispanic/Lati-
no), or unique cultural identities embraced across the rich heterogeneity 
of each racial and ethnic category. In our attention to American Indian 
or Alaska Native, Asian, Black or African American, and Native Hawai-
ian or Other Pacifi c Islander, we argue that race is a social construct 
and lived experience, not a genetic endowment that tends toward health 
disparities in populations characterized in this text as racial and ethnic 
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minority groups. According to the American Anthropological Associa-
tion (1998),

  With the vast expansion of scientifi c knowledge in this century, however, 
it has become clear that human populations are not unambiguous, clearly 
demarcated, biologically distinct groups. Evidence from the analysis of ge-
netics (e.g., DNA) indicates that most physical variation, about 94%, lies 
within so-called racial groups. Conventional geographic “racial” group-
ings differ from one another only in about 6% of their genes. This means 
that there is greater variation within “racial” groups than between them. 
. . . Throughout history whenever different groups have come into con-
tact, they have interbred. The continued sharing of genetic materials has 
maintained all of humankind as a single species. . . . Historical research has 
shown that the idea of “race” has always carried more meanings than mere 
physical differences; indeed, physical variations in the human species have 
no meaning except the social ones that humans put on them.

  A social construct then is “a social mechanism, phenomenon, or category 
created and developed by society; a perception of an individual, group, 
or idea that is ‘constructed’ through cultural or social practice” ( Web-
ster’s Dictionary , 2009). In working with racial and ethnic communities 
to eliminate disparities in diabetes, it is critical to learn from the commu-
nity its history, experiences of oppression, meanings ascribed to diabetes 
and other chronic diseases, and how they construct their own racial and 
ethnic identity. It is beyond the scope of this book and the expertise of 
the authors to speak with authority to the diversities of social, political, 
and cultural experience of these racial and ethnic minority groups, but 
we are hopeful that what we have included can be used as a beginning 
from which more authentic local refl ection can emerge.

  Our concern with race in health then is more appropriately repre-
sented as a concern with racism and its impact on the health of people of 
color in the U.S. According to sociologist William Julius Wilson, racism 
is “an ideology of racial domination with two key features: (1) beliefs that 
one race is either biologically or culturally inferior to another and (2) the 
use of such beliefs to rationalize or prescribe the way the ‘inferior’ race 
should be treated in this society, as well as to explain its social position 
as a group and its collective accomplishments” (2009, p. 15). He argues 
that racism is expressed through structural forces described as social acts 
and social processes. 

   Social acts  refer to “the behaviors of individuals within society,” such 
as “stereotyping; stigmatization; discrimination in hiring, job promotions, 
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housing, and admission to educational institutions—as well as exclusion 
from unions, employers’ associations, and clubs—when any of these are 
the act of an individual or group exercising power over others” (Wilson, 
2009, p. 5).

   Social processes , on the other hand, refer to “the ‘machinery’ of so-
ciety that exists to promote ongoing relations among members of the 
larger group. Examples of social processes that contribute directly to 
racial group outcomes include laws, policies, and institutional practic-
es that exclude people on the basis of race or ethnicity” (Wilson, 2009, 
p. 5). The cumulative impact of the internalization and lived experience 
of racism is argued to contribute to the excess mortality and morbidity 
experienced by racial and ethnic groups in the U.S. (Geronimus, Bound, 
Waidmann, Hillemeier, & Burns, 1996; Geronimus, Hicken, Keene, & 
Bound, 2006; Williams, 1999; Williams & Mohammed, 2009).

  There is a large and growing literature on the impact of racism on 
health. Health disparities between African Americans and Whites in 
the U.S., for example, are well documented and can be traced back to 
the 15th and 16th centuries’ slave trade of Africans in North America, 
continuing through different historical landmarks of the antebellum pe-
riod of slavery in the South, the post-Civil War and Reconstruction eras, 
and post-Reconstruction and the span of “Jim Crow,” persisting through 
the Civil Rights era and more recent Black Liberation and Black Power 
movements of the late 1960s and early 1970s (Byrd & Clayton, 2000; 
Dubois, 1899; Savitt, 1978; Semmes, 1996). However, as in analyses of 
the contribution of socioeconomic status to health, the pathways and 
structural mechanisms through which racism impacts health are not well 
established.

  For example, Jones and colleagues found in their study of “socially 
assigned race” that “being socially assigned as White is associated with 
large and statistically signifi cant advantages in health status, even for 
those who self-identify with a non- white  group” (2008, p. 501). Racism 
is defi ned by Jones as “a system of structuring opportunity and assigning 
value based on the social interpretation of how one looks” (2003, p. 9). 
According to Jones and her colleagues, the signifi cance of socially as-
signed race is that “it measures the ad hoc  racial classifi cation upon which 
racism operates” (2008, p. 496). In other words, they posit that “perhaps 
racial health disparities are not due just to disadvantages experienced by 
members of non- White groups, but also to the advantages experienced by 
White people” (Jones et al., 2008, p. 501). A full and compelling discus-
sion of racism and diabetes disparities is beyond the scope of this text. In 
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chapter 6 Navarro discusses the role of institutionalized racism in resi-
dential segregation.

New Millennium Communities

  Among the strengths of CDC’s community-based programs are that 
they engage members of the affected community in the design and im-
plementation of the program, are grounded in indigenous community 
structures and practices, and address health care policies and practice as 
related to diabetes. Although we have considerable experience mobiliz-
ing communities around diabetes prevention and control, our models 
are challenged to keep pace with the changing landscape and dynamics 
of contemporary racial and ethnic communities.

Over the past 40 years, the demographics of an inner city in many 
urban areas has been modifi ed by gentrifi cation and the infl ux of diverse 
migrant groups from neighboring borders and around the world. For 
example, according to the U.S. Census Bureau, the Hispanic or Latino 
population of the United States increased by 57.9%, from 22.4 million in 
1990 to 35.3 million in 2000, representing persons of Mexican, Central 
and South American, Cuban, Puerto Rican, and other Hispanic descent 
(U.S. Census Bureau, 2000). In 2000 approximately half of the Hispanic/
Latino population in the United States resided in metropolitan areas. 
Compared with non-Hispanic Whites, low levels of formal education 
and high levels of unemployment characterize Hispanic/Latino commu-
nities and Hispanic/Latino families are more likely to live in poverty. 
The growing burden of diabetes among Hispanic/Latino residents of the 
United States, their diverse cultural and linguistic traditions, and the 
challenges associated with settling in a new country create new oppor-
tunities for public health workers to establish meaningful and effective 
interventions.

Community in the new millennium is often a moving, heteroge-
neous, hard to conceptualize, often hidden (from formal governmental 
institutions) target. Community models that once assumed a relatively 
stable, connected, and demographically and culturally similar popula-
tion living in a traceable geopolitical location may no longer refl ect the 
reality of many urban residents who are at high risk for the development 
of diabetes (Wilson & Taub, 2006). Public health workers are called to 
defi ne community and align our programs based on the actuality of com-
munity and not Western, romanticized models. In chapter 5 Liburd and 
Bowie elaborate on the meanings of community in public health practice 
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and how our framing of racial and ethnic communities informs commu-
nity models for diabetes prevention and control.

FORGING NEW EVALUATION APPROACHES

  Integral to community-based approaches for racial and ethnic popu-
lations is the active engagement, leadership, and ownership of the af-
fected community in all aspects of the program. This holds true for the 
evaluation component of community-based programs as well. In this text 
community-based participatory approaches to evaluation refer to those 
where participation by community members who are affected by that 
which is being evaluated is central throughout the evaluation process. 
These approaches are designed to build community capacity and have 
social betterment as a driving force. In other words, the unit of assess-
ment for the evaluation is the community as the social context in which 
change is sought, rather than individual community members in which 
health behaviors occur. Chapter 7 explores how community change is 
achieved and assessed within complex clusters of organizations and their 
resources and efforts across levels of a community. The chapter also un-
derscores the need for evaluations to refl ect the time needed to address 
social determinants and the often indirect path between programmatic 
and policy interventions addressing health outcomes through social de-
terminants of health.

Four Generations of Evaluation

  As has happened in other disciplines, evaluation has undergone a variety 
of paradigm shifts. To better contextualize the evaluative stance of this 
text, we provide a brief historical overview of earlier and more estab-
lished evaluation models. Guba and Lincoln (1989) summarized four 
generations of evaluation that provide a context for community-based 
participatory evaluation (CBPE) and its key tenets. First-generation 
evaluation was primarily rooted in empiricism or measurement. Second-
generation evaluators saw a lack of program description as a key limita-
tion of the measurement approach. That is, evaluators knew what the 
end result was but we did not know what characteristics of the program 
itself might have most contributed to this end state, as we had very little 
understanding of the context. Third-generation evaluators came to be-
lieve that although measurement and description were both important, 
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the evaluator, as an objective third party, was in a unique position to 
judge a program’s merit or worth.

While the fi rst three approaches were each seen as key advance-
ments to the fi eld of evaluation, Guba and Lincoln (1989) also noted that 
each approach had key shortcomings. Each approach fell prey to mana-
gerialism whereby, typically, the funder of the evaluation controlled the 
questions, how information was collected and used, and so on. This can 
foster disenfranchising conditions in which the funder is in collusion with 
the evaluator and is able to shape the evaluation to meet the funder’s 
needs. The fi rst three generations of evaluation were also seen as over-
reliant on a scientifi c paradigm whereby an a priori understanding, that 
is the understanding of the principle investigator, is tested. The a prio-
ri understanding in turn refl ects biases of the investigator that unduly 
compromise notions of objectivity. Finally, the fi rst three generations 
of evaluation tended to assess programs in a way that assumed a single 
set of values that underlie and drive a given program, for example, the 
ability of a program to achieve and sustain individual behavior change. 
These values are often embodied in external standards (e.g., priorities of 
the funders) and other points of reference by which a program’s merit or 
worth may be judged (e.g., other scientists or practitioners with similar 
interests). Rather than follow this standard, the fourth-generation evalu-
ator helps to identify information that addresses questions and concerns 
raised about the program by its stakeholders, particularly those who 
stand to reap a health benefi t from the program’s success.

The evaluator in fourth-generation evaluation has several respon-
sibilities. In addition to being an expert in measurement, the evaluator 
must also be capable of effectively describing programs and making judg-
ments of merit and worth about the programs. In assessing the programs, 
the evaluator must also refl ect the program’s history and the contextual 
factors infl uencing its success and facilitate creating conditions whereby 
stakeholders are empowered to learn and take action to improve their 
program. Fourth-generation evaluations frame the evaluation design on 
the basis of the claims, concerns, and issues of a broad pool of stakehold-
ers. Claims are what stakeholders identify as the true benefi ts and goals 
of a program. For these the evaluation may help to identify evidence 
that supports or refutes each claim. Concerns are weaknesses, barri-
ers, and challenges associated with the program. Again, the evaluation 
may help to verify these concerns or identify their causes and possible 
ways they may be addressed in the future. Evaluations may also be de-
signed to gather information to better understand both sides of an issue 
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(e.g., competing claims or concerns) or any area where stakeholders 
have a key difference of opinion regarding the program.

Fourth-generation evaluation is a constructivist approach meaning 
that it largely dispenses with attempts to draw cause-and-effect relation-
ships predicated on building a program’s generalizability. Rather than 
focus on validating a program for wider translation and dissemination, 
fourth-generation evaluation has as its primary focus the understanding 
of a program in its current context and in the interest of its stakeholders. 
The fourth-generation evaluation approach acknowledges that a pro-
gram’s political context can reshape resources, priorities, target popula-
tion, and so on. The fourth-generation evaluation approach is responsive 
to this reality and considers these fl uctuations an important part of the 
program itself. These factors are regularly considered, rather than con-
trolled, by maximizing the involvement of stakeholders.

In fourth-generation evaluation the evaluator is the mediator rather 
than the judge. The evaluator helps to enable the stakeholders, operat-
ing from a jointly determined process of negotiation, to reach key rec-
ommendations and decisions. The evaluator moves out from controller 
to collaborator regardless of whether this threatens technical adequacy. 
The evaluator solicits and incorporates stakeholder input, including the 
development of the content of the evaluation and the methods chosen. 
The evaluator is learner and teacher rather than investigator, setting the 
stage for stakeholders to learn. The evaluator takes responsibility for the 
implications of the work as much as the other stakeholders. In other 
words, the evaluator is equally accountable and serves as a change agent 
rather than passive observer. As a change agent the evaluator helps use 
the evaluation to frame action rather than simply imparting knowledge.

Community-Based Participatory Evaluation

  CBPE is consistent with fourth-generation evaluation in many respects. 
It begins with the tenet that those within the community who are affected 
by the program under study are equal participants in framing the evalu-
ation questions and approaches, determining how program success will 
be defi ned, identifying intended users and uses of evaluation fi ndings, 
and so on. An underlying value of this approach is self-determination. 
Within this framework, self-determination advocates that historically 
disenfranchised groups should have greater control over the programs 
and studies that affect the groups. The endpoint is often program im-
provement rather than a judgment of a program’s merit or worth. It may 
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be directed toward improving decision-making and planning, enhancing 
self-refl ection and process learning, or ensuring good use of resources 
where the priority of each potential purpose can differ depending on the 
stakeholder group.

These aspects of CBPE help ensure the use of evaluation fi ndings 
by increasing their relevance within a community’s cultural context and 
resource limitations. The evaluation benefi ts from expertise and other 
resources residing in the community and, in the process, engenders 
community buy-in and enhances the ability of community members to 
implement proposed changes based on evaluation fi ndings. Not only 
does including the community throughout the evaluation process help 
ensure changes to the program but also other implications or uses of the 
evaluation are driven by the needs and concerns of those most affected 
(KU Work Group for Community Health and Development, 2007). This 
level of community involvement in the evaluation of the program helps 
ensure the sustainability of programmatic changes. In addition, partici-
patory evaluation can build community relationships and infrastructure 
to support future evaluation and research efforts (Brown & Tandon, 
1983; Fetterman, Kaftarian, & Wandersman, 1996; Pinto, Schmidt, Ro-
driguez, & Solano, 2007). These are especially important considerations 
when evaluating programs in communities with racial/ethnic health dis-
parities. (For a comprehensive list of strengths and weaknesses of com-
munity-based participatory research, the reader is referred to the KU 
Work Group for Community Health and Development [2007].)

SUMMARY

  Overall, in preparing this text we included fi ndings and perspectives 
from the CDC’s program and prevention research experience, along 
with publications from the epidemiological, social science, community 
intervention, and evaluation literature. The depth and breadth of the 
literature are promising and provocative, stimulating questions that help 
frame the formation of next steps in reducing, and ultimately eliminat-
ing, the burden of diabetes in disproportionately affected populations. It 
is our aim that Diabetes and Health Disparities  will challenge and inform 
the vision and work of public health practitioners and researchers, policy 
makers, community organizers, and community institutions involved in 
health promotion and chronic disease prevention. In addition, we are 
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hopeful that those charged with training the next generation of public 
health workers will continue to reach more broadly into the social, eco-
nomic and political environments in their efforts to eliminate disparities 
in diabetes prevalence.
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INTRODUCTION

  About 194 million adults worldwide have diabetes. This fi gure is project-
ed to increase to 333 million by 2025 (International Diabetes Federation, 
2008). The largest increase is predicted in developing countries, those 
transitioning from an agricultural to an established market economy. In 
developed countries, the largest increase is predicted to be among the 
elderly and in racial and ethnic minorities (see Figure 2.1) (International 
Diabetes Federation, 2008).

The projected increase in diabetes prevalence is based on current 
age and gender-specifi c prevalence of diabetes. The projection takes ac-
count of improving life expectancy, population growth, and progressive 
urbanization. Most prediction models do not assume an increase in the 
age- and sex-specifi c incidence rates of diabetes and do not account for 
the increasing frequency and magnitude of obesity and other major risk 
factors for diabetes. Since incidence is likely to increase, as is the preva-
lence of obesity, the true future burden of diabetes is likely to exceed 
current estimates.

1 The fi ndings and conclusions in this report are those of the authors and do not necessarily repre-
sent the offi cial position of the Centers for Disease Control and Prevention (CDC) or the Agency 
for Toxic Substances and Disease Registry.
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  Type 2 diabetes accounts for 90–95% of all diagnosed cases in the 
U.S. (CDC, 2008). Racial and ethnic minorities, including African 
Americans, Hispanics, Native Americans, Asians, and Pacifi c Islanders, 
are disproportionately affected by diabetes and are at higher risk than 
the general population of developing complications of diabetes. Pos-
sible reasons for this include genetic susceptibility, inadequate access to 
health care, suboptimal diabetes-related preventive care, and environ-
mental exposures. In 1998 the Department of Health and Human Ser-
vices established the elimination of racial and ethnic disparities in health 
outcomes among U.S. residents as a national priority (President’s Ad-
visory Commission on Consumer Protection and Quality in the Health 
Care Industry, 1998; Satcher, 1999). To identify disparities and monitor 
progress toward achieving this objective, high-quality surveillance data 
on diabetes-related morbidity and mortality and data on quality of dia-
betes care among minority populations are required.

TYPES OF DIABETES

  Diabetes is a group of metabolic disorders that share the phenotype of 
hyperglycemia. Several distinct types of diabetes, caused by a complex 
interaction of genetics and environmental factors, have been described.

Figure 2.1 Prevalence estimates of diabetes, 2007.
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Type 1 Diabetes

  Type 1 diabetes is an autoimmune process likely triggered by environ-
mental factors in genetically susceptible individuals. This leads to the 
destruction of the pancreatic beta cells by autoreactive T cells and sub-
sequent defi ciency in insulin, the hormone that regulates blood glucose 
(Barnett, Eff, Leslie, & Pyke, 1981; Eisenbarth, 1986). The rate of de-
cline in beta cell mass varies among individuals and clinical diabetes 
becomes evident when approximately 80% of beta cells are destroyed 
(Skyler, 1998). Consequently, persons with type 1 diabetes require life-
long treatment with insulin. The risk of developing type 1 diabetes in 
relatives of individuals with the disease is relatively low (3–4% if a parent 
has type 1 diabetes and 5–15% if a sibling does). Hence, most individu-
als with type 1 diabetes do not have a fi rst-degree relative with this dis-
ease. This form of diabetes typically occurs in children and young adults. 
Type 1 diabetes accounts for 5–10% of all diagnosed cases of diabetes in 
North America. There exists no consensus on strategies for preventing 
type 1 diabetes. However, several clinical trials aimed at the prevention 
of type 1 diabetes are currently in progress.

Type 2 Diabetes

  Type 2 diabetes is characterized by insulin resistance, with abnormal in-
sulin secretion and reduced glucose utilization by fat cells, skeletal mus-
cle, and liver. The disease is polygenic and multifactorial, with a strong 
genetic component. The risk of having the disease is signifi cantly higher 
in fi rst-degree relatives of those with type 2 diabetes and approaches 
40% in offspring with both parents having type 2 diabetes; the concor-
dance of type 2 diabetes in identical twins is 70–90% (Powers, 2008). 
Type 2 diabetes is associated with older age, obesity, family history of 
diabetes, history of gestational diabetes, impaired glucose metabolism, 
physical inactivity, and race/ethnicity. Clinically based reports and popu-
lation studies suggest that type 2 diabetes in children and adolescents, 
although still rare, is being diagnosed with increasing frequency, particu-
larly in minority and transitional populations.

Gestational Diabetes

  Gestational diabetes is defi ned as glucose intolerance of variable sever-
ity that occurs during pregnancy but resolves on delivery. Gestational 
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diabetes occurs in about 4% of pregnancies in the U.S. and is more 
frequent among African Americans, Hispanic/Latino Americans, and 
American Indians (Coustan, 1995). It is also more common among 
obese women and those with a family history of diabetes. During preg-
nancy gestational diabetes requires treatment to normalize maternal 
blood glucose levels and avoid complications in the infant. Women who 
have had gestational diabetes have a 30–60% chance of developing dia-
betes in the next 5–10 years (CDC, 2008).

Monogenic Types

  Monogenic types of diabetes, such as maturity-onset diabetes of youth 
types (MODY), result from specifi c genetic conditions affecting islet 
cell development or the expression of genes important in insulin secre-
tion. MODY 1, MODY 3, and MODY 5 patients can be successfully 
managed with a sulfonylurea when insulin is discontinued. Individuals 
with MODY 2, the result of mutations in the glucokinase gene, have 
mild-to-moderate stable hyperglycemia that does not respond to oral 
hypoglycemic agents. MODY 4 is a rare variant caused by mutations in 
a transcription factor that regulates pancreatic development and insulin 
gene transcription. Homozygous inactivating mutations cause pancreatic 
agenesis, whereas heterozygous mutations result in diabetes. Mutations 
in MODY-associated genes are rare causes of diabetes ( � 5%).

Neonatal Diabetes

  Neonatal diabetes, with onset at  � 6 months of age, is caused by several 
genetic mutations. It can be transient or permanent and requires treat-
ment with insulin. Mutations in subunits of the ATP-sensitive potassium 
channel subunits (Kir6.2 and ABCC8) are the major causes of perma-
nent neonatal diabetes. Although these activating mutations impair glu-
cose-stimulated insulin secretion, sulfonylureas may improve glycemic 
control. Homozygous glucokinase mutations can cause a particularly se-
vere form of neonatal diabetes.

Secondary Diabetes

  Secondary diabetes occurs as a result of another disease or factor and 
can be transitory. Potential causes of secondary diabetes are other en-
docrine disorders, such as hyperthyroidism, Cushing’s syndrome, and 
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acromegaly; pancreatic disorders, such as pancreatitis; hemochromato-
sis; hepatitis C; autoimmune diseases; and carcinoid tumors in the lungs, 
stomach, or intestines. Drugs, chemical agents, and toxins, including 
common consumer plastics and plastics ingredients (e.g., phthalates and 
bisphenol A), have been linked to insulin resistance. Medical treatments 
(e.g., pancreatectomy, orchyectomy, and radiation therapy) and genetic 
conditions (e.g., cystic fi brosis, Huntington’s disease, Down syndrome, 
Klinefelter syndrome, and Turner syndrome) may disrupt the normal 
use of insulin and glucose. Treating secondary diabetes involves treating 
its cause. Treatment addresses the diabetes itself when the underlying 
cause cannot be resolved, the benefi ts of medications outweigh the side 
effects, or the cause remains unidentifi ed. The frequency of secondary 
diabetes is estimated 1–5% of all diabetes cases. 

This chapter will focus on the epidemiology of type 2 diabetes in 
racial and ethnic minorities in the U.S. We describe the incidence rates 
and prevalence of diabetes and risk factors disproportionately affecting 
these populations. We also review complications of diabetes that dis-
proportionately affect racial/ethnic minorities and disparities in health 
outcomes.

BURDEN OF DIABETES

  Approximately 24 million children and adults in the U.S., or 8% of the 
population, have diabetes. Nearly one-third are unaware that they have 
the disease (CDC, 2008). Ethnicity-specifi c age-adjusted prevalence es-
timates for 2004–2006 indicate that 6.6% of non-Hispanic Whites, 7.5% 
of Asian Americans, 10.4% of Hispanics, and 11.8% of non-Hispanic 
Blacks had diagnosed diabetes (see Figure 2.2). Among Hispanics rates 
were 8.2% for Cubans, 11.9% for Mexican Americans, and 12.6% for 
Puerto Ricans (CDC, 2008).

Among American Indians and Alaska Natives (AI/ANs) aged 20 years 
or older receiving care from the Indian Health Service (IHS), 14.2% had 
diagnosed diabetes, with rates varying from 6.0% among ANs to 29.3% 
among AIs in southern Arizona (CDC, 2008). In Hawaii the prevalence 
of diabetes among adult Asians, Native Hawaiians, and other Pacifi c Is-
landers is more than two times that in Whites after age adjustment to the 
2002 U.S. adult population (CDC, 2003). Similarly, in California Asians 
are 1.5 times as likely to have diagnosed diabetes as non-Hispanic Whites. 
Generally, diabetes is diagnosed more often in women than in men, its 
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frequency increases with age, and levels off in those aged 80 years and 
older. The mean age at diagnosis of diabetes is 56 years for non-Hispanic 
Blacks, 57 years for Hispanics, 58 years for non-Hispanic Whites, and 59 
years for other races/ethnicities (Narayan, Boyle, Thompson, Sorensen, 
& Williamson, 2003).

The lifetime risk of diabetes among persons born in 2000 in the U.S. 
is 1 in 3 for men and 2 in 5 for women, with a higher risk being estimated 
among minority populations throughout their lifespan (Narayan et al., 
2003) (see Figure 2.3). Among men the lifetime risk at birth was esti-
mated at 45% for Hispanics and 27% for non-Hispanic Whites. Among 
women the lifetime risk was estimated at 53% for Hispanics and 31% for 
non-Hispanic Whites. Unlike the general population, the residual risk 
for developing diabetes remains high for minority groups even at older 
ages, ranging at age 60 years from 17% in non-Hispanic White men to 
32% in Hispanic men and from 20% in non-Hispanic White women to 
36% in Hispanic women.

The number of persons with diagnosed diabetes is projected to 
increase in the U.S. by 198% between 2005 (16.2 million) and 2050 
(48.3 million) (Narayan, Boyle, Geiss, Saaddine, & Thompson, 2006), 

Figure 2.2 Age-adjusted prevalence of diabetes for persons aged 
20 years or older by race/ethnicity in the U.S. in 2007
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with the largest increase being projected among minority groups. Over 
the same time, diabetes prevalence is projected to increase by 99% 
among non-Hispanic Whites (from 5.3% to 10.6%), by 107% among 
non-Hispanic Blacks (from 7.4% to 15.3%), by 127% among Hispanics 
(from 5.5% to 12.4%), and by 158% among other races (from 5.4% to 
14.0%). In keeping with these fi gures, the number of individuals with 
diabetes is projected to increase 481% among Hispanics, 208% among 
non-Hispanic Blacks, and 113% among non-Hispanic Whites. The larg-
est increase is projected among non-Hispanic Blacks aged �75 years old 
(606%) (Narayan et al., 2006).

Economic Burden of Diabetes

  The total cost of diabetes in year 2007 dollars was estimated at $174 
billion, including $116 billion in excess medical expenditures and $58 
billion in reduced national productivity (American Diabetes Association 
[ADA], 2008b). Persons with diabetes have medical expenditures that 
are on average 2.3 times higher than in those without diabetes. More-
over, the annual attributed health care cost per person with diabetes 
increases with age. This is primarily the result of associated comorbidity 
with longer duration of diabetes, leading to increased use of hospital and 
nursing facility resources, physician offi ce visits, non-diabetes related 

Figure 2.3 Cumulative lifetime risk for diagnosis of diabetes by age, sex, and race/
ethnicity
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medications, and home care. Of all health care expenditures attributed 
to diabetes, 56% are incurred by people aged 65 years and older, 35% by 
those aged 45–64 years, and 9% by those aged 45 years or younger. Al-
though racial and ethnic minorities have a higher prevalence of diabetes 
within each age group, health resource usage and cost patterns are cur-
rently unavailable for these groups, largely because currently available 
data sources do not support such analyses.

Quality adjusted life years (QALYs), representing the life expectancy 
and quality of life affected by interventions and treatments, are common-
ly used in economic analyses of the impact of disease and interventions. 
Each life year is given a value between 1.0 and 0, with the highest value 
assigned for perfect health and the lowest assigned for death. Among 
patients with diabetes the loss of life years and QALYs is projected to be 
highest for non-Hispanic Blacks. Non-Hispanic Black men diagnosed 
with diabetes at age 10 years lose 22 life years and 33 QALYs, whereas 
non-Hispanic Black women diagnosed at the same age lose 2 additional 
life years and 2 additional QALYs (Narayan et al., 2003).

The burden of diabetes and its complications on the individual and 
the health care system is signifi cant. However, diabetes is largely pre-
ventable through a healthier diet and increased exercise, and diabetes 
complications are largely preventable through improved care for people 
with diabetes. Therefore, the cost of diabetes and its complications are 
also largely preventable.

EPIDEMIOLOGY OF DIABETES

  The incidence rate of diabetes is the number of new cases of diabetes 
that occur during a defi ned period of time, divided by the number of 
persons exposed to the risk of experiencing diabetes during this period. 
If the time period is 1 year, then the estimate represents the annual in-
cidence rate. The denominator is sometimes expressed as person-time 
(or person-years), representing the time each person contributes to the 
population at risk being observed. The prevalence of diabetes is defi ned 
by the number of persons in a given population who have the disease at 
a specifi ed point in time. These defi nitions apply to any other disease 
or condition. The incidence rate of diabetes and the death rate among 
people without or with diabetes (rate of people being removed from the 
population) are major determinants of diabetes prevalence.
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Incidence of Diabetes

Hispanic/Latino Americans

  The Hispanic/Latino population represents about 15% of the U.S. popu-
lation, with a growth rate of 24.3%, which is four times the growth rate 
of the total U.S. population (6.1%) between 2000 and 2006 (U.S. Census 
Bureau, 2004). Almost 40% of Mexican Americans, the largest Hispanic/
Latino subgroup in the U.S., are foreign born, and 59% migrated to the 
U.S. after 1990 (U.S. Census Bureau, 2004). Hispanic/Latinos with low 
acculturation frequently lack routine health care, health insurance, and 
education. Those with low language acculturation have nearly twice the 
risk of developing diabetes than those with high language acculturation 
[odds ratio (OR) �  1.90, 95% CI 1.02–3.54] (Pérez-Escamilla & Putnik, 
2007).

In 2005 the age-adjusted incidence of diabetes in the overall His-
panic/Latino population in the U.S. was 10.2 per 1000 people, increasing 
from 7.4 per 1000 in 1997 (CDC, 2008). The 2000 U.S. population was 
used as the standard for the age adjustment. Specifi cally, among Mexi-
can Americans in the San Antonio Heart Study, the incidence of type 
2 diabetes increased from 5.7% to 15.7% over an 8-year time period 
(p �  0.001), whereas in Whites it increased from 2.6% to 9.4% 
(p �  0.07) (Burke et al., 1999). Although trends were increasing for 
both ethnic groups, the lack of a signifi cant change among non-Hispanic 
Whites is likely due to the smaller number of cases ( n �  68 cases) than 
among Mexican Americans ( n �  225). In this study age, sex, body mass 
index (BMI), ethnicity, and neighborhood were the strongest predictors 
for diabetes in a stepwise logistic regression analysis. Since mortality de-
clined less in diabetic than in nondiabetic subjects, the increasing inci-
dence rate of diabetes may have contributed largely to the increase in 
the prevalence of diabetes in this population.

African Americans

  African Americans represent 12% of the U.S. population (U.S. Census 
Bureau, 2001). The age-adjusted incidence of diabetes in 2005 was 10.4 
per 1000, increasing from 9.2 per 1000 in 1997; age adjustments were 
made to the 2000 U.S. population (CDC, 2008). The risk of diabetes is 
higher for African American men and women than for their White coun-
terparts. In the Atherosclerosis Risk in Communities study (Brancati, 
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Kao, Folsom, Watson, & Szklo, 2000), the incidence rate of diabetes 
during 9 years of follow-up was 25.1 per 1000 person years (95% CI 
22.4–28.1) in African American women, 2.4 times greater than in White 
women (10.4 per 1000 person years, 95% CI 9.4–11.4); in African Amer-
ican men diabetes incidence was 23.4 per 1000 person years (95% CI 
19.9–27.2) and about 1.5 times greater than in their White counterparts 
(15.9 per 1000 person years, 95% CI 14.6–17.2) ( p �  0.001). In this 
study new cases were defi ned by self-report of physician-diagnosed type 
2 diabetes, use of hypoglycemic medicines, or fasting glucose level � 126
mg/dL (7.0 mmol/L). The higher prevalence of potentially modifi able 
risk factors, particularly a higher adiposity, accounted for almost half of 
the excess risk in African American women (to a lesser extent in African 
American men) in a proportional hazards regression analysis (Brancati 
et al., 2000).

Differences in known risk factors only partially explain racial/eth-
nic differences in diabetes risk. However, other risk factors for diabetes, 
such as family history, education, and exercise, are rarely considered. 
These sometimes unmeasured risk factors could have signifi cant impli-
cations on the observed difference and the magnitude of the association 
between obesity and diabetes, particularly in ethnic minorities.

American Indians and Alaska Natives

  Approximately 3.2 million people in the U.S. identify themselves as 
AI/AN (Indian Health Service, 2008). Most are members of the more 
than 560 federally recognized tribes. The AN population includes Es-
kimos, Aleuts, and Indians (Athabascan, Haida, Tlingit, and Tsimsian). 
In addition to their tribal affi liations, AI/ANs are often distinguished by 
language and/or cultural groups, some of which extend across the U.S., 
Canada, and Mexico (Ghodes, 1995). They often live on reservations 
and in rural communities, mostly in the western U.S. and Alaska, and 
face pervasive economic and educa-tional disadvantages (U.S. Census 
Bureau, 1992). Diabetes was either rare or unrecognized among AI/ANs 
until the middle part of the 20th century. Since then diabetes has be-
come one of the most common serious diseases among AI/ANs.

Population-based incidence rates of diabetes have been reported in 
few Native American groups in the U.S. (Lee et al., 2002). The lowest 
incidence of type 2 diabetes has been reported in Eskimos; between 
1964 and 1967, the reported incidence among Greenland, Canadian 
and Alaska Eskimos was less than 1.0% (Schaefer, 1968). Among tribal 
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members aged 45–74 years from Arizona, Oklahoma, South Dakota, 
and North Dakota, the overall 4-year incidence of diabetes was 19.7%. 
The annual average incidence of diabetes among persons with normal 
glucose tolerance was 2.8%. Higher BMI and triglycerides in men and 
higher fasting insulin in women were signifi cant predictors of diabetes. 
Those with impaired glucose tolerance progressed to diabetes at an av-
erage annual rate of 9.3%, much higher than the 1.5% found in Whites 
and 7.0% found in both Mexican Americans and Japanese Americans 
(Harris, 1996).

The incidence rate of diabetes among the Pima Indians of Arizona, 
who participated in a comprehensive longitudinal study of diabetes, 
obesity, and diabetes complica-tions since 1965, is among the highest 
recorded in the world (Knowler, Bennett, Hamman, & Miller, 1978). 
Although the overall incidence rate of diabetes remained stable over the 
past 4 decades [age- and sex-adjusted incidence rates of diabetes were 
25.3 cases/1,000 person years (95% CI 22.5–28.0) for 1965–1977, 22.9 
cases/1,000 person years (95% CI 20.0–25.8) for 1978–1990, and 23.5 
cases/1,000 person years (95% CI 20.5–26.5) for 1991–2003 ( p �  0.3)] 
(Pavkov et al., 2007), the increasing prevalence of obesity and increas-
ing prevalence of pregnant women with diabetes observed over the last 
decades have shifted the onset of diabetes to younger ages (Hillier & 
Pedula, 2003).

Asian Americans

  Asian American populations comprise 13.5 million people (4.42% of 
the total population) and are among the fastest growing segments of the 
U.S. population. Nearly 75% of Asian Americans are foreign-born (As-
sociation of Asian Pacifi c Community Health Organizations , 2008) and 
include, according to country of origin, Chinese (24%), Filipino (18%), 
Asian Indian (16%), Vietnamese (11%), Korean (11%), Japanese (8%), 
and other Asians (13%) (U.S. Census Bureau, 2001), with great diversity 
in language, culture, and beliefs.

In general, Asian Americans are at greater risk of type 2 diabetes than 
Whites, although they are less likely to be obese. The annual incidence 
of diabetes in Asian Americans enrolled in the Medicare program was 
49 cases per 1,000 in 2001, 48% higher than in Whites (McNeely & Fu-
jimoto, 2008). The cumulative incidence of diabetes in Japanese Ameri-
cans 40–60 years old is estimated at 18.0% over 10 years of follow-up 
(McNeely & Fujimoto, 2008). These fi gures were similar in second- and 
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third-generation Japanese Americans of similar age. In Japanese Ameri-
can men living in Hawaii, the incidence of “possible” diabetes, as defi ned 
by self-reported disease, medication, or hospital diagnosis, was 12.8%, 
and the incidence was 5.7% when assessed by hypoglycemic medication 
usage over a 6-year time period (Burchfi el et al., 1995). Men who devel-
oped diabetes had signifi cantly higher age-adjusted mean BMI, weight 
gain since age 25 years, subscapular skin fold thickness, subscapular/tri-
ceps skin fold ratio, glucose, cholesterol, triglyceride, uric acid, hemato-
crit, systolic and diastolic blood pressure, and heart rate, and signifi cantly 
lower levels of physical activity than men who did not develop diabetes 
(Burchfi el et al., 1995).

In the Nurses’ Health Study, a 20-year prospective study including 
White (i.e., of Southern European/Mediterranean, Scandinavian, and 
other Caucasian origin), African American, Hispanic, and Asian women, 
the BMI-adjusted risk of diabetes was signifi cantly higher among Asian 
than White women [risk ratio (RR) �  2.26, 95% CI 1.70–2.99]. Asian 
women were leaner at baseline but more sedentary, had a lower preva-
lence of smoking, consumed less alcohol, and ate a healthier diet than 
the White women (Shai et al., 2006). BMI increased in all racial/ethnic 
groups, as did diabetes incidence. However, after adjusting for BMI, the 
risk of diabetes was lowest among Asian women and highest among Af-
rican American women. Diet measurements suggested that the negative 
association between diabetes and intake high in fi ber and polyunsatu-
rated fat and low in transfat and glucose could be stronger among ethnic 
minorities than among Whites.

Pacifi c Islander Americans

  Pacifi c Islanders represent less than 1% of the U.S. population and 
comprise 19 ethnic groups, the vast majority being of Native Hawaiian, 
Guamanian/Chamarro, or Samoan ancestry (U.S. Census Bureau, 2001). 
Colonization and rapid modernization disrupted the islands’ traditional 
lifestyle based on agriculture and fi shing. The transition from subsis-
tence to a cash economy was associated with a more sedentary lifestyle 
and increased consumption of processed foods (McNeely & Fujimoto, 
2008). Currently, Pacifi c Islanders are more likely to be obese and have 
diabetes than Whites of similar age (Fujimoto, 1995).

Little data concerning the incidence of diabetes in Pacifi c Islander 
American populations are available. A 1997–2000 cross-sectional study 
in the North Kohala region of Hawaii, including White, Filipino, Native 
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Hawaiian, and Japanese adults, indicated a signifi cantly higher adjusted 
risk for diabetes among Filipinos (OR �  2.2, 95% CI 1.4–3.5) and Ha-
waiians (OR �  2.8, 95% CI 1.9–4.2) than among Whites (Kim, Park, 
Grandinetti, Holck, & Waslien, 2008). The differences persisted after 
additional adjustment for dietary factors (OR �  1.9, 95% CI 1.1–3.2 and 
OR �  1.8, 95% CI 1.1–3.0, respectively). In an earlier population sur-
vey conducted between 1978 and 1992 in Papua New Guinea, Western 
Samoa, Mauritius, and Nauru, the incidence rates varied largely among 
these populations, ranging from 1.2 cases/1,000 person years in peri-
urban and rural Papua New Guinea Highlanders to 22.5 cases/1,000 
person years in Micronesian Nauruans and 24.0 cases/1,000 person 
years in the rural Wanigelas (Dowse, 1996). After adjusting for BMI, 
within the age range of 25–45 years, the Wanigela people in rural 
Papua New Guinea were found to have the highest susceptibility to 
diabetes yet documented for any population in the world, and the in-
cidence rate of diabetes could be even higher for those in urban areas, 
in whom prevalence of diabetes was nearly three times higher than in 
rural areas.

Prevalence of Diabetes

Hispanic/Latino Americans

  Hispanic/Latino Americans are 1.6 times as likely to have diabetes as 
non-Hispanic Whites after adjusting for age differences, with Puerto Ri-
cans and Mexican Americans having the highest prevalence (vide supra)
(CDC, 2008). In the U.S.–Mexico border region, where the population 
is predominantly of Mexican descent, the prevalence of diabetes was 
estimated at 15.7%, somewhat higher than the U.S. national prevalence 
among Mexican Americans of 11.9% (Mier, Medina, & Ory, 2007).

Residents of Puerto Rico are 1.9 times as likely to have diagnosed 
diabetes as non-Hispanic Whites in the U.S. Results from the Massachu-
setts Hispanic Elders survey showed signifi cantly higher diabetes preva-
lence for Puerto Ricans over 60 years of age than Dominican Americans, 
other Hispanics, and non-Hispanic Whites (Tucker, Bermudez, & Cas-
taneda, 2000).

By contrast, Cuban Americans living in Miami, FL, were found less 
likely to have diabetes than either Mexican Americans or Puerto Ricans 
(Flegal et al., 1991). This discrepancy is attributed, at least in part, to Cu-
ban Americans typically having a higher socioeconomic status than other 
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Hispanic/Latino groups included in the Hispanic Health and Nutrition 
Examination Survey. On the other hand, it has been suggested that the 
low American Indian admixture of Cuban Americans may have a protec-
tive effect against diabetes. Although functional variants in candidate 
genes for type 2 diabetes have been identifi ed in Pima Indians, it is yet 
to be determined whether these genes also infl uence the occurrence of 
diabetes in other populations (Baier & Hanson, 2004). Estimates of dia-
betes prevalence for other Hispanic/Latino subgroups are not reported 
due to lower precision.

African Americans

  African Americans are 1.8 times as likely to have diabetes as non-Hispan-
ic Whites after adjustment to the 2000 U.S. population age (CDC, 2008). 
Twenty-fi ve percent of African Americans aged 65–74 years have diabe-
tes. Among African American men 25–70 years old, the prevalence of dia-
betes was 5.7% in the National Health and Nutrition Examination Survey 
(NHANES) III for 1988–1994 and 8.4% in NHANES IV for 1999–2002, 
1.2 and 1.3 as high as in non-Hispanic Whites, respectively. The preva-
lence of obesity and mean age were similar in African American and non-
Hispanic White men, whereas the latter were more likely to have a higher 
level of education (beyond high school) in both samples (Smith, 2007). 
Over the last 2 decades, the 2000 U.S. age-adjusted annual prevalence 
of diabetes was consistently higher in African American women than in 
African American men, and highest when compared with non-Hispanic 
White and Hispanic American men and women (CDC, 2008).

Unique susceptibility genes were sought that might explain the 
higher predisposition for diabetes than in White or Hispanic Americans. 
However, family-based linkage studies among African American and 
African populations failed to identify such genes. Recent studies com-
paring diabetes prevalence in African Americans and Whites of similar 
socioeconomic status suggest that disparities in diabetes prevalence are 
more likely to refl ect differences in the distribution of risk factors for 
diabetes than race per se (Signorello et al., 2007).

African Americans have become more heterogeneous by country of 
immediate origin and degree of admixture. However, national surveil-
lance and other available epidemiologic studies do not identify African 
Americans by their ethnic and cultural background. Therefore, we can 
not compare the risk of diabetes among African Americans of different 
ancestries.
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American Indians and Alaska Natives

  Data from the population served by the IHS in 2005 indicate that 16.5% 
of AI/ANs aged 20 years and older had diagnosed diabetes, representing 
a 1.43-fold increase from 1994 (CDC, 2003, 2008). AI/AN women are 
generally more likely to be diagnosed with diabetes than men, probably 
due to women’s greater awareness of the disease and greater tendency 
to seek health care than to true differences in risk for diabetes (IHS, 
1997). These estimates only refl ect the approximately 60% of AI/ANs 
who receive care from the IHS or tribal health facilities. For the remain-
ing approximately 40%, the prevalence of diabetes and its risk factors 
are largely unknown (Burrows, Geiss, Engelgau, & Acton, 2000). Thus, 
these estimates could be substantially biased.

Although the prevalence of diabetes is lower among ANs than AIs, 
the largest increase in diabetes prevalence between 1990 and 2001 was 
found among Eskimos (110%) and Aleuts (81%) (Hall, Sberna, & Uter-
mohle, 2001). In 2002 approximately 30% of AI/ANs aged � 55 years had 
diabetes, but the prevalence varied among tribes. Although the preva-
lence was lowest among youth, AI/ANs aged 20–34 years experienced 
the largest relative increase during the same time span (74%). Similarly, 
AI/ANs � 35 years old experienced an almost 8% annual increase in dia-
betes prevalence between 1994 and 2004 (IHS, 2000).

In the Pima Indians the age- and sex-adjusted prevalence of diabe-
tes was 12.7 times as high as in the predominantly White population of 
Rochester, MN (Knowler et al., 1978). Conversely, the prevalence of di-
abetes in the Pima Indians from the Sierra Madre Mountains in Mexico 
is low (Ravussin, Valencia, Esparza, Bennett, & Schulz, 1994). Living in 
a remote area that only recently became accessible by road, the Mexican 
Pima have experienced relatively little recent change in environmental 
conditions. Although estimated genetic distance between these people 
and the Pima Indians of Arizona is low, the Mexican Pimas’ traditional 
lifestyle may protect them from the development of obesity and diabe-
tes, supporting the notion that type 2 diabetes results from a genetic 
predisposition/lifestyle interaction.

Asian Americans

  Among participants aged  � 30 years old in the 2001 Behavioral Risk Fac-
tor Surveillance System (BRFSS) survey, the age-, sex-, and BMI-adjusted 
odds of diabetes in Asian Americans was 1.6 (95% CI 1.1–2.2), compared 
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with non-Hispanic Whites (McNeely & Boyko, 2004). In second-genera-
tion Japanese Americans 45–74 years old, the prevalence of diabetes was 
approximately 40% higher than in Caucasians of similar age. In Japanese 
American men at least 70 years old, the prevalence of diabetes was 40% 
(Rodriguez et al., 1996), twice that of non-Hispanic White men of the 
same age (Harris et al., 1998). Diabetes prevalence among Filipino wom-
en 40–79 years old residing in San Diego and Hawaii did not signifi cantly 
differ (31.6% in San Diego, 24.9% in Hawaii, p �  0.79) (Araneta et al., 
2006). Comparatively, a population survey at several sites in the Philip-
pines showed that diabetes prevalence among Filipinas 20–65 years old 
was 5.3% (95% CI 3.7–6.9) after age-standardizing to the total eligible 
population in the Philippines (Baltazar, Ancheta, Abanb, Fernando, & 
Baquilod, 2004). The age- and sex-adjusted prevalence of diabetes in the 
Philippines was 4.8% (95% CI 3.6–6.0). Age, female sex, central obesity, 
family history of diabetes, BMI, and physical inactivity were positively 
and signifi cantly associated with diabetes in this population. Several other 
regional studies including different Asian subgroups in the U.S. consis-
tently found higher prevalence of diabetes in Asian women than in men, 
in Asians than in Caucasians, and in Asian groups living in the U.S. than 
in their countries of origin (McNeely & Fujimoto, 2008).

Pacifi c Islander Americans

  Type 2 diabetes, virtually unknown among Pacifi c Islanders before 
World War II, is now increasingly frequent among Pacifi c Islander 
Americans. Age-, sex-, and BMI-adjusted odds of diabetes are three 
times higher (95% CI 1.4–6.7) in Pacifi c Islanders than in Whites, but 
are not signifi cantly higher in Asian Americans (OR  �  1.6, 95% CI 0.7–
3.9) (McNeely & Boyko, 2004). A review of outpatient medical records 
in the Marshall Islands (Ebeye, the most populous island of Kwajalein 
Atoll) revealed a prevalence of diabetes of 20% in patients aged 30 
years and older and 46% in patients aged 50 years and older (Yamada & 
Palafox, 2001). Diabetes prevalence among urbanized Western Samo-
ans is twice that of Samoans in the rural communities (7.8% and 3.4%, 
respectively), even after adjusting for body weight. This difference was 
attributed largely to rural residents having a higher level of physical ac-
tivity than their urban counterparts (Zimmet, Ainuu, DeBoer, Faaiuso, 
& Whitehouse, 1981). In the time period 1996–2000, Native Hawai-
ians were 2.5 times more likely to have diabetes than non-Hispanic 
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White residents of Hawaii of similar age (National Diabetes Informa-
tion Clearinghouse, 2002).

Diabetes in Youth

 Type 2 diabetes in youth is characterized by absent or low levels of islet 
cell and glutamic acid decarboxylase antibodies, and absence of linkage 
or association with MODY loci. Many children with type 2 diabetes are 
obese at diagnosis and have a strong family history of type 2 diabetes and 
diabetes-related comorbidities, and some are the offspring of mothers 
who had gestational diabetes. Typically, youth diagnosed with type 2 dia-
betes are pubertal or post-pubertal, are less likely to be signifi cantly ill at 
presentation than those with type 1 diabetes due to normal or increased 
insulin production, and have a more centralized distribution of body fat. 
These clinical characteristics suggest that the pathophysiology of type 2 
diabetes in children and adolescents is the same as in adults.

The greatest increase in the prevalence of obesity in the U.S. in the 
past 10 years has occurred in the young adult population across all ethnic 
groups (Mokdad et al., 1999). In 2004 data from the NHANES indicate 
that 37.2% of children aged 6–11 years and 34.3% of adolescents aged 
12–19 years were overweight (Hale & Rupert, 2006). More than 17% of 
youth were classifi ed as obese, with minority youth disproportionately 
affected; 19.2% of Mexican Americans and 20% of African Americans 
were classifi ed as obese, compared with 16.3% of White youth. African 
American girls are particularly affected by obesity, with 23.8% of girls 
between the ages of 2 and 19 years being considered obese. Studies in-
dicate that racial/ethnic differences in overweight and obesity typically 
arise during puberty. Because obesity is a strong predictor of diabetes, 
the disproportion in the prevalence of type 2 diabetes occurring in ra-
cial/ethnic minority youth and young adulthood may be attributed in 
part to these differences.

In 2002–2003 the annual incidence rate of type 2 diabetes in people 
younger than 20 years in the U.S. was 5.3 per 100,000, more frequently 
diagnosed in racial/ethnic minorities than non-Hispanic Whites, often 
during the teens. Among non-Hispanic White youth aged 10–19 years, 
incident cases were more frequently type 1 diabetes than type 2. Among 
Hispanic and African American youth aged 10–19 years, the rates of 
new cases of type 1 and type 2 diabetes were similar (CDC, 2008). For 
Asian/Pacifi c Islander and AI youth aged 10–19 years, the incidence rate 
of type 2 diabetes was higher than of type 1.
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Approximately 0.2% of people younger than 20 years in the U.S. have 
diabetes (CDC, 2008). The prevalence is lower in children 0–9 years old 
(0.08%) than in those 10–19 years old (0.3%). Among teenagers preva-
lence was 0.3% in non-Hispanic Blacks and non-Hispanic Whites, 0.2% 
in American Indians and Hispanics, and 0.1% in Asian/Pacifi c Islanders. 
Type 1 diabetes was the predominant form of diabetes in those younger 
than 20 years, accounting for 80% of diabetes in this population. Among 
teenage youth the proportion of type 2 diabetes ranged between 6% and 
76%, with a higher proportion in minority youth (SEARCH for Diabetes 
in Youth Study Group, 2006). Nevertheless, the distinction between type1 
and type 2 diabetes in youth is often diffi cult and additional testing for IA-
2 antibodies, considered the best indicator of type 1 diabetes at onset, is 
required to conclusively distinguish the difference (Lipton, 2007). 

In Pima Indian children and adolescents, diabetes was fi rst reported 
in the 1970s and is entirely type 2 diabetes (Dabelea, Palmer, Bennett, 
Pettitt, & Knowler, 1999; Hanson, 1997; Janssen, Bogardus, Takeda, 
Knowler, & Thompson, 1994; Knowler, Bennett, Bottazzo, & Doniach, 
1979; Knowler, Pettitt, Saad, & Bennett, 1990). Between 1965 and 2003, 
the average BMI in nondiabetic Pima Indians increased in all age groups 
including children. However, during the same period the incidence rate 
of type 2 diabetes increased among Pima Indians aged 5–14 years, de-
creased in those aged 25–34 years, and did not change signifi cantly in 
other ages (Pavkov et al., 2007) (see Figure 2.4).

 These fi ndings suggest that the increasing obesity in youth, com-
bined with a nearly fourfold increase in the frequency of exposure to 
diabetes in utero, shifted the onset of diabetes to younger ages (Dabelea 
et al., 1998; Knowler et al., 1990; Pavkov et al., 2006). The age-specifi c 
prevalence of diabetes increased over the same time in subjects � 25
years old, but did not show a similar trend in the older ages. Since mor-
tality in young persons remained stable during this period, the increas-
ing prevalence of diabetes in youth is believed to be largely attributable 
to the increasing incidence of diabetes in this age group. The onset of 
diabetes in Pima Indians younger than 20 years of age is associated with 
a nearly 5-fold increase in the incidence of end-stage kidney disease and 
a 3-fold increase in mortality between 25 and 54 years of age than in 
adult-onset disease (Pavkov et al., 2006).

Diabetes prevention and treatment programs should target youth 
at high risk for developing type 2 diabetes. These programs, ideally 
involving family, school, and community, can help prevent or delay 
the disease, assisting youth in progressing through adulthood without 
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diabetes-related complications. Establishing community advocacy may 
prove extremely useful in obtaining legislative support and developing 
both primary and secondary prevention programs.

RISK FACTORS FOR DIABETES

  Factors predicting the occurrence of type 2 diabetes include the pres-
ence of certain genetic markers, the prenatal diabetic environment, and 
postnatal environmental factors (see Table 2.1) (ADA, 2007). 

Intrauterine Environment

  Offspring of diabetic mothers are at a much higher risk of obesity and 
diabetes during childhood and as young adults than offspring of non-
diabetic mothers. Thus, female offspring of women with diabetes often 
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Figure 2.4 Age-specifi c, sex-adjusted incidence rate ratio of type 2 diabetes in Pima 
Indians, computed for three time periods between 1965 and 2003. The incidence 
rate in subjects aged 5–14 years was 5.7 (95%CI � 1.9–17.4) times as high in the 
last as in the fi rst period, but the rate declined in those 25–34 years old (incidence 
rate ratio � 0.6, 95%CI � 0.4–0.8). IRR2 � incidence rate ratios in 1978–1990 
relative to 1965–1977, IRR3 � incidence rate ratios in 1991–2003 relative to 
1965–1977.*Ptrend �0.05 [26].
Source: From Pavkov et al., Diabetes Care 2007.
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have diabetic pregnancies themselves. In addition to susceptibility genes 
transmitted to the next generation, intrauterine exposure to diabetes can 
lead to increased risk for long-term diabetes complications. Most of the 
information about the magnitude of this risk comes from studies in Pima 
Indians, in whom the proportion of children exposed to diabetes in utero 
increased nearly four times between 1967 and 1996 and was associated 
with a doubling of the number of cases of diabetes attributable to this 
exposure (Dabelea et al., 1998).

Obesity

  Obesity is a major risk factor for type 2 diabetes among all races and 
ethnic groups. The World Health Organization defi nes overweight as 
BMI between 25 and 30 kg/m2, and obesity as BMI � 30 kg/m2 (World 
Health Organization, 2000). Derived in predominantly White popula-
tions, these cut points are associated with increased risk for diabetes or 
cardiovascular disease. Mounting evidence suggests that different cut 
points for overweight and obesity may apply to non-White populations 
(Huxley, Omari, & Caterson, 2008). Alternatively, such differences may 
refl ect the limitations of using relative body weight as a metabolic risk 
marker and the importance of accounting for the site of accumulation 
of the excess adipose tissue. In keeping with these observations, for a 
BMI � 25 kg/m2, African Americans have a similarly low risk of diabetes 

 RISK FACTORS FOR TYPE 2 DIABETES
Family History of Diabetes (i.e., parent or sibling with type 2 diabetes)
Obesity (BMI � 25 kg/m2)
Habitual Physical Inactivity
Race/Ethnicity (e.g., African American, Latino, Native American, Asian American, 

Pacifi c Islander)
Previously Identifi ed Impaired Fasting Glucose or Impaired Glucose Tolerance
History of Gestational Diabetes Mellitus or Delivery of Baby � 4 kg ( � 9 lb)
Hypertension (blood pressure �140/90 mmHg)
High-Density Lipoprotein Cholesterol Level � 35 mg/dL (0.90 mmol/L) and/or a 

Triglyceride Level  � 250 mg/dL (2.82 mmol/L)
Polycystic Ovary Syndrome or Acanthosis Nigricans
History of Vascular Disease

Source: Adapted from American Diabetes Association. (2007). Clinical practice recommenda-
tions 2007. Diabetes Care, 30(Suppl 1),  S1–S103. 

Table 2.1
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as Whites; by contrast, obesity is associated with a higher risk of diabetes 
in African Americans than in Whites (McNeely & Fujimoto, 2008). Sim-
ilarly, for a given BMI Asians have a higher risk of diabetes (McNeely & 
Fujimoto, 2008). Adjusted weight gain since age 18 years was a stronger 
predictor for diabetes in Asian women than in other ethnicities; for a 
5 kg increment in weight, the adjusted RR of diabetes was 1.84 (95% CI 
1.58–2.14) for Asians, 1.44 (95% CI 1.26–1.63) for Hispanics, 1.38 (95% 
CI 1.28–1.49) for African Americans, and 1.37 (95% CI 1.35–1.38) for 
Whites (Shai et al., 2006). Compared with non-Hispanic Whites with 
BMI  30 kg/m2 in the BRFSS (McNeely & Boyko, 2004), age- and sex-
adjusted OR for diabetes was 1.7 (95% CI 0.7–4.5) for Asians with BMI 
30 kg/m2, 1.0 (95% CI 0.5–2.2) for Asians with BMI 29 kg/m2, 0.9 (95% 
CI 0.4–1.7) for Asians with BMI 28 kg/m2, and 0.6 (95% CI 0.3–1.1) for 
Asians with BMI 27 kg/m2. The age-, sex-, and BMI-adjusted odds of 
diabetes were 1.8 (95% CI 1.3– 2.5) when compared with non-Hispanic 
Whites. A higher percentage of body fat than in Caucasians, greater pro-
pensity for intra-abdominal fat deposition (Fujimoto et al., 1995; Park, 
Allison, Heymsfi eld, & Gallagher, 2001), or impaired beta cell function 
(Shin et al., 1997) in Asian Americans compared with other ethnicities 
are mechanisms believed to be involved in the higher risk of diabetes at 
any given BMI in Asians.

Overweight and obesity may be components of the pathway between 
socioeconomic disadvantage and diabetes incidence, as shown in a com-
munity sample of 6,147 nondiabetic adults from Alameda County, CA, 
followed between 1965 and 1999. Socioeconomic position (defi ned by 
factors including household income, level of education, marital status, 
social support, access to medical care, health behaviors, BMI, hyper-
tension, and number of medicines used) signifi cantly predicted the in-
cidence of type 2 diabetes over a 34-year period (Maty, Everson-Rose, 
Haan, Raghunathan, & Kaplan, 2005). This effect was attenuated in 
baseline and time-dependent analyses adjusted for body composition 
and BMI.

Diet and Physical Inactivity

  As a result of migration, urbanization, and acculturation, the food choic-
es and activities of members of many racial/ethnic groups have changed 
dramatically and rapidly. These populations have abandoned their tradi-
tional diets and are choosing foods with more animal protein, animal fats, 
and processed carbohydrates. In many cases urbanization has changed 
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a lifestyle characterized by regular physical activity to a more sedentary 
one, which predisposes people to overweight and obesity and adoption 
of other practices like smoking (McNeely & Fujimoto, 2008). Overpro-
duction and heavy advertising of energy-dense foods strongly infl uenced 
individual dietary choices during recent decades and could be the prime 
causes of the recent increase in average BMI in the U.S. and elsewhere 
(Putnam, Allshouse, & Kantor, L. S., 2002; Silventoinen, 2004).

Among Hispanic high school students, mean consumption of fruits 
and vegetables was lower than for non-Hispanic Whites but slightly high-
er than for non-Hispanic African Americans (Crawford, Story, Wang, 
Ritchie, & Sabry, 2001). Data from NHANES III indicate a higher than 
recommended consumption of fat among Mexican American women 
6–24 years old (Crawford et al., 2001).

In a Chicago inner city study, only 26% of African American adoles-
cents engaged in more than 20 minutes of moderate-to-vigorous daily 
physical activity, whereas 71% spent at least 4 hours each day in seden-
tary activities, such as watching television, using the computer, or playing 
video games (Wang et al., 2006). In addition to the relatively sedentary 
lifestyle, up to 70% of African American adolescents drank soda more 
than twice a day and 55% consumed fried foods at the same frequency. 
Data from large-scale epidemiologic studies showed that African Ameri-
can girls are more likely to consume calorie-dense foods than White girls 
and eat while watching television or doing homework, even after adjust-
ing for socioeconomic status (McNutt et al., 1997).

Similar changes have also occurred in the diet of other immigrant 
populations. The dietary intake of Japanese men living in Seattle, WA, 
was higher in calories, protein, fat, and carbohydrates and lower in fi -
bers than that of similarly aged Japanese men living in Japan (Fujimoto, 
1995). The average daily fat intake in Japanese American men was 32.4 
grams, compared with 16.7 grams of fat for those living in Japan. Other 
studies showed that the Japanese Americans’ diet has a lower protein/
sugar ratio than that of native Japanese, with more animal protein, 1.5–
2.0 times more simple carbohydrates, and less complex carbohydrates 
(Nakanishi et al., 2004). Additionally, Japanese Americans were more 
likely to report very light or light levels of physical activity than native 
Japanese people (Kawate et al., 1979).

The Pima Indians in Arizona maintained much of their traditional 
diet and lifestyle through the end of the 19th century. Increasing settle-
ment of their area by people of European derivation, however, led to 
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diversion of the Pimas’ water supply and disruption of agriculture, lead-
ing to fundamental changes in their way of life. To survive poverty and 
malnutrition, the Pima Indians accepted lard, sugar, white fl our, and oth-
er commodity foods supplied by the U.S. government. Thus, subsistence 
farming activities of the Pima population in Arizona were replaced by 
government assistance programs and a cash economy. In the late 1930s, 
a review of medical records from the two hospitals serving the popu-
lation concluded that the prevalence of diabetes was similar to that in 
the U.S. population (Joslin, 1940). By the 1950s many more Pima were 
overweight and diagnosed with diabetes (Cohen, 1954), suggesting an 
increase in the frequency of diabetes in this population coinciding with 
the rapid transition to a nontraditional lifestyle following increasing con-
tact with European Americans (Pavkov et al., 2007).

The Pima Indians now consume a diet that is nutritionally similar 
to most other Americans, rich in sugar and animal-derived fat and low 
in fi ber and starch. Children are exposed to television commercials that 
almost exclusively encourage the consumption of highly palatable foods 
that are high in fat, soft drinks, and snacks with large amounts of excess 
calories and low cost.

DISPARITIES IN DIABETES COMPLICATIONS

  Diabetes is associated with an increased risk for a number of serious, 
often life-threatening complications, and racial/ethnic minority popula-
tions experience an even greater risk of developing these complications. 
In addition to a higher prevalence of diabetes, other causes of disparities 
in diabetes complications include enrollment in poorer quality health 
care plans; ethnic differences in self-care behavior, such as nutritional 
habits or physical activity; adherence to medication use; biologic varia-
tion in blood pressure, hemoglobin A1c, and lipid levels; and psycho-
social factors, such as differing levels of trust in providers or the health 
care system (Brown et al., 2005).

Social and cultural factors, such as body image, educational level, 
fears, general family integration and support, health literacy, language, 
myths, and nutritional preferences, may affect the success of the physi-
cian-patient relationship and infl uence patients’ adherence to treatment. 
These factors need to be considered in the day-to-day management of 
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patients from culturally diverse populations and when implementing 
educational activities. Ascertainment of racial/ethnic-specifi c behaviors, 
how family ties may affect diabetes prevention or care, and awareness of 
the patients’ educational level may help improve the quality of care pro-
vided to minority groups through improved patient-provider trust and 
communication.

Heart Disease and Stroke

  Heart disease accounts for about 68% and stroke for about 16% of deaths 
in people aged 65 years and older with diabetes (CDC, 2008). Adults 
with diabetes have 2–4 times higher risk of fatal heart disease than those 
without diabetes and the risk for stroke is 2–4 times higher. This is not 
surprising, since 75% of adults with diabetes have elevated blood pres-
sure ( � 130/80 mm Hg) or use prescription medicines for hypertension 
(CDC, 2008). Nevertheless, the proportion of diabetic persons develop-
ing cardiovascular disease varies by ethnicity and may be declining in 
some groups.

Between 1997 and 2005, the age-adjusted cardiovascular disease 
(CVD) prevalence was higher among non-Hispanic Whites than His-
panic Americans or African Americans (CDC, 2007). The age-adjusted 
prevalence of self-reported CVD decreased by 25.3% among African 
Americans, with rates ranging from 36.3% (95% CI 32.3–40.4) in 1997 
to 27.1% (95% CI 23.5–30.7) in 2005 ( p �  0.03). Among non-Hispanics 
of any race, the rate decreased by 12%, from 37.9% (95% CI 35.7–40.1) 
in 1997 to 33.3% (95% CI 31.5–35.0) in 2005 ( p �  0.02). No decline was 
found in non-Hispanic Whites and no clear trend was detected among 
Hispanics during this time period. Better prevention and more effective 
treatments for CVD risk factors largely contributed to the decrease in 
self-reported CVD prevalence in persons with diagnosed diabetes.

A study within a nonprofi t prepaid health care organization exam-
ining disparities in the occurrence of diabetes complications across ra-
cial/ethnic groups found persistent racial/ethnic disparities. Disparities 
remained even after adjustment for a wide range of demographic, socio-
economic, behavioral, and clinical factors (Karter et al., 2002). Relative 
to non-Hispanic Whites, adjusted hazard ratios for myocardial infarction 
were 0.56 for African Americans, 0.68 for Asians, and 0.68 for Latinos, 
respectively ( p �  0.001); adjusted hazard ratios for stroke were 0.76 for 
Asians and 0.72 for Latinos, respectively ( p �  0.01); adjusted hazard 
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ratios for congestive heart failure were 0.70 for Asians and 0.61 for La-
tinos, respectively ( p �  0.01); adjusted hazard ratios for lower extremity 
amputations were 0.40 for Asians ( p �  0.001); and adjusted hazard ratios 
for end-stage kidney disease were 2.03 for African Americans, 1.85 for 
Asians, and 1.46 for Latinos, respectively ( p �  0.01). African Americans 
had similar risk for stroke, congestive heart failure, or lower extremity 
amputations as non-Hispanic Whites, and Latinos had similar risk for 
lower extremity amputations as non-Hispanic Whites. Genetic predis-
position or other unmeasured environmental factors, or both, may have 
accounted for these differences in diabetes complications.

IHS data indicate that the incidence of CVD has increased among 
AI/ANs; CVD is now the leading cause of death in those with diabetes 
(Galloway, 2005). Among 13 AI tribes in Arizona, Oklahoma, North Da-
kota, and South Dakota, death rates due to CVD differ substantially by 
tribe (Lee et al., 1990). Although the prevalence of diabetes is highest 
among AIs in Arizona, fatal coronary heart disease (CHD) is lower than 
in other AIs. This difference may be related in part to lower cigarette 
smoking and lower levels of total and low-density lipoprotein cholesterol 
than in other tribal groups. Although diabetes has a major impact on 
CHD and mortality in Pima Indians, the prevalence of CHD, as defi ned 
by major ischemic changes on the electrocardiogram, and death rates 
from CHD were signifi cantly higher only in those with  � 15 years of 
diabetes, relative to subjects with normal glucose tolerance. Impaired 
fasting glucose and/or impaired glucose tolerance were not signifi cant 
predictors of CHD in a time-dependent analysis, suggesting that the as-
sociation between CHD and impaired glucose regulation is due primar-
ily to factors other than hyperglycemia per se (Kim et al., 2008).

Diabetic Kidney Disease

  Hispanic/Latinos, African Americans, and AI/ANs with diabetes are 
at greater risk than Whites for kidney disease as a complication of di-
abetes. Obesity, increasingly affecting young persons in these ethnic 
groups (Ogden et al., 2002), may promote an earlier onset of diabe-
tes and contribute to development of kidney disease earlier in life. A 
study in youth who were diagnosed with diabetes for less than 3 years 
found that 40% of the predominantly Latino and African American 
participants aged 10–18 years had microalbuminuria, compared with 
none of the obese nondiabetic control subjects (Ogden et al., 2002). 
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Those with microalbuminuria had a higher average daytime systolic 
blood pressure than diabetic individuals without microalbuminuria or 
the control group.

The incidence of diabetic end-stage kidney disease declined af-
ter 1994 in non-Hispanic Whites younger than 40 years of age, but it 
continued to rise in African Americans of similar age and remained 
unchanged in Hispanics (National Institutes of Health, 2006). The inci-
dence rate of diabetic end-stage kidney disease among Asian Americans 
is less than in Whites, but since 1992 Asian Americans experienced the 
greatest increase in end-stage kidney disease incidence due to diabetes 
among the various ethnic groups tracked by the U.S. Renal Data Sys-
tem (National Institutes of Health, 2006). Likewise, in Hawaii diabetes 
is the most common cause of end-stage kidney disease among people 
of Japanese and Filipino ancestry (Mau et al., 2003).

Between 1999 and 2004, the incidence of diabetic end-stage kid-
ney disease, age-adjusted to the 2000 U.S. standard population, de-
clined among AI/ANs (CDC, 2005), despite an increasing prevalence 
of diabetes in these populations, suggesting that current diabetes and 
kidney disease management practices effectively slow disease progres-
sion. Although susceptibility to kidney disease differs by ethnicity, if the 
rise in childhood type 2 diabetes continues, the increasing number of 
those with longer duration of diabetes will likely increase the frequency 
of diabetic kidney disease in the affected populations and even reverse 
the recent decline in diabetic end-stage kidney disease (Nelson, Pavkov, 
Hanson, & Knowler, 2008).

Diabetic Retinopathy

  Diabetic retinopathy is the major cause of blindness among adults with 
diabetes. However, data from the National Health Interview Survey 
showed no signifi cant difference in the prevalence of diabetic retinopa-
thy in Whites � 50 years old (9.4%, 95% CI 7.5–11.2) and other race/
ethnicities (12.0%, 95% CI 8.8–15.2) (CDC, 2004). Projected estimates 
indicate that the number of Americans � 40 with diabetic retinopathy 
will increase to 16 million by 2050, up from 5.5 million in 2005 (Saaddine 
et al., 2008). Moreover, 3.4 million of these will have vision-threaten-
ing diabetic retinopathy. The forecasted increase in those with diabetic 
retinopathy is higher for Hispanic/Latinos than for Whites and African 
Americans across all age groups, refl ecting in part the population growth 
pattern and its impact on the number of people with diabetes.
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Periodontal Disease

  A chronic infection of the tissue surrounding the teeth, periodontal 
disease is a frequent complication of diabetes (Löe, 1993). Data from 
NHANES III show that prevalence of periodontal disease in Hispanic 
Americans � 18 years old with diabetes was 28.5%, similar to that in 
African Americans (31.3%) and 1.4 times higher than in non-Hispanic 
Whites (Borrell, Burt, & Taylor, 2005). Comparatively, in NHANES IV 
the frequency of periodontal disease declined in these three racial/eth-
nic groups and particularly in African Americans, regardless of diabetes 
status. The declining trend was attributed, at least in part, to increasing 
awareness and the lower prevalence of current smoking among all ra-
cial/ethnic groups.

Observational studies indicate that periodontal disease has an adverse 
effect on glycemic control, increasing the risk for diabetes complications. 
In Pima Indian adults with diabetes, periodontitis predicted macroalbu-
minuria and end-stage kidney disease in a dose-dependent manner (Shul-
tis et al., 2007). Moreover, periodontal disease was a strong predictor for 
mortality from coronary heart disease and diabetic nephropathy. Although 
experimental and epidemiologic studies suggest a link between periodon-
tal disease and cardiovascular and chronic kidney disease, the mechanism 
by which periodontitis impacts these diseases remains unclear.

Infections and Infection-Related Mortality

  Persons with diabetes are more susceptible to certain infections, are 
more diffi cult to treat once they acquire these infections, and often have 
worse prognosis than those without diabetes. Mortality due to infectious 
diseases in the U.S. ranges between 4% and 14.5% of diabetes-related 
deaths, most of these being ascribed to pneumonia and septicemia (Ber-
toni, Saydah, & Brancati, 2001). Decubitus ulcers and cellulitis associ-
ated with diabetes are frequently reported as the source of septicemia. 
Age-adjusted RR for death due to infections is 2.4 (95% CI 1.2–4.7) 
in women with diabetes compared with those without diabetes; in men 
with diabetes, the RR is 1.7 (95% CI 0.8–4.7) compared with those with-
out diabetes. Results from a nationally representative cohort suggested 
that the excess risk of death from infections may be mediated in part by 
CVD (Bertoni et al., 2001). Available data on the frequency of infections 
among different racial/ethnic groups with diabetes are sparse, making 
inferences about disparities unfeasible.
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MANAGEMENT OF DIABETES

Prevention

  Many observation studies have found that BMI is strongly predictive of 
diabetes incidence. A number of randomized clinical trials have tested 
whether intervention on specifi c dietary components or physical activity 
will reduce the incidence of diabetes. One such clinical trial, the Diabe-
tes Prevention Program, showed that at-risk individuals can sharply re-
duce the chance of developing type 2 diabetes through intensive weight 
loss with the goals of reducing weight, reducing total calories and calories 
from fat, and increasing moderate physical activity. Lifestyle interven-
tion signifi cantly reduced the development of diabetes by 58%, and in 
people aged 60 years and older, by 71% (Diabetes Prevention Program 
Research Group, 2002). The benefi ts of lifestyle interventions exceeded 
those of treatment with the oral diabetes drug metformin (31%) and 
were uniform for men and women across race/ethnic groups, includ-
ing non-Hispanic Whites, Hispanics, African Americans, Asians, and AIs 
(see Figure 2.5). Similar healthy behaviors can improve insulin sensi-
tivity, decrease insulin and fasting glucose, and reduce intra-abdominal 
fat among adolescents, thus preventing the onset and manifestation of 
diabetes. Whether these interventions also reduce cardiovascular dis-
ease and atherosclerosis, major causes of death in people with diabetes, 
remains to be determined.

Treatment

  The ADA treatment guidelines recommend maintaining fasting plasma 
glucose values within an optimal range of 90–130 mg/dl (5.0–7.2 mmol/
L) and an overall A1c goal of less than 7% for persons with diabetes 
(2008a). Intensive treatment of hyperglycemia prevents microvascular 
complications of diabetes, but has no signifi cant effect on macrovascular 
complications. The best way to reduce CVD events in patients with dia-
betes is to target all cardiovascular risk factors. The largest diabetes trial, 
enrolling 11,140 patients with type 2 diabetes in 20 countries, confi rmed 
that achieving a mean A1c of 6.5% signifi cantly reduces the risk of dia-
betic nephropathy, although it did not affect the risk for cardiovascular 
disease (The ADVANCE Collaborative Group, 2008). Intensive glucose 
control, defi ned as the use of gliclazide plus other drugs as required to 
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achieve an A1c value of 6.5% or less, reduced the incidence of combined 
major macrovascular and microvascular events, largely by reduction of 
new or worsening diabetic nephropathy (i.e., development of macroal-
buminuria, doubling of the serum creatinine level, the need for kidney 
replacement therapy, or death due to kidney disease). There were no 
signifi cant effects on the incidence of retinopathy, major macrovascular 
events, death from cardiovascular causes, or death from any cause.

Although the recent availability of continuous glucose monitors per-
mits frequent self-monitoring, achievement of consistent euglycemia in 
the recommended range and the avoidance of hypoglycemic and hyper-
glycemic excursions remain elusive for many patients with diabetes. A 
review of studies including data on glycemic, blood pressure, and low-
density lipoprotein cholesterol levels in U.S. racial/ethnic minorities with 
diabetes, published between 1993 and 2003, revealed that minorities had 
poorer outcomes of care than non-Hispanic Whites. Disparities were 
particularly pronounced for glycemic control and blood pressure control 
(Kirk et al., 2005). Reasons for differences in health outcomes include 
disparities in health coverage, intensity of treatment, effective self-care, 

Figure 2.5 Incidence of diabetes by treatment group and ethnicity in the Diabetes 
Prevention Program. Treatment with metformin and modifi cation of lifestyle were highly 
effective means of delaying or preventing type 2 diabetes across racial/ethnic groups 
(Diabetes Prevention Program Research Group, 2002). 
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and ethnic differences in hemoglobin glycation or red cell survival (Jo-
vanovic & Harrison, 2004). For example, Puerto Ricans with diabetes in 
New York State are less likely than Whites to have annual A1c or choles-
terol testing and receive treatment for hypertension, despite equal access 
to health care (Peek, Cargill, & Huang, 2007). Similarly, Whites were 
more likely to have a lipid profi le and an ophthalmologic examination 
than all other racial/ethnic groups. Hispanic/Latino Americans (Kirk et 
al., 2008) and African Americans (Kirk et al., 2006) have had consistently 
higher A1c levels than the White population over the past 15 years. This 
has substantially contributed to the higher prevalence of diabetes com-
plications in these minorities.

SUMMARY

  Diabetes affects racial/ethnic minorities in the U.S. disproportionately 
and is almost exclusively type 2 diabetes. Because diabetes often de-
velops at a younger age in racial/ethnic minority populations, the major 
complications of diabetes also appear at a younger age, further exacer-
bating socioeconomic disparities and leading to increased levels of dis-
ability and reduced life expectancy. Even though the proportion of youth 
developing diabetes among the minority U.S. populations is small, the 
current epidemic of obesity in this age group has been associated with an 
increasing incidence of diabetes in childhood and adolescence (Pavkov 
et al., 2007). Given that many of the risk factors for diabetes are modifi -
able, effi cacious treatments and practices have the potential to reduce 
health disparities. Future clinical trials of potential therapies and pub-
lic health intervention programs should include racial/ethnic minority 
populations to ensure that the effi cacy of these therapies and programs 
is assessed directly in the populations that need them most.
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 The Co-Emergence of the 
Diabetes and Obesity Epidemics 
in Racial and Ethnic Populations1

LEANDRIS C. LIBURD

3

INTRODUCTION

  The rise in the prevalence of type 2 diabetes coincides with the national 
and international rise in obesity (Mokdad et al., 1999; Mokdad, Ford, 
Bowman, Nelson, & Engelgau, 2000; Mokdad et al., 2001a; Valdez & 
Williamson, 2002). The co-emergence of the type 2 diabetes and obesity 
epidemics, as well as the complexities of their etiologies, in populations 
that are arguably socially, economically, and politically vulnerable de-
mand a critical re-examination of how we conduct intervention research 
and public health practice.

Social scientists, such as sociologists, political scientists, feminist 
scholars, and anthropologists, can add much knowledge to our under-
standing of the multiple layers that construct the obesity epidemic. In 
this chapter contributions from clinical evidence, epidemiology, soci-
ology, and public health are presented in a transdisciplinary format to 
more fully explain the biocultural relationship between diabetes and 
obesity. The chapter begins with a critical framing of public health and 
its orientation to obesity as a public health problem. Biomedical and 

1 The fi ndings and conclusions in this chapter are those of the author and do not necessarily repre-
sent the views of the Centers for Disease Control and Prevention.
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public health perspectives on the defi nition of obesity, its epidemiologi-
cal and clinical association with the growing burden of type 2 diabetes, 
and infl uences of the broader socioecologic environment on the higher 
prevalence of obesity in communities of color are described. Particular 
attention is given to the role of socioeconomic status and its association 
with obesity trends at the population level.

PUBLIC HEALTH AND OBESITY

  Public health research and practice is aimed at improving the health 
of whole communities and is pursued through the interdisciplinary en-
gagement of easily 20 knowledge domains, including epidemiology and 
biostatistics, environmental health, social and behavioral sciences, nu-
trition, maternal and child health, and disaster control and emergency 
preparedness (see Table 3.1).

Although public health administrators would argue that the mission 
of public health is accomplished through an organized and integrated 
approach to community health, the knowledge domains that ground 
public health practice are highly differentiated and sometimes poorly 
coordinated in the interest of whole communities. Communities in pub-
lic health are understood in many discrete and overlapping contexts, 
such as by geopolitical designation (e.g., census tracts, neighborhoods, 
cities, and states), collectives of people with shared values and interests 
(e.g., faith communities and civic groups with diverse social and political 
agendas), and other communities of identity (e.g., by race and gender, 
sexual orientation, and region of origin). A fuller elaboration of the nu-
ances of community in public health is discussed in chapter 5. Producing 
evidence-based approaches for disease prevention and health promotion 
within these contexts requires an understanding of the complexities of 
organizational structures, interactions, and myriad other dynamics that 
shape and infl uence decision making at the local, state, regional, and 
national levels wherein public health operates and policies and programs 
are established.

What Is Obesity?

  In the strictest sense, obesity means “excess adipose tissue or excess 
body fat beyond a threshold for what is considered a norm or a reference 
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 DISTINCTIONS BETWEEN PUBLIC HEALTH AND MEDICINE

PUBLIC HEALTH MEDICINE

Primary focus on population Primary focus on individual

Public service ethic, tempered by 
concerns for the individual

Personal service ethic, conditioned by 
awareness of social responsibilities

Emphasis on prevention, health pro-
motion for the whole community

Emphasis on diagnosis and treat-
ment, care for the whole patient

Public health paradigm employs a 
spectrum of interventions aimed at 
the environment, human behavior and 
lifestyle, and medical care

Medical paradigm places predomi-
nant emphasis on medical care

Multiple professional identities with 
diffuse public image

Variable certifi cation of specialists be-
yond professional public health degree

Well-established profession with 
sharp public image

Lines of specialization organized, 
with examples, by analytical method 
(epidemiology), setting and popula-
tion (occupational health), substantive 
health problem (nutrition), skills in 
assessment, policy development, and 
assurance

Uniform system for certifying special-
ists beyond professional medical 
degree

Biologic sciences central, stimulated 
by major threats to health of popula-
tions; move between laboratory and 
fi eld

Lines of specialization organized, 
with examples, by organ system 
(cardiology), patient group (pediat-
rics), etiology, and pathophysiology 
(oncology)

Numeric sciences an essential feature 
of analysis and training

Social sciences an integral part of 
public health education

Clinical sciences peripheral to profes-
sional training

Source: From Fineberg. (1990). 

Table 3.1
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value” (Kuczmarski, 2007, p. 25). Obesity in the biomedical context in-
fers an “unhealthy excess of body fat” that increases risk of medical illness 
and premature mortality (Kuczmarski, 2007). According to the National 
Institutes of Health (NIH, 1998, p. xi), “Obesity is a complex, multifacto-
rial disease that develops from the interaction between genotype and the 
environment.” For each individual, body weight is the result of a com-
bination of genetic, metabolic, behavioral, environmental, cultural, and 
socioeconomic infl uences, but the relative contribution of each of these 
infl uences on the expression of obesity is not well understood. Epidemi-
ological and clinical research have found obesity to substantially increase 
the risk of morbidity from hypertension, dyslipidemia, type 2 diabetes, 
coronary artery disease, stroke, gallbladder disease, osteoarthritis, and 
sleep apnea and respiratory problems, as well as cancers of the endome-
trium, breast, prostate, and colon (NIH, 1998). In addition to increased 
risk for morbidity, persons categorized as obese are socially stigmatized 
in some settings and subject to varying forms of discrimination (Campos, 
2004; Gard & Wright, 2004; Puhl & Brownell, 2001, 2002).

How Is Obesity Measured?

  A variety of criteria have been used in the U.S. to defi ne various levels 
of weight status (Kuczmarski & Flegal, 2000), but the most common 
method is the body mass index (BMI), calculated as weight in kilograms 
divided by height in meters squared (Mokdad et al., 1999). Although 
widely used since the early 1980s as the standard measure for categoriz-
ing persons and populations as underweight, overweight, or obese, BMI 
is not the best measure of body fatness. BMI cannot take into consid-
eration factors like frame size and muscularity. It does not distinguish 
between muscle, fat, bone and cartilage, or water weight. Furthermore, 
the BMI calculation requires that a healthy weight for any person is pro-
portional to the square of his height. This leads to misclassifi cation of 
above average muscularity.

The following defi nitions from the  Clinical Guidelines on the Identi-
fi cation, Evaluation, and Treatment of Overweight and Obesity in Adults 
are used to classify weight status: underweight BMI is � 18.5, healthy 
BMI is 18.5–24.9, overweight BMI is 25–29, and a BMI of 30 and great-
er is considered obese (NIH, 1998). Although BMI has been found to 
be a reliable indicator of total body fat, which is related to the risk of 
disease and death for population assessment and clinical prescreening, 
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there are limits to the utility of BMI in that it may overestimate body fat 
in athletes and others who have a muscular build or may underestimate 
body fat in older persons and others who have lost muscle mass. BMI 
then is best used as a reference measure to alert the population to pay 
attention to expanding waistlines and declining physical activity in order 
to spark action that might slow weight gain and increase levels of regular 
physical activity. 

Whereas total body fat is important, where fat is distributed on the 
body is also signifi cant in signaling adverse health outcomes. Body fat 
distribution has been broadly characterized as “fat stored peripherally 
on the extremities (arms and legs) and fat stored centrally on the torso of 
the body” (Kuczmarski, 2007, p. 30). Men and women are observed to 
store fat in different patterns, that is, men tend to have more fat in the 
abdominal region and women tend to store more fat in the hip/buttocks 
region (Kuczmarski, 2007). Central or abdominal adiposity has been 
associated with increased risk for the development of type 2 diabetes 
(Vazquez, Duval, Jacobs, & Silventoinen, 2007).

Abdominal circumference alone does not fully measure the risk for 
metabolic disturbances like type 2 diabetes. Fat mass in the central re-
gion has been described as visceral or intra-abdominal fat, whereas sub-
cutaneous fat is fat stored beneath the surface of the skin. Visceral fat 
appears to be more highly associated with metabolic abnormalities (Kuc-
zmarski, 2007). A full discussion of the variety of fats that accumulate in 
and around the body and the debates about their association with the 
onset of type 2 diabetes and other morbidities is beyond the scope of this 
chapter. Additional reading will also reveal that how obesity is defi ned 
and measured across racial and ethnic groups is also variable in terms of 
predicting risk for metabolic disorders like type 2 diabetes (Kuczmarski, 
2007). Students are encouraged to read the large and growing literature 
on the clinical implications of excess body fat.

PREVALENCE OF OBESITY IN THE U.S.

  The rise in the prevalence of type 2 diabetes coincides with the na-
tional and international rise in obesity and the increases in overweight 
and obesity across all ages, racial and ethnic groups, and both sexes, but 
the greatest burden is found among women of color (Mokdad et.al., 
1999, 2000, 2001a; Valdez & Williamson, 2002). Between 1980 and 
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2002, obesity prevalence doubled in adults aged 20 years or older and 
overweight prevalence tripled in children and adolescents aged 6–19 
years (Ogden et al., 2006). Specifi cally, among children and adolescents 
aged 2–19 years, 17.1% were overweight in 2003–2004 and 32.2% of 
adults aged 20 years or older were obese, and the prevalence of extreme 
obesity (i.e., BMI � 40) was 4.8% (Ogden et al., 2006). No differences in 
BMI distributions were found among adult men in this National Health 
and Nutrition Examination Survey (NHANES), but Mexican Ameri-
can and non-Hispanic Black women were signifi cantly more likely to 
be obese than their non-Hispanic White female counterparts (Ogden 
et al., 2006). Among women almost 58% of non-Hispanic Black women 
aged 40–59 years were obese in 2003–2004, compared with about 38% 
of non-Hispanic White women of the same age. Higher prevalence of 
overweight and obesity among women of color have persisted for de-
cades, but interestingly no increase in overall obesity prevalence among 
women was observed over the 6-year data analysis period (Ogden et al., 
2006). The Centers for Disease Control and Prevention also report that 
groups where the greatest increase in obesity has been observed recent-
ly include persons in the age group 18–29, persons with some college 
education, and persons living in the southern region of the U.S. 

The prevalence of overweight in Mexican American male children 
and adolescents was signifi cantly greater than non-Hispanic White male 
children and adolescents, whereas prevalence of overweight among 
non-Hispanic White male children and adolescents did not differ signifi -
cantly from non-Hispanic Black male children and adolescents (Ogden 
et al., 2006). As among adults, the picture changes when we consider 
the overweight status of females. Mexican American and non-Hispanic 
Black female children and adolescents were signifi cantly more likely to 
be overweight than non-Hispanic White female children and adoles-
cents (Ogden et al., 2006). A recent study of obesity rates among Latinos 
in California found that “compared to other races and ethnic groups in 
California, Latino males and females of all ages have among the highest 
rates of obesity, overweight, and one of the most severe consequences 
of obesity: type 2 diabetes” (Latino Coalition for a Healthy California, 
2006). They estimate that nearly 7 out of 10 California Latino adults 
are overweight or obese, and among U.S.-born adolescents their preva-
lence or overweight is nearly twice as high as among foreign-born Latino 
adolescents.
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OBESITY AS A KEY RISK FACTOR 
FOR TYPE 2 DIABETES

  The type 2 diabetes epidemic is believed to be partly a by-product of a 
concomitant increase in population obesity levels, because population 
increases in diabetes have coincided with increases in obesity (Gregg et 
al., 2004; Mokdad et.al., 1999, 2000, 2001a, 2001b; Valdez & William-
son, 2002). Between 1960–1962 and 1999–2000, for example, the preva-
lence of diagnosed diabetes in the U.S. increased from 1.8% to 5.8%, 
an average increase of one percentage point per decade (Gregg et al., 
2004). The rate of increase was greatest for those with BMI � 35 kg/m2,
among whom the prevalence tripled (e.g., from 4.9% to 15.1%, prob-
ability � 99.9%), and whose per-decade increase was almost twice that 
of the population overall (Gregg et al., 2004, p. 2808).

Whereas the exact mechanisms through which obesity increases the 
risk of diabetes are not fully understood, obesity results in insulin resis-
tance, which

  is characterized by a reduction in the number and function of insulin recep-
tors and by a disruption of the postreceptor cascade of events. In addition, 
obesity is often associated with increased insulin production by pancreatic 
cells. Perhaps as a function of the duration and magnitude of obesity, fur-
ther deterioration in glucose homeostatic mechanisms occurs when beta-
cells become glucose incompetent and clinical diabetes develops. Also, 
elevated levels of free fatty acids in obesity may increase hepatic glucose 
production, and play a role in the insulin resistance of target tissues and 
decompensation of beta-cells, thus promoting type 2 diabetes. (Ford, Wil-
liamson, & Liu, 1997, p. 214)

  In addition to obesity and insulin resistance, other factors likely 
driving the increasing prevalence of type 2 diabetes are “reductions in 
physical activity, changes in diet composition, environmental factors, or 
an increase in survival” (Gregg et al., 2004). Within the clinical envi-
ronment, greater opportunistic screening of obese persons for type 2 
diabetes is observed while awareness of the association between obesity 
and diabetes has increased among providers and the lay public (Gregg 
et al., 2004).

Vazquez et al. (2007) conducted a meta-analysis of the value of three 
obesity indicators in predicting incident diabetes. The three indicators 
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were BMI, waist circumference, and waist/hip ratio. Waist circumference 
has been shown to be a good or better predictor than BMI of the meta-
bolic syndrome, diabetes, cardiovascular disease, and all-cause mortality 
(Vazquez et al., 2007). They also found that waist/hip ratio is the most com-
mon obesity-related predictor of diabetes after BMI, but has a weaker cor-
relation with BMI ( r �  0.4) than does waist circumference. The ability of 
these obesity indicators to predict diabetes by ethnicity, age, and sex may 
also differ according to their research. For example, “among Asian popula-
tions, central obesity has been shown to be a more consistent predictor of 
diabetes than is total obesity, while general obesity has been shown to be a 
better predictor among White US populations and Europeans” (Vazquez 
et al., 2007, p. 116). Overall, they found waist circumference to be a slight-
ly better predictor of diabetes than BMI; however, “the statistical reality is 
that waist circumference and body mass index are very highly correlated 
and likely to behave similarly in diabetes prediction” (Vazquez et al., 2007, 
p. 126).

In their study of the infl uence of long-term patterns of weight change 
(over a period of about 10 years) in the risk for diabetes in a national co-
hort of U.S. adults in the NHANES follow-up study, Ford and colleagues 
(1997) found weight gain to be associated with higher incidence of type 
2 diabetes. In addition, “participants who developed diabetes during the 
follow-up period were older and were more likely to be black, have lower 
educational attainment, have higher blood pressure, and be overweight 
at baseline than those who did not develop diabetes. . . . the mean weight 
gain for participants who developed diabetes was greater than that for 
participants who did not develop diabetes” (Ford et al., 1997, p. 216). In 
fact, these data suggested that for every kilogram of increase in weight, 
the risk of diabetes increased by 4.5% (Ford et al., 1997). For the pub-
lic health practitioner, consideration of each of these obesity indicators, 
community trends toward weight gain, co-morbidities, and demographic 
factors such as level of formal education can be instructive for persons at 
high risk for developing type 2 diabetes.

SOCIOECOLOGIC INFLUENCES 
ON OBESITY PREVALENCE

  Socioecologic infl uences on the prevalence of obesity in the U.S. en-
capsulate variables in the social environment, such as socioeconomic 
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position, race and ethnicity, social networks and social support, and 
work conditions, along with a focus on place, including neighborhoods, 
schools, work sites, and even nations (see chapter 6). These multiple 
and interdependent factors, external to the individual, shape individual 
choices and behaviors associated with obesity and overweight (Block, 
Scribner, & DeSalvo, 2004; Institute of Medicine, 2002; Kumanyika, 
2007; Powell, Slater, Mirtcheva, Bao, & Chaloupka, 2006; Schulz et al., 
2005; Zenk et.al., 2005). Higher status as measured by social class or 
other indicators of social dominance allow people with more resources, 
such as money, knowledge, social networks, or power, more opportuni-
ties to protect their health relative to those in less favored socioeconomic 
positions (Mechanic, 2003). One can argue that persons who understand 
energy balance and its relationship to weight gain, whose history and 
sociality have nurtured a palate for healthy and disciplined eating, who 
have the time and needed resources to prioritize and incorporate physi-
cal activity, who have access to high quality and affordable foods, and 
have a social network that shares the value of these choices are in a bet-
ter position to prevent obesity and maintain a healthy weight.

A socioecological orientation to obesity facilitates our understand-
ing of the growing trends of overweight, obesity, and diabetes and what 
can be infl uenced to reverse these trends at the level of the population. 
Mechanic (2003, pp. 433, 437) describes population health as

  most basically about aggregates and not about individuals. It focuses on the 
upstream factors that structure how people live and the opportunities and 
constraints they face. . . . Intervention at the population level seeks to infl u-
ence the rates at which events occur by altering factors that impact large 
numbers of individuals. . . . As population health is generally conceived, it 
depends on a wide range of disciplines and professions that have different 
theoretical orientations, varying methodological approaches, and diverse 
standards of proof.

  The Institute of Medicine, in its landmark report  The Future of the 
Public’s Health in the 21st Century,  proposes a model of the determi-
nants of health that builds upon the work of Dahlgren and Whitehead, 
which identifi es the

 macro-level conditions and policies (social, economic, cultural, and en-
vironmental) as potent forces in shaping midlevel (working conditions, 
housing) and proximate (behavioral, biological) determinants of health. 
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Macro-level or upstream determinants (such as sex or the virulence of a 
disease agent) interact along complex and dynamic pathways to produce 
health at a population level. (Institute of Medicine, 2003, pp. 52–53)

 (See Figure 3.1.)
  It is the complex, dynamic, and interactive nature of the socioeco-

logic conditions that increase the risk for obesity and overweight in all 
communities that confounds and undermines most public health inter-
ventions that have tended to isolate selected behaviors, namely nutrition 
and physical activity, and delivered interventions that are often decon-
textualized, ahistorical, and overly dependent on theories of individual 
behavior change. Cultural theories and models, systems theories, and 
even economic theories are often neglected in intervention research 
and program planning to combat obesity. A socioecologic or population 
health approach shifts the attention of the public health practitioner to 
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the macro-level determinants, driving individual choice and behavior in 
many instances.

In her discussion of ecological models for obesity prevention, Ku-
manyika (2007) borrows from the work of Booth et al. (2001), which 
sets forth a framework for determinants of physical activity and eating 
behavior. In this model they delineate levels or layers of infl uence that 
at the center are the “psycho-biological core,” and from this center are 
cultural and social factors that “enable choice” to prevent obesity (Ku-
manyika, 2007, p. 103). Within the psychobiological core are factors 
such as genetics and physiology, pleasure, and self-identities, as well as 
life experience, social roles, socioeconomic status, ethnic identities, and 
educational attainment (Kumanyika, 2007, p. 103). Within the broader 
social and cultural circles are factors such as family, religion, community 
and nongovernmental organizations, architecture and building codes, 
recreation industry, and the information industry (Kumanyika, 2007, 
p. 103).

Obesity prevalence from the perspective of this model is shaped by 
the synergistic and cumulative effect of the interactions of these factors 
across the lifespan. Population efforts to reverse trends toward grow-
ing rates of obesity usually address the most modifi able factors, even 
though these may not be the primary factors driving the increase in obe-
sity rates. For intervention planning, any one of these factors and the 
relative importance of each in achieving weight change at the individual 
and population level is a complex undertaking.

The Food Environment

  Medical anthropologists Brown and Krick argue that “cultural and eco-
nomic factors play critical roles in the etiology of obesity and the increase 
in obesity prevalence” and that these same cultural and economic factors 
limit “individual choice and behavior” (Brown & Krick, 2001, p. 111). 
Specifi cally, the cultural and economic context in which we live in North 
America is “ shaped by powerful socioeconomic forces such as business 
corporations, [which] constrain individual choices in habitual behaviors . . . 
[The economy] establishes an illusion of personal choice about work, 
diet and activity patterns . . . [which creates] a culturally-constructed 
‘obesogenic’ environment”  (Brown & Krick, 2001, p. 111, italics added). 
Brown and Krick contend that this obesogenic environment is fueled 
by the industrial food production system, which “spends a remark-
able amount on advertising, particularly on television, for high-calorie, 
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high-profi t products” and “shapes both the availability of certain foods (it 
is hard to fi nd fresh fruits and vegetables in a ghetto market), as well as 
the manipulative use of advertising to create consumer desire for certain 
food products” (Brown & Krick, 2001, p. 117).

Specifi cally, in African American communities there are more fast 
food restaurants and vendors of alcoholic beverages per capita than in 
White communities (Williams, 1997), not unrelated to the aggressive 
marketing of these products to African American consumers. Critser 
(2000, p. 42) adds,

  it was the poor, and their increasing need for cheap meals consumed out-
side the home, that fueled the development of what may well be the most 
important fast-food innovation of the past twenty years, the sales gimmick 
known as ‘supersizing’ . . .

  Supersizing a typical hamburger, french fries, and soda meal increas-
es the calorie load of that meal from an estimated 680 calories to more 
than 1,340 calories. According to Critser’s observations, the supersize 
customers in his West Coast urban community are primarily “urban ca-
balleros, drywalleros, and jardineros . . . [and] young black kids traveling 
between school and home” (Critser, 2000, p. 42). These meals are fast, 
affordable, highly palatable, and readily available in urban and suburban 
communities (Schlosser, 2002).

Similarly, studies have found the availability of nutritious foods to 
be positively correlated with consumption of those foods (Zenk et.al., 
2005). A geographic analysis of New Orleans conducted in 2001 found 
that across 156 census tracts 155 fast food restaurants were identifi ed, 
with 2.4 fast food restaurants per square mile in predominantly African 
American neighborhoods, compared to 1.5 restaurants in predominantly 
White neighborhoods (Block et al., 2004). The Latino Coalition for a 
Healthy California (2006, p. 1) documents a similar reality:

  Latinos disproportionately live in communities that encourage unhealthy 
food choices and discourage physical activity, such as places with many fast 
food outlets, small grocery and convenience stores with limited fresh pro-
duce and an ample variety of sweets and other snack items, and few well-
equipped and safe areas for children to play and be active.

  The frequent absence of major grocery chains, farmers’ markets, and 
whole food markets in these same neighborhoods means that there are 
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fewer affordable sources of fresh fruits and vegetables. This has implica-
tions for maintaining a healthy diet, documented by a study in an African 
American community in North Carolina that found that the availability 
of grocery stores was directly related to consumption of fresh fruits and 
vegetables (Morland, Wing, & Roux, 2002). Increasing the ratio of food 
markets to fast food restaurants and liquor stores in African American 
communities is a feasible structural change that may improve health 
benefi ts for the entire community.

The industrial food production system has changed the culture over 
the past 25 years in that more meals are eaten outside the home as the 
number of eating establishments has increased. An economic perspec-
tive sees the value of our time is increasing (Phillips, 2002), which con-
tributes to our eating behaviors, whereby eating establishments appeal 
to American ideals of “getting the most for your money” in the form of 
large, fat-laden portion sizes and exploit “the appeal of fast food, restau-
rant food, and convenience food to middle class Americans caught in the 
‘time squeeze’ of frantic daily schedules” (Brown & Krick, 2001, p. 117). 
Brown and Krick reason that the combined effect of “the cultural and 
economic contexts predispose individuals to failure” (Brown & Krick, 
2001, p. 112) at losing weight and maintaining weight loss, consequently 
increasing the risk for developing obesity and type 2 diabetes.

Other Living and Working Conditions 
That Infl uence Patterns of Obesity

  Other factors in the social ecology infl uencing obesity rates in commu-
nities of color include neighborhood safety and time spent outside the 
home that interferes with the ability to prepare healthy meals at home. 
Recent research further indicates that perception of neighborhood safety 
is positively associated with the prevalence of regular physical activity. As 
time has become more expensive and people are spending more hours 
at work, more meals are eaten outside the home. This is a phenomenon 
that cuts across racial, ethnic, and income groups in the United States 
(Brown & Krick, 2001).

Female-headed households are particularly challenged to purchase 
and prepare foods at home for their families. A recent study reported 
higher obesity rates among children whose mothers worked outside 
the home (Anderson, Butcher, & Levine, 2003). According to this re-
searcher, one factor infl uencing this fi nding was the observation that 
these children did not have the same amount of time for outside play as 
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children with an adult in the home in the afternoons. In the interest of 
their safety, children without adult supervision were required to remain 
inside and engage in more sedentary play.

Race, Class, Gender, and Body Size

  High socioeconomic status, loosely defi ned in the public health literature 
in terms of income, education, and occupation, appears to be protective 
in the majority population against many of the leading causes of death 
and disability. Across time and demographic group, high socioeconomic 
status confers better health except among African Americans as a popu-
lation group (Lynch & Kaplan, 2001). It is assumed that persons with ad-
vanced education, high incomes, and protected white collar occupations 
minimally have greater access to health insurance, affording optimal use 
of health care services, adequate housing and nutrition, knowledge of 
health promotion and disease prevention, and possess the needed re-
sources to purchase a health-promoting and -protective lifestyle.

Meta-analyses of studies of obesity prevalence in the U.S. and in-
ternationally, for example, have demonstrated an inverse relationship 
between high socioeconomic status and obesity among White women 
(McLaren, 2007; Sobal & Stunkard, 1989). This correlation is not as 
strikingly unidirectional among African American women (Averett & 
Korenman, 1999; Kumanyika, 1987). For several decades, epidemiologi-
cal data reports that high socioeconomic status does not protect African 
American women as it appears to protect White women (see Figures 
3.2–3.7).

The Sobal and Stunkard literature review published in 1989 was a 
seminal analysis in documenting the association between socioeconomic 
status (SES) and body size. Using 144 published studies from the 1960s 
to the 1980s on the relationship between SES and obesity in men, wom-
en, and children in the developed and developing world, they found “a 
consistently inverse association for women in developed societies, with a 
higher likelihood of obesity among women in lower socioeconomic stra-
ta” (McLaren, 2007, p. 29). At that time the relationship between obe-
sity, SES, and men and children in developed countries was inconsistent. 
However, in developing societies “a strong direct relation was observed 
for women, men, and children, with a higher likelihood of obesity among 
persons in higher socioeconomic strata” (McLaren, 2007, p. 29).

In 2007 McLaren published an updated and expanded analysis, 
building upon the earlier work of Sobal and Stunkard. Her analysis 
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Figure 3.2 Behavioral Risk Factor Surveillance System 2007 BMI for all women with 
obesity by education.
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Figure 3.3 Behavioral Risk Factor Surveillance System 2007 BMI for White women 
with obesity by education.
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Figure 3.4 Behavioral Risk Factor Surveillance System 2007 BMI for Black women 
with obesity by education.

0

10

20

30

40

50

60

O
be

si
ty

� High School High School College
1–3 years

College
� 4 years

BRFSS 2007 BMI for Black Women with Obesity by Education

Education

�25
Overweight
Obese

Figure 3.5 Behavioral Risk Factor Surveillance System 2007 BMI for all women with 
obesity by income.

�$10,000

�$15,000

�$20,000

�$25,000

�$35,000

�$50,000

�$75,000

�$75,000

0

10

20

30

40

50

60

O
be

si
ty

BRFSS 2007 BMI for All Women with Obesity by Income

�25
Overweight
Obese



77Chapter 3 The Co-Emergence of the Diabetes and Obesity Epidemics

Figure 3.6 Behavioral Risk Factor Surveillance System 2007 BMI for White women 
with obesity by income.
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Figure 3.7 Behavioral Risk Factor Surveillance System 2007 BMI for Black women 
with obesity by income.
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focused on patterns of obesity by sex and on countries in different stages 
of socioeconomic development, and she looked more closely at different 
indicators of SES. Specifi cally, McLaren categorized the development 
status of countries using the human development index (HDI) assigned 
by the United Nations Development Program. HDI ranks countries 
based on attributes that include life expectancy at birth, school enroll-
ment and adult literacy, and standard of living based on the gross domes-
tic product. The development of status of countries was characterized as 
high, medium, or low using these criteria.

Eight categories of SES indicator were established for this review of 
the literature:

  income and related factors (income, poverty, inability to afford essentials 
such as food and shelter); education (including schooling and literacy); oc-
cupation (occupational prestige or status, employment grade or ordered 
job type); employment (work status category—e.g., employed versus not 
employed); a composite indicator (a combination of multiple different in-
dicators of SES); an area-level indicator (e.g., deprivation measured at the 
neighborhood or regional level rather than the individual level); assets and 
material belongings (e.g., car ownership, owning versus renting one’s dwell-
ing); and other (factors that could not otherwise be classifi ed—e.g., subjec-
tive social class). (McLaren, 2007, p. 31)

  Race and ethnicity were not examined separately in this analysis. She 
reviewed 333 articles published between 1988 and 2004.

The outcome of McLaren’s analysis was not markedly different from 
that of Sobal and Stunkard conducted over a decade ago. She found that 
for women in high HDI countries, the majority of associations (63%) 
were negative (i.e., lower SES associated with higher body size). This 
effect was particularly prominent for SES indicators of education, area-
level and composite indicators, and occupation. The difference in the 
Sobal and Stunkard analysis was more striking in that they observed 93% 
and 75% negative associations for women in the United States and other 
developed countries, respectively (McLaren, 2007). Among men in high 
and medium HDI countries, the primary fi nding was that of “nonsig-
nifi cance or curvilinearity,” followed by “the next most prominent pat-
tern for men in high-HDI countries was negative associations, and this 
was particularly true for education as an indicator of SES (50 percent 
negative)” (McLaren, 2007, p. 31). Overall, while the inverse relation-
ship between high SES and obesity still holds in high HDI countries, 
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McLaren observed “the gradual reversal of the social gradient in weight” 
as the obesity epidemic becomes more widespread around the world 
(McLaren, 2007, p. 31).

It is diffi cult to describe the relationship between SES and obesity 
because the nuances of SES differ for men and women and also varies 
across populations, over time within the same population, depending on 
the SES indicators and categories used, and depending on the type of 
obesity data used (which cut off points or whether self-reported). Sobal 
and Stunkard suggest four mediating variables that might help explain 
the generally observed inverse relationship between SES and obesity 
among women in developed countries.

The fi rst mediating variable is attitudes toward obesity in developed 
societies. Specifi cally, “obesity is a severely stigmatized condition among 
women” (Sobal & Stunkard, 1989, p. 267). McLaren adds that a cer-
tain body shape/size may have prestige that is socially valued and helps 
to maintain class distinctions for women (McLaren, 2007). Moreover, 
given the infl uence of occupation as a SES indicator, McLaren suggests

  it is possible that persons high in the occupational hierarchy may internal-
ize the symbolic value of a thin body and a healthy lifestyle (in line with 
their class) and at the same time face exposure to a workplace environment 
that likewise promotes these values. (McLaren, 2007, p. 35)

  Dietary restraint is a second mediating variable in that “women of 
higher SES diet more often than do women of lower SES” (Sobal & 
Stunkard, 1989, p. 268). An increased level of leisure time physical activ-
ity among higher SES women is the third variable that likely explains the 
lower incidence of obesity in this group. In McLaren’s analysis, she fi nds 
evidence of a socioeconomic gradient in diet among high HDI coun-
tries, “whereby persons in higher socioeconomic groups tend to have a 
healthier diet, characterized by greater consumption of fruit, vegetables, 
and lower-fat milk and less consumption of fats” (McLaren, 2007, p. 35). 
Lastly, inheritance, both genetic and fi nancial, is likely a mediating vari-
able in the expression of obesity among women of higher SES.

Using the mediating variables suggested by Sobal and Stunkard, the 
literature reports that within the African American community obesity 
is not stigmatized as one fi nds in the majority community (Bowen, To-
moyasu, & Cauce, 1991; Kumanyika, Wilson, & Guilford-Davenport, 
1993). Kumanyika also cautions that “because blackness is already stig-
matized [in American society], the coincidence of obesity and blackness 
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predisposes to double stigmatization,” that is, the politics of being Black 
and overweight “is different from being in any other U.S. racial/ethnic 
minority group” (Kumanyika, 1998, p. 93). Studies have also document-
ed lower degrees of dietary restraint among African Americans, a greater 
preference for sweet foods, and greater caloric intake than in Whites 
(Bowen et al., 1991). When African American women diet, they are re-
ported to lose less weight than their White counterparts (Kumanyika 
et al., 1993). Additionally, “the culture of weight management may not 
be well developed within the black community, that is, the day-to-day 
strategies one might use to maintain weight (e.g., recognizing and com-
pensating for overeating, or returning to pre-partum caloric intake after 
delivery)” (Kumanyika, 1998, p. 96).

In terms of physical activity and inheritance, Holmes et al. (1998) did 
not fi nd statistically signifi cant differences in physical activity or weight 
at age 18 between Black and White women in the Nurses Health Study 
as explanatory of the higher BMI levels observed in the Black nurses at 
the time of the survey. The fi ndings in this study suggest the Black wom-
en gained more weight in their adult years than the White participants. 
The specifi c genetic infl uence on obesity between these two groups is 
unknown if Sobal and Stunkard’s measures of family and fi nancial inheri-
tance are used. This data was not collected from these women. These 
studies clearly document the need to question more deeply the usual 
measures of socioeconomic status and other behavioral variables that 
have been associated with obesity rates when seeking to understand the 
disproportionate burden of obesity among African American and other 
women of color.

Socioeconomic Status as a Category of Social Class

  Post-modernists argue that social class has been replaced by “identity 
politics,” “class consciousness,” and other iterations of social “difference” 
(Milner, 1999). By convention, social class refl ects the division of society 
into strata, arranged in a hierarchy of wealth, prestige, and power (Bot-
tomore, 1966). Class, in the sociological sense of a social group “located 
within a hierarchical order of unequal such groups,” is a fairly recent 
social construction dating from the Industrial Revolution (Milner, 1999, 
p. 1). Differentials in class status in Western capitalism are achieved 
through inheritance, occupation, educational attainment, income and 
investments, and social policies. Individuals within the populace have 
unequal access to selected occupations, elite educational institutions, 
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and opportunities for higher incomes that leave monies for investments 
after living expenses are met. Occupations are not equally prestigious or 
valued. Institutions established to educate students are variable in staff 
expertise, resources, and facilities, that is, variable in the quality of edu-
cation that is provided. Overall, the system of social class and its sponsor 
in the U.S. context, capitalism, is replete with inequalities.

Not surprisingly, when Black race is entered into the equation of 
social class, there are enduring disparities in wealth,2 as well as in edu-
cation and income between Blacks and Whites in the U.S. (Oliver & 
Shapiro, 1995). According to sociologists Oliver and Shapiro, examina-
tion of differences in wealth between Blacks and Whites reveals more 
than inequality in the sum total of assets and income, but also uncov-
ers a “particular network of social relations and a set of social circum-
stances that convey a unique constellation of meanings pertinent to race 
in America” (Oliver & Shapiro, 1995, p. 3). In other words, even when 
there is perceived equity in income, education, and professional occu-
pation at a given point in time, there is differential access to power that 
accrues to socioeconomic position. This allows those with wealth to “cre-
ate opportunities, secure a desired stature and standard of living, or pass 
class status along to one’s children” (Oliver & Shapiro, 1995, p. 2). The 
historical positioning of African Americans in the U.S. as second-class 
citizens has structured class divisions that limit African American access 
to ownership and control of the means of production and to valued oc-
cupational niches (Oliver & Shapiro, 1995).

Furthermore, the correlation between SES and health is not as direct 
when race and gender are considered. The role of SES is also variable 
across selected health problems (Howard, Anderson, Russell, Howard, 
& Burke, 2000; Schoenbaum & Waidmann, 1997). In the Nurses Health 
Study, for example, even though the women were “occupationally ho-
mogeneous,” the socioeconomic status of the women was not uniform 
(Holmes et al., 1998, p. 336). Factors that infl uenced their SES included 
their husbands’ income, personal opportunities for career advancement, 
and inherited wealth. These factors help explain why studies estimate 
“middle-income African Americans to have one-third the fi nancial net 
worth of European Americans with the same income” (Holmes et al., 
1998, p. 336).

2 Wealth is defi ned here as what people own (i.e., fi nancial and material resources that have been 
accumulated over a lifetime and inherited across generations) (Oliver & Shapiro, 1995).
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  Class differences are constructed and made material through the 
social division of privilege. Privilege is further determined in the U.S. 
by race and income equality between racial groups, but does not elimi-
nate privilege disparity, that is, White privilege or its impact on health. 
White privilege is likened to class privilege in England, as described by 
Barbara Wootton: “Ours [class distinctions] is not an offi cial, recognised 
caste system such as is found, for example, in India. It is something unof-
fi cial, unadmitted. One must adapt oneself to it, while at the same time 
pretending that it does not exist” (Wootton, 1941, p. 10). What do we 
know about the manifestations of class and privilege among women and 
African American women that might begin to explain the disparity in 
obesity rates between the two groups? In chapter 4 an anthropological 
approach to understanding the meanings of body size among a cohort of 
professional African American women is presented.
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4

  Anthropology seeks to situate obesity and its correlates in the context 
of culture. In order to develop and implement culturally appropriate 
public health interventions, we need to have a deeper understanding 
of the socioecologic environment that infl uences the disproportionate 
burden of type 2 diabetes and obesity in racial and ethnic populations 
in the United States. An anthropological approach to understanding the 
rise in obesity rates in communities of color is typically more inductive in 
its epistemology and complements socioecologic models and population 
health approaches. Qualitative inquiries of this sort do not lend them-
selves comfortably to traditional survey models and statistical analyses, 
and the data are not generalizable to the larger population. However, 
the information can be critical to the formulation of targeted, culturally 
sensitive community interventions.

In keeping with the primary objectives of this volume, this chapter 
will elaborate meaning as a determinant of overweight and obesity. Two 
variables that have been associated with the prevention of obesity in the 
majority population, specifi cally among White women, are high socio-
economic status and moral ideologies and cultural meanings attached to 
body size (Allen, 1998; Sobal and Stunkard 1989). How moral ideologies 
held by college-educated Black women infl uence body size and the fail-
ure of high socioeconomic status to prevent obesity among Black women 
has not been a focus of anthropological research.
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In this chapter, research examining why high socioeconomic status 
does not protect African American women from obesity, as it appears 
to protect White women, is presented. Findings from this research ex-
poses the cultural dissonance and internal struggles of accomplished and 
talented Black women to possess bodies that “measure up” in a culture 
where thinness in industrialized and capitalist society is a marker of so-
cial distinction and therefore valued by individuals higher on the socio-
economic spectrum (McLaren & Kuh, 2004). Also in the study, using a 
life history methodology and engaging Black feminist theorists, the in-
fl uence of intergenerational family norms and ideologies related to body 
size, the “Black church,” higher education, and the professional work 
environment was examined. To conclude, implications of the perspec-
tives and research presented in this chapter for public health practice 
are proposed.

CULTURE AND MEANING

  Anthropologists have long recognized that body size is not only biologi-
cally determined but also culturally constructed (Brown, 1991; Brown & 
Konner, 1998; Counihan, 1999; Powdermaker, 1960; Scheper-Hughes & 
Lock, 1998). Culture is a complex concept that has evolved theoretically 
over the last 100 years, principally through the discipline of anthropology. 
At its core culture has been described as “a shared, learned, and inter-
generationally transmitted pattern of customs, beliefs, values, and behav-
iors” (Corin, 1995, p. 273). Each individual is born with an innate drive 
for food, but the ideologies that govern dietary consumption are deeply 
rooted in the history and material culture of the community in which one 
is reared (Bordo, 1993; Farb & Armelagos, 1980; Farquhar 2002).

Culture has also been described as a system of meanings and sym-
bols that “defi ne a world view that gives meaning to personal and col-
lective experience, and frames the way people locate themselves within 
the world, perceive the world, and behave in it” (Corin, 1995, p. 273). 
Culture defi nes normalcy and, therefore, the thresholds for “ideal” body 
proportions and those outside the norm that are obese (Brown, 1992, 
p. 180). How then are we to examine and understand these complex 
relationships to obesity? Hortense Powdermaker describes the anthro-
pological approach to understanding obesity this way:

  My basic questions are concerned with the symbolism of fatness and thin-
ness in our society and the relationships of each to other symbols and to 
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our values. I would be interested in differences in the symbols and in the 
relative strength of the same symbols in class, ethnic, religious, sex, and age 
groups, and among individuals. I would assume that there might be con-
fl icting values concerning fatness and thinness, about eating and physical 
activity, as there are in many other areas of our life, and that some of this 
confl ict might stem from the fact that we live in a rapidly changing society, 
where traditional values linger beside new ones. I would also be interested 
in the cultural study of people who are not obese as well as those who are, 
i.e., some kind of control group in which variables are limited. As an an-
thropologist, I am naturally interested in a comparative approach, i.e., the 
symbolism of obesity and thinness in other cultures and the many-sided 
role of food and eating in them, assuming that this comparative knowledge 
would illuminate the problem in our society. (Powdermaker, 1960, p. 76)

  The anthropological approach is arguably more valid, whereas the 
epidemiologic approach is more reliable.1 The epistemology of medical 
anthropology is not bounded by the need to measure—understood as 
quantify—the social environment or its cultural antecedents, but em-
braces as truth the narratives of lived experience.

COLLEGE-EDUCATED AFRICAN AMERICAN 
WOMEN AND THE OBESITY EPIDEMIC

  What is the differential confi guration of class and gender experienced 
by African American women that frames their lives such that in addi-
tion to biology the lived experience of being Black and female tends 
toward overweight and not thinness? If college-educated African Ameri-
can women have comparable incomes, knowledge, and access to health-
promoting resources, such as a high-quality diet and opportunities for 
regular physical activity, why is there a persistent gap in obesity rates 
between African American and White women? Limited attention has 

1 There are several categories of reliability and validity, and specifi cs of reliability and validity vary 
when used in quantitative contexts versus qualitative contexts. In this instance, I refer to “simple” 
validity, that is, how well the social reality being measured through research matches with the con-
structs researchers use to understand it (Neuman, 2003). In the ethnographic approach the re-
searcher has many more opportunities to clarify with respondents the intent of questions, and to 
probe with members of the community meanings the researcher might ascribe to certain conditions 
and practices. Reliability means dependability or consistency, and the structured questionnaires 
along with the relatively large sample sizes used by epidemiologists help to make this approach 
more reliable than qualitative approaches.
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been given to subjective meanings of body size among African American 
women in the anthropological and humanities literature (Bordo, 1993; 
Nichter, 2000). Black feminist scholars in the U.S. and in the Caribbean, 
on the other hand, have produced scholarship highlighting historic and 
contemporary negative connotations associated with Black female bod-
ies (Barrow, 1998; Bennett & Dickerson, 2001; hooks, 1995; McClaurin, 
2001). bell hooks argues, “Theorizing black experience in the United 
States is a diffi cult task” (hooks, 1992). She explains:

  Even those of us righteously committed to black liberation struggle, who 
feel we have decolonized our minds, often fi nd it hard to ‘speak’ our experi-
ence. . . . Indeed, a fundamental task of black critical thinkers has been the 
struggle to break with the hegemonic modes of seeing, thinking, and being 
that block our capacity to see ourselves oppositionally, to imagine, describe, 
and invent ourselves in ways that are liberatory. (hooks, 1992)

  Exploring analyses of Black feminist scholars and other scholars whose 
work can be used to elaborate social and cultural dimensions of the 
obesity epidemic will broaden perspectives of public health workers 
charged with developing culturally sensitive community-based interven-
tions. Critical cultural analyses of selected Black feminist scholars are 
presented in this chapter to give the reader insight into how the socio-
ecologic infl uences on eating behavior and physical activity described by 
Kumanyika (2007) might be interpreted. Perspectives put forth here are 
those of the scholars and not based on conventional survey research that 
refl ects the opinions of a larger respondent group.

THEORIZING THE BLACK FEMALE BODY

  Black race is an identity historically constituted and framed by the larger 
White society as inferior and marginalized. According to anthropologist 
Mary Douglas, “the body is a powerful symbolic form, a surface on which 
the central rules, hierarchies, and even metaphysical commitments of a 
culture are inscribed and thus reinforced through the concrete language 
of the body” (Douglas, 1982). The Black body here is a lived body that 
is symbol and metaphor for hundreds of years of sustained social and 
political inequality that has culminated in compromised and, in many in-
stances, negative health endowments. Theorizing the Black female body 
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requires the study of the intersections of race and gender that have been 
largely ignored by theorists in the past (Wallace-Sanders, 2002). Such 
research would refl ect what Wallace-Sanders calls a “collage of Black 
women’s corporeal existence in the United States” (Wallace-Sanders, 
2002). In this context, “when Black women stand at the center of the 
discussion about the female body, their bodies tell a profoundly differ-
ent story about historic and contemporary American culture” (Wallace-
Sanders, 2002). The Black female body defi es a uniform or one-di-
mensional representation. If we are to begin to understand why high 
socioeconomic status does not protect Black women from obesity as it 
appears to protect White women, we must consider the historical and 
institutionalized images of the Black female body in addition to the cul-
tural preferences and family expectations for body size.

Stereotypes about the Black female body in general and the large 
Black female body in particular abound. Stereotyped representations of 
Black women include “The Jezebel,” “Mammy,” “Matriarch,” and “bad 
girls” (Collins, 2000; Douglas, 1999; Newman, 2002). These images have 
been internalized and acted out in varying degrees within the cultural 
communities of African American women. These labels are also closely 
tied to Black women’s historical relationships with the White patriar-
chal power structure (Collins, 2000) and the denuding of Black female 
bodies (Douglas, 1999). However, in these representations Black female 
appetite is construed as naturalized, lacking restraint and discipline, and 
amoral (Witt, 1999).

From childhood African American women learn and internalize that 
the large Black female body is so-called othered in the Western cul-
tural construction of the female body. The large Black female body is 
penalized and marginalized from the larger society in pernicious ways. 
Along with other obese persons, the body size of the large Black woman 
is leveled against her to restrict her mobility and in other ways deny 
her humanity. As observed by Kumanyika (1998), being fat and Black 
can be doubly stigmatizing. This double stigmatization can restrict one’s 
social and professional advancement despite having earned advanced 
degrees from elite and prestigious institutions. On the other hand, the 
large Black woman is exploited as a consumer of clothes, food, cosmet-
ics, weight loss programs, gym memberships, and other commodities 
in attempts to fi t more comfortably in the larger society. The impact of 
these negative representations on Black women’s body size has not been 
widely examined.
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TRANSFORMING APPETITES: MORAL 
INFLUENCES ON THE SHAPING OF 
BLACK FEMALE BODIES

  A qualitative study of professional African American women examining 
perceptions of body size was conducted in 2005 (Liburd, 2006). The 
data was analyzed through the lens of the interlocking categories of race, 
class, and gender. Rooted in Black feminist theory, analyses of race, 
class, and gender, or intersection theory, recognizes and articulates the 
simultaneity and interrelatedness of multiple forms of inequality experi-
enced by African Americans and how these experiences have historically 
shaped the present and future of people of African descent in the U.S. 
and abroad. Black feminist theorists argue that

  the dynamism of the relationships among race, class, and gender arises from 
the fact that, while each has its own unique social logic, polarizes different 
social forces, and generates distinct, characteristic institutional and cultural 
modalities, each is also, simultaneously, a constituent and formative factor 
in the development of the others. (Burnham, 2001, p. 2)

  This perspective is instructive in analyses of health disparities, particu-
larly if our goal is to understand more fully the root causes of the dispar-
ity in diabetes and obesity prevalence.

Research Questions

  Using a combination of qualitative and quantitative research methods, I 
sought to answer the following questions:

1.  What are the moral ideologies that a sample of college-
educated African American women holds about meanings of 
body size? What is the impact of these ideologies on preferred 
body forms among these Black women? What is the impact 
of these ideologies on this group of Black women’s tendencies 
toward dietary indulgences and/or dietary restraint, sexual in-
dulgences and/or restraint, and regular physical activity and/or 
sedentariness?

2.  In what ways, if at all, do church practices encourage and 
produce fatness in African American women (e.g., in the 
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patterning of food habits, the subjective meanings of fatness 
in women, in religious imagery, and in the social positions of 
women within the organized church structure)?

3.  What is the relationship, if any, between fatness and sexuality 
as experienced by a sample of African American women in-
volved in a local Black Baptist church (e.g., in terms of attrac-
tiveness, body satisfaction, religious perceptions of goodness, 
sexual repression, and longings for intimacy)?

4.  How does the achievement of advanced education (college 
degree and higher) and professional occupation infl uence pat-
terns of obesity in this sample of African American women?

Defi nition of Terms

  For the purpose of this study,  Black and  African American  were used 
interchangeably to refer to persons of African descent who were born 
in the United States. Black and African American are understood as a 
social construction, lived experience, and embraced identity, not as a 
biological category. This research project does not assume an authentic 
Black experience, but was designed to capture the diversity of thought 
among a group of African American women with a shared religiosity and 
educational and professional background. The designation of Black and 
African American does not exclude persons of African and Caribbean 
heritage who represent the fi rst generation to be born in America and 
who have adopted an African American identity.

 Moral infl uences  is defi ned as a culture’s most basic set of shared 
values, that is, its understandings of good and bad, right and wrong—the 
basic cultural paradigm in which the people fi nd their sense of personal 
identity and group solidarity (Paris, 1985). Moral infl uences include the 
discourse, behaviors, activities, and other acts that we can observe that 
refl ect a culture’s shared values and basic cultural paradigm.  Ideologies
are defi ned by Neuman (2003) as “fi xed, strong and unquestioned as-
sumptions . . . [that] may be founded on faith or rooted in particular 
social circumstances; and [imply] closed belief systems that change very 
little.” He adds that ideologies “may advance or protect the interests of 
a particular group” and are “locked into specifi c moral beliefs.” For this 
study, moral ideologies are the cognitive, mental scripts of the belief sys-
tems that characterize the units of analysis in this research project.
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Sampling

  A purposive sample2 of 31 professional Black women living in Atlanta, 
Baltimore, Richmond, and Houston were recruited to participate in 
this study. Criteria for inclusion in this study were possessing at least a 
bachelor’s degree, identifying as an African American woman, working 
in a professional (white collar) occupation, and earning �$49,000 per 
annum (see Tables 4.1– 4.5 ).

2 A purposive sample is a nonprobability sample that seeks cases or respondents that fi t particular 
criteria. Purposive sampling is used when the study population is considered “diffi cult-to-reach” or 
a “specialized” population not easily accessed in a random sampling frame. Purposive sampling is 
also used when a researcher wants to identify particular types of cases for in-depth investigation. 
The purpose of this type of sample is less to generalize to a larger population than to gain a deeper 
understanding of types (Neuman, 2003, p. 213).

 COLLEGE-EDUCATED AFRICAN AMERICAN WOMEN IN SURVEY: 
AGE DISTRIBUTION

  AGE
GROUP

FREQUENCY PERCENTAGE BMI MEAN STD. DEV.

25–35  7 23.33 23.14 5.67
36–45  6 20.00 29.00 6.16

46–55 14 46.67 27.57 4.78

56–65  3 10.00 26.67 3.51

Table 4.1

 COLLEGE-EDUCATED AFRICAN AMERICAN WOMEN IN SURVEY: 
HIGHEST LEVEL EDUCATION STATUS

EDUCATION FREQUENCY PERCENTAGE BMI MEAN STD. DEV.

BS or BA  6 20.00 28.00 4.86
Master’s 15 50.00 26.07 5.71

PhD, MD, 
 or other

 9 30.00 27.00 5.52

Table 4.2
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 COLLEGE-EDUCATED AFRICAN AMERICAN WOMEN IN SURVEY: 
SELF-REPORTED ANNUAL INCOME

INCOME FREQUENCY PERCENTAGE BMI MEAN STD. DEV.

 49,000 4 13.33 29.00 5.89
 49–60k 3 10.00 25.67 4.04

 61–75k 5 16.67 22.40 3.44

 76–90k 7 23.33 27.29 6.05

 91–110k 8 26.67 28.50 5.50

�111,000 3 10.00 26.00 6.08

Table 4.3

 COLLEGE-EDUCATED AFRICAN AMERICAN WOMEN IN SURVEY: OCCUPATION

OCCUPATION FREQUENCY PERCENTAGE

Health Educator
Health Scientist
Nutritionist
College Faculty
Public Health Analyst
Attorney
Public School Faculty
Statistician
Epidemiologist
Health Communications
Recreation Administrator
Behavioral Scientist
Writer-Editor

5
2
1
3
4
1
3
1
2
3
1
2
1

16.67
 6.67
 3.33
10.00
13.33
 3.33
10.00
 3.33
 6.67
10.00
 3.33
 6.67
 3.33

Table 4.4
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Participants were identifi ed using a modifi ed snowball sampling 
technique, that is, 10 African American women working at the Centers 
for Disease Control and Prevention (CDC) were approached by the 
principal investigator (Liburd) and asked to refer women for the study 
meeting the above criteria. An initial list of 45 women was generated 
using this method and every third person on the list was contacted and 
invited to participate. Additional names were added to the list after the 
fi rst 15 respondents had been recruited, and a second round of selecting 
every third person was conducted until a total of 31 women had been 
recruited. Informed consent was obtained for all life history interviews. 
The Social, Humanist, Behavioral Institutional Review Board at Emory 
University approved the study protocols.

Life Histories

  Life histories were a key method in the data collection for this research. 
The method developed by anthropologist John Dollard was used. He 
defi ned life histories as

  a deliberate attempt to defi ne the growth of a person in a cultural milieu 
and to make theoretical sense of it. . . . The material must, in addition, be 

 COLLEGE-EDUCATED AFRICAN AMERICAN WOMEN IN SURVEY: 
BMI DISTRIBUTION

BMI FREQUENCY PERCENTAGE

19
20
21
22
23
25
26
27
28
30
33
35

2
1
1
4
4
3
2
2
1
2
3
5

 6.67
 3.33
 3.33
13.33
13.33
10.00
 6.67
 6.67
 3.33
 6.67
10.00
16.67

Table 4.5
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worked up and mastered from some systematic viewpoint. . . . from the 
standpoint of the systematic student of culture . . . the life history is an 
account of how a new person is added to the group and becomes an adult 
capable of meeting the traditional expectations of [her] society for a person 
of [her] sex and age. . . . it may well be argued that without the life history, 
the transmission of culture forms from one generation to the next cannot 
be adequately defi ned. . . . It is possible that detailed studies of the lives 
of individuals will reveal new perspectives on the culture as a whole which 
are not accessible when one remains on the formal cross-sectional plane of 
observation. (Dollard, 1935)

  The life history method provides a semistructured opportunity for the 
respondent to describe the dynamic cultural environment in which she 
was raised that infl uenced her ideologies, social interactions, and pat-
terns of behavior. Specifi cally, early exposures to cultural preferences for 
food choices and preparation, how leisure time was spent, and typical 
body sizes of men and women encountered by the respondent can be 
recalled and documented. This method also maps major life events (e.g., 
changes in residence, economic status, and childbearing) that bear on 
the research questions.

Specifi cally, the life history interview in this study sought to establish 
an historical framework for the respondent’s:

family background,  that is, region of birth; 1st-, 2nd-, or 3rd-genera-
tion college-educated; occupation of parents; religious upbringing; 
childhood and current dietary patterns [changes in dietary habits 
and dietary habits that have been retained over time]; centrality of 
eating in social interactions; weight and size of female relatives and 
other women in respondent’s social networks observed in childhood 
and today; and associations made by key women and men in respon-
dent’s social networks with size and femininity, womanhood, success, 
and so on for Black women;

educational background,  including universities attended and degrees 
earned and changes in consciousness about diet, exercise, and weight 
during college years;

professional background,  that is, respondent’s occupation and work 
history, importance of having a particular professional image in this 
occupation, what the image is, and how it affects the respondent’s 
receptivity and advancement within the workplace;
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primacy of weight  in respondent’s self-image and changes in the valu-
ing of size over time;

weight history,  that is, weight at age 18; signifi cant changes in weight 
over lifetime (may be related to parity, marital status, college-associ-
ated weight gain, traumatic life events, etc.); and previous weight loss 
attempts, weight loss achieved, and weight loss maintained (overall 
history of weight cycling);

patterns of physical activity  (past and present);

self-identifi ed ideal body weight and dress size  and efforts taken to 
achieve or maintain that weight and size;

core values  about how Black professional women should be repre-
sented (e.g., in terms of work ethic, material professional accom-
plishments, evidence of advancing the mission and priorities of the 
respondent’s profession, maintaining a professional image as pre-
scribed by the majority culture, and maintaining one’s own profes-
sional image); and

perceptions of preferred body sizes for women  across the life cycle 
and in different social locations, that is, is there an expectation that 
Black women will gain weight over time and a cultural acceptance of 
this pattern, and are there different meanings associated with body 
size for Black women in the roles of wife, mother, professional, and 
religious leader? Which roles are primary and a greater determinant 
of body size? What are some of the positive attributions made within 
a Black cultural context to large body size among professional Black 
women? For the women in the study who have children, I explored 
with them how they were raising their children, male and female, in 
regard to acceptable body sizes and attitudes and behaviors related 
to healthy diets and the importance of physical activity.

  Limitations of life histories include the cumbersome task of “orga-
nizing and conceptualizing the life-history material itself”(Dollard, 1935), 
the inability to verify the accuracy of the information provided, the risk of 
reifying culture, and/or overvaluing culture as the explanatory paradigm.

Participant Observation

  In addition to the 31 individual in-depth interviews, participant observa-
tion was used in this research. Participant observation is a key component 
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of ethnographic and anthropological research. Fieldwork was conducted 
at the CDC in Atlanta and at a large, suburban church in Dekalb County, 
GA. Over 12 months of fi eldwork, the principal investigator attended 
weekly worship services and participated in special services offered for 
women at the church. She also participated in events where food was 
provided.

Close attention was paid to ideologies expressed about the Christian 
body; appropriate dietary practices; discourse about body care practic-
es, including the promotion of physical activity; informal conversations 
about weight, dieting, changes in body and clothing size, and reactions 
to weight gain and loss in members of the church; symbolism of fat-
ness and thinness; discourse about Christian pleasure and appropriate 
activities and entertainment; formal and informal systems of support 
for weight gain and control; typical menus associated with church-spon-
sored events; and opportunities for group physical activity and compet-
itive sports. The body sizes of women in leadership and other visible 
positions in the church were included in fi eld notes. This approach was 
consistent with Powdermaker’s theoretical premise of “setting the prob-
lem of obesity” in the context of culture (Powdermaker, 1960) given the 
designation of the church as a moral institution and key social location 
for the articulation and dissemination of “the Black community’s most 
basic societal values” (Paris, 1985).

The CDC was an ideal site to examine cultural perspectives on obe-
sity in a cohort of highly educated, well paid African American women 
who, in addition to their educational backgrounds in health and their 
specifi c research and work in public health, are inundated daily with 
messages about obesity, weight control, and physical activity. Yet, the 
prevalence of overweight and obesity among these women mirrors that 
observed in national surveys. For some the presence of overweight and 
obese Black women in key roles at the nation’s premier public health 
agency contradicts the applied premises of public health and biomedi-
cine. In fact, conducting research with Black women immersed in public 
health research and practice unveiled their own struggles with many as-
sumptions and the institutionalized logic of health promotion and chron-
ic disease prevention as promoted by the CDC.

Participant observation occurred at the CDC during the business 
day and at professional conferences. Comments heard by the principal 
investigator about body size expressed by senior managers and African 
American women were noted. Field notes included messages sent to 
the workforce about refl ecting a healthy lifestyle and any changes made 
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in the workload to accommodate the expectation for healthier body siz-
es. The body sizes of African Americans in leadership positions in the 
agency, the amount of time professional Black women spent in seden-
tary activities, the foods available in the workplace, the participation of 
African American women in the fi tness and exercise programs provided 
at the CDC, and how women tried to balance the demands of work and 
family were observed and recorded in the fi eld notes. In conversations 
the principal investigator inquired about the stresses associated with be-
ing Black, female, and a professional working at the CDC and how this 
impacted the women’s ability to pursue a healthy lifestyle.

Data Analysis

  All interviews were audiotaped and transcribed by a professional tran-
scription service. The qualitative analysis involved a content analysis of 
the transcripts by two investigators, Leandris Liburd and Apophia Nam-
ageyo-Funa. Text data from all interviews were analyzed manually and 
independently by the investigators. After completing the independent 
analyses and initial coding, we then met to confer and agree on the code 
book and later major themes that emerged in the transcript. The data 
are reported as aggregated data. Consistent with usual procedures in 
reporting ethnographic research, direct quotes from the transcribed in-
terviews of respondents are incorporated in the theoretical analysis and 
interpretation of fi ndings. Names are replaced with pseudonyms to pro-
tect confi dentiality and anonymity.

Findings

  Among the women in this study, cultural messages about preferred body 
forms for a Black woman were communicated by example, in talk, in 
commercial fashion, and in music. Black female bodies within the mid-
range of size (i.e., dress sizes in the range 10–14) best articulate these 
attributes according to the women in this study (see Figure 4.1).

Nutrition epidemiologist Melinda Green,3 PhD, MPH, made this 
observation:

  I think we as middle class Black women, educated Black women, unlike 
some other cultures or some other racial groups, don’t aspire to acculturate 

3 This and all other survey respondents’ names are pseudonyms.
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as, you know, some others do. Our concern is more about educating our 
kids, bringing our community along, and building our career [rather] than 
worrying about what size we are. I think that most of us do aspire to be a 
healthy weight, which is why you’re hearing so much about size 12 [as an 
ideal size], but we’re not trying to be a size 6 or a size 8, or you know . . . 
We’re not trying to look like a White woman or to acculturate in that way. 
We have different emphases, different values, and I’m not saying we are 
not concerned about our health, because I think we are. It’s just that we can 
be healthy, and a lot of data are showing this, without being a size 6 or 8.

  Melinda’s statement captures the primary themes that emerged 
about the values that drive the behaviors and priorities of these profes-
sional, college-educated Black women. They are deeply committed to 
higher education and see the achievement of advanced education as the 
key to economic and social success. In many instances, these women are 
fi nancially independent and build and sustain middle- and upper-mid-
dle-class lifestyles. Expectations are high, and these women work hard 
to advance their careers and live through high levels of daily stress. The 
welfare of their families, children, and larger community are extremely 
important to them and insuring the welfare of so many adds to their 
overextended days and obligations. Time is very expensive, and discre-
tion over the use of their time is valued.

The passage of women in this study from childhood to womanhood 
in many instances lacked an explicit focus on body size and weight, but 
tended to concentrate more on the care (e.g., grooming, personal hy-
giene, and good nutrition), carriage, and adornment of the body and its 
shapeliness. What was important is how she carried herself physically, 
socially, and morally. For example, Linda Jones, PhD, MPH, describes 
how women’s bodies were regarded in her family:

  I was born in Virginia in Richmond. My family was made up of a mother, 
father, and brother and my extended family included a great number of 

4 6 8 10 12–14 16–18 22 26 28

Figure 4.1 Silhouettes that approximate dress sizes 4–28.
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aunts, sisters to my mother. My memorable events related to body size 
include really not focusing so much on weight in terms of its acceptability 
but being more focused on image. How you looked in your clothes and 
whether you ate a balanced meal or not. I don’t recall within my own family 
the issue of being overweight or being underweight as something that was 
dwelled upon.

Now for me, as a child growing up, what I do remember quite strik-
ingly is that I was considered to be skinny and that I had not a fi nicky ap-
petite in terms of what I ate but in terms of the amount that I ate. And so I 
do recall being taken to our community doctor and my mother being very 
concerned that I needed some kind of—I don’t think she went in asking 
for some type of appetite-enhancing medication, but she was concerned 
that I needed to have a better appetite than I did. So I do remember being 
given something by the doctor that at some point in time—maybe it was 
a placebo, I have no idea, but I do remember being given—maybe it was 
some kind of liquid vitamin, because thinking back now to kind of what it 
tasted like, it might have been some kind of multivitamin. I do remember, 
you know, that maybe it did make me want to eat a little bit more, but I 
was always a big fruit eater, but I never was a large, large child, so perhaps 
weight for me was not—it was more being underweight than it was being 
overweight.

But as far as the other females in my family, I don’t remember it, cer-
tainly not as a child. And I don’t have events until later in adult life where 
body image and weight became more of an issue. And that was true even 
for women in my community. I don’t remember conversations about so-
and-so being so large or so-and-so being so thin.

  Among women raised in the segregated South of the 1950s and 
1960s, body size norms were considered in the context of the biological 
diversity found among African-descended people. This is not to say that 
body size was ignored, but the range of acceptable body sizes was signifi -
cantly large enough that only persons at culturally determined extremes 
of either thinness or fatness were anomalous. Thick, big-boned, heavy-
set, and shapely were the principal adjectives that characterized the dis-
course of body size among the women. Interestingly, prior to about 10 
years ago, women who were very small or characterized as too skinny 
were mocked, derided, and deemed in need of some intervention. Carol 
Simmons, PhD, recalls how her family and friends integrated her par-
ticularly small frame into a culture of shapeliness:

  I was born in Long Island, NY. That was just where I was born. I didn’t stay 
there long, though, because I was born while my father was transferred to 
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the North for a job because of extreme racism here in the South. There was 
a lot of racism against African Americans and my father was by trade a plas-
terer and he was a business owner. So his livelihood was wherever he could 
get a job doing plastering. So it was not atypical for African Americans if 
they couldn’t fi nd a job here to go either west or north. We came back to 
Atlanta when I was about 2 years old.

Now as far as memories of women in particular in our family and weight; 
I think it’s always been a struggle for most of the women in my family that 
I know of personally, especially my mom and my sister. Ironically, I had the 
opposite weight problem. When I was growing up, I was considered too 
skinny because I was a very sort of scrawny, little, you know, late bloomer. I 
didn’t really mature until I was in the 12th grade. I didn’t have breasts until 
I was in 11th grade. I mean literally fl at-chested. So I was kind of a straggler 
in terms of developing, you know, body development and weight and I was 
keenly aware of it because a lot of my cousins, they were already shapely. 
In fact, I used to be, believe it or not, I don’t have this problem now, but I 
used to be self-conscious because I thought I was too skinny. . . . And I’m 
not sure that if I were in another culture, and I know it may be specifi c 
to African-Americans, but in another culture I would never have had that 
pressure. I would have in fact been looked upon as just right as opposed to 
bony. I was called bony, tiny. In fact, that’s my nickname, Tiny.

Now my sister, on the other hand, always had the opposite problem. 
Not really a problem, because when she was growing up, she was consid-
ered shapely. She had the big, round, you know, butt, behind, rear end, 
okay, we’ll make it professional, and she had a small waist. She was like the 
perfect shape. But then as she got older, she began to develop a weight 
problem, much more than I did. I did in my mid-30s and I was actually 
more, you know, I had more weight on me in my mid-30s than I ever had, 
but now that I’m in my 40s, I really try to control it. But yeah, I think as 
I was growing up, there was not the focus on being too small. You know, 
people just kind of wanted to just be shapely.

  Those women who were taunted as children for being too skinny 
now experience a greater degree of social inclusion as college-educated 
professional women interacting closely with the majority culture where 
size is attached to professional identities, social status, and upward mo-
bility.

While growing up, few of the women recall hearing about any con-
nections made between body size and physical health or risk for dis-
ease. There was frequent talk of chronic conditions like diabetes and 
high blood pressure, but these conditions were not associated with be-
ing overweight but rather with diet composition (e.g., high salt and fat 
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intake). This was not the case for Tameka Durand, MPH. Her mother, 
who was a grade school teacher, taught her as a young girl:

  You could be large, but then there is larger. . . . I would say the threshold 
is when you are not able to shop in like a regular store, like you have to go 
to a plus size store to fi nd your clothes. That differentiates you from being 
large or obese to the point that you stand out because of your weight. . . . 
Initially when I went to college, I was eating a lot of junk food, eating late 
at night staying up to study. There was this thing called the Freshman 15. 
I experienced that. I did get the Freshman 15. I came home and my mother 
was like, “Oh my goodness, look at how much weight you have put on! 
I’m going to put you on a diet.” I wasn’t large. Don’t get me wrong. My 
15 pounds had me like at a size 9/10, but it was larger than I normally was 
and my mother felt like I was on the road to bad health and she didn’t want 
me to be unhealthy. Her saying was, “You’re too young to be overweight. 
You’re too young to have weight problems. That’s something that comes 
later on in life.”

  Overall, a healthy body was one that was fi rst of all functional, that 
is, able to move within and outside of the community with some degree 
of physical and social ease. A healthy body was also able to fulfi ll its com-
mitments and accomplish the tasks assigned to it, and the healthy Black 
body did not dishonor or offend the collective sensibilities of the Black 
community in terms of values associated with insuring that its mem-
bers are well nourished, strong, resilient, and sharp physically, mentally, 
and commercially in dress and presentation. The inability to walk up 
stairs, experiencing shortness of breath at the least bit of exertion, and in 
general being easily winded were physical markers that coded a person 
as obese. According to the women in the study, women characterized 
as obese wore dress sizes 20 and higher. Regina Jefferson, PhD, MPH, 
comments,

  I think there are probably some unspoken standards in terms of women 
outside of the home and church domains that heaviness wouldn’t play out, 
or being way overweight wouldn’t cut it, [particularly] to the point where 
you’re huffi ng and puffi ng, or that kind of thing.

  Therefore, body size was only medicalized (i.e., pathologized) when mo-
bility was hindered, breathing impaired, or one was bedridden as a result 
of illnesses associated with excess body weight.
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Women in this study attended and graduated from the leading uni-
versities in the United States. For example, two women in the study are 
graduates of Stanford Medical School, three earned doctorates in pub-
lic health from Johns Hopkins University, and several are graduates of 
Emory University. Other universities represented include the University 
of Notre Dame, Harvard Law School, Georgia Tech, the University of 
North Carolina at Chapel Hill, and Wellesley College. A number of the 
women attended historically Black colleges as undergraduates, including 
Spelman College, Hampton University, Howard University, Tuskegee 
University, Fisk University, and Shaw University. Three women earned 
master’s degrees from historically Black colleges: Clark Atlanta Univer-
sity, Morehouse School of Medicine, and Meharry Medical School.

For many young women, entering college is their fi rst experience 
being away from home, and for those attending majority institutions, it 
is their fi rst intimate exposure to majority culture. The undergraduate 
years are a time of great transformation both emotionally and socially 
for all young women. Students are challenged to critically examine the 
values and beliefs they grew up with and adopt new ways of thinking that 
advance them into the knowledge class. Greater attention to body size 
occurs during the college years.

Carol Simmons attended Emory University as an undergraduate and 
recalled this about her experience:

  I think I noticed that this whole rail-thin, White female image was very per-
vasive when I went to school, but there were two effects to that: One was 
that I became more conscious of not only my weight but [also] the differ-
ences in my weight and the majority group’s weight. When I thought about 
other [Black] women I knew, their weight and the majority group’s weight 
was different. [The other effect was] I saw in the White community their 
struggle as well with anorexia, with bulimia. A lot of eating disorders were 
very apparent when I went to school at Emory.

  We learned earlier that Carol’s body was very small in the context of 
other women in her family and her community. However, in the context 
of White women, she actually saw even smaller body forms. Carol’s ex-
posure to the White female students at Emory introduced her to a radi-
cally different orientation to the female body:

  Most of the white women I was exposed to at Emory were always talking 
about their weight. They were always focusing on it. And that was not my 



104 Diabetes and Health Disparities

experience even with the Black students at Emory. I mean, we were do-
ing the teenage thing—dieting, [and] trying to be “in” so we wouldn’t be 
fat—but I don’t think we had the obsession that a lot of the White girls that 
I knew had. So, I saw the downside to endorsing an image that women were 
trying to live up to that wasn’t an image that women in my community had 
to live up to.

  Crystal Peete, a Harvard Law School graduate and the mother of two 
young sons, had a similar experience during her undergraduate years at 
a small women’s college in California. The college was also known as 
a “fi nishing school” for young White women. Crystal is almost 6 ft tall 
and average build. She runs marathons, but also really loves to eat. Her 
husband is a physician and was born in the Caribbean. They met while 
she was attending college. At the time Crystal attended college, there 
were about 600 students, of whom fewer than 60 were African Ameri-
can. How did this environment affect her body image? Crystal shared:

  I started focusing more on “I’m too big, my hips are too big, my thighs are 
too big!” I was comparing myself to the women around me. I felt like, I’m 
tall anyway and I’m big-boned, so I’m going to be bigger than many people 
anyway. I mean, certainly, all of the women in the majority weren’t little, 
but it certainly seemed like more of them were little than more of us. They 
were smaller than us and then the magazines and, you know, the TV shows 
showed them being pretty small and even the Blacks on TV were pretty 
small. So, I started thinking about my hips . . . [and] I took a pretty drastic 
move. I actually had liposuction and that was after a friend of mine who is 
White told me she got it. Now this girl was like a size 4, okay, and she got 
liposuction. I had liposuction out of my hips, and do you know that was the 
worst mistake, because it’s like, it messes up your body in the sense that 
things get moved around and now I truly have hips. It doesn’t work.

  Crystal would matriculate at three other majority institutions: the 
University of Texas’s Lyndon B. Johnson School of Public Policy, Colum-
bia Law School, and Harvard Law School. She began a pattern of yo-yo 
dieting during these years and said at one point that she had “clothes 
in her closet that ranged from size 2 to size 20-something.” Once while 
working at a law fi rm, she and another Black female attorney noticed, 
“there are no overweight people at the law fi rm. This is a law fi rm of the 
beautiful people.” Crystal and her colleague agonized over this revela-
tion a bit:

  What does this mean? Does it mean that overweight people aren’t being 
hired? I mean, I don’t know. But, does it mean there’s an expectation that 
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they want people to not be overweight? I don’t know, I mean, is this just a 
coincidence? I don’t know. In my legal department, I would probably say 
that nobody is really overweight.

  The “fi nish line” had just moved for Crystal. In addition to her impres-
sive education credentials and her apparent competence as an attorney, 
she has found that she must also concern herself with achieving and 
maintaining a body form that fi ts her professional arena. 

As more African American women enter professional environments 
previously less accessible to them, they fi nd themselves challenged to 
pursue and achieve a body size that is acceptable within corporate and 
white collar environments. Failure to achieve the desired or acceptable 
size can close doors of opportunity to these women. Linda Jones re-
called,

  The alienation I have seen experienced by women with whom I have 
worked involves one woman in particular. While growing up, she attended a 
prestigious private school up through high school. She graduated and went 
to a good university and got an undergraduate degree. After that she went 
to an elite university and got an MBA, but she is now working as a temp. 
There is no doubt in my mind that the reason she does not get the kind of 
employment that she is worthy of getting—she is very bright and she gets 
along very well with people—is because of her size. I worked with her while 
she was working on her MBA, but she has not been able to get a job and I 
believe that she is alienated because of her body size. I think about her of-
ten because I think that she is discriminated against, and I also believe that 
this experience impacts Black women more than it impacts White women.

  Such negative perceptions eclipse their academic and professional 
achievements and undermine their character in a majority culture where 
one’s economic status and social position is inscribed in the body.

Across Black communities where the participants were raised, ac-
ceptable body sizes were stratifi ed based on life stage and social position. 
Young women were expected to have bodies that were shapely and sexu-
ally appealing to men. The single, most infl uential variable among par-
ticipants in this study in determining how young women both adorned 
and disciplined their bodies was determined by the male gaze and the 
marriage market. As long as women remained single, even into middle 
age and beyond, there is an expectation to ignore aging as an inevitable 
biological process and commit to the body work needed to insure a size 
that would attract male attention and ideally lead to a serious, committed 
relationship. After marriage and childbearing, women were expected to 
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gain some weight, but be careful to “not let herself go” (i.e., to abandon 
all interest in their fi gure and appearance). Among professional women, 
there was an expectation that they manage both their weight and how 
they dressed in order to be taken seriously. Older women, particularly 
grandmothers, were freer to indulge their appetites and be content with 
a higher body weight.

Until recently, Linda Jones had never had a weight problem. She 
had been slender since childhood and was much disciplined in her eat-
ing and physical activity. However, at the age of 52, Linda is seeing her 
body change both in terms of weight and the distribution of body fat. 
She is going through menopause. For the fi rst time, she has a protruding 
stomach and she complains that her clothes do not fi t. Linda is single 
and not currently in a relationship. She is also a faculty member at a 
prestigious university.

  I think part of the formation of our images comes out of our life experi-
ences, and for me I had never been considered overweight. I had never 
been on a diet. I had always been physically active and as I got older and 
as I have reached this age of 52, my clothes now don’t fi t. My dress sizes 
have changed, and for the fi rst time in a very long time, I’m faced with this 
issue of being overweight and having to really come to terms with what that 
means. I think that part of it is that the weight wouldn’t be as much of an 
issue for me if I wasn’t in one of those institutions where the expectation is 
that I should maintain an ideal body weight and be physically active. And 
that I’m also in a social class where I ought to be able to take advantage 
of resources for purchasing food, for gaining physical activity, and for eat-
ing food in way that would help me maintain—establish and maintain—an 
ideal body weight. And I think also it has something to do with the fact that 
I am also not in a relationship, and that I may become less attractive as my 
weight potentially would stay the same or increase.

  Taken together, workplace expectations for smaller body sizes, social 
expectations of single women to maintain a smaller body size, and the 
economic consequences of exceeding acceptable body size standards 
create considerable social and professional pressure for these women to 
be concerned about their weight.

Body Size and Black Women in Church

  Social structures and institutions, kinship systems or social networks, and 
patterns of authority and power construct culture at the community and 
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individual levels. These same social structures, institutions, and systems 
infl uence dietary choices and preferences. There is a growing literature 
that suggests involvement in a religious community and personal com-
mitment to religious beliefs and practices are positively associated with 
healthy outcomes (Matthews et al., 1998; Strawbridge, Cohen, Shema, 
& Kaplan, 2001). Of particular relevance for Black women is a develop-
ing discourse pioneered by womanist theologians to advance improve-
ments in health and health care experienced by the Black church and 
larger Black community (Douglas, 1999; Townes, 1998). It is unclear, 
however, the extent to which the social and political ideologies of Black 
church life—namely, infl uences on dietary practices, physical activity, 
and body size—support and reinforce attitudes, beliefs, and behaviors 
that would promote healthy body sizes for Black women.

Despite the recognition of the infl uence of social networks like faith-
based institutions in the socioecologic model of determinants of health, 
there is limited research on the relationship between religion, religious 
practice, and body weight. Ferraro found that “obesity is highest in states 
where religious affi liation is more prevalent and in states with a higher 
proportion of African American residents” (Ferraro, 1998, p. 238). Black 
women were described as being more religious, obesity was associated 
with higher levels of religiosity, and social class was inversely related to 
both obesity and religiosity. He reports fi nding no evidence “that reli-
gion plays a major role in aiding the management of body weight in the 
United States,” despite biblical admonitions against gluttony and per-
ceptions of fasting and other ascetic behavior as virtuous (Ferraro, 1998, 
p. 238). Consistent with fi ndings in this research, he reports,

  [T]here are some denominations which may be virtually silent on the issue 
of body weight. Such denominations typically emphasize the acceptance of 
people regardless of lifestyle and do not play a strong role as moral entre-
preneurs (e.g., Unitarians, Presbyterians). Still other denominations may 
be oriented to the moral importance of certain health behaviors such as 
smoking and alcohol consumption, but give little attention to body weight 
(e.g., fundamentalist denominations). (Ferraro, 1998, p. 225)

  Those congregations that foster acceptance of the individual regard-
less of physical appearance appear “to buffer or reduce any negative ef-
fects of obesity on well-being” (Ferraro, 1998, p. 239). Given the conso-
lation and comfort obese people may fi nd in church, Ferraro is skeptical 
that faith-based institutions will “become a major avenue of intervention 



108 Diabetes and Health Disparities

in the immediate future” (Ferraro, 1998, p. 239). However, the growing 
twin burden of diabetes and obesity in congregations with large numbers 
of African Americans calls for greater participation of these community 
institutions in health promotion and chronic disease prevention.

When considering the role of the church in promoting healthy body 
sizes among professional African American women, this research did not 
fi nd the church a signifi cant infl uence in promoting weight control or 
healthier body sizes. More often than not, the church was a place of 
refuge and a safe space for women of all sizes, particularly large women. 
Largeness among Black women in the churches attended by the par-
ticipants in this study was associated in many instances with nurturance. 
Among many of the women in this study who were in daily contact with 
the culture of thinness, they found within the church an affi rmation and 
acceptance of their size in the Black church. This acceptance was typi-
cally implicit rather than explicit. Body size and weight were simply not 
discussed.

At the church where this fi eldwork was conducted, the women 
perceived a relaxed “body environment” for women. Alma Mitchell re-
marked,

  Well, we have a diverse congregation, I think. Other races are represented 
here, so you see other body structures and types. I do feel that I fi t in fi ne. 
I don’t feel that there is a standard around me that I need to aspire to that 
I felt as a younger woman in my 20s when I was in church. Now I feel like 
I set my own precedence. I make my own rules. It’s not as important to me 
what other people think or how other people view me physically as much 
as it is important to me how I see me. I do, though, rely on my husband to 
give me input on how I present my weight.

  In response to the question regarding what women looked like who were 
“out front” (i.e., visible and in leadership roles) in the church, easily half 
of the women reported they observed women of all sizes in the congre-
gation or they stated the women were “large but not obese.” Ruth Hill 
remarked,

  Most of them were heavy. They were stylish but heavy. . . . I never thought 
about that until I became a lot older and mature after having children. I 
have come to believe that eating is the indulgence that women allowed 
themselves when they are trying to come out from certain habits in the 
world. They might say, “I don’t drink alcohol and I don’t do drugs. I don’t 
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smoke cigarettes.” The one indulgence that women in the church, I feel, 
give themselves permission to indulge in is eating.

  As noted by Ruth, more explicit comment was made about the impropri-
ety of smoking and consuming alcohol than about overeating. In a con-
versation I had with a female associate pastor of a Black Baptist church 
in Atlanta, she commented that pastors avoided making statements from 
the pulpit that would publicly embarrass persons in the congregation. It 
is possible to maintain one’s privacy about smoking or alcohol consump-
tion while in the public space of the church, but it is not possible to hide 
one’s obesity. Even when there was an emphasis in the church about 
honoring one’s body as the temple of the Holy Spirit, it was rarely if ever 
accompanied by “fat bashing” or attempts to shame or coerce congre-
gants to lose weight.

Large women were particularly visible in the church choir, and music 
is a central feature of Black worship. Large, talented Black women who 
sing in the choir are celebrities who are celebrated within the church 
and little mention is made of their size. Regina Jefferson recalls,

  I remember there was a woman in my husband’s choir who had to be at 
least a size 26 or 28, but she would dress “to the nines” [extremely well]. I 
mean, she would walk like she was walking on eggshells. The woman was 
just gorgeous. She was extremely heavy, but somehow she carried it off in 
that “complete package.” In contrast, there was another woman in the choir 
who was like her same size, but who was less skillful in dressing herself. She 
got many more [negative] comments about her size than did the woman 
who knew how to carry it off. I think the issue is to look good, and if you 
can carry off the looking good, if you can maintain the confi dence in your 
size and carry it off, I don’t think those people got the comments. It prob-
ably would have been the women who couldn’t carry it off who were more 
subject to it.

  Big, booming, and powerful voices seemed rightly housed in big bodies 
given the perception of largeness being associated with vocal talent as 
normative. Even beyond the cultural space of the church, well-known 
opera singers like Leontyne Price and Marian Anderson were also large, 
buxom women with powerful voices and a mesmerizing stage presence. In 
general, the ability to sing well and stir the emotions of the congregation 
toward tears or joy overshadowed and minimized body size in the cultural 
environment of the church, according to the participants in this study.
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About one-third of the women in this study reported explicit ex-
pectations of their church for disciplined bodily practices that included 
weight control, physical activity, and healthy diets in response to the rec-
ognition that their bodies were “the temple of the Holy Ghost.” From 
a modern language translation of the Bible, the scripture referenced by 
several of the women was that recorded in I Corinthians 6:18–20:

  Keep away from the desires of the fl esh. Every sin which a man does is 
outside of the body; but he who goes after the desires of the fl esh does evil 
to his body.

Or are you not conscious that your body is a house for the Holy Spirit 
which is in you, and which has been given to you by God?

And you are not the owners of yourselves; For a payment has been 
made for you: let God be honoured in your body.

  The scripture above captures expectations of asceticism historically as-
sociated with the early Christian church. Derived from the Greek word 
askesis, meaning exercise or training, asceticism typically involves “celi-
bacy, fasting, poverty, seclusion, and, often, a degree of self-mortifi ca-
tion in a program of self-discipline and self-denial intended to achieve a 
spiritual goal” (Newman, 2002).

Linda Jones is a member of a non-denominational church in Balti-
more that is very committed to fostering healthy bodies and attention 
to health and fi tness is modeled by both the pastor and his wife. She 
described how she perceives the emphasis on health in her church: 

  The head of my church is very physically active and he has an ideal body 
weight, as does his wife. So I think there is a little bit of, I guess, a little 
bit of intimidation that I feel, because when I joined the church in 1996, I 
was in that ideal body weight. I remember my pastor saying, “Are you still 
swimming?” Sometimes that’s what people will say when they really have 
noticed that you’ve gained weight and they think that you have gained it 
because you are no longer exercising. And so he has asked me on an occa-
sion or two if I’m still swimming. So I think that certainly in terms of the 
kind of doctrine that operates in my church of the body being the temple 
of the Holy Spirit, there is an expectation that we are not only responsible 
for our spiritual health but our physical health as well, and [the implication 
is] that if we are really people of faith and people of the gospel, then we 
will take care of our bodies and be responsible for what we ingest and for 
our lifestyles.
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  Linda’s church was in the process of building a family life center that 
would house a basketball court and other fi tness equipment to encour-
age physical activity and a healthy lifestyle among the parishioners.

Additionally, food is an important part of church sociality. Women 
are generally overrepresented on kitchen committees and in other func-
tions of hospitality. When food was served during special events at the 
church where fi eldwork was conducted, the menu was economical and 
carbohydrate-rich (e.g., spaghetti and meatballs, rolls, and cake). “Din-
ners” were available for sale each Sunday in the atrium of the church and 
constituted fried chicken, beans and rice, noodles, a green vegetable, 
one or two meats, and homemade cakes. For only $5 one could purchase 
this large, calorie- and fat-laden, midday meal. This service was provided 
by two members of the church whose business was catering. Therefore, 
it was a regular source of income for the caterers and the church, in ad-
dition to providing a time for members to eat and for fellowship after the 
church service.

Study Limitations

  The fi ndings from this qualitative, ethnographic study cannot be gener-
alized to the larger community of college-educated African American 
women or to other church congregations. The position of the principal 
investigator as a college-educated, professional, and obese Black woman 
may impose unintended biases in observations and interpretations of 
fi ndings. These same characteristics may have enhanced rapport with 
respondents and sensitivities to raced, gendered, and cultural practices 
and social interactions that are important in this research.

Situating the infl uences on Black female body size within a moral 
and cultural framework is necessarily a complex undertaking that argues 
for the inclusion of multiple voices in the articulation of how moral ide-
ologies, practices, and social interactions infl uence the shaping of Black 
female bodies. Synthesizing multiple voices, social locations, and inter-
generational effects on ideology and practice into a coherent theoretical 
framework without testing the theoretical assumptions in a larger, ran-
dom sample study using a survey methodology limits the validity of the 
fi ndings. Additional research is needed with a larger sample of college-
educated Black women to test the validity of the theoretical assumptions 
underlying these analyses.
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This study is further limited by the lack of a comparison group (e.g., 
a demographically similar group of White, Latino, or American Indian 
respondents). Without a similar inquiry of White and other racial and 
ethnic women, we cannot tease out how the experiences of these Afri-
can American women are culturally distinct from other women. Future 
research should be designed as a cross-cultural analysis with other racial 
and ethnic groups of women.

Additionally, participants in this research were subject to multiple 
and overlapping sociocultural infl uences on their body size. In addition 
to the cultural determinants addressed in this study, Black female bodies 
are also likely shaped by childhood trauma, personal coping strategies, 
medical history, the overplacement of fast food restaurants and liquor 
stores, and the paucity of options for fresh fruits, vegetables, and other 
nutritionally superior food options in communities of color, to name a 
few. Although this study addresses the cultural production of Black fe-
male bodies in a limited context, focused attention to the impact of these 
other social determinants is beyond the scope of this study.

Discussion

  This research discovered again that African American women—even 
those who are college-educated—defi ne and perceive obesity different-
ly. The 50% of African American women categorized by BMI as over-
weight would in fact deem themselves as being a healthy and attractive 
weight (i.e., in dress sizes 10–14). Yet, even though these women view 
this larger size as ideal, particularly after childbirth and into the middle 
age years, they still struggle with fi tting a larger African-descended body 
in a majority culture that abhors largeness in women. Black women in 
their 20s and early 30s were much more focused on preventing weight 
gain and avoiding the stigma of obesity than earlier generations of Black 
women. Among the second-generation, upper-middle-class women in 
the study, restrained eating and close attention to maintaining an ideal 
weight were already established in their cultural framework.

As professional women working outside the home, these women 
are in daily contact with the culture of thinness but fi nd some refuge 
and affi rmation in the Black church. All of the women in this study are 
very health-conscious and desire the benefi ts of a healthy lifestyle and 
a healthy weight, but they fi nd it diffi cult to incorporate this additional 
body work into their already overcommitted and overextended lives. 
There is a space for the primary prevention of obesity and overweight 



113Chapter 4 Culture, Meaning, and Obesity

that many of the women in the study missed. Specifi cally, women in 
their 40s did not generally grow up seeing their mothers and other adult 
women in their communities engaging in planned physical activity. The 
health benefi ts of regular physical activity may be a new expectation and 
cultural norm that could dramatically impact the lifestyles and health of 
professional Black women.

IMPLICATIONS FOR PUBLIC HEALTH PRACTICE

  This research marks an important beginning for additional intervention 
research intending to improve chronic disease outcomes for African 
American women. There are a number of lessons learned that can be 
integrated into public health interventions. For example, these women 
valued professional productivity and advancement, family, and quality of 
life. These priorities were clearly refl ected in how they committed their 
time and resources.

For most of the women, and particularly those with children at 
home, if opportunities for healthy eating and physical activity were not 
easily accessible to them in the course of the workday, they would be less 
likely to engage in either. Any campaign intending to change patterns of 
food consumption and physical activity must then address and modify 
the social environments of the workplace, family, and culturally moti-
vated sources of pleasure. For example, employers could grant 2 to 4 
paid hours each week for the express purpose of attending to a healthier 
lifestyle. This might allow women to shop for food, incorporate an hour 
of physical activity, or provide needed opportunities for physical activity 
for their children.

Additionally, these programs must affi rm the professional Black 
woman’s perception that being Black and female in particular spaces 
imposes a unique set of challenges in addition to the ones faced by all 
women. The professional Black women in this study perceived them-
selves as more vulnerable to job insecurity, because they occupied posi-
tions in arenas previously dominated by White men and women. These 
Black women were competitive and high achievers in the workplace, but 
more often than not, their competitiveness was tied primarily to insuring 
their economic survival and secondarily to achieving notoriety in their 
chosen fi elds. Their perceptions of vulnerability added to the tendency 
to overachieve and strive for a level of perfectionism in the workplace 
that tended toward chronic stress and a lifestyle that was not balanced. 
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Public health campaigns must also defi ne practical steps that a profes-
sional Black woman can take in the course of a week to facilitate health 
promotion and stress reduction.

Although not much was spoken in the interviews about physical ac-
tivity, the promotion of greater physical activity within this demographic 
of women is needed. Even though they possessed the resources to access 
fi tness facilities, this was not highly valued. Purchasing fi tness programs 
and structuring time to work out in the context of an already overcom-
mitted day were not the choices of most of the women in this study. 
Even though their professional work was sedentary, paying in time and 
money to “work” more was not part of their indigenous cultural frame-
work. While growing up, many of the women observed their mothers 
and other women in their communities dieting, but adding physical ac-
tivity to support their weight loss was a foreign concept. Arguably, these 
women appeared to have a more working class attitude toward exercise 
and physical activity, that is, taking care of oneself meant resting after 
work and attending to one’s family in spite of the known health benefi ts 
of physical activity.

Programs intended to increase physical activity in this demographic 
of African American women must not eliminate fi tness facilities or other 
more structured options for physical activity. Programs should include 
workplace policies that grant time away from work for physical activity, 
activities that accommodate children, activities that promote sociality 
and social support like walking with a friend or spouse, and strategies 
that promote physical activity over weight loss, allowing the woman to 
feel good about her efforts even when weight loss does not occur.

For example, over the past 10 years, I have observed more and more 
African American men and women walking to achieve greater fi tness 
at a nearby middle school track. In the middle of the track is a football 
fi eld. I can imagine a track with a playground in the middle that allows 
mothers to walk around the track while still being able to keep an eye on 
their children playing. This track could be made even more appealing 
by adding a bike lane for older children to ride their bikes or skate, for 
example, while their mother is walking and still able to keep her eye on 
the children. In a progressive county or neighborhood, paid staff would 
be available to assist in monitoring the activities of the children to ensure 
their safety.

Also, increased physical activity can be achieved through dance. Af-
rican Americans have a rich heritage of dance that can be directed to-
ward increasing physical activity and is both available and acceptable to 
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middle class Black women and their families. More importantly, dancing 
is enjoyable, relieves stress, and provides an opportunity to detach from 
the head and concentrate on the body, a much needed reprieve for the 
professional Black woman. African dance, salsa, swing, and praise dance 
are among the forms of dance that appeal to Black women of all body 
sizes. Among the challenges to the successful implementation of a dance 
intervention is ensuring that the form of dance accommodates varying 
levels of skill, talent, and mobility. The dance should not compromise a 
woman’s sense of respectability and decorum, understood to represent 
her social, occupational, and in some instances religious status. Again, 
the extent to which children can participate or be cared for during the 
time of the class will likely increase participation by professional Black 
women.4 Public performances by the dancers and dance parties foster 
recreation and a celebration of African American culture, re-establishing 
play as a necessary component of Black middle-class life for enjoyment 
as well as the health of a population disproportionately affected by type 
2 diabetes and obesity.

The current and projected burden of type 2 diabetes among all Af-
rican Americans in the U.S. necessitates new and added attention to the 
infl uences of the sociocultural environment, the workplace, and moral 
ideologies in constructing body size and risks for obesity. It is inadequate 
and a missed opportunity to achieve the mission of public health if we 
fail to promote and support an expanded research and practice agenda 
that addresses these factors.
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 The Centrality of Community in 
Eliminating Diabetes Disparities
LEANDRIS C. LIBURD AND JANICE V. BOWIE

5

INTRODUCTION

  Community is to public health what the body is to biomedicine. That 
is, the community in its multiple conceptual iterations is the primary 
focus of public health. The centrality of community in public health is 
what distinguishes its practice and epistemology from other enterprises 
concerned with health, illness, and disease in the populace. As the body 
has been theorized and contemplated across disciplines, so has the con-
cept of community captured the attention and imaginations of theorists 
across the social sciences, albeit with little consensus.

Constructs of community in public health practice and research en-
compass a broad array of realities from the standpoints of the professional 
and the persons presumably tied to a particular community. The multiple 
dimensions of communities as “organized systems of people in relation to 
one another” (LaBonte, 1997) who typically share one or more identities, 
including physical and social spaces, are explored in this chapter. While 
the exact nature of these systems and the relationships of the people that 
bind them vary across time and space are not well articulated or integrat-
ed uniformly in public health practice, community remains the principle 
unit of practice in chronic disease prevention and health promotion.

Too often in the history of population-based public health, geog-
raphy, political units, and demographic characteristics have been the 
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de facto defi nition of community by virtue of facilitating data collec-
tion. Quantitative data collection methods and descriptive epidemiology 
represent the cornerstone of public health. Indeed, national attention 
to the disproportionate burden of death and disability in communities 
of color and the institutionalization of a concern with improving minor-
ity health were mobilized in response to compelling epidemiological 
data (US DHHS, Secretary’s Task Force on Black & Minority Health, 
1986). However, the apparent inability of public health researchers and 
practitioners to construct a defi nition of community that is simultane-
ously precise and narrow enough to meet the requirements for statistical 
analyses and descriptive epidemiology, while capturing the intangibles 
of community that arguably represent the more authentic relational di-
mensions of this entity, have important implications for people with and 
at risk for type 2 diabetes.

In this chapter, a snapshot of the literature seeking to defi ne and 
theorize community and offer some distinctions important for practice 
in the language of community, such as community-based, community-
driven, community-recruited, and community-participatory, is provided. 
In the arena of health disparities, the word community can be under-
stood in a host of ways, including to delineate who holds power and who 
does not in public health work and as a euphemism for marginalized 
groups like the poor, racial and ethnic groups, and other disenfranchised 
members of our society. Ostensibly, defi nitions of community (i.e., who’s 
in and who’s out) are never value neutral with regard to power (Spears, 
2006). As such, community can also be a euphemism for political con-
stituents, that is, special interest groups, the voting public, and others 
with access to policy makers who wield signifi cant infl uence over public 
health practice and research. How then might the interpersonal dimen-
sion of community be operationalized to facilitate eliminating diabetes 
disparities in racial and ethnic populations? In the conclusion of this 
chapter, we discuss some of the lingering challenges associated with how 
we defi ne community and the implications of these defi nitions for sub-
sequent approaches to community-based public health.

WHY CONSIDER COMMUNITY IN PUBLIC HEALTH?

  The promotion of a greater good is the hallmark of public health. To 
achieve improvements in health requires an understanding of the deter-
minants of health and changes in strategies at individual, interpersonal, 
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community, and societal levels (Marmot, 2001). The value of micro- and 
macro-level approaches in achieving improved health outcomes is es-
sential, given that the goals of community health promotion and chronic 
disease prevention cannot be accomplished solely through individual-
focused initiatives.

The ecological model shown in Figure 5.1 depicts the interplay of 
factors and levels of infl uence on health and health outcomes. Illustrat-
ing diabetes, the fi rst level, individual, represents biological and personal 
factors like age, family history of diabetes, obesity, and physical inactiv-
ity. At the relationship or interpersonal level, factors include social net-
works that may infl uence or undermine positive health behaviors, such 
as social patterns of eating and cultural beliefs about the disease, and 
established patterns of diabetes self-management that may or may not 
be consistent with clinical recommendations. Community in this model, 
the third level, explores the settings where social relations occur, which 
from the standpoint of diabetes can include the availability of healthy 
food systems and other forms of environmental supports for health. The 
fi nal level is societal, which considers the broader factors that foster or 
negate health, such as economic policies that dictate foods stocked by 
bodegas; urban planning that ignores the necessity of sidewalks, bike 
lanes, and well-routed public transportation; and housing policies that 
segregate neighborhoods by race and income. (See chapter 6 by Navarro 
for a detailed discussion of the impact of residential segregation on the 
social construction of health disparities in communities of color.)

Studies show that community-level factors infl uence behaviors even 
when controlling for individual-level factors (Sampson, Raudenbush, & 

IndividualRelationshipCommunitySocietal

Figure 5.1 The Social Ecological Model
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Earls, 1997). It is at the community level that population health is most 
impacted and vital in aiding our understanding of its value and orien-
tation for planning comprehensive, integrative, and well-balanced ap-
proaches for diabetes prevention and control.

WHAT IS A COMMUNITY?

Defi nitions of community vary according to the discipline of the theorist—
sociology, anthropology, health services research, epidemiology, and human 
or social ecology—and the purpose of the inquiry.

—D. L. Patrick and T. M. Wickizer (1995, p. 47) 

  Practical problems with defi ning the community in public health emerge 
each time practitioners undertake new research or interventions. His-
torically, the term community fi gures prominently in early defi nitions of 
public health:

  Public health is the science and art of preventing disease, prolonging life, 
and promoting physical and mental health through organized community 
efforts for the sanitation of the environment, the control of community in-
fections . . . and the development of the social machinery which will ensure 
to every individual in the community a standard of living adequate for the 
maintenance of health. (Winslow, 1920, p. 30)

  In 1920 C. E. A.Winslow did not make explicit what he meant by com-
munity. This lack of precision in defi nition remains characteristic today. 
While the term is richly evocative and easily understood in everyday lan-
guage (Green & Kreuter, 1999), its multiplicity of meanings can cause 
problems in the design, implementation, and evaluation of public health 
interventions intended to improve health outcomes for a particular pop-
ulation group.

There is little or no consensus on what defi nes a community, a point 
that has not escaped commentary:

  [T]he term “community” has been defi ned in so many ways and used in so 
many contexts, that it has lost much of its meaning. Community may be 
used to refer to the psychological sense of community, a political entity, a 
functional spatial unit meeting sustenance needs, a unit of patterned social 
interaction, or simply an aggregate of individuals in a geographic location. 
(McLeroy, Bibeau, Steckler, & Glanz, 1988, pp. 362–363)
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  In recognition of this lack of clarity, scholars have attempted to pin down 
the meaning. As early as 1931, sociologist C. R. Hoffer identifi ed 43 dif-
ferent defi nitions of the term, but noted that they had three character-
istics in common: (a) they are human groups, (b) they carry out shared 
activities, and (c) they occupy space (Hoffer, 1931). He conceptualized 
communities as differing from neighborhoods in that communities en-
compassed indirect as well as face-to-face contacts and are less tangible 
than neighborhoods. In 1955 Hilary cited as many as 94 different defi -
nitions, all which concerned humanity, but still no universal defi nition 
emerged (Amick et al., 1995, p. 47).

Defi nitions of community vary by theorists, discipline, and the nature 
of inquiry, and public health practitioners employ a wide array of defi ni-
tions using their own lens and purposes (Patrick & Wickizer, 1995, p. 47). 
In a survey carried out by MacQueen (2001) of diverse groups from drug 
users to vaccine researchers, the following characteristics of community 
were mentioned by more than half of the respondents surveyed:

1. a common physical location,
2. shared perspective or interests,
3. joint action or activities, and
4. interpersonal relationships.

  Another defi nition used in public health conceptualizes community 
as containing six elements:

1. membership or sense of identity and belonging,
2. a common symbol system like language,
3. shared values and norms,
4. mutual infl uence,
5. shared needs and commitment to meeting them, and
6.  shared emotional connection (Israel, Checkoway, Schulz, & 

Zimmerman, 1994).

  In this conceptualization, a shared geographic location is possible but 
not necessary to constitute a community. For example, we observe char-
acteristics associated with community in public health efforts using on-
line health education, support groups, and advocacy groups, to name a 
few. An even more nuanced and multifaceted defi nition of community 
in public health is found in Walter’s work, which describes it as changing 
over time and with context, as arising in the context of commitment to 
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shared activities, and as including researchers in addition to those re-
searched (Walter, 1997).

In a recent review, McLeroy, Norton, Kegler, Burdine, and Sumaya 
(2003) distinguish four implicit conceptualizations of community em-
ployed by public health researchers: as setting, as target, as resource, and 
as agent. They note that the community as setting construct has domi-
nated public health to date, in line with the ongoing focus on individual 
behavior change, while the least used construct in public health is com-
munity as agent, which involves “respecting and reinforcing the natural 
adaptive, supportive, and developmental capacities of communities” and 
“carefully work[ing] with these naturally occurring units of solution as 
our unit of practice” (McLeroy et al., 2003, p. 530). Community as agent 
best captures a community-driven perspective in public health practice. 
Benefi ciaries of community-driven public health interventions are not 
passive recipients, but are actively and centrally engaged in defi ning the 
content and parameters of the program in ways that fi t and bolster the 
indigenous community structure.

A Synthesis of the Literature1

  This literature review was conducted by four graduate students at Emory 
University, capturing three semesters of study of the meaning of commu-
nity in public health and medicine. The goal of this synthesis of selected 
literature was to examine current uses of the term community in public 
health. Toward that end, we performed a systematic search of articles that 
employed the term in the most infl uential journals in public health and 
medicine. We restricted our search to articles from 20 journals, 10 in the 
public health literature and 10 drawn from medicine. We chose the jour-
nals in each fi eld with the highest impact factors, as determined by the 
ISI Journal Citation Reports for the year 2003 (the most recent year for 
which impact factors were available).2 We performed a MEDLINE search 

1 The authors would like to acknowledge that this review of the literature was contributed by gradu-
ate fellows and faculty of the Center for Health, Culture and Society at the Rollins School of Public 
Health and the Department of Anthropology of Emory University.
2 The journals reviewed from public health were:  American Journal of Epidemiology, American 
Journal of Preventive Medicine, American Journal of Public Health, Annual Review of Public Health, 
Cancer Epidemiology Biomarkers and Prevention, Environmental Health Perspectives, Epidemiolog-
ic Reviews, Epidemiology, International Journal of Epidemiology,  and  Tobacco Control . The medical 
journals reviewed were: American Journal of Medicine, Annals of Internal Medicine, Annual Review 
of Medicine, Archives of Internal Medicine, BMJ, Canadian Medical Association Journal, Journal of 
the American Medical Association, Lancet, Medicine,  and New England Journal of Medicine. 
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utilizing the keywords community health planning and community health 
services, limiting the results to articles from the 20 journals listed here. 
The one exception was the Canadian Medical Association Journal, which 
is not included in MEDLINE. For this journal, we searched EMBASE 
using the keyword community health. Those articles not containing the 
word community in their text were excluded from our analysis.

We coded the remaining 156 articles (99 from public health journals 
and 57 from medical journals) as to their use of the word community. 
Three of the students coded each use of the word in each of the articles, 
using codes developed through a grounded theory process of iterative 
testing and refi nement (Bernard, 1995; Coffey & Atkinson, 1996). Dif-
ferences of opinion were resolved through discussion and consensus. 
Data analysis was carried out in Microsoft® Excel® and Epi Info™ (Cen-
ters for Disease Control and Prevention, 2005).

This exercise yielded several revealing insights into the operational-
ization of the word community in the public health and medical litera-
ture on the topic. First, very few of the articles examined put forward 
an explicit defi nition of community. Only 4 of the 156 articles reviewed 
(2.6%) actively discussed the intended meanings of the term as used in 
the article. Second, there were multiple and changing meanings of com-
munity in most articles. In 92 of the 156 articles (59%), we observed the 
term used in more than one sense (e.g., might refer to a neighborhood in 
one part of the article and a shared characteristic like poverty in another 
part). On average the term community was used in 2.3 different ways 
per article. We identifi ed six categories of usage (see Table 5.1), includ-
ing (a) geographic locale, (b) shared characteristics, (c) level of social 
organization, (d) a group outside that with whom the researcher usually 
works, (e) as a synonym for public, and (f) as an adjective.

Identifying Community

Geographic Locale

  The most common operationalization of the term community was geo-
graphic: 57% of all articles used it to refer to a particular area. Interest-
ingly, articles published in public health journals were signifi cantly more 
likely to use a geographic defi nition than articles in medical journals 
(73% of articles in public health journals vs. 30% of articles in medical 
journals; p �  0.0001). The types of geography used to defi ne community 
in the articles we reviewed are listed in Table 5.2.
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The advantages to defi ning community geographically are that it 
is often politically expedient and generally very convenient for public 
health researchers and professionals. Describing community geographi-
cally means that the target population of an intervention is more easily 
captured for data collection and described. Given that residence in a 
given geographic area predicts risk for many health problems (Frumkin, 
2003; Krieger, Chen, Waterman, Rehkoph, & Subramanian, 2005), it 
may also provide a valid proxy for risk.

 USES OF THE TERM COMMUNITY IN THE ARTICLES REVIEWED

NUMBER
OF ARTICLES

PERCENTAGE 
OF ALL ARTICLES

Geographic Locale 89 57

Shared Characteristic 51 33

Level of Social Organization 18 12

Groups outside the Focus 
of the Research

60 38

Synonym for Public 12  8

Adjective 63 40

Table 5.1

  GEOGRAPHIC UNITS REFERRED TO AS A COMMUNITY 
IN THE ARTICLES REVIEWED

GEOGRAPHIC UNIT USED NUMBER OF ARTICLES USED

Neighborhood
City
Governmental District
Village or Small Town
Service Area of an Organization
Other

22
21
20
18
14
15

Table 5.2
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However, the operationalization of community as a geographic en-
tity may raise concerns about construct validity, as it relies on the as-
sumption that the geographic unit in question is residentially segregat-
ed, that is, that the people living in an area constitute a community in 
some meaningful sense. Drawing on MacQueen’s defi nition, use of the 
word community implies social connections in the local setting, an asser-
tion that may or may not be correct when geographic locale dictates the 
boundaries of what constitutes the community. In some cases, the ques-
tion may be one of scale. In the case of rural villages, it may be safe to 
assert meaningful social connections; however, to refer to an entire city 
as a community, as 21 articles did, may be imprecise. Similarly, assuming 
that those living in the service area of an organization constitute a com-
munity, as did 14 of the articles we reviewed, may not be accurate. Such 
defi nitions become problematic when they result in poorly planned or 
implemented public health programs. For example, a local diabetes edu-
cation program that relies simplistically on the expected diffusion of in-
formation across community social networks is likely to fail if these social 
networks do not exist.

Shared Characteristics

  Thirty-three percent of the articles reviewed described community as 
arising from a shared characteristic among a group of people. Shared 
characteristics used to defi ne communities in the articles reviewed are 
listed in Table 5.3. Articles about public health interventions in the Unit-
ed States were more likely to defi ne communities in terms of shared 
characteristics than those describing health projects in poor countries 
(33% of American articles vs. 14% of international health articles; p � 
0.035). This may be because community often provides a convenient 
euphemism for categories of ethnicity or class.

It is interesting to note that international health articles using com-
munity as a shared characteristic only used it as a euphemism for class, 
whereas articles about the United States most commonly used the word 
as a euphemism for ethnicity. Such usage often seemed to have less to 
do with the existence of an actual community among the people in ques-
tion than with the need of a researcher to fi nd an acceptable term for 
such uncomfortable categories as Black people or poor people. As an 
example, the Black community is often used to refer to all Black people 
in a given area, or even in a nation as a whole, whether or not they actu-
ally belong to a community characterized by regular interaction, shared 
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goals, or any of the other characteristics associated with community in 
MacQueen’s defi nition. Using the term in this way assumes homogene-
ity and eludes differences within a population, distinctions that may too 
often be ignored and are medically important.

Frequency of interaction in the communities thus described is rare-
ly, if ever, explored. It appears that community is a “feel good” word that 
can easily be used by researchers as a gloss for otherwise unacceptable 
categorizations based on race, class, sexual orientation, or lifestyle. This 
is likely an unconscious process, such that the use of community to refer 
to such populations is so common as to have become naturalized. None-
theless, we must be careful to avoid reinforcing structural inequalities 
through such usage.

Level of Social Organization

  Eighteen articles (12% of the total) used community to refer to a level of 
social organization that was larger than the family but smaller than, say, 
a nation. The primary advantage of this usage is community’s availability 
as a term that may fl exibly describe a variety of social levels at which 
individuals experience a sense of group identity and/or may share com-
mon needs and goals, such as households, neighborhoods, organizations, 
and illness communities. Again, as with geography, the question of scale 
is important. Clearly delineating the scale of the community in research 
or interventions will make those endeavors better conceptualized and 
targeted.

  SHARED CHARACTERISTICS USED TO DEFINE COMMUNITY 
IN THE ARTICLES REVIEWED

NUMBER OF ARTICLES

Ethnicity
Class
Lifestyle
Occupation
Church Membership and Faith
Disease
Other

30
19
 9
 5
 4
 2
 4

Table 5.3
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Groups outside the Focus of the Research

  Thirty-eight percent of the articles reviewed used community to mean 
all people other than those with whom the researcher usually works. Of 
the 156 articles reviewed, 43 used community to refer to everyone not in 
a nursing home or hospital, 9 to describe everyone not affi liated with a 
university, and 8 in some other, similar sense (e.g., in one article on drug 
users, community referred to everyone who did not use drugs). Perhaps 
not surprisingly, the use of community to refer to everyone not in the 
hospital was especially prevalent among articles in medical journals. 
Fully 46% of the articles reviewed in medical journals used the term in 
this sense, as compared to 17% of the articles in public health journals 
(p �  0.0001). The drawbacks to the use of the word in this sense will 
by now be clear, that is, not everyone outside of the hospital or the uni-
versity constitutes a homogenous group or one that interacts with one 
another in the meaningful way evoked by the term.

Community as a Synonym for Public Health

  Twelve articles (8% of the total) used community as a synonym for public 
health in the phrase community health. This usage was primarily limited 
to British journals.

Community as an Adjective

  The use of the term community as an adjective is perhaps the least well-
defi ned. A full 40% of the articles we examined used the term as an 
adjective in such phrases as community member and community-based 
organization. A substantial proportion of articles in both medical and 
public health journals referred to community as an adjective. Use was 
highest, however, in articles relating to international projects where fully 
52% of the articles used community as an adjective, usually in reference 
to an intervention. Table 5.4 provides a complete listing of adjectives 
often used to describe community.

Summary of the Literature Review 
and Recommendations

  Although interventions, organizations, and research were repeatedly 
described as community-based in the articles we reviewed, the nature 
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of the communities in which they were supposedly based was almost 
never discussed. A candid exploration of the power relationships that 
determine which individuals or organizations become able to speak for 
communities was likewise largely absent. Phrases like community par-
ticipation commonly referred to the participation of anyone other than 
the researchers. When community is used in such a generalized way, the 
diversity of voices every community contains is masked. If we are to im-
prove the measurable results of community-based interventions (Merzel 
& D’Affl itti, 2003; Susser, 1995), we must also attend to the confl icts and 
alliances that are an unavoidable component of community life (Paul 
& Demarest, 1984). Speaking more directly to these social realities of 
community work, and thus endeavoring to learn from them, can only 
strengthen the ability of public health practitioners to conduct effective 
research and interventions.

The importance of taking into consideration the multiple facets of 
community, including ties between people and their shared actions, is 
a common thread in these defi nitions. This point was stated strongly 
in the World Health Organization’s 1989 report on community involve-
ment in health (CIH), which stated that “CIH will be quite meaningless 
in practice if ‘community’ continues to be used in an undifferentiated 
way for a geographically defi ned area” (Oakley, 1989, p. 21). In other 
words, although collection of statistical information such as ethnic com-
position and educational attainment of the community may be useful, 
it does little to elucidate whether the area in question considers itself a 
community.

  USES OF COMMUNITY AS AN ADJECTIVE IN THE ARTICLES REVIEWED

COMMUNITY USED AS 
ADJECTIVE TO DESCRIBE:

NUMBER OF ARTICLES

Interventions
Members and Representatives
Agencies and Organizations
Research
Capacity
Health Workers

39
12
12
 9
 5
 4

Table 5.4
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In this review of the literature, the vast majority of researchers over-
looked precisely those aspects of community that may be most salient. 
Three of the four aspects of community identifi ed as most important 
by MacQueen (shared perspective and interests, joint action or activi-
ties, and interpersonal relationships) went unexplored in the articles re-
viewed. The “we feeling” or sense of communitas that gives the term 
community a positive connotation—the very connotation that the papers 
reviewed are drawing on in employing the term, especially in its use as a 
euphemism for class or race—was almost totally neglected. Conceptual 
clarity and agreement regarding the meaning of community, then, has 
not been reached in the literature on community health.

Regardless of the defi nition used or discipline of origin, we can agree 
that community is important to health and well-being. Practitioners and 
researchers must work together to improve our understanding of the 
characterizations of community if we are to more fully address the link 
between community and health.

First, researchers should be explicit in their manuscripts about what 
they are referring to when they use the term. This helps avoid some of 
the conceptual muddiness that is brought up by its polyvalence. The 
polyvalence of community is not bad in and of itself, because the mul-
tiple meanings are part of what makes the term so useful. Problems arise 
for the reader when it is assumed that the term is well-defi ned. At the 
level of social networks, reference to MacQueen’s attributes (common 
physical location, shared perspective and interests, joint action or activi-
ties, and interpersonal relationships) is a helpful beginning.

Second, we argue that researchers avoid using community as a eu-
phemism for racial and ethnic groups, lower classes, and groups defi ned 
by their involvement in so-called risky behaviors. Members of the ma-
jority population (e.g., White, middle-class American citizens) are rarely 
referred to as belonging to communities based on their ethnicity, class, 
or sexual orientation, but Black, poor, and gay people are placed in com-
munities in a manner that tacitly reinforces the structural inequalities 
associated with these identities. We would do better to realistically ad-
dress the heterogeneity and complexity of such identities, including the 
impact of stigma and marginalization on health and well-being.

Third, with respect to community-level studies, considerable confu-
sion remains about how theories are used or not used. Related to the-
ory construction and testing is the ecological fallacy that threatens the 
validity of results in community studies. Ecological fallacy is known as 
error in the interpretation of statistical data in a socioecological study, 
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interpreting general data too particularly or minutely (Last, 1997). The 
fallacy emerges from projecting to the level of individuals the general-
izations that apply to a population or vice versa. It is important for public 
health professionals to gain more understanding of how to measure and 
analyze constructs of theories, especially when transforming them into 
real world settings where theory, research, and practice ought to con-
verge (Glanz, Rimer, & Lewis, 2002; Last, 1997).

Fourth, when using community as an adjective in phrases like com-
munity intervention and community-based research, an exploration of 
what community is being evoked, including a discussion of how that com-
munity was defi ned, who has been chosen as representatives to speak for 
this community, and in what manner changing community needs and 
membership will be addressed, should be included in articles describing 
the research or public health program. A critical distinction is the extent 
to which community-based research and practice emphasizes conduct-
ing interventions in a community as a place or setting (see Table 5.1).

Overall, notions of community can be used to harness and mobilize 
power, usually through a process of identifi cation in which self-identifi ed 
community members work to involve others they view as community 
members. Alternatively, however, defi nitions of community can also be 
a way of siphoning off power by excluding unwanted voices from those 
included in a given community’s boundaries. In working with and for 
communities, researchers must ask: Whose power are we harnessing? To 
what purpose? On whose authority? And are we doing so in a way that 
posits real empowerment or just reframes the same old imbalances?

WHY IS COMMUNITY IMPORTANT IN 
DIABETES PREVENTION AND CONTROL?

Social networks and social support can affect mortality, psychological and 
physical functioning, and health perceptions, how individuals and families 
manage disease and illness, and many other intermediate health outcomes. 

—D. L. Patrick and T. M. Wickizer (1995, p. 50) 

  At its core, community entails a network of social relations. Community 
is also a key marker of the quality of human relations and so “resonates 
with our ideals about the nature of human life” (Norton, McLeroy, Bur-
dine, Felix, & Dorsey, 2002, p. 197). The term refers to something both 
real and ideal and is replete with both pragmatic and symbolic meanings 
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(Norton et al., 2002). Cultural anthropologist Victor Turner used the 
term communitas to refer to an acute psychological sense of community 
that emerges during collective ritual and is characterized by social equal-
ity, solidarity, and togetherness (Turner, 1974).

Social cohesion is described as the bonds that link or bring people 
together by promoting positive norms and facilitative conditions, which 
leads to collective effi cacy. Social cohesion is thought to promote health 
directly by enabling communities to strengthen their ability to prevent 
and contain disease at the community level. There is a large, longstand-
ing body of evidence that supports the case that communities, especially 
neighborhoods, with high social capital—a concept similar to social co-
hesion—are healthier places. Both social capital and social cohesion have 
been linked to economic development (Woolcock, 1998), investment in 
public goods like education (Goldin & Katz, 1998), crime and violence 
rates in a community (Kennedy, Kawachi, Prothrow-Stith, Lochner, & 
Gupta, 1998; Sampson et al., 1997), and improved health status (Holt-
grave & Crosby, 2003; Kawachi, 1999).

In addition to the traditional correlates of diabetes—demographic 
characteristics, family history, and access to care—the social determi-
nants of health and social context may more strongly infl uence individ-
ual and collective health behavior, as well as drive beliefs and actions 
about diabetes prevention, treatment, and control. Understanding so-
cial context makes it possible to evaluate a wider range of factors that 
potentially impact diabetes-related health disparities (Emmons et al., 
2008). Although mechanisms of the impact of social cohesion and social 
relationships on community health need further investigation, there is 
compelling and persuasive evidence that the lack of social relationships 
continues to be a major risk factor for disease and death (House, Landis, 
& Umberson, 1988; Marmot, Friel, Bell, Houweling, & Taylor, 2008; 
Patrick & Wickizer, 1995; Berkman & Syme, 1979).

Patrick and Wickizer (1995) offer an organizing framework for study-
ing community and health that illuminates pathways by which community 
operates directly or mediates risk factors and health outcomes. We have 
customized the framework (see Figure 5.2) to illustrate a few of the char-
acteristics and processes of diabetes that may be relevant for intervening 
and future study. According to the developers of the organizing framework, 
social and physical environments are infl uenced by cultural, political, and 
economic systems, each respectively refl ecting such elements as beliefs 
and values, health policy and community organizing, and distribution of 
income, employment, and housing (Patrick & Wickizer, 1995, p. 67).
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The next determinants illustrated in the framework are the social and 
physical environment. In the example of diabetes, as in many chronic 
diseases, social inequality and poverty are hypothesized to be among the 
most salient contributors to a health disparity. Physical characteristics of 
inadequate food systems, the lack of places to engage in physical activity, 
and residential segregation should also be considered in the model as 
impacting diabetes control. The fi nal components of the framework in-
clude community-level responses needed to support healthy behaviors, 
community health, and quality of life. The model elucidates both direct 
and indirect effects of community, noting that the social and physical 
environment may infl uence community outcomes directly or indirectly. 
In addition to its direct effect on community health, poverty might also 
have an indirect effect through community response. Designing and or-
ganizing medical care to low-income, uninsured individuals diagnosed 
with diabetes is an example of community response.

Cultural
Systems

Political and
Policy

Systems

Economic Systems
and Prosperity

Community
Social Environment
Poverty/inequality
Gender inequality
Social cohesion

Community
Physical Environment
Parks/green space
Food systems
Residential segregation

Community Responses
Community activation
Community social support

Community Outcomes
Social behaviors
Community health and QOL

Figure 5.2 A Framework for Studying Community and Health
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Finally, the model draws attention to a few of a longer list of deter-
minants operating or having an infl uence at the community level, largely 
because communities exist not only as physical structures but also as 
social and economic ones (Patrick & Wickizer, 1995). Determinants with 
social and economic consequences, such as deprivation and inequality, 
systematically infl uence community life and the life chances of its resi-
dents. Most evidence recognizes that behavior does not occur in isola-
tion and that for community-based efforts to yield benefi cial outcomes 
for both place and people, social and cultural infl uences will need to be 
supported to advance health and well-being for those experiencing dia-
betes or any other potentially severe chronic disease.

LINGERING CHALLENGES

  After naming a community in the most productive way to infl uence 
positive changes in health status, we are challenged to access and en-
gage those affected through respectful and equitable processes and to 
acknowledge their agency in defi ning a partnership with us in eliminat-
ing an identifi ed burden of disease. This type of approach democratizes 
science and is bidirectional with the community. It is cooperative and 
is structured for co-learning. It fundamentally changes the role of the 
researcher, the researched, the practitioner, and those for whom a pro-
gram is intended to benefi t. Toward this end we have not adequately 
challenged the assumptions of participation in public health research 
and practice. There is now a growing body of community-based partici-
patory literature and trade journals to respond to this challenge like the 
journal Progress in Community Health Partnerships: Research, Educa-
tion, and Action,  which is published by Johns Hopkins University Press 
and funded by the Robert Wood Johnson Foundation.

Participatory research is one strategy and a “fi rst step toward com-
munity involvement” (Nichter, 1999, p. 300). Anthropologist Mark 
Nichter, drawing upon his work in South India, believes participatory 
research (a) fosters an alliance between professional researchers and lay 
representatives, affording the latter the opportunity to contribute to the 
process and direction of enquiry; (b) challenges assumptions made by 
planners and decision makers, providing a check to the incompleteness 
and time-bound nature of expert knowledge and placing the opinions of 
stakeholders center stage; and (c) enables dialogue by translating popular 
knowledge into a form that planners and decision makers understand, as 
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well as translating expert knowledge into a form the lay population can 
understand (Nichter, 1999, p. 305). In this context, we have an oppor-
tunity to expand our understanding of what it means to be a culturally 
competent researcher and practitioner.

Another critical issue related to participation is the extent to which 
community-based research and practice emphasizes community as a 
place or setting, with or without active engagement of community mem-
bers, and with them involved in a few or most aspects of the research 
process or project. Figure 5.3 highlights these distinctions as fundamen-
tal to ensuring a defi nition that accurately represents and guides research 
and practice with communities. Granted, not all community members 
desire to be completely immersed in a research study or project; yet, 
participant voices and perspectives should be made transparent and may 
require different types of representation, depending on the focus of the 
research or project. For example, engaging people with diabetes and 
family members of people with diabetes is essential in the development 
of community-based interventions.

The demographics of what we have known over the past 40 years as 
the inner city is steadily being modifi ed by gentrifi cation and the infl ux of 
diverse migrant groups from neighboring borders and around the world, 
among other things. How is gentrifi cation shifting the disease burden 
among historically segregated communities of color? How is social cohe-
sion and social capital within these displaced communities affected such 
that poor health status is exacerbated? The answers to these and other 
questions can inform public health work to eliminate diabetes disparities.

Community-
recruited

Community-
participatory

Community-
based/placed

Study takes place
in the field

Participants recruited
geographically

Community organizations
and members included in
planning; outcomes
disseminated locally

Figure 5.3 Language of Community Public Health Research
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Extant community involvement models have not kept pace with the 
changing demographics, landscape, and dynamics of contemporary ur-
ban environments. There is a need for more intervention research, for 
example, that describes the diversity within racial and ethnic groups and 
captures aspects of this diversity in strategies to eliminate diabetes dis-
parities (e.g., clarifying historical, geographic, and cultural differences 
between Hispanic/Latino groups and incorporating this knowledge into 
diabetes prevention and control programs). Approaching communities 
disproportionately affected by diabetes as communities of identity al-
lows us to explore the multidimensionality of ethnic and cultural identity 
and how health-related beliefs, practices, social interactions, and norms 
are shaped within these communities and in response to external forces 
(Jones & Liburd, in press).

Public health practitioners have a rich history of seeking out and 
engaging community leaders in public health interventions. More often 
than not, we fi nd these leaders juggling numerous social, economic, and 
political challenges that are ever-changing and reconstructing their envi-
ronment. There tends to be a limited pool of community volunteers and 
health advocates in any one community, and their time and talents are 
desired by many. The household status and day-to-day patterns of con-
temporary urban communities (e.g., single-parent homes, two-income 
families, long work hours, long commutes, and absence of the extended 
family to assist with homemaking and childrearing) suggest urban dwell-
ers may be turning inward. For example, persons with young families 
appear to be choosing to invest more time after work in their children’s 
activities and other personal interests, and elder residents express con-
cerns about their safety at selected times and places. How can we recruit 
more community members and institutions into the work of eliminating 
diabetes disparities?

Today, public health workers and the communities they serve ob-
serve the market and other forces of modernity steer and shape their 
realities, including many of the risks to their health. There is a need to 
understand the lived experience of race in the U.S. We must work to dis-
courage policies that mitigate community health. There are encouraging 
signs by more recent public health action that has named key sectors of 
the political economy as units of practice and communities of identity 
suitable for public health interventions, such as the fast food industry, 
local agriculture, and working with systems of education to increase 
the number of persons graduating from high school. Some examples of 
these community-based approaches are provided in chapters 8–16. We 
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are inspired by the growing movement of participatory and community-
driven approaches to eliminating diabetes disparities in communities of 
color across the United States.
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The Infl uence of Residential 
Segregation on Health 
Disparities in the United States 
AMANDA M. NAVARRO

6

INTRODUCTION

  For centuries scholars have demonstrated the relationship between 
place, health, and well-being (Institute of Medicine, 2002). Place re-
fers to the various environments (e.g., social, economic, physical, and 
built) and settings (e.g., school, church, workplace, and neighborhood) 
where people live, work, learn, play, and worship (Institute of Medi-
cine, 2002). Early origins of public health recognized the infl uence of 
place on health and the effectiveness of environmental interventions to 
control and eradicate infectious diseases (e.g., safe water systems, food 
safety, and reduced crowding). However, as the prevalence of infectious 
diseases declined in the 20th century, public health interventions were 
more narrowly directed at the individual’s behavior and risk-reduction 
level to address chronic diseases.

In recent years, the importance of place to health status has once 
again been brought to our attention as our understanding of how social, 
economic, and political conditions and resources either promote good or 
bad health. These life-enhancing conditions and resources, referred to 
as the social determinants of health, can have a signifi cant infl uence on 
health outcomes (Baker, Metzler, & Galea, 2005). The social determi-
nants include employment and education opportunities, transportation, 
housing, retail provision, recreation facilities, land use, health services, 
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environmental hazards, social networks and social cohesion, and cultural 
norms and values. These determinants have shown multiple effects on 
health, including higher rates of death and disease burden, low birth 
weight, and decreased self-rated health (Macintyre & Ellaway, 2003; 
White & Borrell, 2006; Williams & Jackson, 2005).

The unequal distribution of life-enhancing conditions and resourc-
es across various populations is increasingly recognized as a signifi cant 
contributor to racial and ethnic health disparities (Schulz et al., 2008). 
When remedies are available but not used, modifi able inequalities in 
living conditions become inequities that are morally unacceptable. For 
example, one critical health-related neighborhood problem is the inad-
equate supply of affordable housing. Safe and well-maintained housing 
is associated with health by protecting against communicable diseases, 
injuries, poisonings, and chronic diseases, as well as reducing psycholog-
ical and social stresses (Anderson et al., 2003). Excessive housing costs 
can force household members to limit expenditures on other necessi-
ties (e.g., food, transportation, and medical care) and contribute to fam-
ily instability (e.g., frequent moving and homelessness). These effects 
of housing insecurity have negative implications for both physical and 
mental health (Anderson et al., 2003). In addition, unhealthy housing 
conditions are associated with increased risk of diabetes (Schootman et 
al., 2007). Recent evidence suggests that affordable housing can help 
improve physical and mental health outcomes by freeing resources for 
food and health care expenditures, reducing stress, creating an increased 
sense of security and control over one’s physical environment, and limit-
ing exposures to allergens and toxins (Lubell, Crain, & Cohen, 2007).

In this respect, the concept of place can also be an important con-
struct in understanding the role of social, political, and economic forces 
that foster increased health risks and poor health outcomes, particularly 
as it relates to the social and political institutions that create and per-
petuate social inequities in health (House & Williams, 2003; Mays, Co-
chran, & Barnes, 2007). To quote Pompay and colleagues, “The study of 
the places people inhabit may still allow us to explore the way in which 
structures work themselves through into the dynamics of everyday life” 
(Pompay, Williams, Thomas, & Gatrell, 2003, p. 400).

Some argue that these persistent inequities are due to racism, an 
ideology of inferiority that is used to justify the differential treatment of 
members of racial and ethnic groups by individuals and societal institu-
tions (House & Williams, 2003). To explain the relationships between 
deliberate decisions of the powerful and undesirable consequences for 
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the powerless, some researchers have now posited that race-based dif-
ferences in health are in large part due to racism. As such, racism is 
increasingly being recognized as a primary driving force that infl uences 
decisions made by persons and institutions that control economic and 
political power to restrict opportunities for communities of color. The 
construct of racism, translated through institutional policies and practic-
es, can limit access to opportunities and resources that promote health 
(House & Williams, 2003; Jones, 2000; Schulz, Williams, Israel, & Lem-
pert, 2002; Williams, 1999). Even when controlling for socioeconomic 
status, racial disparities in health persist as a result of correlated struc-
tural factors like segregation, economic disadvantage, and discrimina-
tion (Hofrichter, 2003).

The spatial segregation of racial and ethnic populations, that is, the 
physical expression of institutional racism, is a primary cause of racial 
differences of socioeconomic status by limiting access to education and 
employment opportunities and a key mechanism by which racial inequal-
ity has been created and reinforced (Williams, 1999; Williams & Collins, 
2001). Increasing evidence generated by various academic disciplines, 
such as social epidemiology, anthropology, psychology, demography, and 
sociology, have revealed the signifi cant impact that underlying social and 
economic structures have on communities and their ability to support 
and promote good health.

Specifi cally, researchers have argued that race-based residential seg-
regation can have multiple effects on economic and educational oppor-
tunities, which can “adversely affect health by creating a broad range 
of pathogenic residential conditions that can induce adverse effects on 
health status” (Gee, 2002; Schulz et al., 2002; Williams & Collins, 2001). 
Several conceptual frameworks that illustrate the structural forces (e.g., 
macro, social, and public policies) that infl uence social and economic de-
terminants of health, as well as community-based models that elucidate 
the pathways by which racial residential segregation produces disparities 
in diabetes, do exist (Schulz et al., 2005; World Health Organization, 
2007). However, the need to explicitly test the multiple pathways and ef-
fects of racism on public and institutional policy, residential segregation, 
and health inequities remains.

This chapter reviews evidence that suggests that racism, manifested 
through deliberate public policy and institutional decisions, causes the 
segregation of poor communities and communities of color, which sub-
sequently creates unhealthy living conditions and perpetuates health 
inequities. This chapter will explicitly explore the role that residential 
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segregation in urban areas plays in limiting access to opportunities and 
resources essential for promoting health and preventing chronic diseases 
like diabetes, and in turn, infl uences health outcomes among racial/eth-
nic groups. As a growing proportion of the world’s population live in ur-
ban areas that increasingly become concentrated with economically and 
socially disadvantaged populations, cities will become the “predominant 
social context for most of the world’s population” (Galea, Freudenberg, 
& Vlahov, 2005) and a critical focal point to address racial and ethnic 
health disparities. This chapter will focus on three general issues: (a) 
the physical, social, and economic disintegration of some parts of urban 
America; (b) the role of residential segregation (i.e., separation of ra-
cial/ethnic groups and concentration of the poor) in creating unhealthy 
neighborhood living conditions; and (c) the impact of negative neigh-
borhood conditions on health outcomes. In the conclusion, we propose 
several approaches to address residential segregation as means for elimi-
nating disparities in diabetes as an example.

THE DISINTEGRATION OF SOME PARTS 
OF CONTEMPORARY URBAN AMERICA

  The large migration in the latter half of the 20th century of primarily 
White middle-class and working-class Americans from cities to the sur-
rounding suburbs led to signifi cant reductions in population size, den-
sity, diversity, and resources in the cities (Freudenberg, Galea, & Vlahov, 
2006). Referred to as the spatial mismatch hypothesis, the migration of 
high-wage manufacturing jobs from older urban areas to newer subur-
ban areas in the Northeast and Midwest, coupled with discriminatory 
institutional policies and practices, has infl uenced unemployment and 
higher poverty rates among African Americans in urban communities 
(Kain, 1992). This mass exodus deprived cities of economic and social 
opportunities, including jobs and education, and concentrated illness 
and disease in these areas (Freudenberg, 2000; Galea, Freudenberg, & 
Vlahov, 2005). The divestment of resources in urban areas has led to the 
dwindling of essential resources and services to promote health and pre-
vent disease, producing urban pockets of poverty and racially segregated 
neighborhoods (Vlahov, Gibble, Freudenberg, & Galea, 2004).

While all forms of segregation were declared unconstitutional 
through a series of U.S. Supreme Court rulings, beginning with Brown
v. Board of Education  (1954), racial and economic segregation is still 
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prevalent in many urban neighborhoods across the nation (Kwate, 2007; 
Williams & Collins, 2001). Regarded as the “American apartheid,” Af-
rican Americans, and to some extent Hispanics/Latinos, continue to be 
concentrated in central cities, which are typically the oldest, more di-
lapidated, and most socioeconomically deprived part of the metropoli-
tan area (Acevedo-Garcia & Lochner, 2003; Zenk et al., 2005). This has 
resulted in fewer services and resources that are provided in neighbor-
hoods in which more socially disadvantaged people are concentrated. 
Thus, people who are already poor also live in resource-deprived neigh-
borhoods that lack the adequate infrastructure to lead healthy lives (Ma-
cintyre & Ellaway, 2003).

For example, research shows that residential segregation has re-
sulted in segregated public elementary and high schools across the 
country. For many communities, local government controls funding 
for public school education; thus, the resources in those communities 
determines the quality of schools (Williams & Collins, 2001). There-
fore, the exodus of businesses and jobs decreases the local tax base, 
impacting the ability of municipalities to provide adequate funding for 
education. The concentration of poverty in these communities is con-
sidered to be the primary cause of problems experienced by segregated 
schools. The lack of adequate community resources to provide quality 
public school education (e.g., limited curricula, deteriorated facilities, 
and less qualifi ed teachers) due to residential segregation, coupled with 
higher levels of neighborhood crime, contributes to poor academic per-
formance and high rates of school dropouts (Charles, 2003; Williams & 
Collins, 2001). Conversely, children residing in more integrated, affl u-
ent neighborhoods were signifi cantly more likely to attend high school 
and enroll in a four-year college (Charles, 2003). Research suggests 
that education is the strongest predictor of health, showing that less 
education results in earlier death and higher rates of diabetes-related 
risk factors like being overweight and physical inactivity (Freudenberg 
& Ruglis, 2007).

Municipal government policies can signifi cantly infl uence urban 
health by providing services, regulating activities that affect health, and 
setting parameters for urban development (Galea et al., 2005). A variety 
of government activities, such as those in housing, employment, crimi-
nal justice, transportation, employment, and public education, can affect 
health. Policies promulgated by these various sectors can play a powerful 
role in reducing or exacerbating health disparities by determining the 
level of essential services to provide in local communities.
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One example of this was the massive housing destruction and en-
suing epidemics that occurred in the Bronx in the 1970s as a result of 
planned shrinkage. A term fi rst used by civic leaders in New York City, 
planned shrinkage was a process proposed to guide the downsizing of 
urban areas by removing essential municipal services like police patrols, 
fi re departments, garbage removal, public transit, and sanitation services 
from communities through a variety of policy mechanisms (Fullilove, 
2003). Planned shrinkage was applied to many New York City communi-
ties, among them the impoverished area of the South Bronx where they 
were subjected to the withdrawal of fi re services beginning in 1971. The 
reduction in fi re services contributed to an enormous increase in fi res, 
which moved across the neighborhood in a contagious fashion and trig-
gered a fi re and housing abandonment epidemic in the area (Fullilove, 
2003). This resulted in outmigration, homelessness, and overcrowding, 
which ultimately had profound effects on the public’s health. Studies 
examining the impact of this contagious housing destruction on the 
health of local residents showed large numbers of residents displaced 
into adjoining neighborhoods, which resulted in marked increase and 
subsequent spread of illnesses and a decrease in social conditions (i.e., 
violence and disruption of social networks) in these surrounding areas 
(Fullilove, 2003). Referred to as “the synergism of plagues” (Wallace, 
1988), “the self-reinforcing, interactive mix of contagious urban decay 
and deterioration in both public health and public order” led to marked 
increases in tuberculosis, gonorrhea, HIV, homicides, suicides, drug 
overdose deaths, infant mortality, and low birth weight (Wallace, & Wal-
lace, 1998). On the basis of this research, it is apparent that the depletion 
of municipal services in the Bronx provides a stark illustration of the col-
lapse of public health triggered in large part by government policies.

Contemporary housing and lending practices and city zoning de-
cisions have exacerbated residential segregation of racial and ethnic 
groups across urban neighborhoods (Charles, 2003; House & Williams, 
2003). For example, redlining—which refers to the practice of denying 
or increasing the cost of services, such as banking, insurance, employ-
ment, and access to health care and food to particular geographical areas 
because of the race or income of its residents—has affected the health of 
cities. Redlining has its roots in federal policy, which subsidized home-
ownership by insuring low-interest bank loans for home mortgages (Poli-
cyLink, 2008). This policy has been attributed to the increase of residen-
tial segregation by demarcating low-income, minority neighborhoods as 
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least desirable, further accelerating the deterioration of neighborhoods 
and increasing the exposure to harmful conditions and diseases.

A recent study found that Chinese Americans residing in nonred-
lined areas had poor general and mental health, were more likely to be 
exposed to negative neighborhood attributes (e.g., toxic waste facilities, 
fast food restaurants, alcohol, and junk food advertisements), and lacked 
institutional resources (e.g., shortage of physicians, poorer schools, and 
lack of supermarkets and adequate public transportation) (Gee, 2002).

Zoning and other land-use decisions are often based on economic 
and political considerations and have been detrimental to urban poor, 
racial, and ethnic communities (Klitzman, Matte, & Kass, 2006). This 
land-use planning tool is used to designate certain areas as appropriate 
for certain uses (e.g., residential, commercial, and industrial) and can 
have a signifi cant infl uence on neighborhood conditions and health out-
comes (Maantay, 2001). For example, industrial areas tend to carry high-
er environmental burden than residential areas, such as poor air quality, 
noise pollution, storage of hazardous materials, and the proliferation of 
noxious waste-related facilities (Maantay, 2001). These noxious land uses 
tend to be concentrated in poor communities and communities of color, 
having signifi cant implications for health disparities. Zoning policies, al-
though intended to protect the public’s health and safety, have often 
shown to be exclusionary. By delineating between more and less desir-
able areas, zoning policies can either attract or deter commercial busi-
nesses and essential services into these neighborhoods (Maantay, 2001). 
For example, zoning regulations can prohibit low- and moderate-income 
housing in certain municipalities, as well as provide little incentive for 
supermarkets and green spaces to be built.

The subprime lending crisis in 2008 exposed the discriminatory 
practices by lending corporations in targeting low-income minority com-
munities for high-risk loans. Recent evidence demonstrates that lending 
practices by major mortgage lending institutions discriminated against 
residents of low-income communities of color by providing higher-rate 
mortgages, loans, and closing title fees to African American and His-
panic/Latino borrowers as compared to White borrowers (Bocian, Ernst, 
& Li, 2006; Campen et al., 2007; Woodward, 2008). Many cities are ex-
periencing signifi cant diffi culty funding public services with balanced 
budgets as a result of the housing market crisis that is a driving force 
in the economic downturn that started in December 2007. Unlike past 
downturns when housing was viewed as an area of economic strength 
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to help mitigate fi scal damage, approximately two-thirds of our nation’s 
cities have experienced an increase in foreclosures and a third are facing 
a drop in revenue (Dorn, Garrett, Holahan, & Williams, 2008). These 
communities are further burdened by the negative impacts of the sub-
prime crisis—foreclosures, depleting property values, lower tax bases, 
abandoned homes and increased crime—which is further aggravating 
health inequities.

IMPACT OF RESIDENTIAL SEGREGATION 
ON NEIGHBORHOOD LIVING CONDITIONS

  Residential segregation continues to persist between racial, ethnic, and 
poor populations due to social, economic, and political forces that have 
historically concentrated large numbers of low-income, racial, and ethnic 
groups in central cities. Despite general declines in residential segrega-
tion in the United States from 1980 to 2000, African Americans continue 
to experience higher rates of segregation than any other racial/ethnic 
group (Iceland, Weinberg, & Steinmetz, 2002; Wilkes & Iceland, 2004). 
One study showed that the poorer the neighborhood, the greater the 
proportion of African American residents, with over eight times as many 
African Americans in the lowest-wealth neighborhoods compared to the 
highest-wealth areas (Morland, Wing, Diez Roux, & Poole, 2002). Fur-
ther, despite improvements in economic integration, African Americans 
with higher incomes are less able to reside in neighborhoods that are 
commensurate with their socioeconomic status and tend to live in poor-
er neighborhoods than do Whites (Kwate, 2007). Other studies reported 
increasing residential segregation of Hispanics/Latinos and Asians in the 
many metropolitan areas (Charles, 2003; Iceland et al., 2002; Logan, 
Stults, & Farley, 2004).

Segregated urban neighborhoods are not designed to promote or 
facilitate the maintenance of healthy behaviors; therefore, their attri-
butes (e.g., toxic buildings, air pollution, lack of green spaces, and lim-
ited access to healthy foods and quality health care services) pose nega-
tive health consequences (Perdue, Stone, & Gostin, 2003). This “urban 
health penalty” constructs the concentration of poor people in urban 
areas and exposes them to unhealthy physical and social environments, 
which leads to a disproportionate burden of poor health (Freudenberg, 
Galea, & Vlahov, 2005). Given the growing evidence that disease burden 
and resources for health are socially and spatially structured, coupled 
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with increasing proportions of racial and ethnic populations inhabiting 
impoverished neighborhoods, increased attention has focused on exam-
ining how urban neighborhood conditions affect health and contribute 
to racial and ethnic health disparities. The following discussions will 
elucidate how residential segregation creates poor neighborhood condi-
tions, particularly as it relates to limited access to health services, green 
spaces, and healthy foods, which ultimately contributes to disparities as 
in diabetes.

Access to Health Services

  Across our nation’s communities, inequities in access to health care ser-
vices exist for those that are uninsured, Medicaid recipients, many racial 
and ethnic groups, and other vulnerable populations. Access to quality 
health care is an important component of diabetes management and the 
prevention of complications associated with diabetes. Poverty and the 
lack of insurance have a signifi cant impact on people’s ability to obtain 
care. Persons who lack health insurance are more likely to have unmet 
needs for health care and lack a usual source of care (National Center 
for Health Statistics [NCHS], 2007). Not having medical insurance is a 
major barrier to the receipt of needed health care services (Diamant, 
Hays, Morales, Ford, Calmes, & Asch, 2004). Adults and children from 
all racial and ethnic groups are more likely not to have a usual place of 
care than Whites (NCHS, 2007). Of those having a usual place of care, 
Whites are more likely to use a doctor’s offi ce or HMO, whereas Hispan-
ics/Latinos primarily used a clinic or health center, and African Ameri-
cans have a greater likelihood of using the hospital emergency room or 
outpatient department (Lethbridge-Cejku & Vickerie, 2005). Studies 
have also shown that many low-income individuals do not seek needed 
medical care due to competing priorities, such as having to pay for food, 
shelter, or utilities bills (Diamant et al., 2004). Further, rising fuel costs, 
the home foreclosure crisis, and the nation’s economic downtown have 
led to the increase in delaying or not seeking care because of people’s 
limited family budgets (Cunningham & Felland, 2008).

Residential segregation and the subsequent divestment of services 
in many urban centers have contributed to inequities in health care. 
Residents living in segregated communities face greater barriers in ac-
cessing health services due to a growing shortage of providers and health 
services and the greater likelihood of being uninsured (Cunningham 
& Felland, 2008). Approximately 56 million Americans are medically 
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disenfranchised, that is, with no or inadequate access to primary and 
preventive care due to local shortages of such physicians (National As-
sociation of Community Health Centers & The Robert Graham Center, 
2007). According to a recent report released by the National Association 
of Community Health Centers (NACHC), over 50 million people do 
not have access to a usual source of care because of a lack or inequitable 
distribution of primary care physicians (NACHC & The Robert Graham 
Center, 2007). Exacerbating the problem is the lack of physicians willing 
and able to work in impoverished neighborhoods (Hawkins & Proser, 
2004). Physicians who practice in low-income minority neighborhoods 
are less likely to be board certifi ed and less able to provide high quality 
care and referrals to specialty care (Williams &, Jackson, 2005). Addi-
tionally, pharmacies located in segregated areas are less likely to have 
adequate medication supplies, and hospitals in these neighborhoods are 
more likely to close (Williams & Jackson, 2005).

For these reasons racial and ethnic groups, which tend to be concen-
trated in cities and are disproportionately poor and uninsured, are more 
likely to rely on the safety net system. This system consists of a wide 
variety of providers delivering care to low-income and other vulnerable 
populations, including the uninsured and those covered by Medicaid. 
Major safety net providers include public hospitals, community health 
centers, teaching and community hospitals, private physicians, and other 
providers who deliver a substantial amount of care to these populations 
(Agency for Healthcare Research and Quality, 2003). However, despite 
federally funded programs like Medicaid and community health centers, 
many low-income, racial, and ethnic urban residents continue to con-
front overwhelming obstacles in obtaining adequate health care.

Community Health Centers

  For over four decades, community health centers have created the larg-
est national network of safety net primary health care services offering 
comprehensive community-oriented health care that is accessible and 
affordable to millions of low-income and medically underserved Ameri-
cans (Hawkins & Proser, 2004; NACHC, 2005). Community health cen-
ter patients are disproportionately low-income (92%), depend on Med-
icaid (35%), are uninsured (40%), are racial and ethnic minorities (64%), 
and tend to live in inner city communities (50%) (NACHC, 2008). Com-
munity health centers serve approximately 17 million patients around the 
country, offering a range of physical and mental health services, as well 
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as transportation, translation, and culturally sensitive services (NACHC, 
2008). Currently, over 1,000 community health centers deliver care in 
every state and territory, and with the increase of unemployed and unin-
sured or publicly insured adults in recent months, the need for safety net 
providers has increased (Proser, Shin, & Hawkins, 2005).

Many studies have recognized community health centers as mod-
els for screening, diagnosis, and managing chronic conditions, as well as 
eliminating health disparities and improving health outcomes for high-
er-risk populations by establishing themselves as a usual source of care 
and effectively meeting the needs of low-income and diverse patients 
who often face multiple and complex barriers (Hawkins & Proser, 2004; 
Hicks, O’Malley, & Lieu, 2006; NACHC, 2005; Politzer et al., 2001; Shi, 
Starfi eld, Politzer, & Regan, 2002; Shi & Stevens, 2007). Further, there 
is signifi cant evidence demonstrating that the presence of a health cen-
ter in a community is associated with decreased emergency room visits 
(Choudhry et al., 2007; Hawkins & Schwartz, 2003). A more recent study 
found that between 1998 and 2002, health centers experienced “statisti-
cally and clinically signifi cant” improvements in diabetes preventive care 
practices, including hemoglobin A1c and cholesterol levels (Chin et al., 
2007).

Yet, despite the overwhelming evidence that community health cen-
ters have been successful in providing care to those most in need and 
in controlling costs, cuts in Medicaid eligibility and benefi ts jeopardize 
the ability of health centers to continue to provide their current level 
of care. This fi nancial strain on health centers is compounded by the 
ever-growing numbers of uninsured, low-income, and chronically ill pa-
tients, usually among the most diffi cult and costly to treat because they 
delay needed care (NACHC, 2005). While health centers are able to 
collect payments from Medicaid, Medicare, and other public insurance 
programs, they continue to face substantial unpaid charges (NACHC, 
2005). As of 2004, community health centers provided almost $1.6 bil-
lion in uncompensated care. Therefore, adequate payments from third-
party insurers (e.g., Medicaid) are essential in the fi nancial stability of 
health centers.

Further, despite the passage of Title VI of the Civil Rights Act of 
1964 and the subsequent implementation of the Medicare program in 
1966, racial and ethnic segregation within the health care system persists 
(Smith, 2005). As a result of a segregated health care system, many racial 
and ethnic minorities in metropolitan areas rely on receiving medical 
care from medical schools, teaching hospitals, and public clinics, where 
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they are less likely than White patients who see private doctors in their 
offi ces for outpatient care to establish long-term, consistent, and trusting 
relationships with providers.

Medicaid

  Enacted in 1965 under Title XIX of the Social Security Act and con-
sidered the linchpin in our health care system, Medicaid is the nation’s 
publicly fi nanced health coverage program for low-income individuals 
and families who often lack access to employer-based health insurance, 
cannot afford private insurance, or are excluded from private insurance 
based on their health status (Kaiser Commission on Medicaid and the 
Uninsured, 2009). As of 2005, over 58 million people, approximately 
20% of the total U.S. population, were covered by Medicaid (Kaiser 
Commission on Medicaid and the Uninsured, 2008). A recent report 
by the Kaiser Commission on Medicaid and the Uninsured estimated 
that a 1% increase in the national unemployment rate would increase 
Medicaid and the State Children’s Health Insurance Program (SCHIP) 
enrollment of non-elderly adults and children by 1 million and would re-
sult in the number of uninsured adults to rise by 1.1 million (Dorn et al., 
2008). The authors also concluded that a 1% increase in unemployment 
would lead to a 3–4% reduction in Medicaid and SCHIP spending. The 
Medicaid program is an essential source of fi nancing for safety net pro-
viders that serve the uninsured and a signifi cant portion of the low-in-
come population (Kaiser Commission on Medicaid and the Uninsured, 
2009). Further, Medicaid is the largest source of third-party payments to 
community health centers and public hospitals.

Medicaid’s dependence on public assistance makes it particularly 
vulnerable to reductions in fi nancial support. Medicaid is often the fi rst 
to experience cutbacks, especially as states face limited fi scal capacity, 
strain during economic turndowns to meet increased demands for Med-
icaid coverage with declining state revenues, and the pressure to balance 
their budgets (Dorn et al., 2008). During an economic downturn, many 
people lose employer-sponsored insurance, which increases the number 
of uninsured as well as the number of people who qualify for Medicaid 
(Dorn et al., 2008). Moreover, while unemployment raises caseloads and 
costs for Medicaid, state revenues decline. Because of state balanced 
budget requirements, the loss of revenue and increase in expenditures 
resulting from economic downturn often leads to signifi cant cutbacks 
in needs-based assistance like Medicaid (Dorn et al., 2008). However, 
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it is during a time when state residents have the greatest need for help 
that cutbacks in assistance are most likely to occur (Dorn et al., 2008). 
Implementing cost-containment strategies to Medicaid (e.g., eligibility 
and benefi t reductions or restrictions and provider payment freeze or 
cut) will inevitably impact the fundamental safety net system that pro-
vides much needed services to poorer and sicker populations.

Access to Green Spaces

  The built environment, including green spaces, highways, and housing, 
has a signifi cant infl uence on physical and mental health. The divest-
ment in resources and services of these communities leads to the dete-
rioration of the physical environment in poor neighborhoods, resulting 
in disproportionate numbers of factories and landfi lls in segregated ar-
eas (Klitzman, Matte, & Kass, 2006). Because of such decisions, low-
income and racially and ethnically segregated communities are dispro-
portionately exposed to toxic physical environments, including airborne 
pollutants, heavy traffi c, and contaminants or other hazardous material 
from surrounding industrial areas, and are less likely to be able to access 
places for physical activity (Klitzman, Matte, & Kass, 2006; Schulz et al., 
2002).

Additionally, the lack of employment opportunities in impoverished 
neighborhoods forces inner city residents to travel longer distances, pro-
hibiting any free time to exercise (Lopez & Hynes, 2006). Studies have 
found that racial and ethnic communities are less likely to access parks 
and other physical activity settings as compared to White communities, 
often resulting from decaying sidewalks, parks, and playgrounds (Lee, 
Mikkelsen, Srikantharajah, & Cohen, 2008; Lopez & Hynes, 2006). In-
equities in access to playgrounds are also due to safety issues, such that 
residents limit their time in public spaces in order to reduce their risk of 
experiencing crime (Lee et al., 2008).

Access to Healthy Foods

  It has been well established that diet plays a critical role in the incidence 
and prevalence of diabetes. National dietary guidelines recommend di-
ets low in fat and sodium, as well as high in fi ber, fruits, and vegetables. 
However, modern political, cultural, and economic changes have sig-
nifi cantly infl uenced disparities in diabetes in racial and ethnic commu-
nities. Referred to as the social production of diabetes, these broader 
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changes have been increasingly recognized as critical factors that add 
to the burden of diabetes impacting racial and ethnic groups (Liburd 
& Vinicor, 2003). For example, recent economic forces and social poli-
cies have forced adults to work long hours or multiple jobs, resulting in 
limited time to prepare healthy meals and increasing spending and con-
sumption of fast food. This broader economic pressure has led to a social 
shift that has eroded traditional family norms of cooking and eating at 
home, now favoring and even promoting a quick and easy approach to 
eating outside the home.

Examining how these changes have infl uenced people’s ability to 
obtain healthy foods in their local neighborhoods and meet the recom-
mended dietary guidelines has gained attention in recent years. Mount-
ing evidence shows that the promotion of unhealthy eating habits in 
many low-income urban communities of color is infl uenced by the pro-
liferation of fast food restaurants, a defi ciency of supermarkets providing 
fresh produce, and the higher cost and poorer quality of healthy foods 
(i.e., low-fat dairy products, fruits, and vegetables) (Andreyeva Blumen-
thal, Schwartz, Long, & Brownell, 2008; Glanz, Sallis, Saelens, & Frank, 
2005; Glanz & Yaroch, 2004; Moore & Diez Roux, 2006). For example, 
urban residents pay 3–37% more for groceries in their local community 
compared to suburban residents who buy the same products in large 
supermarkets (Morland et al., 2002).

Many commercial businesses avoid segregated urban neighbor-
hoods, leading to limited services that are poorer in quality and often 
higher in price than those available in more integrated urban areas 
(Williams & Collins, 2001). The exodus of services like banks, restau-
rants, and large supermarkets from low-income, predominantly minority 
neighborhoods has forced residents to shop in small grocery or conve-
nience stores, which are often limited in providing fresh produce, are 
of poor quality, and have high prices (Morland et al., 2002; Schulz et 
al., 2002). The lack of adequate transportation available in low-income, 
segregated urban communities has exacerbated malnutrition among the 
poor by hindering access to healthy foods in surrounding grocery stores 
(Morland et al., 2002).

Recent studies have also confi rmed that inequities in accessing 
healthy foods are associated with the wealth and racial makeup of neigh-
borhoods (Baker, Schootman, Barnidge, & Kelly, 2006; Moore & Diez 
Roux, 2006). Segregated urban neighborhoods are often labeled “food 
deserts,” that is, neighborhoods that have an excess amount of fast food 
restaurants and few, if any, large supermarkets (Baker et al., 2006; Lewis 
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et al, 2005; Moore & Diez Roux, 2006; Powell, Slater, Mirtcheva, Bao, & 
Chaloupka, 2006; Zenk et al., 2005). Morland and colleagues found over 
three times as many supermarkets in the wealthier neighborhoods as in 
the lowest-wealth areas (Morland et al., 2002).

Morland et al.’s (2002) study’s fi ndings further showed the impact of 
residential racial segregation in access to healthy foods. Specifi cally, they 
found that supermarkets were four times more common in predomi-
nantly White neighborhoods than in predominantly African American 
neighborhoods. Moreover, wealthier and predominantly White neigh-
borhoods contained fewer small grocery stores, convenience stores with-
out gas stations, and specialty food stores (e.g., organic and kosher food 
stores) as compared to African American and poor neighborhoods. Other 
studies have found that most impoverished African American neighbor-
hoods were farther from the nearest supermarket than were the most 
impoverished White neighborhoods (Zenk et al., 2005).

The number of fast food restaurants in African American neighbor-
hoods, on the other hand, far exceeds that of those in predominantly 
White neighborhoods (Baker et al., 2006; Morland et al., 2002; Powell, 
Chaloupka, & Bao, 2007). One study examining racial residential segre-
gation as a fundamental cause of fast food density in racially segregated 
urban centers suggested that the primary reason for the proliferation of 
fast food restaurants in African American neighborhoods is that African 
Americans are specifi cally targeted by fast food companies and segre-
gation provides easy access to this population (Kwate, 2007). Targeting 
practices by fast food companies result in increased marketing of poorer 
quality foods to low-income and minority communities. The author con-
cluded that residential segregation “creates environments ripe for fast 
food” through the lack of zoning regulations to prohibit disproportionate 
numbers of fast food restaurants, as well as limited political empower-
ment of community members (Kwate, 2007).

Health Consequences of Poor 
Neighborhood Conditions

  Residential segregation has played a signifi cant role in shaping neighbor-
hood conditions that damage health, such as modifying built and food 
environments, as well as the delivery of health care services. These poor 
neighborhood conditions have been associated with multiple health con-
ditions and behaviors, such as higher rates of all-cause mortality, cardio-
vascular disease, diabetes, infant mortality, low birth weight, and poor 
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mental health (Schulz et al., 2002). Other studies have found that resi-
dential segregation is associated with infant and adult mortality, tuber-
culosis, cardiovascular disease, homicides, limited availability and access 
to healthy foods, and exposure to environmental pollutants (Acevedo-
Garcia & Lochner, 2003). Below is a summary of the negative health 
outcomes resulting from the lack of access to health care, green spaces, 
and healthy foods, all indicated in disparities in diabetes experienced by 
racial and ethnic populations.

Delayed or Nonreceipt of Care

  Racial and ethnic differences in health status are associated with how 
racial and ethnic groups interact with the health care system in terms 
of access to care. While individual factors (e.g., ability to pay, health be-
liefs, cultural practices, and language barriers) contribute to one’s ability 
to obtain care, there is also evidence that environmental determinants, 
such as the availability and accessibility of health care in the community, 
play a large role in delay or nonreceipt of care. Between 2003 and 2007, 
the proportion of Americans delaying or lacking needed medical care 
increased signifi cantly (Cunningham & Felland, 2008). For example, al-
most all racial and ethnic minorities were less likely to visit a doctor in 
the past 12 months than their White counterparts (NCHS, 2007). Previ-
ous research has also found that compared to insured adults, uninsured 
adults are more likely to delay seeking care and less likely to receive 
preventive services and be referred by primary care physicians for other 
health services (Diamant et al., 2004; NCHS, 2007). Delay or lack of 
medical care may cause more serious illness or complications, a worse 
prognosis, and longer hospital stays (Diamant et al., 2004). This is par-
ticularly true for people with uncontrolled diabetes.

The most recent National Healthcare Disparities Report found that 
disparities in health care access have not improved since 2003 (Agency 
for Healthcare Research and Quality, 2007). Specifi cally, African Ameri-
cans and Hispanics/Latinos were signifi cantly more likely to have worse 
access to care than Whites. Further, racial and ethnic disparities exist 
with regard to the burden of disease, quality of care, and treatment. 
African Americans and Mexican Americans were less likely to have their 
hemoglobin A1c or blood pressure under control than their White coun-
terparts. Whereas the gap between Whites and Hispanics/Latinos in re-
ceiving the three recommended services (i.e., HBA1c testing, eye exam-
ination, and foot examination) remained the same, the gap in the rate of 
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lower extremity amputations among persons with diabetes in these same 
groups increased (Agency for Healthcare Research and Quality, 2008).

Community health centers are considered to be the litmus test that 
signals the health of the nation’s safety net system (NACHC, 2005). 
Cutbacks to Medicaid can have an immediate and signifi cant impact 
on safety net providers and the health of their patients by dramatically 
increasing the number of uninsured patients treated at health centers 
and reducing much needed revenue from Medicaid to care for the un-
insured. The depletion of these revenue sources poses a great threat to 
the ability of health centers to provide needed health care to the most 
vulnerable populations and greatly erodes the safety net system, thereby 
exacerbating health disparities.

Despite overwhelming evidence that community health centers ad-
equately meet the health care needs of its patients and eliminate health 
disparities, many are threatened with closure. Closing these centers 
would increase disease and mortality rates and encourage overutiliza-
tion and inappropriate use of emergency rooms and hospital care. Using 
limited hospital resources in this manner could further undermine the 
community safety net as rising emergency room utilization would impact 
the fi nancial stability of local hospitals, ultimately exacerbating health 
care disparities among communities served (Hawkins & Proser, 2004).

Chronic Stress

 Neighborhood social and economic conditions not only impact physi-
 cal health but also mental health, particularly as it relates to emotional 
stress. Recent research has shown that individuals residing in economi-
cally disadvantaged neighborhoods have higher levels of chronic stress 
and poorer mental health (Schulz et al., 2006, 2008; Williams & Jackson, 
2005). Residing in segregated neighborhoods disproportionately exposes 
an individual to stressful environments, yet they lack the ability to access 
resources to cope with these stressors (Mays et al., 2007). Emotional 
responses to environmental events like psychological and physical stress 
have been shown as one pathway for social conditions to “get inside” 
the body by causing neuroendocrine and physiological changes related 
to disease processes (Kubzanksy & Kawachi, 2000). Coping with these 
chronic stressors can result in prematurely wearing down the body and 
increase risk of disease, otherwise labeled as a weathering effect.

This hypothesis suggests that poor communities and communities 
of color experience “early health deterioration as a consequence of the 
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cumulative impact of repeated experience with social or economic ad-
versity and political marginalization” (Geronimus, Hicken, Keene, & 
Bound, 2006). For example, residing in resource-poor neighborhoods 
that lack adequate employment and educational opportunities, as well as 
limit access to health care services, healthy foods, and green spaces, can 
contribute to chronic and acute daily stress. Also, persistent coping with 
chronic stress resulting from institutional racism can negatively impact 
health by causing premature physiological deterioration.

A more recent explanation posited by researchers to explain the ef-
fects of stress on the body is allostatic load (Mays et al., 2007). The allo-
static load hypothesis refers to the association between the psychosocial 
environment and physical disease. Allostatic load is stress-induced dam-
age, which is considered relevant in cardiovascular disease, cancer, in-
fection, and cognitive decline, and has been associated with accelerated 
aging (Brunner & Marmot, 2000). Chronic exposure to stress is associ-
ated with altered physiological functioning, which may lead to increased 
risks of disease and other health conditions (Geronimus et al., 2006; Wil-
liams & Jackson, 2005). Stress and other negative emotions like anxiety 
and depression have been shown to evoke physiological processes that 
are associated with cardiovascular and liver diseases, obesity, hyperten-
sion, and diabetes (Geronimus et al., 2006).

Health Outcomes and Behaviors

  Negative neighborhood conditions (e.g., proliferation of waste-related 
facilities, poor infrastructure maintenance, and high crime) caused by 
residential segregation and neighborhood divestment is positively asso-
ciated with diabetes and its related risk factors (Lopez & Hynes, 2006). 
For example, African Americans residing in more segregated metropoli-
tan areas are more likely to be overweight or obese (Chang, 2006). The 
depletion of resources and opportunities in segregated urban neighbor-
hoods can lead to the inability to walk to work, due to lack of infrastruc-
ture maintenance and fear of being a victim of crime, or the lack of 
adequate time to exercise due to longer commutes to long-distance job 
sites (Lopez & Hynes, 2006).

The characteristics of the built environment (e.g., accessibility to fa-
cilities, opportunities for activity, and aesthetic and safety qualities of the 
area) can infl uence an individual’s choice to exercise (Auchincloss, Diez 
Roux, Brown, Erdmann, & Bertoni, 2008). Recent evidence shows that 
living near walkable green spaces, the presence of sidewalks, and access 
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to facilities increase the likelihood of physical activity, including active 
transportation (e.g., bicycling and walking) (Frank, Saelens, Powell, & 
Chapman, 2007; Galea, Freudenberg, & Vlahov, 2005). Creating walk-
able neighborhoods where signifi cant numbers of people of color live 
will likely reduce insulin resistance and risk factors for the development 
of type 2 diabetes (Auchincloss et al., 2008; Frank et al., 2007).

Food choice is infl uenced by neighborhood environmental factors, 
such as distance to supermarkets, availability of healthy foods in nearby 
food stores, proliferation of fast food restaurants, and food prices (Bey-
doun, Powell, & Wang, 2008; Cassady, Jetter, & Culp, 2007; Flourney 
& Treuhaft, 2005; Jetter & Cassady, 2006; Powell et al., 2007; Stewart, 
Blisard, Bhuyan, & Nayga, 2004). All of these neighborhood factors have 
also been shown to be associated with poor nutrition, obesity, and diabe-
tes in children and adults (Beydoun et al., 2008; Inagami, Cohen, Finch, 
& Asch, 2006; Morland et al., 2002; Williams & Collins, 2001). Recent 
studies have also shown that perceived time scarcity (e.g., limited time 
for food preparation and consumption due to employment, income, and 
parental demands) can also have a signifi cant infl uence on diabetes-
related disparities (Jabs & Devine, 2006).

CONCLUSION

  Despite the overwhelming evidence demonstrating the signifi cant ef-
fects that residential racial segregation has on neighborhood conditions 
and health outcomes, many large cities and their surrounding subur-
ban areas are not expected to meet the Healthy People 2010 goals of 
eliminating racial and ethnic health disparities, which may be due in part 
to the failure of addressing this issue (U.S. Department of Health and 
Human Services, 2006). As our nation’s urban neighborhoods continue 
to face deleterious effects from residential segregation, divestment of 
municipal services, and exacerbating health inequities, researchers are 
calling for the need to reconceptualize disparities in a broader scope that 
goes beyond individual factors like diet and physical activity and con-
siders the multiple social determinants of health, in turn emphasizing 
the attention on developing strategies that change social and economic 
policies, social and physical environments, and the potential impact they 
have on health outcomes. Utilizing a socioecological approach to such 
interventions will enable public health practitioners to intervene at vari-
ous levels and settings.
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Researchers suggest that in order to effectively eliminate the nega-
tive effects of segregation, major investments must be infused into dis-
advantaged communities to improve their social, physical, and economic 
infrastructures (Williams & Jackson, 2005). However, the process of 
revitalizing and integrating urban neighborhoods that promote healthy 
eating must not perpetuate the displacement of its original residents 
through gentrifi cation. Gentrifi cation, the process by which higher-in-
come households move into low-income neighborhoods, can greatly 
benefi t a community by establishing new stores and resources in previ-
ously rundown neighborhoods (Levy, Comey, & Padilla, 2006). Howev-
er, despite the benefi ts the revitalization of such neighborhoods may also 
impose signifi cant fi nancial and social consequences for those already 
residing in those areas (e.g., inability to pay higher rents, mortgages, or 
property taxes and social isolation or confl icts) (Kennedy & Leonard, 
2001).

Promoting mixed-income or inclusionary zoning polices that offer a 
variety of housing prices or a percentage of housing units for low- and 
moderate-income residents can minimize residential displacement. 
Mitigating the negative consequences of gentrifi cation in previously ne-
glected neighborhoods through such strategies will not only minimize 
residential displacement but also allow low-income residents the oppor-
tunity to access health care services, healthy foods, and green spaces; 
gain employment, and thus health insurance coverage; and obtain a 
quality education—all essential contributors to good health.

Further, effective programs and policies addressing residential seg-
regation must provide opportunities for active participation from com-
munity residents in land planning and neighborhood revitalization pro-
cesses in order to ensure equitable outcomes. Public health researchers 
and practitioners are increasingly recognizing the need for approaches 
that build equitable partnerships between decision makers, health ad-
vocates and other practitioners, and community members to develop 
strategies that actually address local needs as well as broader community 
and social change. One such approach may be community-based partici-
patory research, which is founded on several key principles, including 
establishing a collaborative approach that equitably involves all partners 
in the decision making process, recognizing the unique strengths that 
each partner brings, promoting co-learning and capacity building among 
all partners, achieving a balance between knowledge and action, and 
emphasizing local relevance of public health problems and ecological 
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perspectives that recognize and attend to the multiple determinants of 
health and disease (Israel et al., 1998).

It is critical that efforts to eliminate health disparities focus on ad-
dressing conditions and forces, such as institutional racism and residen-
tial segregation, that perpetuate such disparities. The study of place, in 
this respect, can redirect our efforts to examine neighborhood contexts 
in order to better understand structural barriers and avoid the perpetu-
ation of “victim blaming” by solely focusing on individual behavior inter-
ventions. Efforts to address these social and economic determinants of 
health does not preclude the need to also address short-term outcomes, 
such as providing information and resources related to diet, physical ac-
tivity, and health care services. However, examining the political, social, 
and economic processes that create and perpetuate racial differences 
in access to social and economic resources is crucial. Thus, understand-
ing and addressing discriminatory institutional policies and practices and 
their impact on health will play a profound role in improving population 
health and reducing disparities in the prevalence of diabetes in com-
munities of color.
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 Community Change: Its 
Importance in Evaluating 
Diabetes Programs in 
Communities of Color1

MARK D. RIVERA AND PATTIE J. TUCKER

7

INTRODUCTION

  The Institute of Medicine (IOM) has defi ned public health as what we 
as a society do collectively to assure conditions in which people can be 
healthy (IOM, 1988). In practice, however, community members are 
not sought out and adequately engaged in shaping, implementing, and 
sustaining policies and programs. While addressing these gaps, it has be-
come increasingly common for community members, community-based 
organizations, and local health departments to work collaboratively to 
address community health issues. (IOM, 2003; Schwab & Syme, 1997). 

This chapter explores community change as defi ned on subsequent 
pages and within the context of diabetes health disparities and the social 
determinants of health in communities of color. Our discussion of com-
munity change as a relevant focus in the evaluation of efforts to elimi-
nate health disparities is organized through a melding of the National 
REACH 2010 Program Logic Model (Tucker, Liao, Giles, & Liburd, 
2006) with a socioecological Model (SEM) (Dahlberg & Krug, 2002). The 
need to maximize community involvement and build inter-organizational 

1 The fi ndings and conclusions in this chapter are those of the authors and do not necessarily rep-
resent the offi cial position of the Centers for Disease Control and Prevention.
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relationships is also discussed, along with the benefi ts of, and the need to 
evaluate, multilevel program and policy interventions. 

We argue that the quality and focus of the initial community assess-
ment sets up the rigor and value of the subsequent evaluation of com-
munity change. We propose a number of potential policy change targets, 
and suggest community level resources that can be measured to docu-
ment social and policy changes that support the elimination of diabe-
tes disparities. Community changes that refl ect an emphasis on shared 
capacity and outcomes are highlighted. Capacity and outcomes are not 
simple; they result from complex clusters of organizational resources 
and efforts across levels of a community. To ground this discussion, we, 
along with other authors in this text, consider the concepts of social de-
terminants of health and health equity. 

SOCIAL DETERMINANTS OF 
DIABETES AND HEALTH EQUITY

  Broad agreement exists on the impact of social determinants on health 
(Brennan Ramirez, Baker, & Metzler, 2008; Jong-wook, 2005; Kelly & 
Bonnefoy, 2007; Marmot, 2005; Smedley, Stith, & Nelson, 2003; World 
Health Organization, 2008). Social determinants of health include con-
textual factors, such as features of neighborhoods and broader commu-
nities (e.g., income distribution, segregation, access to resources linked 
to health, and exposure to hazards), as well as individual factors (e.g., 
family structure, education, occupation, and social support) (Brennan 
Ramirez et al., 2008). Framing the diabetes disparities discussion in 
terms of social determinants of health fosters a broader discussion of 
potential public health solutions (Schulz et al., 2005) and issues of health 
equity and social justice in communities of color (IOM, 2003; World 
Health Organization, 2008).

Health equity is an inherent right of all people to the resources and 
opportunities that help to ensure good health. In response to mount-
ing evidence of a strong relationship between health equity and social 
determinants of health (Blas et al., 2008; Inagami, Cohen, & Finch, 
2007; Prah Ruger, 2004; Working Group on Health Disparities 2005), 
the Commission on Social Determinants of Health was formed by the 
World Health Organization (WHO). Building on earlier work of the 
IOM (2003) and others, this commission has moved beyond immediate 
causes of diseases to examine “causes of the causes” and the structures 
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and socially determined conditions where people grow, live, work, and 
age (WHO, 2008). 

The commission concluded that social determinants affect access to 
healthy food and safe environments. Further, they concluded that social 
determinants lead to health disparities across social groupings with re-
spect to race, ethnicity, socioeconomic position, geographic location, dis-
ability status, gender, and sexual orientation. The commission’s fi ndings 
support the idea that these health disparities are avoidable and therefore 
an issue of health equity and social justice (WHO, 2008). 

A better understanding of the infl uences of social determinants on 
population health and health equity can inform the development and 
assessment of interventions and other forms of targeted action (WHO, 
2008). Sustaining targeted action will then require investments from a 
range of stakeholders (Krieger, 2001). To better understand the types 
of investments necessary to address social determinants of health, we 
explore what constitutes community change and the structures and ca-
pacities needed within communities to bring them about. 

Defi ning Community

  Before we can pursue community change as a viable outcome for popu-
lation health and achieving health equity, it is useful to establish what 
we mean by community and how communities factor into the health of 
their members. Liburd more extensively describes meanings of com-
munity and relationships between community and health in chapter 5. 
For this chapter, we defi ne a community as people and organizations 
that are governed by a local administration in the same geographic area. 
The people share social interactions, a sense of belonging, and political 
and social responsibilities. They also share culture and language, norms, 
interests, experiences, values, means of problem solving, and health risks 
and conditions (Brennan Ramirez et al., 2008; Hassinger & Pinkerton, 
1986; Hawe, 1994; IOM, 2003). Healthy communities collaborate across 
sectors and value contributions of ethnically, socially, and economical-
ly diverse community members. Communities consider and address a 
broad array of determinants of health and enable individuals to make 
informed, positive choices in the context of health-protective and sup-
portive environments, policies, and systems (IOM, 2003). 

Supportive relationships within a community allow greater partici-
pation in community life through social networks. Civic engagement is 
enabled and health status is better (Metzler, 2007). These relationships 
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are shaped by the history, culture, and demographics of people living 
in the community. Community organizations rely on social networks 
to infl uence policies, launch or institutionalize programs, and leverage 
resources to sustain them. Community relationships are also shaped 
by factors often associated with places in communities, as discussed at 
length by Navarro in chapter 6. These factors include walkability, access 
to public transportation, parks, a full-service grocery store, and physi-
cal characteristics of businesses. We will revisit in this chapter the im-
portance of place in efforts to achieve community change that reduces 
diabetes disparities.

Community Change

  In recent years, there has been a shift from a focus on changes in public 
health awareness, behavioral change, and clinical measures to a great-
er emphasis on the development of community capacity, effective re-
source mobilization, and increased sustainability of community changes 
(Bruner, Bell, Brindis, Chang, & Scarbrough, 1993; Flora, Emery, Fey, 
& Bregendahl, 2008; Kretzmann & McKnight, 1993). In the process, 
there has been a growing interest in programs and practices that build 
community capacity to create policies and other system-level changes, 
as well as changes in the capacities of governmental bodies, agencies, 
businesses, and other sectors of the community that support population 
health (KU Work Group on Health Promotion and Community Devel-
opment, 2007, (ch. 38). These changes are often described within levels 
of a SEM (Dahlberg & Krug, 2002), ranging from changes at the level of 
health-related behaviors of individuals to changes at the organizational, 
community, and societal system levels. The primary focus of this chap-
ter will be achieving and assessing change at the larger socio-ecological 
level.

Social ecology is the study of people in an environment and how 
those people infl uence one another (Hawley, 1950). The SEM has been 
used widely in pubic health and modifi ed for different contexts (Dahl-
berg & Krug, 2002; IOM, 2003). Each version can be seen as a heuristic 
that helps to guide our thinking regarding how best to affect the public’s 
health. With regard to social determinants of health, a SEM can help us 
think about the multiple determinants of population health, whereas a 
focus on any one level would underestimate the effects of other contexts 
(Klein, Tosi, & Cannella, 1999; Stokols, 1996). 
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THE REACH 2010 NATIONAL PROGRAM MODEL

  The Racial and Ethnic Approaches to Community Health (REACH) 
2010 logic model illustrates how local coalitions can take action to bring 
about reductions in health disparities in racial and ethnic groups. The 
sections of this chapter consider the stages of the REACH 2010 model 
with a primary focus on the fi rst three stages: Planning, implementation, 
and evaluation (see Figure 7.1).

The planning phase includes four components and begins with 
“understanding context, causes, and solutions for health disparity.” This 
understanding of context is continually emerging and helps the coalition 
to more effectively address health disparities. Further, the “planning and 
capacity building” component highlights those activities that prepare 
the coalition for action and result in a “community action plan” that, 
in turn, informs further coalition development. The coalition uses this 
plan, within the context of “existing activities” and “external infl uences” 
(e.g., demographic changes) to inform “targeted REACH action,” the 
fi rst component of the implementation and evaluation phase. Targeted 
actions lead to “community and systems change” and, in the process, 
“change agents change.” That is, in addition to affecting programs, poli-
cies, and practices within the community and broader systems, execut-
ing against the action plan causes changes that are internal to the co-
alition and its partners (e.g., increases in inter-organizational capacities 
and depth of relationships) that may increase effectiveness in addressing 
health disparities. “Widespread change in risk/protective behaviors” are 
hoped to be the result of community, systems, and change agent changes 
and, in turn, are linked to the ultimate goal of “reduced health dispar-
ity” and “other outcomes.” Finally, there is an arrow connecting these 
last two components to “coalition,” emphasizing a feedback loop where 
coalitions use ongoing assessment of their progress to modify plans and 
target their capacity building efforts (Tucker et al., 2006).

In this chapter, the primary focus is placed on three components of 
the REACH 2010 logic model. Planning and capacity building places 
emphasis on the readiness of a coalition and its members to take ac-
tion toward transforming community conditions and systems. Targeted 
REACH action addresses intervention activities believed to bring about 
desired effects. Community and systems change is directed toward 
changing risk conditions by altering the environment within which indi-
viduals and groups behave. (Tucker et al., 2006). Taken together, these 
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three areas for community change increase community capacity to elim-
inate health disparities.

Community Assessment

Strategic Planning

  Identifying the needs and assets of community members is an important 
step in determining the key issues to guide strategic planning and mobi-
lization to address diabetes disparities (Watson-Thompson, Fawcett, & 
Schultz, 2008). Therefore, it is important to include a diverse group of 
community representatives to ensure the needs across the community 
are considered. It is essential that change agents within communities de-
velop comprehensive strategic plans to implement, sustain, and evaluate 
these efforts. The IOM Committee on Using Performance Monitoring 
to Improve Community Health (1997) discusses the development of a 
community health improvement plan (CHIP). As part of the process of 
developing a CHIP, communities assess health needs and priorities, for-
mulate a health improvement strategy, and collaboratively identify and 
use indicators to monitor and make adjustments to the CHIP and its 
implementation. Assessment is often carried out at the organizational 
level and can facilitate the development of a strategic plan, identifi cation 
of priority programs, and mobilization of community resources. 

Needs

  Needs assessments help communities target their programmatic efforts. 
Communities also fi nd it helpful to periodically re-assess the needs of 
their target populations, since needs change over time (Myers, 1999; 
Petersen & Alexander, 2001). Supplementing this periodic review with 
other community indicators related to the economic, social, and physical 
community context is necessary to further assist communities in setting 
public health priorities. 

The IOM Committee on Using Performance Monitoring to Improve 
Community Health (1997) recommended creating a community health 
profi le composed of indicators of basic demographic and socioeconomic 
characteristics, health status, and health risk factors proposed by the co-
alition or other community level organization. This profi le offers a broad 
overview of a community’s characteristics, health status, and resources. 
For an added valuable dimension to these assessments, the community 
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health status indicators (CHSI) (U.S. Department of Health and Human 
Services, 2008) web-based tool has mapping capabilities that allow users 
to visually compare peer counties. The report generated by the CHSI 
tool can serve as a starting point for a community assessment of needs, 
quantifi cation of disadvantaged populations, and measurement of pre-
ventable diseases, disabilities, and deaths.

Many have argued that needs assessments fall short in some respects. 
They consider what is missing (i.e., a defi cit orientation) (Tatian, 2000) 
and may be conducted in a way that does not honor the understanding 
that mobilizing existing community assets can be an effective tool (Met-
zler, 2007).

Assets

  Asset-based approaches draw from the literature on risk-protective 
factors, termed “assets” (University of Arizona, 2008). Kretzmann and 
McKnight (1993) advocate for an asset-based approach to assist com-
munities in fi nding ways to empower themselves and to sustain change. 
Further, Kretzmann and McKnight have underscored the considerable 
assets that communities often possess and argue that it is helpful when 
assessing a community’s needs to simultaneously locate assets to help ad-
dress them. Assets within a community may include physical resources, 
skill sets (including problem solving) among community members, and 
structures and relationships at all levels of the community. By placing 
the focus on resources within a community’s individuals and organiza-
tions, it becomes possible not only to utilize these strengths but also to 
build on them (Tatian, 2000).

Identifying unacknowledged assets and needs can be empowering to 
communities. Making known both strengths and gaps helps communi-
ties to identify and implement home-grown solutions. Communities can 
draw from the scientifi c literature, as well as the knowledge and experi-
ence of community members, when identifying program priorities to ad-
dress social determinants of health (Monsey, Owen, Zierman, Lamberb, 
& Lyman, 1995). 

Community Participation

  Community-based participatory data collection strategies provide 
an even greater degree of specifi city with regard to the community’s 
context and a better understanding of the often indirect infl uences of 
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social determinants on a community’s health. Building this understand-
ing through community dialogue (e.g., through town hall meetings, fo-
cus groups, and other discussions) can inform the selection and targeting 
of activities in ways that better meet community needs. 

For example, Darrow et al. (2004) used community discussions to 
identify the types of intervention approaches most desired. These were 
found to include horizontal outreach to residents, vertical outreach to 
stakeholders and gatekeepers, strategic communications, capacity build-
ing, and infrastructure development. Ultimately, the process for iden-
tifying intervention approaches, that is, having signifi cant community 
engagement, led to them being well received. These discussions can also 
be structured to identify gaps in community resources and factors that 
may contribute to disease burden and, if addressed, may improve the 
community’s health (Aronson, Wallis, O’ Campo, Whitehead, & Schafer, 
2007).

Participating community members also gain valuable skills in the as-
sessment process, and their involvement helps ensure the sustainabil-
ity of this new knowledge within the community (Watson-Thompson et 
al., 2008) and feelings of empowerment (Butterfoss, 2004; Butterfoss, 
Goodman, & Wandersman, 1996) and can enhance a community’s ability 
to effectively mobilize its resources (Watson-Thompson et al., 2008). As 
can be seen, the strategic planning process establishes what constitutes 
success in regard to community change. This, in turn, informs the selec-
tion of targeted actions. 

Targeted Action

  As part of the planning phase, targeted actions within the context of a 
SEM are often selected to address community needs and with assets in 
mind (e.g., Bergstrom et al., 1995; Chappell, Funk, Carson, MacKen-
zie, & Stanwick, 2006; Dailly & Barr, 2008; English, Fairbanks, Finster, 
Rafelito, Luna, & Kennedy, 2006; Kegler, Twiss, & Look, 2000; KU Work 
Group on Health Promotion and Community Development, 2007, ch. 
8; Tucker et al., 2006; Watson-Thompson et al., 2008). Brenan Ramirez, 
Baker, and Metzler (2008) offer a workbook that can help communities 
identify targeted actions. Using a case study approach, they provide ex-
amples that illustrate community programs and approaches to increase 
health equity by addressing social determinants of health. 

Before turning to the organizational, community, and societal levels 
of the SEM, four areas for targeted action are briefl y reviewed: process 
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development, intervention development and implementation, policy de-
velopment and implementation, and citizen and resource development. 
These are adapted from the collaboration framework for addressing 
community capacity (Bergstrom et al., 1995). 

Multilevel Intervention Development 
and Implementation

  Targeted actions may take the form of multilevel community interven-
tions. Ideally they refl ect the community needs and assets identifi ed 
during the assessment and planning phase. Lafferty & Mahoney (2003) 
found that multilevel interventions include goals that focus on individu-
al, /family, neighborhood, and systems change. Programmatically, their 
focus tends to be social support, education and /training, and economic 
development (Aspen Institute, 1997; Lafferty & Mahoney, 2003; Rosen-
berg, Kerr, King, Moore, Patrick, & Sallis, 2008; Schensul & Trickett, 
2009). Interventions may target a specifi c health area, (e.g., type 2 diabe-
tes) within a priority population (e.g., African American adults). Efforts 
are then made to ensure intervention content and delivery match the 
preferences of the target audience and are culturally competent. Clearly 
defi ning the program and its intended population, and documenting its 
implementation, helps the community identify changes attributable to 
the program and apply lessons learned to other populations.

The benefi ts of comprehensive, multilevel interventions are well-
established (Glasgow, Vogt, & Boles, 1999; IOM, 2003; Lafferty & Ma-
honey, 2003; Lasker, Weiss, & Miller, 2001; Pentz, 2000). Consistent 
with the spectrum of prevention (Hanni, Mendoza, Snider, & Winkleby, 
2007), they utilize activities at multiple levels, including strengthening 
individual knowledge and skills, promoting community education, edu-
cating providers, fostering coalitions and networks, changing organiza-
tional practices, and infl uencing policy and legislation. Multilevel inter-
ventions partly refl ect the need to address multiple factors that infl uence 
a community’s health. They also refl ect a need to work (and leverage 
resources) across community sectors to bring about change. These inter-
ventions can build community capacity through improving approaches 
to governance, funding, staffi ng, technical assistance, and evaluation. 
Multilevel interventions may more effectively use social networks that 
cut across multiple community levels and thereby increase their effec-
tiveness in addressing barriers by involving those with infl uence over cir-
cumstances and events that fall outside a community’s control at any one 
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level. These interventions also honor the goal of involving and reaching 
all members across a community. 

The use of activities and interventions in combination with one an-
other, and at multiple levels, is one of the reasons that multilevel in-
terventions are likely to produce more lasting community change than 
single activities or interventions. (Cohen & Swift, 1999; Hanni et al., 
2007). Whereas effectively implementing and evaluating multilevel and 
multi-component interventions poses challenges (Lafferty & Mahoney, 
2003), there is wide support for their use to affect community change. 

Policy Development and Implementation

  Some interventions may entail new or expanded services (the plan itself 
may imply a policy change) with or without a stated intention that the 
programmatic policy will contribute to changes in health-related behav-
iors or outcomes (Pentz, 2000). Other interventions are directed at a 
policy process. Policies are action plans that are used to guide decision 
making to reach a desired goal. The steps making up the policy process 
may include issue defi nition, setting objectives and priorities, defi ning 
options, options appraisal, policy implementation and evaluation, and 
assessment of community capacity to develop and infl uence policies and 
actions related to implementing and evaluating policy changes (Brein-
bauer & Maddaleno, 2005; Hill et al., 2007). A targeted action directed 
at policy change may include one or more steps in the policy process. 
Overall, attributes identifi ed by Breinbauer and Maddaleno (2005) for 
an effective policy process, are the need for fl exibility, transparency, and 
openness to broad public participation.

There are different types of policies. For example, regulatory poli-
cies include formal laws, regulations, and ordinances. They can also 
guide rather than prescribe actions. Some or all of these types of poli-
cies may have implications for eliminating diabetes disparities. Program-
matic (or implementation) policies may be geared toward institutional-
izing programs (e.g., allowing employees time off from work to exercise 
and allotting resources to make stairwells safer and more appealing to 
encourage their use). Overall, regulatory policies may show the most im-
mediate effect, whereas programmatic ones have the most potential for 
long-term impact (Pentz, 2000).

The relationship between social determinants of health and health 
outcomes can be quite complex, indirect, and embedded in a range of 
contextual factors. In addition, the time often required to affect policy 
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changes, as well as the often signifi cant lag to reap benefi ts, may be seen 
as prohibitive. Documenting the impact of policy change on the public’s 
health also remains a challenge (Chaloupka & Johnston, 2007; Hill, Sal-
lis, Peters, 2004; Mackenbach; 2003), especially with regard to the im-
pact of policy changes on social determinants and health equity (Kelly & 
Bonnefoy, 2007). However, there is general agreement that both policy 
and programmatic targeted actions strengthen the ability of multilevel 
interventions to produce sustained effects and, in turn, sustain com-
munity prevention efforts (Pentz, 2000). Community-based diabetes 
programs are encouraged to develop, implement, enforce, and evaluate 
policy changes directed at reducing diabetes disparities. 

Capacity Development

  Building community capacity to sustain targeted action toward commu-
nity change is critical. In addition to training and technical assistance, 
effective interventions require increased community participation. Par-
ticipatory approaches recognize the rights of community members to 
make decisions about issues that affect their collective health.

These approaches help partnerships build on local strengths and re-
sources (Cargo & Mercer, 2008). Throughout the process, from deter-
mining community needs and assets through implementation and evalu-
ation of targeted action, a community-based participatory approach is 
strongly encouraged. These approaches foster social justice through 
the inclusion of individual community members, community organiz-
ers, public health workers, policy makers, and others (Cargo & Mercer, 
2008).

THE COMMUNITY-BASED 
SOCIOECOLOGICAL MODEL

  The socioecological model used here will be referred to as the commu-
nity-based socioecological model (CBSEM). The CBSEM is a concep-
tual, multilevel model that depicts health related behaviors as not only 
how an individual’s knowledge, beliefs, and behaviors infl uence their 
health status but also how efforts at multiple community levels can infl u-
ence long-term healthy options for an entire population (Ammerman & 
Mansourch, 2005; Dahlberg & Krug, 2002; IOM, 2003). The CBSEM is 
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closely aligned conceptually with the IOM determinants of health model 
provided in chapter 3. The CBSEM’’s fi ve levels are: (a) individual, (b) 
family and social networks, (c) organizational, (d) community and inter-
organizational, and (e) systems. 

Efforts to reduce and eliminate diabetes disparities begins at the in-
dividual level. In addition, the family and social networks level includes 
an individual’s closest network of people (i.e., family, friends, peers, 
providers, etc.) who promote healthy behaviors and encourage the indi-
vidual to make healthy choices. An individual’s social network may vary 
in size, stage of the life cycle, frequency of contact, relationship quality, 
and geographical proximity. These networks may also infl uence an indi-
vidual’s norms and values (Ammerman & Mansourch, 2005; Dahlberg & 
Krug, 2002; IOM, 2003). 

Although the lifestyle factors and social networks of individuals with 
diabetes are clearly important to address health disparities, we now fo-
cus on change within and brought about by community organizations 
and through their inter-organizational relationships within and outside 
the community. In turn, we frame the discussion of community change 
at the level of an individual organization, an inter-organizational or com-
munity level, and a systems level. As with the model introduced by Li-
burd in chapter 3, we see the lines between CBSEM levels as dotted, 
indicating that their relationship is dynamic, with individual organiza-
tional capacities and having direct implications for what is accomplished 
inter-organizationally and at the systems level.

Organizational Level of the CBSEM

  At the organizational level there are local entities and organizations that 
infl uence community conditions. They include government (e.g., state 
and local health departments, federal agencies, schools, and law enforce-
ment), non-profi ts (e.g., faith-based institutions, voluntary organizations, 
and associations), and businesses and industries (e.g., barbershops, beau-
ty salons, grocers, and chambers of commerce) (Ackermann, Finch, Bri-
zendine, Zhou, & Marrero, 2008; McKeever, Koroloff, & Faddis, 2006). 
Various organizations provide the public with diabetes information and 
materials to increase awareness on the prevention, treatment, and con-
trol of diabetes. Some national, regional, and statewide organizations and 
associations exist to provide evidence-based guidelines and resources to 
health professionals and practitioners. 
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Structure

  Formal organizations existing in the U.S. are typically categorized as (a) 
government, including federal, state, and local government (i.e., county, 
sub-county, etc.); (b) non-profi t organizations with a tax-exempt status 
(i.e., private foundations, professional association, faith-based organiza-
tions, etc.); or (c) business and industry, or for-profi t organizations (i.e., 
restaurants, convenience stores, barbershops, etc.). Members of U.S. 
communities are served by one or more of these organizations where the 
resources offered may vary from one community to the next. For exam-
ple, one community may have access to a supermarket where a variety of 
fresh fruits and vegetables are sold, whereas another community’s access 
to fruits and vegetables is limited to a local convenience store. Planners 
of community-based diabetes interventions should examine the engage-
ment of these institutions in supporting a broad range of efforts that 
reduce the burden of diabetes in communities of color.

Government

  Several federal agencies and national organizations serve as clearing-
houses for people seeking diabetes information (National Institute of 
Diabetes and Digestive and Kidney Diseases, 2007). They also provide 
evidenced-based clinical practice guidelines and information regarding 
federal regulations to community health professionals (U.S. Department 
of Veteran’s Affairs, 2007). Federal organizations may also provide funds 
to state-based diabetes prevention and control programs to develop and 
maintain local programs (Centers for Disease Control and Prevention, 
2008) and resources to support diabetes research (Juvenile Diabetes Re-
search Foundation International, 2009; National Institute of Diabetes 
and Digestive and Kidney Diseases, 2009; National Kidney Foundation, 
2009).

Local entities like schools must now serve the diabetes management 
needs of their students (Kaufman, 2002), but this does not always hap-
pen. Instead there are children with diabetes enrolled in schools and 
daycare centers with personnel who are not equipped to make good 
diabetes management possible for their students (Kaufman, 2002). It is 
therefore essential for families to understand their children’s legal rights 
in schools. In turn, schools are charged with meeting federal laws that 
provide protection to school children with diabetes (Kaufman, 2002). 
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Non-Profi t Organizations

  The reach of non-profi t organizations to promote diabetes awareness 
can extend well into the community. A number of national non-profi t 
diabetes organizations produce and disseminate educational materials 
and publications to respond to frequent inquiries, including those from 
health professionals, regarding the prevention and treatment of diabetes 
(e.g., The American Diabetes Association, Diabetes Exercise and Sports 
Association, National Diabetes Education Program, National Kidney 
and Urologic Diseases Information Clearinghouse Program, National 
Kidney Disease Education, and Weight-Control Information Network). 
They also play a signifi cant role supporting, funding, and advocating for 
diabetes research and programs (Centers for Disease Control and Pre-
vention, 2008). 

Faith-based institutions are also involved in local health promotion 
strategies that support diabetes prevention and control. One example is 
Project Diabetes Interventions Reaching and Educating Communities 
Together (Project DIRECT), which is described in more detail in chap-
ter 8. This multi-year participatory research project, sponsored by the 
Centers for Disease Control and Prevention, examined how social and 
environmental changes to support diabetes prevention and control were 
achieved by a North Carolina historically Black university and Black 
churches in southeast Raleigh (Reid, Hatch, & Parrish, 2003). Other 
types of non-profi t organizations have also demonstrated their capacity 
to implement diabetes prevention programs. For example, the Young 
Men’s Christian Association (YMCA) participated in a study to evalu-
ate the delivery of a group-based diabetes prevention program lifestyle 
intervention in a YMCA facility located in a semi-urban community. The 
YMCA was found to be a promising conduit for disseminating diabetes 
interventions to adults at risk of diabetes (Ackermann et al., 2008). An-
other type of non-profi t organization is the Association of Community 
Organizations for Reform Now (ACORN), a grassroots community orga-
nization of low- and moderate-income people addressing community is-
sues, including affordable housing, quality education, and access to health 
care services. An example of their work takes place in California where 
ACORN elected to “organize statewide for affordable, quality coverage 
for all Californians,” regardless of age and immigration status (ACORN, 
2007). It was reported in April 2007 that the efforts of ACORN mem-
bers led to the San Francisco Board of Supervisors landmark legislation 



184 Diabetes and Health Disparities

requiring medium and large businesses to provide health coverage for 
their workers. (ACORN, 2007).

Business and Industries

  People often spend the majority of their working hours at worksites. 
Worksite health promotion programs are making signifi cant contribu-
tions to improved diabetes control (Glasgow et al., 1999). For example, 
Burton and Connerty (1998, 2002) found that worksite-based patient 
education programs for employees resulted in signifi cant improve-
ments in diabetes control. Such programs are expected to lead to lower 
health care costs and improved quality of life (Burton & Connerty, 1998, 
2002).

One result is that businesses of all sizes and from various industries 
are implementing health promotion interventions. The African American 
Health Coalition, a REACH 2010 project in Portland, OR, implemented 
several interventions to reduce disparities among African Americans. 
The Lookin’ Tight Livin’ Right intervention is implemented in local 
beauty salons and barbershops. Based on established relationships with 
their clients, trained hair stylists used motivational interviewing tech-
niques to educate clients about cardiovascular disease, a co-morbidity 
of diabetes (McKeever et al., 2006).

Organizational Policy

  Policy determines the rules by which opportunities are framed, that 
is, what is allowed, encouraged, discouraged, and prohibited (Bell & 
Standish, 2005). Flexibility in government, non-profi t, for-profi t, and 
other decentralized community-level organizational structures can sup-
port differing community change needs (Hamilton & Tesh, 2002). In-
creases in organizational fl exibility at the community level may represent 
a signifi cant change. Communities also benefi t when organizations are 
familiar with key community issues and understand how its functions 
can serve community needs (Tatian, 2000). A community organization’s 
targeted actions that contribute to local strengths and resources will in 
turn experience social engagement and growing levels of community 
trust (Cargo & Mercer, 2008).

Policies affect a range of community characteristics. For example, 
they infl uence the types of businesses in a geographic area, their proxim-
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ity to residential neighborhoods, and residential neighborhood density. 
The policy development process, which includes defi ning the issue, es-
tablishing objectives and priorities, determining options, assessing the 
options, and implementing and evaluating the policy, shapes these and 
other neighborhood characteristics (Breinbauer & Maddaleno, 2005). 
The policy process can be infl uenced by the efforts of local businesses 
and advocacy groups, as well as government agencies and other entities 
within and outside the community. 

Organizational policies vary and are typically aligned with the goals 
and objectives of the organization. The reasons an organization might 
develop policies include: to institutionalize programs and services; cre-
ate environments that are more supportive of behavioral changes; adopt 
health-enhancing standards and guidelines for delivery of programs, 
practices, and services; conform to laws and regulations; connect to an 
intervention component of another organization; and respond to com-
munity concerns. Policies that affect community environments present 
organizations with opportunities to eliminate health disparities (Bell & 
Standish, 2005). 

Improved enforcement of regulatory policies, including formal laws, 
regulations, and ordinances, may constitute a signifi cant policy change. 
For example, Section 504, a civil rights law, prohibits any school receiving 
federal funds from discriminating against people on the basis of disability 
(e.g., having diabetes). This law has resulted in qualifi ed schools devel-
oping diabetes management strategies for students (Kaufman, 2002). All 
of these organizational policy changes and community efforts represent 
promising new avenues for affecting the determinants of health and im-
proving health status. With concerted long-term attention and support, 
they can reduce the severity and incidence of diabetes health disparities, 
thus charting a new and much-needed pathway for change.

Organizational Capacity

  The capacity of an organization is based on its resources, possession or 
awareness of information or facts, and processes. For example, capac-
ity includes the organization’s leadership, programs, linkages with other 
groups or organizations, staff, and fi nancial resources (International De-
velopment Research Centre, 2008). A local health center offers diabetes 
self-management education by a certifi ed diabetes educator in the lan-
guage primarily spoken in the majority of homes in the community. This 
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enhances the health center’s capacity to deliver a culturally tailored in-
tervention. In turn, changes to staff training and development opportu-
nities enhance the organization’s capacity to deliver such interventions. 
Collecting data regarding these interventions’ delivery can constitute an 
important organizational change; distilling lessons learned can shape or-
ganizational strategies, enhance their level of readiness, and ultimately 
improve their public health impact (Potapchuck, 2007). 

An organization’s capacity can be greatly enhanced through part-
nerships with a diverse group of stakeholders, including political allies 
(the community’s power brokers and policy makers) like local govern-
ing boards and elected leaders, nonpolitical individuals of infl uence 
(Potapchuck, 2007) or change agents (Tucker et al., 2006), and com-
munity advocates). Another key ingredient to organizational capacity is 
community-level participation in local decision making, involvement is 
important regardless of the level of the organization. The community’s 
involvement can result in leadership opportunities, a shared sense of 
belonging, and increased trust in local government and other commu-
nity organizations. These in turn are all refl ections of increased organi-
zational capacity (Potapchuck, 2007). Organizations also benefi t from 
increased personal commitment from leaders, employees, clients, and 
constituents (Potapchuck, 2007). 

Social networks between community organizations can increase in-
dividual organization effectiveness in meeting community needs (Brieg-
er, 2008). Through inter-organizational linkages, organizations learn of 
other community programs providing services to the same community—
services that might enhance one another. These intersections between 
organizational efforts can provide partnership opportunities (Communi-
ty Research Partners, 2008; IOM, 2003; Metzler, 2007). In communities 
with comprehensive initiatives that address the needs of large popula-
tions, partnering with organizations at many levels (e.g., neighborhood, 
city, county, and region) may help address barriers to what they can ac-
complish (Tatian, 2000). These partnership opportunities constitute im-
portant community change as new inter-organizational relationships.

Community Level of the CBSEM

  The community level of the CBSEM includes the formation and main-
tenance of community and inter-organizational relationships. These are 
often created to address community health issues and are seen as falling 
toward the collaborative end of Himmelman’s continuum. Himmelman 
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(1996) places collaboration at the most demanding end of a continuum 
of working together. Among collaborating organizations, each serves a 
particular function that defi nes their contribution and through which 
they provide leadership. Agreement around organizational functions re-
quires mutual interest in collaborating. It also requires a similar under-
standing of collaborative purpose and desired outcomes, the presence 
of specifi c skills, and consideration of contextual factors affecting col-
laborative success. 

These community-level relationships (CLRs) consist of individu-
als and organizations, often facilitated by a central coordinating orga-
nization. As with the previous level of the CBSEM, these relationships 
depend on individuals and organizations having an interest in working 
together toward a common goal, such as the elimination of diabetes dis-
parities in communities of color (Butterfoss, 2007; Kegler, Norton, & 
Aronson, 2008; KU Work Group on Health Promotion and Community 
Development, 2007, ch. 5). The formation of these strong yet fl exible 
relationships can constitute an important community change, encourag-
ing participatory decision making and supporting better integration of 
community efforts and resources (Kegler, Steckler, McLeroy, & Malek, 
1998; Potapchuck, 2007). 

Bergstrom et al. (1995) recommend the use of collaborative process-
es to achieve rapid changes in beliefs, behaviors, and policies. They see 
collaboration as particularly effective in the areas of public safety, edu-
cation, economic well-being, family support, health, and environment. 
These areas of collaboration appear consistent with multilevel interven-
tions addressing social determinants of health. For this reason, collabo-
ration in itself may constitute an important community change. 

Community Level Relationships 

  A CLR may take many forms, including that of a nonprofi t organization, 
advisory board, consumer rights and advocacy group, coalition, or part-
nership. For the present discussion, a CLR can be one or more of these 
community structures, each containing representatives from multiple or-
ganizations and working toward a common goal. Formation of CLRs may 
include a large number of organizations over time, with the CLR periodi-
cally convening to make decisions around inter-organizational efforts.

In addition to its involvement of residents (Potapchuck, 2007), a 
CLR brings together members from diverse community sectors (Potap-
chuck, 2007), including businesses, racial and ethnic groups, faith-based 
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organizations, and various public agencies (IOM, 2003; Johnston, 
Marmet, Coen, Fawcett, & Harris, 1996; Potapchuck, 2007). The CLR 
may involve health regulators, providers, advocates, and experts (Ham-
ilton & Tesh, 2002). In turn, they may include the local health depart-
ment, public health offi cials, health care and mental health services pro-
viders, social service and community development agencies, educators, 
faith-based leaders, a chamber of commerce representative, and others 
(IOM, 2003; Kegler et al., 2000; Potapchuck, 2007). 

A CLR may include a large inter-organizational network and require 
a signifi cant level of community involvement in the planning process 
and for targeted action (Watson-Thompson et al., 2008). Perkins, Flo-
rin, Rich, Wandersman, and Chavis (1990) offer examples of individual-
level factors (e.g., years of residence, race, ethnicity, income, and home 
ownership) and characteristics of the built environment (e.g., neighbor-
hood parks, architecture, transportation routes, street lights, and grocery 
stores) that infl uence levels of participation. In communities of color, 
where demographic and environmental factors may be associated with 
lower levels of participation (IOM, 2003; World Health Organization, 
2008), the structure provided by a CLR helps encourage participation 
in decision making. This and other CLR attributes have been associated 
with greater civic engagement, member participation and satisfaction, 
action plan quality, resource mobilization, implementation effectiveness, 
and neighborhood outcomes (Kegler et al., 1998; Potapchuck, 2007). 

Increased participation in the inter-organizational CLR constitutes 
an important community-level change by better enabling the CLR to 
have an accurate understanding of diverse community needs and assets. 
This provides assurance that any subsequent targeted actions will ad-
dress the most pressing of community needs. Also as a result, the plan 
for targeted action may more fully consider and incorporate community 
assets (IOM, 2003) where use of asset mapping can serve as evidence of 
a CLR’s concerted effort to accomplish this goal. Increased participation 
in program design and delivery provides community members with de-
tailed program knowledge, thereby providing needed capacity to deliver 
and sustain public health efforts. 

Member organizations can experience greater levels of interest in 
collaborating and have a clearer sense of the key health issues and their 
individual functions (Tatian, 2000). One result may be a collective vision 
and goals (IOM, 1997; Potapchuck, 2007; Tatian, 2000). They may also 
experience the process as having a higher level of social engagement and 
have greater feelings of inter-organizational trust. 
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The CLR represents a diverse set of the community’s organizations 
and encourages targeted actions that are community-directed and build 
on local strengths and resources (Cargo & Mercer, 2008). It may also fos-
ter feelings of inclusiveness, indicated by greater levels of participation 
by organizations and community residents in assessments of program 
planning, delivery, and outcomes (Potapchuck, 2007; Watson-Thompson 
et al., 2008). Ultimately, community change efforts benefi t from in-
creased community leader commitment (Potapchuck, 2007). 

Structures and Relationships

  Sustained inter-organizational collaboration toward a common goal 
strengthens feelings of empowerment, which are associated with per-
ceptions of inclusive and equitable decision making (Hamilton & Tesh, 
2002), feelings of social engagement, social cohesion, and effi cacy (Fos-
ter-Fishman, Berkowitz, Lounsbury, Jacobson, & Allen, 2001; Shediac-
Rizkallah & Bone, 1998; Watson-Thompson et al., 2008). Higher levels 
of functioning among these community-level groups is also associated 
with degree of civic engagement, member participation and satisfaction, 
quality of action plans, effectiveness of resource mobilization and in-
tervention implementation, and neighborhood health outcomes (Kegler 
et al., 1998; Potapchuck, 2007). 

Sustaining CLRs is, in large part, about the sharing of inter-organiza-
tional capacities. Organizations may choose to collaboratively coordinate 
their efforts and combine resources to deliver or improve services. These 
partnerships help maximize capacity to address community health needs 
and enable the CLR to capitalize on the reach of their combined social 
networks across sectors to other political, commercial, clinical/patient, 
and community partners (Weech-Maldonado, Benson, & Gamm, 2003). 
CLRs are often better positioned than individual organizations to change 
the root causes of health inequalities (Cargo & Mercer, 2008). Public-pri-
vate partnerships, such as empowerment zones and enterprise communi-
ties, can also infuse signifi cant government resources and ensure collabo-
ration at the local level to improve health in communities. These entities 
may also already be oriented toward community health issues (Beck, 
Wingard, Zúñiga, Heifetz & Gilbreath, 2008; Public Health Foundation, 
2000; U.S. Department of Housing and Urban Development, 2005; U.S. 
Department of Housing and Urban Development, 2009). 

Once a CLR is established around a specifi c goal, considerable ef-
forts are dedicated to strengthening and sustaining the CLR. In the 
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present context, the CLR represents an agreement between a number 
of organizations to address priority health issues together. Relationships 
may falter if organizational members do not continue to feel that the 
CLR membership represents the diversity of organizations across com-
munity sectors; member organization roles and responsibilities become 
unclear (Watson-Thompson et al., 2008); there is an inappropriate level 
of inter-organizational involvement (Nelson, Chapko, Reiber, & Boyko, 
2005); or the originally identifi ed goals are no longer seen as addressing 
the highest community health priorities (Potapchuck, 2007). 

The CLR may conduct periodic assessments of its processes, pro-
gram activities, and early outcomes and review these fi ndings in concert 
with community-level indicators (Community Research Partners, 2008; 
Metzler et al., 2008). The fi ndings can inform inter-organizational de-
cisions regarding how best to use its limited resources. Assessment of 
activities and outcomes as they are unfolding can help explain and ad-
dress low community involvement, build capacity to sustain culturally 
competent interventions, and foster their consistent delivery across the 
community (when this is a goal). 

Ultimately, the evidence of whether a community’s organizational 
structures and governance are effective is whether it is able to bring 
about environmental and policy changes (Meister & De Zapien, 2005). 
Meanwhile, member organizations can document any effi ciencies re-
sulting from their integrated program efforts (Potapchuck, 2007) and 
examples of how inter-organizational relationships have affected their 
sense of ownership and empowerment. They might also document the 
inter-relationships between these individual organizational stories to be-
gin to paint a picture of how community change occurs. For example, 
community redevelopment efforts, in partnership with local agencies 
and businesses, may bolster employment levels that, in turn, improve 
personal income. This may support access to health insurance and tax 
revenues that can be used to improve neighborhood parks, city tran-
sit, and so forth (IOM, 2003; National Association of City and County 
Health Offi cials, 2000).

Policy

  As a result of their participation, CLR member organizations may exhib-
it increases in their abilities and interests in policy development. There 
may also be evidence, in formal documents such as a strategic or com-
munity health improvement plan, of a transition from a predominantly 
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programmatic focus to one that is intentional regarding policy change 
(Hill et al., 2007). A growing policy focus may also be evidenced by ad-
vocacy activities associated with policy shifts (Hill et al., 2007). 

A CLR can infl uence policy change within individual member orga-
nizations, for example, to develop, expand, or institutionalize programs 
and services that promote health in the workplace (Kegler, Norton, & 
Aronson, 2008; Kegler et al., 2000; Sorensen, Emmons, Hunt, & John-
ston, 1998). It can encourage member organizations to support inter-
nal policies related to one or more multilevel intervention components 
identifi ed by the CLR as high priority. For example, larger organizations 
may be asked to disclose the approximate calorie content of food served 
in their cafeteria or to offer time off to employees for physical activ-
ity. The CLR may also advocate for adoption of program standards and 
guidelines to help ensure quality program implementation of programs 
across member organizations (Pentz, 1994). Infl uence through the regu-
latory process by advocating for formal laws, regulations, and ordinances 
is another policy impact of the CLR. For example, the CLR may advo-
cate for closer monitoring and stronger enforcement of school lunch and 
vending machine content (Pentz, 2000). 

A variety of factors have been found to infl uence whether a com-
munity policy is ultimately enacted. Pentz (2000) found that coalition 
achieving policy goals had identifi ed and developed local resources to 
sustain the policies, assessed program effects, and included policy chang-
es among their stated objectives. Some included policies explicitly stat-
ing the intention to contribute to changes in the social determinants of 
diabetes. CLRs also infl uence the regulatory process by advocating for 
ordinances, regulations, and formal laws that have, in turn, been coupled 
with improved enforcement (Kegler et al., 2000, 2008).

Policy support is more effective when CLRs use mass media to keep 
issues (e.g., community racial and ethnic disparities) in the local media 
(Pentz, 2000; Potapchuck, 2007). Effectiveness of mass media is also evi-
denced by improvements over time in the ability to convey messages to 
priority populations with greater accuracy, effi ciency, and effectiveness. 
(Shediac-Rizkallah & Bone, 1998).

More generally, effective inter-organizational policy processes tend 
to emphasize fl exibility, since organizational policies can differ signifi -
cantly. Transparency is important and can be achieved through broad 
and public participation. There is also a growing emphasis to close the 
policy process loop through the evaluation of CLR policy efforts and 
incorporating what is learned into subsequent planning and targeted 
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action. Finally, studies show the identifi cation of an infl uential program 
champion to be associated with policy success, program sustainability, 
feelings of empowerment, higher levels of interpersonal communica-
tion, and even the level of specifi city of a coalition’s objectives (Butter-
foss, Goodman, & Wandersman, 1996; Pentz, 2000; Saxe et al., 1997). 

Possibly refl ecting a previous programmatic emphasis, many com-
munity members and organizations will not fully understand the policy 
process in a community decision making context. The development of this 
understanding may constitute a realistic community change milestone as 
a prerequisite for other targeted actions toward policy change. The CLR 
organizational structure can help to build this civic capacity with inter-or-
ganizational partnerships serving as a learning network in which partners 
receive mutual support through structured opportunities to share experi-
ences. They can use the shared information to assess their capacities and 
intervention strategies and, in turn, can help disseminate best practices 
instilled through workshops, curricula, web-based clearinghouses, and 
tool kits designed for community leaders and local elected offi cials (Po-
tapchuck, 2007). Community member participation in the advocacy pro-
cess also serves to build capacity for ongoing change efforts (Meister & 
De Zapien, 2005), as do the CLR policies and practices that defi ne and 
encourage community member involvement in decision making. 

While some CLRs have developed primarily with a programmatic 
focus, for others the policy focus may change signifi cantly over time. 
In either case, CLR membership may include a large number of public 
health experts and organizations but few with expertise in public man-
agement or education. These may be areas in which the CLR hopes to 
have a larger policy impact. In addition to CLR membership expertise, 
strategic plans and structures may also need to be supplemented to ad-
dress the growing or changing policy focus. 

CLRs may seek out community organizations with policy expertise 
and may partner with community redevelopment efforts, public-private 
partnerships (e.g., empowerment zones and enterprise communities), 
or other efforts that can contribute policy experience toward addressing 
root causes of health inequalities. The CLR may also supplement its own 
organizational structure with a special action group charged with cham-
pioning key policy and advocacy activities. These and other workgroups 
can be helpful to identify and prioritize policy issues and secure new 
resources to support policy changes (Cohen, Meister, deZapien, Zucker-
man, & Zuckerman, 2004; Meister & De Zapien, 2005).
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Community Capacity

  CLRs leverage capacity for community-level change through joint pro-
grams and other relationships between their multiple organizations. 
In addition to expanding fi nancial resources to sustain diabetes efforts 
(Graber et al., 2008; Huang et al., 2007; Shediac-Rizkallah & Bone, 
1998), they may share social (e.g., expertise) and human (e.g., staff time) 
capital across organizations and intervention activities (Kegler et al., 
2000). In addition to these in-kind contributions, much of the capacity 
needed to sustain interventions may be generated by the interventions 
themselves—for example, by strengthening individual knowledge and 
skills through community and provider education. 

Communities of Practice

  The CLR may also serve as a community of practice through which 
member organizations receive mutual support and opportunities to 
share experiences. Through this learning community, CLRs may share 
resources and provide training to build understanding of diabetes, social 
determinants of health, policy processes, and race relations.

They may also seek to enhance skills in leadership, cultural compe-
tency, community building, engagement strategies, and framing com-
munity problems and goals in racial-equity terms (Potapchuck, 2007). 

Building this capacity may occur through workshops and tool kits 
targeting community leaders, institutional allies, elected offi cials, and 
partners; a web-based clearinghouse for reports, tools, tip sheets, and 
other resources for organizations; satellite broadcasts or webcasts, 
community-level data; and strategies for improving the community 
health system (Cahn et al., 2007; Potapchuck, 2007). As with program 
and policy interventions, there are a number of frameworks that CLRs 
can draw from to inform capacity-building efforts. For example, Potap-
chuck’s framework (2007) summarizes current thinking regarding key 
community actions to bring about health equity.

As a result of training, the CLR might expect increases in policy ad-
vocacy among its member organizations. For example, there may be an 
increase in the frequency and visibility with which organizational leaders 
take a formal position within the community’s decision making processes 
(Potapchuck, 2007). Efforts to document its learning opportunities, inter-
organizational actions, and changes can help the CLR to “connect the 
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dots” between the capacity and leadership it provides and the policy 
impact.

In addition to refl ection on the CLR inter-organizational capacity, 
structures, and activities, the CLR must also document its delivery of the 
multilevel intervention and establish the level of progress toward stated 
health-related goals. Complex interventions that incorporate policy, envi-
ronmental, and individual components should be evaluated with measure-
ments suited to their settings, goals, and purpose (Glasgow et al., 1999) 
and, ultimately, program impact is likely to be among the critical ques-
tions asked. Toward these ends, Glasgow et al. (1999) offer the RE-AIM 
framework. They propose that in order to determine population-based 
impact, programs and policies are often effectively assessed across levels 
of the SEM with a focus on their reach, effi cacy, adoption, implemen-
tation, and maintenance. In addition to this impact focus, documenting 
program intensity, duration, and penetration into the community can also 
be important (IOM, 2003). This provides evidence regarding the degree 
to which the targeted action plan is fully implemented to address com-
munity needs. 

Documenting these aspects of the program also helps to communi-
cate more clearly what it entails. For those instances in which a previ-
ously developed program was adopted, indicators may already exist (that 
can be adopted) to assess its impact and help gauge the degree to which 
program fi delity was maintained. However, the value of program fi delity 
must also consider that initiatives evolve over time so they can respond 
to the changing community needs (Lafferty & Mahoney, 2003). Assess-
ing the allocation of resources over time to each of the major compo-
nents of a complex programmatic effort can also help ensure the highest 
priority community changes are realized by providing a means to priori-
tize resources.

Even with a comprehensive, multilevel evaluation plan, a frequent 
challenge is the need for local area data that accounts for neighbor-
hood-level variation. This challenge has resulted in an over-reliance 
on secondary data analysis and the use of administrative areas and ag-
gregate census data to characterize neighborhoods (Diez Roux, 2007). 
However, these data may not accurately portray associations between 
neighborhood characteristics and health effects. For example, many less 
formal community networks and other processes are likely to operate 
at the block level and not be accurately represented or understood at 
other levels of analysis (Perkins et al., 1990). Block boundaries are easily 
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identifi able. They tend to be more culturally similar than larger geo-
graphic areas and allow for better estimates of the level of participation 
across groups within a community. 

It has also been pointed out that when assessing the impact of neigh-
borhood programs on community health, impact measures should be 
broadened. For example, a study by Diez Roux (2007) underscores the 
preponderance of evidence linking neighborhood characteristics to com-
munity mental health. Even so, policy makers infrequently incorporate 
mental health as a measure for evaluating neighborhood improvement 
programs.

In addition to supporting staff and organizational development, the 
CLR encourages evaluation and refl ection to reveal progress toward key 
goals, strategies that have been most and least effective, key areas of 
difference in community readiness, and so forth (Potapchuck, 2007). As 
a result, the CLR may continue to promote specifi c issues or strategies 
and minimize its involvement with and use of others (Potapchuck, 2007; 
Tatian, 2000). Assessment and refl ection by the CLR is critical as a sup-
portive feedback loop between targeted action, community change, and 
ongoing inter-organizational strategic planning.

Systems Level of the CBSEM

  Community-level diabetes prevention and control efforts may depend 
on the simultaneous engagement of multiple networks of health pro-
fessionals positioned in a range of community organizations and across 
multiple sectors and systems. They exist at the local, state, and nation-
al levels and interact and infl uence one another (Lafferty & Mahoney, 
2003; Porche, 2004). The CBSEM systems level is all-encompassing, 
involving individuals, communities, organizations, and local, state, and 
federal governments working together to produce change. Local poli-
cies, statewide legislation, and federal laws each have a role in compre-
hensive approaches for supporting the elimination of diabetes health 
disparities and addressing health equity. Other overlapping systems exist 
as well (e.g., health, economic, educational, and social policy) and each 
is essential to achieving and sustaining health equity. 

Multilevel interventions refl ect the need to work (and leverage re-
sources) across community organizations and sectors. These interven-
tions honor the goal of involving and reaching all members of a com-
munity and considering system-level factors that contribute to or hinder 
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community change efforts. In their comprehensiveness, they can help 
communities transform their institutions by changing policies and prac-
tices to eliminate racial and ethnic disparities (Potapchuck, 2007).

Structures and Relationships

  Communities, as both change agents and those affected by social deter-
minants of health inequity, empower themselves by partnering across 
disciplines and levels of political and social organization (Metzler, 2007). 
To alter constraints placed by the external environment on what they can 
accomplish, and because community-level organizations may not associ-
ate directly with broader public health systems (Hassinger & Pinkerton, 
1986), communities partner with outside stakeholders. These external 
partners may include city- or county-wide, state-level, regional, and na-
tional organizations (Brennan Ramirez et al., 2008; Hassinger & Pinker-
ton, 1986; Metzler, 2007; Potapchuck, 2007; Tatian, 2000). The Kansas 
Leadership to Encourage Activity and Nutrition Coalition is one exam-
ple of how a local effort can grow over several years. It was eventually 
able to foster the development of a statewide coalition of more than 60 
organizations. It includes participation from state and local public health 
departments, extension offi ces, nonprofi t community and professional 
organizations, and businesses like supermarkets to prevent chronic dis-
ease through dietary change and exercise (Johnston et al., 1996). 

The scope of assessing community- and system-level efforts can be 
staggering. The IOM Committee on Using Performance Monitoring to 
Improve Community Health (1997) discusses the role of performance 
monitoring in the community change process (Community Research 
Partners, 2008; Potapchuck, 2007). As mentioned earlier, this IOM 
committee proposes the CHIP as one tool for community partners to 
develop and implement a well-integrated community health approach. 
The CHIP was developed on the premise that social and economic con-
ditions are strong determinants of health outcomes and require involve-
ment of less traditional public health partners (Community Research 
Partners, 2008; IOM, 1997) and a cross-sector response (Tatian, 2000). 
When communities implement a CHIP, it helps monitor responsibili-
ties that are shared across sectors in a manner that considers a variety 
of health determinants (IOM, 1997) and in turn promotes collaboration 
and accountability. There are also comprehensive community indicator 
data sources available to communities at no cost (e.g., Metzler et al., 
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2008). These sources can help establish a sense of urgency for action and 
inform program planning, implementation, and evaluation. 

Policy

  CLRs also advocate for system-level policy changes because of their po-
tential impact on the community. A community-level organization may 
help establish and participate in a state-level health disparities collabora-
tive and in turn support the enactment of system-level policies (Texas 
Association of Community Health Centers, 2008). They also may work 
to infl uence policies geared to institutionalize programs by advocating 
structural or fi nancial resources to support the administration of a pro-
gram.

Through CLRs, organizations can have a larger policy infl uence on 
community leaders than they can alone. They are better positioned to 
infl uence funding decisions and build awareness at the community and 
system levels in ways that infl uence land use plans and policies regarding 
density of fast food restaurants and the location of full-service grocery 
stores. Together they may advocate more effectively for increasing the 
mixed use of neighborhoods—not only because these neighborhoods 
can provide greater opportunities for healthful behaviors but also be-
cause they may increase civic participation and social capital, key ingre-
dients for sustaining community change. 

Capacity

  Some barriers outside the community reduce the possibility of commu-
nity change and organizational effectiveness. Only at the system level can 
these barriers be effectively addressed. In addition, inter-organizational 
partnerships that extend beyond the community can lead to much more 
expansive networks that offer access to needed resources to sustain 
community change. For this reason, multi-sectoral, inter-organizational 
partnerships can be central to securing diverse fi nancial resources (Has-
singer & Pinkerton, 1986). This can include corporate sponsors and 
foundations that bring valuable perspectives to community development 
systems, long-standing community relationships with civic leaders, and 
familiarity in broad programmatic areas (Potapchuck, 2007). 

As with the community level of the CBSEM, there may be a need 
to build systems-level capacity within the CLR by seeking involvement 
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from organizations with system-level expertise, providing leadership 
training of institutional allies and partners, and offering opportunities 
to share systems-level lessons learned. Community assessment activities 
previously described, including the use of a CHIP (IOM, 1997), adop-
tion of comprehensive, multilevel evaluation approach such as the RE-
AIM Framework (Glasgow et al., 1999), and use of existing community 
indicator systems (Community Research Partners, 2008; Metzler et al., 
2008), play equally important roles with regard to system-level change. 
Further, just as a CHIP represents an agreement regarding a formal 
inter-organizational partnership, community development corporations 
promote a shared agenda across sectors like health, workforce develop-
ment, education, and criminal justice,—reaching beyond the commu-
nity to engage public and private partners at the city, county, and re-
gional levels. These relationships may allow organizations to share their 
combined expertise in ways that limit the need for each to develop and 
maintain all areas of expertise internally. 

Inter-organizational structures also foster greater inclusiveness and 
encourage nontraditional partnerships. This can lead to innovative and 
resource-effi cient solutions to public health problems. For example, 
Cahn at al. (2007) describe the benefi ts of communities partnering 
with health sciences libraries to gain access to historical information 
and strategies for improving and protecting the public’s health. Inter-
organizational partnerships can also increase access to cross-sectoral ex-
pertise, policy infl uence, and resources that in turn promote increases 
in the scale, stability, and sustainability of community changes (Potap-
chuck, 2007). 

CONCLUSION

  Evaluations of community change efforts need to place greater empha-
sis on assessment of a community’s ability to develop and leverage its 
capacity through inter-organizational relationships. These relationships 
with new and nontraditional partners within and outside the commu-
nity should help these entities develop a clearer sense of themselves as 
part of the public health system and their role(s) within it. Measures 
must refl ect the shared capacity and outcomes that result from complex 
clusters of organizational resources and efforts across levels of a com-
munity. Evaluations should also refl ect the time needed to address social 
determinants of health and focus primarily on contribution rather than 
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attribution due to the typically indirect path between programmatic and 
policy interventions addressing health outcomes through social deter-
minants of health. They will also need to consider those milestones that 
help to ensure that the longer-term social determinants of health out-
comes are realized. Tables 7.1–7.3 highlight content presented in this 
chapter as one starting point for identifying such milestones. 

 STRUCTURAL CHANGE

ORGANIZATIONAL 
LEVEL

COMMUNITY LEVEL SYSTEMS LEVEL 

• Organization serves 
as an intermediary 
for dissemination of 
program materials 
(Ackerman et al., 
2008).

• Implementing and 
enforcing federal 
regulations. This may 
involve educating 
staff regarding stan-
dards and guidelines 
(Kaufman, 2002).

• Serving as a context 
for diabetes public 
health research

• Negotiated commu-
nity-level organiza-
tion goals and roles 
(Foster-Fishman et 
al., 2001; Shediac-
Rizkallah & Bone, 
1998)

• New and deeper 
relationships with 
nontraditional part-
ners, infl uential lead-
ers for innovative and 
resource-effi cient 
solutions (Lafferty 
& Mahoney, 2003; 
Scott & Proeschold-
bell, 2008)

• Structures refl ect 
emerging community 
needs and priorities 
(Meister & De Za-
pien, 2005). 

• New and deeper 
relationships with 
nontraditional
partners, infl uential 
leaders, institutional 
allies outside the 
sectors (Hassinger 
& Pinkerton, 1986; 
Lafferty & Mahoney, 
2003; Scott & Pro-
escholdbell, 2008; 
Tatian, 2000)

Table 7.1
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 POLICY CHANGE

ORGANIZATIONAL 
POLICY CHANGE

COMMUNITY POLICY 
CHANGE

SYSTEMS POLICY 
CHANGE

• Intra-organizational
changes in physical 
and social programs, 
policies, or prac-
tices (e.g., increase 
resources for health 
programs, building-
level decisions for 
healthy food options, 
and employee al-
lowed time off for 
physical activity 
leave to exercise) 
(Nelson, et al., 
2005; Potapchuck, 
2007; Watson-
Thompson et al., 
2008)

• Greater policy 
focus in organization 
structures and plans 
(Brieger, 2008; Hill, 
et al., 2007)

• Adopting or modify-
ing community-level 
policies, programs, 
and practices (e.g., 
adopting a resource 
across wellness 
programs and inter-
organizational agree-
ments) (Scott & Pro-
escholdbell, 2008; 
Watson-Thompson 
et al., 2008)

• Increased inter-or-
ganizational policy 
focus in structures 
and plans and 
inter-organizational 
agreements (Brieger, 
2008; Hill et al., 
2007; IOM, 2003)

• Changing commu-
nity norms for health 
behavior (Kegler 
et al., 2000).

• Enacting and 
enforcing policies 
(Kaufman, 2002)

• Adoption of new or 
modifi ed policies 
by entities whose 
boundaries include 
the entire commu-
nity and often extend 
beyond it (e.g., city 
budget for neigh-
borhood improve-
ments that facilitate 
exercise, access to 
healthy food and 
healthcare, job 
creation, and better 
quality housing and 
education)

• Improved policy 
enforcement (Scott 
& Proescholdbell, 
2008; Watson-
Thompson et al., 
2008)

Table 7.2
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 CHANGES IN RESOURCES AND CAPACITY

ORGANIZATIONAL 
LEVEL

COMMUNITY LEVEL SYSTEMS LEVEL

• Expansion and better 
integration of orga-
nizational fi nancial 
capital (University 
of Arizona, 2008; 
Watson-Thompson 
et al., 2008)

• Expansion and bet-
ter integration of 
intra-organizational
social and human 
capital (University 
of Arizona, 2008; 
Watson-Thompson 
et al., 2008)

• Knowledge and skill-
building opportuni-
ties (Madison, Hung, 
& Jean-Louis, 2004; 
Potapchuck, 2007; 
Watson-Thompson 
et al., 2008)

• Expansion and inte-
gration of fi nancial 
resources shared 
across organizations 
(Shediac-Rizkallah & 
Bone, 1998; Watson-
Thompson et al., 
2008)

• Expansion and bet-
ter integration of 
inter-organizational 
(in-kind) support 
(Kegler et al., 2000; 
Potapchuck, 2007; 
University of Arizona, 
2008)

• Development and 
use of learning com-
munities (Cahn et 
al., 2007; Tatian, 
2000; Tucker et al., 
2006)

• Program fi delity, 
evaluation, and 
refl ection (Butterfoss 
& Francisco, 2004; 
Lafferty & Mahoney, 
2003; Potapchuck, 
2007)

• Expansion of part-
nerships beyond 
community to multi-
sectoral nontradi-
tional public health 
agencies/organiza-
tions, groups, and 
individuals to access 
cross-sectoral exper-
tise, for accountable 
reassessment of 
resources usage, and 
to sustain communi-
ty change (Hassinger 
& Pinkerton, 1986; 
Potapchuck, 2007)

• Knowledge and skill-
building in cultural 
competency (IOM, 
2003; Potapchuck, 
2007)

• Enactment of system 
level polices that 
support diabetes pre-
vention and control 
(Texas Association of 
Community Health 
Centers, 2008)

Table 7.3
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Addressing diabetes health disparities in communities of color will 
require focussed attention on the development, implementation, and 
evaluation of multilevel interventions that directly address social deter-
minants of health. This focus needs to be paired with approaches that 
maximize community (i.e., individuals and organizations) involvement 
in all phases of these efforts as a means to build the community capacity 
needed and sustain efforts long enough to produce and maintain desired 
changes in these “causes of the causes” (World Health Organization, 
2008).

Addressing social determinants of health is essential to eliminating 
diabetes health disparities among African Americans. This will require 
greater community involvement, stronger community inter-organiza-
tional relationships, and the design, integration, and evaluation of mul-
tilevel program and policy interventions that specifi cally address social 
determinants of health. These elements of shared capacity will promote 
lasting community change.
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The framework for eliminating diabetes disparities set forth in this text is 
visionary, ambitious, cross-cutting, and comprehensive. It challenges us 
to develop community-based public health approaches that address the 
broader social, political, economic, and cultural determinants of diabe-
tes and individual behavior change. While practitioners and researchers 
have long been aware of the infl uence of history and the social deter-
minants of health on the shaping of risks for diabetes, effective policy 
and environmental, economic, and community change strategies are still 
emerging.

The following chapters feature diabetes programs currently under-
way that have been conducted in urban and rural communities of color 
across the United States, including the Pacifi c Basin. Representing over 
20 years of collective experience, these programs are funded wholly or 
in part by three Centers for Disease Control and Prevention initiatives, 
namely, the REACH U.S. program, the Prevention Research Centers 
Program, the Division of Diabetes Translation’s state-based Diabetes 
Prevention and Control Program, and the National Diabetes Educa-
tion Program. Leadership for these programs comes from state and local 
health departments, universities, community-based organizations and 
institutions, and community members. They demonstrate the necessity 
and benefi ts of galvanizing and sustaining a broad-based community ef-
fort focused on reversing the growing tide of diabetes in communities 
of color.

Innovative Case 
Studies from the Field

PART
I I
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The leaders of the case studies were invited by the editor to demon-
strate the range of community-based approaches currently underway in 
racial and ethnic communities. The case studies are a sample of a much 
bigger universe of community-based diabetes programs. The authors 
were asked to describe the origins and components of their programs; 
how the community was engaged in the program design, implementa-
tion, and evaluation; challenges the program confronted; its impact to 
date in reducing diabetes disparities; how the program will be sustained; 
and so forth. Each case study begins with an editor’s note that includes 
questions to challenge the reader to consider community-based ap-
proaches in a broader framework that privileges attention to the social 
determinants of diabetes. 

The case studies refl ect the voice and experience of the communities. 
There are few opportunities in the peer-reviewed literature to chronicle 
a community diabetes program in such rich and refl ective detail. We are 
hopeful that these case studies will spark new ideas, strengthen methods 
of intervention research and evaluation, and inspire new opportunities 
to eliminate diabetes disparities in communities of color in the U.S. and 
internationally.
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Collaboration is especially important when each party has a stake in the design 
of studies and the orientation and interpretation of research fi ndings . . . The 
importance of this collaboration also arises from the fact that if those who form 
hypotheses are from different cultures from those being studied, ambiguity 
resulting from a limited understanding of local culture can cause a biased 
interpretation of observed behavior.  

—Dr. John Hatch, DrPH, MSW (Hatch, 1993, p. 31) 

Editor’s Note: One of the most important keys to a successful com-
munity-based approach to diabetes prevention and control in racial and 
ethnic populations is the active engagement, leadership, and ownership 
of program and evaluation efforts by affected community members. As 
we think about the diversity of community norms, structures, and politi-
cal economies across the U.S., it can be a bit daunting to conceptualize 
and implement a community mobilization plan. Imagine that you have 
been hired to implement a community-based diabetes program. You are 
a newcomer to a mid-size city in the southeastern region of the U.S. and 
have the responsibility for convening a diabetes coalition charged with 
eliminating diabetes disparities in a cluster of zip codes where available 
epidemiological data documents a disproportionate burden of diabetes, 
its risk factors, and associated complications. You discover that approxi-
mately 25,000 African Americans live in these neighboring zip codes and 
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are considered mixed-income and stable, (i.e., there is very little in- or 
out-migration from this area). While there are social class distinctions 
and separations (e.g., the more affl uent members of the community live 
together in a neighborhood close to one of the historically Black colleges 
located in the area), there is strong social cohesion and a sense of caring 
about everyone’s quality of life. The multi-class nature of this community 
gives some members access to governmental power structures and the 
state’s elite institutions of higher education. Community members with 
this access leverage their infl uence to achieve social change that benefi ts 
their neighbors. You have the challenge of identifying the community 
stakeholders who should be members of the coalition and guide the de-
velopment, implementation, and evaluation of the program. This sce-
nario characterizes our fi rst case study and the community that launched 
Project Diabetes Intervention Reaching and Educating Communities 
Together (DIRECT).

Project DIRECT represents the fi rst bold attempt by the Centers 
for Disease Control and Prevention to develop a community-based dia-
betes demonstration project intended to reduce the burden of diabetes 
in an African American community. In this case study, you will learn the 
history of the development of this program from the community’s per-
spective and the processes they engaged in to mobilize southeast Raleigh 
to address type 2 diabetes. The actual names of community members 
involved in selected aspects of the project are given to both honor and 
celebrate the role they played, as well as to authenticate the infl uence 
of the many voices of the community that shaped this groundbreaking 
public health effort.

As you read this case study, consider these questions:

  ■  The primary theoretical orientation for much of this community-
based diabetes program was based on a premise of patterns of 
association having an infl uence on health beliefs and behaviors. In 
other words, if we are able to tap into those indigenous networks 
that shape health beliefs and perpetuate health behaviors through 
social practices (e.g., foods served during church events across 
several generations) and shift those norms toward health promo-
tion and disease prevention, then we can reduce the burden of 
diabetes. In addition to focusing on changing community cultural 
norms, what are some other policy or community change strate-
gies that Project DIRECT could implement to eliminate diabetes 
disparities?
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■  Project DIRECT has been in place in this community for over a 
decade. The demographics of southeast Raleigh are beginning to 
shift toward greater racial and ethnic diversity. How might the es-
tablished leaders of the project sustain their focus on reducing the 
burden of diabetes among African Americans while also broaden-
ing their work to benefi t newcomers to the community? On the 
other hand, should Project DIRECT ignore their new neighbors 
and maintain a focus on African American health? What are the 
pros and cons of either approach?

■  Should community diabetes coalitions do succession planning to 
sustain the vision and work of the original coalition members? Is 
it ever advisable to disband an established and effective coalition 
after a decade-long commitment? If yes, under what circumstanc-
es? If no, why not?

BACKGROUND

  Project Diabetes Interventions Reaching and Educating Communities 
Together (DIRECT) began in 1995 as the largest comprehensive com-
munity-based diabetes demonstration project in the United States in an 
African American community. It focused on improving self-care, access 
to care, and quality of care for residents in the Southeast Raleigh (SER) 
community. The Centers for Disease Control and Prevention (CDC) 
funded the project and hoped to determine if planning and implement-
ing a project with the community as a partner could signifi cantly affect 
the burden of diabetes. Southeast Raleigh, with a population of approx-
imately 25,000, is predominantly African American and is defi ned by 
seven census tracts in Raleigh.

Project DIRECT has been a partner with the CDC, the North Caro-
lina Department of Health and Human Services (NC DHHS), Wake 
County Human Services (WCHS), and many organizations and indi-
viduals in SER. Through contractual agreements, additional partner-
ships were formed with local universities. The project was governed by 
a 13-member executive committee, representing WCHS, NC DHHS, 
and residents of Southeast Raleigh. While the research phase of Proj-
ect DIRECT ended in 2003, the project continues interventions in 
community outreach, health promotion, and diabetes care. In 2007 Proj-
ect DIRECT became part of Strengthening the Black Family (STBF), 
a nonprofi t organization in Southeast Raleigh. STBF has a mission to 
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improve the quality of life for families, with a special emphasis on Black 
families.

Southeast Raleigh Community

It’s the most intriguing community, diverse in any aspect that you can imagine. 
. . . It tends to be seamless, and for that reason things can happen here that 
might not easily happen elsewhere.

—Dr. Dudley Flood, Chair, Project DIRECT Community 
Coalition (Project DIRECT, 2002) 

  Southeast Raleigh, near downtown, has been known as the center of Af-
rican American presence since post-Civil War. Church congregations (of 
particular importance to African Americans) and two historically African 
American universities are located in Southeast Raleigh. Developed as a 
culturally and economically diverse community from its founding, many 
civic and social organizations are based here. Patterns of leadership and 
the web of diverse interaction in Southeast Raleigh have not been com-
mon in urban African American communities. Small African American-
owned businesses and professional service providers have continued to 
live in and service the area. Prior to desegregation of public services 
and private businesses, many communities similar to Southeast Raleigh 
dotted the landscape of cities in the South and some northern places 
with substantial African American populations. Those that retained their 
community and business culture, as well as a residential mix of lower-, 
middle-, and upper-class families, appeared better able to build effective 
and sustainable actions needed to reduce the risk of disease and other 
dangers that compromise the quality of life, and indeed the length of 
life itself. There has been a long history and tradition of civic action and 
involvement to draw from in Southeast Raleigh.

Burden of Diabetes in Wake County 
and Southeast Raleigh

  A 1993 pilot study involving household interviews and medical ex-
aminations was conducted among persons 20–74 years of age in Wake 
County. Diagnosed diabetes was two times more common in African 
Americans than in other races (5.2% vs. 2%) and undiagnosed diabetes 
was fi ve times higher among African Americans (5.5% vs. 1.1%). Afri-
can Americans were more likely to smoke, use an emergency room for 
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medical care, and have uncontrolled hypertension. African Americans 
had a high prevalence of obesity and physical inactivity (Herman et al., 
1998).

In 1996–1997 a pre-intervention survey was conducted among per-
sons 18–75 years of age in Southeast Raleigh. The prevalence of diabetes 
was 10.5%. A 2003–2004 post-intervention survey found the prevalence 
rate for diabetes increased to 16.7% (American Diabetes Association, 
2007). Blacks had greater risk factors for diabetes and were more likely 
to be obese (51%). Obesity was most prevalent among Black women 
(60%). Blacks were also more likely to be inactive (52%), which was 
most prevalent among Black women (60%). Compared to non-Blacks, 
Blacks with diagnosed diabetes were less likely to report having a pri-
vate health-care provider, less likely to report having health insurance, 
and more likely to report using an emergency room for medical care. 
Retinopathy, nephropathy, and amputations tended to be more common 
among Blacks with diagnosed diabetes than non-Blacks with diagnosed 
diabetes (Herman, et al., 1998).

The 1996–1997 pre-intervention survey found that African Ameri-
cans, in both the intervention and control communities, with diabetes 
and without health insurance were more than twice as likely to have 
inadequate preventive care and poorer HbA1c and LDL values as those 
with health insurance. African Americans without a particular health 
care provider for diabetes care were twice as likely to receive inadequate 
preventive care. Glycemic and lipid control in African Americans with 
diabetes were poor: 60% had HbA1c levels � 8% and LEL cholester-
ol levels were � 130 mg/dL. Of African Americans without insurance, 
50% had HbA1c levels � 9.5% and 60% had an LDL level � 130 mg/dL 
(Gregg et al., 2001).

In addition, a study of perceptions of managing and coping with dia-
betes among African American men as part of Project DIRECT found 
that participants characterized having diabetes as inescapable and a form 
of social inequality, a “private hell” (Liburd, Namageyo-Funa, Jack, & 
Gregg, 2004).

Diabetes Disparities in Southeast Raleigh

  In Wake County, African Americans have been socioeconomically less 
advantaged than Caucasians. The 1990 census data shows that the aver-
age White family earned $26,885 annually, whereas the average Black 
family earned $15,347. Poverty data for 1989 show 19% of Blacks lived 
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in poverty as opposed to 5.3% of Whites (Wake County Department of 
Health, 1996).

To describe the burden of diabetes in the community, data was col-
lected from the 1993 Project DIRECT Pilot Study, the 1996–1997 Proj-
ect DIRECT Pre-Intervention Baseline Survey, the 1995 Community 
Leaders Survey, Wake County Department of Health’s 1996 Community 
Diagnosis: A Statistical Analysis of Wake County, NC, and the commu-
nity focus groups and key informant interviews conducted in 1996–1997. 
Data was collected on gender, age, income, education, disease duration, 
medications, hypertension, health insurance coverage, whether respon-
dents had a doctor, whether they needed medical care or medications 
and could not get them, preventive care services received, obesity, prev-
alence of diagnosed and undiagnosed diabetes, prevalence of impaired 
glucose tolerance, dietary and physical activity habits, diabetes compli-
cations, diabetes care practices, participation in diabetes education, and 
receipt of counseling for diabetes management.

ORIGINS AND HISTORY OF PROJECT DIRECT

  The 1985 Secretary of Health and Human Services’ Task Force on Black 
and Minority Health identifi ed diabetes as a major cause of disability 
and death for minorities. Two years later, the National Diabetes Advi-
sory Board called for an evaluation of community-based interventions 
to reduce risks for diabetes. The CDC called for proposals to imple-
ment multiyear community demonstration projects. Following a pilot 
study in Wake County, SER was selected as the intervention site and a 
community in Greensboro, NC, was selected as the control group. The 
CDC contracted with the Research Triangle Institute to conduct a pre-
intervention survey.

A community advisory board was created with the local health de-
partment to mobilize the community. In 1994 the CDC awarded a coop-
erative agreement to the North Carolina Department of Environmen-
tal, Health and Natural Resources (NC DEHNR) to demonstrate and 
document the effectiveness of the project model. The NC DEHNR con-
tracted with the WCHS to implement the project’s interventions. The 
NC DEHNR and WCHS both had existing large networks of county 
contacts who were crucial in identifying other community partners to 
support and sustain the project. An executive committee, comprised of 
seven community, two state, and two county representatives, was formed 
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to develop policies and guidelines, review and endorse action plans, pro-
mote the project, and provide consultation on interventions.

STAFFING

  After the project began, Mrs. Lucille H. Webb, chair of the executive 
committee and a resident of the SER with years of voluntary leader-
ship in planning and developing community initiatives, requested the 
involvement of North Carolina Central University’s (NCCU) Depart-
ment of Health Education. NCCU, an historically Black institution, 
had faculty members raised in African American communities in North 
Carolina with expertise and understanding of the cultural dynamics 
of the community. From the Health Education Department, a senior 
community organization specialist joined as the co-principal investiga-
tor. Specialists in organization theory and small group dynamics joined 
as consultants for community outreach. A specialist in fi tness promotion 
from the NCCU Department of Physical Education joined as a physi-
cal activity consultant. In addition, several NCCU students served as 
interns.

FUNDING

  In 1994 an initial award was made through a CDC cooperative agree-
ment with the NC DEHNR to plan the project with community in-
volvement. Throughout the study, funding was provided by the CDC 
for community engagement in the project’s design, implementation, and 
evaluation phases. Over the years of the project, funding averaged about 
$900,000 per year.

COMMUNITY AND INSTITUTIONAL PARTICIPANTS

We need to be there [at the table] because it’s really the community where the 
work is being done. I see the community as the laboratory for the researchers. 
So I think it’s very important that we have a say in what the research is going 
to be and how it’s going to be conducted.  

—Mrs. Lucille H. Webb (Project DIRECT, 2002) 
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  Multiple partners, collaborators, and supporters created a community 
concern about diabetes from all levels of government (federal, state, and 
local), SER, private and state-supported universities, fraternities and so-
rorities, local businesses, faith-based organizations, medical care facili-
ties, professional medical groups, recreation facilities, and public hous-
ing. The roles of key partners and collaborators are described below:

  ■   African-American churches.  Hosted interventions and promoted 
diabetes awareness through pastor messages and presentations.

■ CDC Division of Diabetes Translation.  Conceptualized, funded, 
guided, and evaluated the project.

■ Community advisory board.  A pre-intervention advisory board 
that promoted the project and facilitated its acceptance and own-
ership by the community.

■   Community coalition.  Volunteers who served on committees and 
work groups to plan interventions, recruit participants, stimulate 
media and public relations, and hold highly visible community 
events.

■ Executive committee.  The 13-member project governing body 
responsible for policies and guidelines, linkages with the com-
munity, review and advice on implementation and evaluation of 
interventions, and dissemination of study fi ndings.

■ Health care providers.  Comprised of doctors and other providers, 
medical facilities, medical associations (e.g., The Old North State 
Medical Society, the nation’s oldest association of Black physi-
cians) who were participants in the Continuous Quality Improve-
ment Program and referred patients to project interventions.

■ Media. Provided public service announcements, television and 
radio broadcasts, and articles promoting project activities.

■   NCCU. Provided a co-principal investigator and consultants, 
for community engagement and physical activity, and student in-
terns.

■   NC DHHS.  Formerly under NC DEHNR, the state health de-
partment administered the CDC cooperative agreement, collabo-
rated to design protocols, staffed committees, documented activi-
ties, facilitated communication, and assured Institutional Review 
Board approval.
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■   Southeast Raleigh community.  Targeted community whose rep-
resentatives provided understanding of community structure and 
function and whose volunteers served on boards, committees, and 
work groups.

■   WCHS. Local health department that conducted interventions, 
housed project, staffed committees, gathered data, hosted coali-
tion committees and work groups, and engaged the community.

STRATEGIES FOR COMMUNITY ENGAGEMENT

We went not only to the churches, we went to the barber shops . . . to the 
beauticians, we went to the fraternities . . .we touched base with every organi-
zation within the Black community in Southeast Raleigh that we could fi nd. 

—Rev. Paul Anderson, fi rst Chair, Project DIRECT 
Executive Committee (Project DIRECT, 2002) 

  Multiple-level interventions and strategies were used for community en-
gagement. The conceptual model used to plan interventions with com-
munity involvement was adapted from the CDC’s Planned Approach 
to Community Health program. It involved three basic guidelines: (a) 
involve the target population in planning, (b) plan interventions that co-
ordinate multiple approaches, and (c) develop interventions for the total 
community and sites in the community. Other approaches and strategies 
used for community engagement are discussed below.

Conducting Key Informant Interviews 
and Focus Groups

  Interviews and focus groups were conducted throughout SER with per-
sons from doctors’ offi ces, businesses, churches, fraternal groups, public 
housing, and service organizations. The snowball sampling technique 
was used to identify community members perceived as infl uential. The 
interviewer asked, “Who in this community do you think needs to be in-
volved in Project DIRECT?” (Parks, 1995). An extensive list of organiza-
tions and groups (see Table 8.1) was developed and included a network 
of social interactions and infl uential community members who propelled 
the project’s recognition and acceptance.
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 SOME ORGANIZATIONS SUPPORTING PROJECT DIRECT 

ORGANIZATIONS CONTRIBUTING 
TO PROJECT DIRECT 

CONTRIBUTIONS

American Diabetes Association 
(African American Program)

Educational materials 

Barbershops Volunteers, host focus groups

Beauty Salons Volunteers, host focus groups

Churches (African American) Diabetes awareness, interventions, 
project promotion

City of Raleigh, Parks and Recreation Walking path, host Ready Set Walk 
(RSW) programs, diabetes awareness

Crosby Clinic Host focus groups

General Baptist State Convention 
of North Carolina

Host diabetes awareness sessions

Hargett St. Homeless Shelter Host focus groups

Le Count’s Catering Service Healthy menu selections

Media (newspaper, radio, and 
television)

Public service announcements, 
articles, broadcasts

North Carolina Central University Principal investigators, consultants, 
interns, IRB approval

North Carolina Cooperative Extension Nutrition demonstrations

North Carolina Department of Health 
and Human Services

Project administration, documenta-
tion, liaison between partners, IRB 
approval

North Carolina State University Volunteers from African-American Sci-
ence and Health Society, consultants, 
data analysis, IRB approval

Open Door Clinic Host focus groups, diabetes aware-
ness programs

Pan-Hellenic Council of eight Greek 
letter organizations

Volunteers (community ambassadors)

Professional Black Nurses’ Society 
(Chi Eta Phi)

Ambassadors, screening volunteers

Raleigh City Council Project acceptance and promotion

Raleigh Housing Authority Site for screenings, outreach 
interventions

Table 8.1

(continued)
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ORGANIZATIONS CONTRIBUTING 
TO PROJECT DIRECT 

CONTRIBUTIONS

Rex Senior Center Host diabetes self-management 
classes, RSW program

Shaw University Host diabetes awareness programs, 
student volunteers

Southlight (Substance Abuse 
Services)

Host focus groups

St. Augustine College Host RSW program

Strengthening the Black Family Diabetes awareness sessions through 
member organizations, houses project 
after research phase ends

Triangle RETRADE (association of 
diabetes educators)

Diabetes care class instructors 

University of North Carolina at 
Chapel Hill

Consultants, student interns

Wake County Housing Authority Diabetes awareness sessions, referrals

Wake County Human Services Interventions, project offi ce, IRB 
approval

Wake Forest University Co-principal investigator, IRB 
approval

Wake Health Services Patient referrals, outreach 
interventions

Wakeview Clinic (Substance Abuse 
Services)

Host focus groups

Women’s Center Host focus groups, intervention 
referrals

YMCA and YWCA Referrals, host diabetes awareness 
programs

Table 8.1(continued)

Hiring a Culturally Sensitive Community Organizer

  The hiring of an African American community organizer who grew up in 
the area and whose family was well-known and respected in the general 
and medical communities opened many doors into the community. Serv-
ing on the community advisory board, she developed a plan to promote 
the project, educate the public about project goals, and ensure community 



224 Diabetes and Health Disparities

involvement. She explained her approach to engaging the community by 
her perception of them as VIPs.

Involving the Black Church

  Health promotion interventions focused largely on reaching the most 
signifi cant institution in the Black community, the church. Focus group 
interviews conducted by NCCU in 1997 found that 97% of respondents 
had church affi liations and most believed churches should be involved. 
The largest association of Black churches in North Carolina has been 
the General Baptist State Convention (GBSC) of North Carolina. The 
Health and Human Services (HHS) Program of the GBSC had a history 
of working with university researchers and state program managers to 
address chronic illnesses and maternal and child health through the use 
of lay health educators.

Project DIRECT’s church outreach interventions were based on 
the work of the HHS that found learning took place at two levels: (a) 
church lay leaders increased their understanding of specifi c diseases and 
(b) health professionals learned about community perceptions of health-
care (Holmes, 2004). Two important outreach tools were the Congrega-
tional Health Assessment Tool (CHAT) and Church Health Action Plan 
(CHAP). These tools were created by NCCU as a result of Dr. John 
Hatch’s observation that changes in patterns of daily life are more likely 
to occur when at-risk populations have basic technical understanding 
of risks and are convinced that recommended changes are effi cacious, 
available, and appropriate. The CHAT questionnaire was used to en-
gage ministers and other church leaders in a dialogue to identify health 
and related problems of church members. Information was gathered 
on church demographics, health-related lifestyle issues, funerals, food 
events, theological understanding of health, and existing health programs 
and resources. The CHAP was provided to churches after completion of 
the CHAT to identify health resources and provide guidance to plan and 
implement a health promotion program, thus transferring responsibility 
from the agency or health professional to the faith community (Hatch, 
Reid, Parrish, & Hoyo, 2000).

Involving Infl uential Community Members

  Project DIRECT involved a number of infl uential community members 
(many served on boards, committees, and work groups) who helped 
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convince the community that diabetes prevention and treatment should 
be a priority. A few are described below:

  ■  Mrs. Dorothy Sanders is an outreach work group chair, SER resi-
dent, outstanding church worker, volunteer, and advocate with 
over 30 programs locally and statewide. 

■  Rev. H. B. Pickett is an executive committee member, SER resi-
dent, president of the local chapter of the National Association for 
the Advancement of Colored People, pastor, retired school coun-
selor, and community advocate.

■  Mrs. Lucille H. Webb is an executive committee chair (for 10 
years), retired educator and administrator, Kellogg Foundation’s 
Community-Based Public Health Initiative consultant and advi-
sor to the School of Public Health, University of North Carolina at 
Chapel Hill, and STBF president.

THEORETICAL FRAMEWORK

  Approaching public health problems at multiple levels and stressing the 
interaction and integration of factors within and across levels is known 
as an ecological perspective. The following ecological approaches were 
used for Project DIRECT’s interventions:

  ■   Stages of Change Model.  Ready Set Walk (RSW) is a compre-
hensive walking program designed to teach adults how to walk 
safely and encourage walking for exercise on a regular basis. The 
program’s design was based on the Stages of Change Model that 
considers an individual’s readiness to change toward health-pro-
moting behaviors. The Lay Exercise Leader (LEL) program was 
designed to institutionalize RSW by teaching those who have com-
pleted the program the skills and knowledge needed to begin and 
maintain other community walking groups. Approximately 1,000 
persons participated in RSW.

■   Social Learning Theory.  This theory posits that people and their 
environments are infl uenced by and infl uential within their unique 
social environments. It was used to create interventions in which 
staff provided technical advice and encouragement and helped 
launch and maintain healthy behaviors. Interventions included the 
CHAT, the CHAP, RSW, LEL, diabetes self-management (DSM), 
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and church nutrition training (CNT) (Reid, Hatch, & Parrish, 
2003). CNT taught church kitchen committees and other persons 
responsible for congregation meals to prepare favorite dishes like 
collards, crunchy chicken, and fruit punch with less sugar and fat.

■   Organizational Change Theory.  This theory is based on the belief 
that organization structures and processes infl uence health behav-
iors and motivation. It was used to help organizations establish 
policies and environments that support health behavior change. 
Greater emphasis was given to changing indigenous institutions’ 
structures versus changing corporate structures external to grass-
roots community control. Churches were approached and in-
terventions (CHAT, CHAP, RSW, LEL, and CNT) were held to 
promote policy changes. The diffusion of innovation theory (the 
belief that new ideas, behaviors, products, and social practices 
spread from one group to another) was used to identify communi-
ty messengers to spread ideas and act as motivational role models. 
This led to the creation of community ambassadors who spread 
diabetes awareness messages in churches, businesses, recreation 
centers, and other community settings of opportunity. This theory 
was used to engage a physician and television personality, radio 
show hosts, pastors, and local political leaders as advocates to in-
form and stimulate community involvement. Staff and supporters 
often wore shirts with the project logo while visiting in the com-
munity or attending special events. They often heard onlookers 
shout, “Go Project DIRECT!,” an indication of the community’s 
proud identifi cation with the project.

PROGRAM COMPONENTS

It’s positive, it’s like an intimate little family. You get to meet people . . . You 
share so much . . . you think you’re all alone with the disease, but when you 
are among other people, you are not alone.

—Desiree Petersen, Project DIRECT participant (Project DIRECT, 2002) 

  Project DIRECT interventions were funded through the CDC coopera-
tive agreement and provided without charge for residents of the South-
east Raleigh community and the general public. Interventions were con-
ducted mostly in the targeted Southeast Raleigh community, although 
occasionally interventions were held in the surrounding communities. 
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Outreach and health promotion interventions were held at churches, 
public housing complexes, doctors’ offi ces, parks and recreation centers, 
and local businesses. Diabetes care interventions were held at the Proj-
ect DIRECT offi ce, doctors’ offi ces, the local hospital, the Area Health 
Education Center (AHEC), and the local community health center of 
Wake Health Services, which serviced approximately half of the people 
in SER.

Although most fi nancial support came from the CDC, diabetes test-
ing supplies and education materials were often provided by businesses 
(e.g., pharmaceutical and diabetes supply companies). Donations were 
received from service organizations with mostly African American mem-
berships and included:

  ■  Order of the Eastern Star, an adoptive rite of Masonry with male 
and female members

■  Delta Sigma Theta Sorority, a Greek letter organization of college-
educated women

■  The Links, a service organization of women

Project Interventions and Levels 
of Preventive Care

Outreach Interventions (Primary 
and Secondary Prevention)

  Increased awareness of diabetes and its risk factors, number of high-risk 
persons screened for diabetes, number of persons with diabetes who 
received regular care. Local support included:

  ■  Radio announcements, newspaper articles, and television reports
■  Diabetes awareness and participant recruitment sessions
■  A diabetes education resource center at the Project DIRECT offi ce
■  Town hall meetings to share and receive feedback on project ac-

tivities
■  The 2002 National Forum on Project DIRECT held in Southeast 

Raleigh
■  The 2006 Community Forum on Project DIRECT to disseminate 

fi nal project results
■  Annual community coalition meetings to inform and receive feed-

back
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■  Community ambassador awareness presentations
■  The 1995 Chavis Park Kick-off Festival to launch the project (at-

tended by hundreds)
■  Physician referrals to project interventions (over 700 received)
■  A project information booth at Wake Health Services (manned by 

staff)
■  The 1996–1999 community diabetes screenings ( � 3,000 persons 

screened at 183 events)

  The CHAT and the CHAP were developed by health education faculty 
at NCCU as strategies for increasing knowledge of risk factors for diabe-
tes and providing information needed to tailor a diabetes prevention and 
control program for each participating congregation.

Health Promotion (Primary and Secondary Prevention)

  Decreased the prevalence and risk factors for diabetes by improving di-
etary practices, reducing obesity and increasing physical activity. Inter-
ventions were designed to be sustained by community volunteers and 
organizations; aspects of these interventions included:

  ■  Food articles in newspapers crafted with knowledge of education 
and interest levels

■  CNT that helped congregations prepare healthier meals and 
healthier versions of favorite dishes of the congregation

■  Community food demonstrations held during educational and so-
cial events

■  The RSW community walking program and the LEL program that 
equipped members of congregations with the skills needed to lead 
exercise programs within churches

■  DSM classes to increase understanding of diabetes
■  The CHAT needs assessment and CHAP corresponding action 

plan to foster healthier diets and increase physical activity among 
church members

Diabetes Care Interventions (Tertiary Prevention)

  Activities focused on improving self-care practices among persons living 
in Southeast Raleigh with diagnosed diabetes and improving the access 
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to and level of diabetes care received by these individuals from their 
providers. Interventions included:

  ■  DSM classes, which trained over 700 people to increase their un-
derstanding of how to manage the disease

■  The Quality Care Improvement Program, designed to improve 
providers’ diabetes care skills through workshops and distribution 
of American Diabetes Association (ADA) clinical guidelines

COMMUNITY RESPONSE TO PROJECT DIRECT

You have people who don’t [see] themselves as belonging. ‘They really don’t 
want me because I’m not articulate, don’t use the grammar well.’ [Project 
DIRECT] has cut across that better than anything I worked with for a while. 

—Project DIRECT Executive Committee member (Goodman, 
Liburd, & Green-Phillips, 2001, p. 24) 

The community involvement and their desire to be involved from the very 
beginning is one of the strongest things for Project DIRECT. 

—CDC representative (Goodman et al., 1998, p. 24) 

  There was community-wide acceptance and excitement about this proj-
ect. This was evidenced by attendance at the kick-off event, the high 
level of participation at community coalition meetings, the number of 
community volunteers, community representation on committees and 
work groups, and members of organizations becoming community am-
bassadors. The project was welcomed by political leaders, community 
organizations, businesses, churches, and local care providers.
    Numerous internal infl uences propelled the project to successful com-
pletion, including:

  ■  Community involvement and support in every aspect of the 
project

■  Support from the CDC to continue the project despite unantici-
pated delays

■  Commitment of community leaders and residents to volunteer 
their services over an 8-year period, working numerous hours 
alongside staff and consultants
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■  Dedicated staff who believed the program was the best job they 
have ever had

■  Local health care professionals who welcomed the operation of a 
community-based program serving high-risk and socioeconomi-
cally disadvantaged persons

  There appeared to be very few external infl uences that propelled the 
program, since the list of internal collaborators and partners was so ex-
tensive.

CHALLENGES TO PROGRAM IMPLEMENTATION

  The greatest challenges were issues of autonomy and control as a result 
of the complexity of the project design and numerous partners. Lack of 
communication, coordination, and cooperation in the early stages result-
ed in role confusion and goal confl ict. Placement of the project director 
at the state health department and staff implementing the project at the 
local health department created additional bureaucratic challenges.

The CDC hired two consultants to analyze the confl icts experienced 
in the project’s formative years. Dr. Robert Goodman used the rapid 
evaluation, consultation, and systems technique (Goodman et al., 1998) 
and Dr. William Ronco used the design and construction partnership 
method, which is used by the Army Corps of Engineers. These exercises 
resulted in ongoing communication between partners and increased un-
derstanding of partners’ role (Ronco, 1997).

Challenges were also addressed by hiring culturally sensitive staff 
and consultants raised in African American communities in North Caro-
lina. In addition, community involvement was a neutralizer for many po-
tential confl icts. The community’s presence was a constant reminder of 
the program’s purpose and motivated staff to work around complexities. 

No resistance to implementing the program was observed. From 
grant award through implementation and evaluation, the greatest chal-
lenge was the ability of the multiple partners to operate within a complex 
model in which leadership roles and responsibilities were not clearly 
delineated. The co-principal investigator and consultants for community 
outreach strongly objected to the patterns of oversight on human subjects 
(required for institutional board approval) from the CDC and viewed 
these as misdirected. These actions sometimes clashed with scheduled 
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events and resulted in program cancellations that reduced confi dence by 
the community that Project DIRECT would follow through.

PROGRAM EVALUATION

  Evaluation results of Project DIRECT show improvements have been 
achieved in all project components: outreach, health promotion, and 
diabetes care (CDC, 2006). The project infl uenced a signifi cant change 
in behavior related to diabetes prevention and care and reduced the ex-
pected rate of increase in the prevalence of type 2 diabetes. Although 
the incidence of diabetes rose, the rate of increase was signifi cantly low-
er in SER than in the control community (10.5% to 16.7% vs. 9.3% to 
18.6%). The prevalence of sedentary behavior in SER fell from 39.4% to 
29%, whereas in the control community the rate only fell from 35.5% to 
32.7% (ADA, 2007).

Policy and Environmental Changes

  Changes were made at local, state, and federal levels. Many churches 
started health promotion programs (Hoyo et al., 2004) and added low-fat 
and sugar-free selections to congregation meals. Walking sessions be-
came established programs in churches, community centers, and local 
businesses.

At the state level (NC DHHS), a SER representative from Proj-
ect DIRECT was appointed to the North Carolina Diabetes Advisory 
Council and SER community volunteers have become faculty members 
for the annually conducted Project DIRECT Academy. The academy is 
a 2-day workshop that brings together teams of community volunteers 
and local health department representatives to learn effective methods 
of community engagement based on the lessons learned from Project 
DIRECT. The workshop has been taught by Project DIRECT partners 
since 2004 and has received a 96% approval rating by participants.

On the federal level, community members were included on the 
Research Triangle Institute Advisory Committee for the evaluation of 
interventions. In addition, Southeast Raleigh community members have 
been invited to present at numerous conferences (e.g., national confer-
ences of the CDC, the ADA, and the National Association of Chronic 
Disease Directors).
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New Partnerships

  With the project’s relocation to STBF, another partnership formed with 
their board. This was demonstrated when a team of community, county, 
state, and STBF representatives attended the Management Academy 
for Public Health at the University of North Carolina at Chapel Hill’s 
School of Public Health and Kenan-Flager School of Business. These 
partners developed DIRECT Solutions for Diabetes Control, a plan to 
create the ADA recognition program that began in 2008.

Changed Perceptions

  Outreach interventions changed the perception of diabetes. People with 
diabetes now feel comfortable telling others they have diabetes. They no 
longer see it as a disease to be ashamed of but rather a disease to control. 
Project participants often said that friends and family had progressed 
from having “a touch of sugar” to having diabetes.

Access to Care

  Access to care increased as staff identifi ed sources of medical care, which 
was especially helpful for persons with low incomes, limited education, 
and no health insurance.

Quality of Care

  Diabetes care interventions increased the quality of care through health 
care providers and the health care delivery system (Din-Dzietham et al., 
2004). The Quality Care Improvement Program provided doctors with 
current diabetes care guidelines and a resource for patient education, 
the DSM classes.

Lifestyle Behaviors

  Health promotion interventions fostered an environment conducive to 
reducing risk factors for type 2 diabetes. DSM classes encouraged peo-
ple to pursue healthy lifestyles.
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Increased Knowledge

  Outreach and diabetes care interventions increased knowledge of diabe-
tes, including risk factors, signs, symptoms, treatment, and management 
techniques.

LESSONS LEARNED

Having the community involved in this way creates dialogue across these dif-
ferent realms that can strengthen the research.

—Dr. Kristina Ahlen, Research Triangle Institute Project 
Director of Survey Research (RTI International, 2007) 

Those of us who wish to improve a community’s health must learn to think like 
the people of that community. All people have ways of coping with sickness. 
These habits and beliefs . . . are elements in a broader system of meaning that 
may not be apparent to persons outside the cultural system.

—Dr. John Hatch (2002 National Forum on Project DIRECT) 

  Numerous lessons have been learned and include:

  ■  By spending time in the community and communicating routinely 
with community members, public health workers and researchers 
gain insight and perspectives required for effecting health promo-
tion and partnerships.

■  Project DIRECT experiences infl uenced the design of a number 
of CDC programs, including Project REACH (Racial and Ethnic 
Approaches to Community Health) and Diabetes Today.

■  Students and faculty of historically Black colleges and universities 
can play a major role in health promotion in African American 
communities because of their understanding of the culture and 
ability to gain acceptance in the community (Reid et. al., 2003).

■  Teamwork developed a unifi ed approach to community engage-
ment. As reported by Naomi Penny, a doctoral candidate at Cor-
nell University in her 2002 research study on community coali-
tions, “As a whole, this coalition seems to have a really good grasp 
as to how to reach their community and how to work with the 
community. This is not common” (Penny, 2002).
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■  Establishing partnerships requires a long phase of ongoing com-
munication and cooperation. “Often the most serious challenges 
facing an effective health program is not the content of the pro-
gram but the ability of the organizations implementing it to work 
together” (Ronco, 1997, p. 4).

■  Everyone learned from working together. Public health practitio-
ners increased their knowledge and understanding of community 
engagement and community members increased their knowledge 
of diabetes and skills for health promotion planning.

PROGRAM SUSTAINABILITY

We have just begun to transition Project DIRECT to independent operation, 
and we hope to continue and expand interventions to improve quality of life. 

—Mrs. Lucille H. Webb, Chair of the Executive Committee (ADA, 2007) 

  Project DIRECT was conceived as a partnership with a community 
ready to take on the responsibilities and demands. After nurturing this 
relationship over 13 years, mutual respect and bonds of trust were es-
tablished. Sustaining the project is a priority for this partnership and has 
been placed in motion by:

  ■  creation of the Project DIRECT Academy to disseminate lessons 
learned,

■  transitioning the project to STBF, a community-based organiza-
tion, and

■  recognizing the program as a recognized ADA education pro-
gram.

SUMMARY

  Project DIRECT successfully involved community members in the de-
sign, implementation, and evaluation of the project. The greatest chal-
lenge was getting researchers and public health practitioners to recog-
nize and respect the expertise of each partner, especially the community, 
and to maintain ongoing and open communication. The selection of staff 
and consultants who respected and valued the community’s involvement 
improved the partnership’s dynamics and was essential for survival. The 
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community embraced its role as an equal partner throughout the proj-
ect. Research tends to exclude communities from infl uence over the 
research process; however, Project DIRECT proved that involvement 
of the community gave the project acceptance in the community and 
enhanced the knowledge and understanding of researchers and public 
health practitioners. Community partnering is long-term work. We, the 
Project DIRECT partners, must be prepared to stay the course to assure 
sustainability of the project and dissemination of fi ndings.
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Editor’s Note: History, as kind or unkind as it is, tells many sto-
ries about the lives of African Americans. Descendants of those who 
were forcibly brought into the U.S. and sold as slaves in the southern 
states have remained in many of these areas, including Charleston and 
Georgetown counties in South Carolina. These counties are known to-
day as the gateway for African American slavery. We fi nd within these 
communities a rich history and culture refl ecting a legacy of people who 
have overcome great struggles. However, many fi nd themselves faced 
with burdens beyond race. Gaining access to the basic necessities of life 
and equal access to adequate health care has proven diffi cult for African 
Americans. Imagine the impact on this country if this reality were true 
for all communities in America.

1 We would like to thank the following persons for their work, which contributed to this paper: 
Charleston and Georgetown Diabetes Coalition partners and community members; Dr. John Col-
well, Chair of the Diabetes Initiative of South Carolina; and Ms. Pamela Arnold of the Diabetes Ini-
tiative of South Carolina. The project described in this chapter is funded by the REACH Charleston 
and Georgetown Diabetes Coalition CDC Grant/Cooperative Agreements U50/CCU422184-05 
and 1U58DP001015-01 from the Centers for Disease Control and Prevention, the Medical Uni-
versity of South Carolina College of Nursing, and the Diabetes Initiative of South Carolina. The 
contents of this article are solely the responsibility of the authors and do not necessarily refl ect the 
offi cial views of the funding agencies.
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In reading this case study, you will fi nd how people internalized rac-
ism but still overcame the legacy of slavery by focusing on the empow-
erment of a community. As a result of this community-based diabetes 
program, African Americans were able to take charge of their diabetes 
through partner and community interventions. Many factors contribut-
ed to the success of this program. Educating the providers as well as the 
patients played a major role in setting the stage for trust building within 
the community. This community-based approach focused on eliminat-
ing health care disparities and linking the health care system with the 
community.

It was not an easy task for those involved. Individuals within the 
community and providers had to adjust to change, whether they per-
ceived that change as good or bad. In these counties, African Ameri-
can communities adapted to the lack of access to adequate health care, 
knowledge regarding diabetes care, and transportation to receive health 
care and other needed resources, to name a few. Community partners 
and others committed to a healthier Charleston and Georgetown ad-
dressed diabetes disparities with the intent of achieving lasting change 
that would improve the lives of those who lived in these communities. 
Many residents had become accustomed to outsiders coming into the 
community with big ideas and plans to positively impact their way of 
life, resulting in little or no improvement to the burdens the residents 
face. Communities are often left to pick up the pieces themselves as 
the outsiders with the big ideas vanish. Trust is a huge factor in the suc-
cess or failure of programs geared toward helping a community thrive. 
When public health professionals work with community organizations to 
eliminate health disparities, the rewards are great. Partners, community 
organizations, and other leaders embarked on enormous, cross-cutting 
efforts to achieve a health care system that helped people with diabetes 
receive the preventive care they needed.

As you read through this case study, consider the following ques-
tions:

  ■  South Carolina has historically been ranked in the top 10% of all 
states for diabetes prevalence. Signifi cant fi nancial and human re-
sources have been invested in reducing the burden of diabetes in 
the state. Thinking broadly, what additional resources would you 
identify to help the community move toward better diabetes pre-
vention and control?
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■  With the success that the Racial and Ethnic Approaches to Com-
munity Health (REACH) Charleston and Georgetown Diabetes 
Coalition, other partners, and community leaders have had in 
educating the community and providers, what plans for sustain-
ability would you propose?

■  African American communities in Charleston and Georgetown 
counties have been characterized as medically underserved and as 
health professional shortage areas. What changes can be made to 
the health care system at the structural, policy, and practice levels 
to eliminate health care disparities and ensure ongoing access to 
high-quality diabetes care for these communities?

BACKGROUND

Geographic Area

  The REACH Charleston and Georgetown Diabetes Coalition is a com-
munity-campus partnership between the Medical University of South 
Carolina and community agencies and organizations to improve health 
and health care outcomes among more than 12,000 African Americans 
with diabetes.

Charleston and Georgetown counties are located in South Carolina 
on the southeastern coast of the United States and are home to one of 
the most historic and diverse regions of the South. Culture, history, and 
environmental beauty are woven into a rich tapestry, which makes the 
area one of the most distinguished in the nation. Picturesque streets and 
antebellum mansions are reminders of Charleston and Georgetown’s 
historical status as a premier center of southern culture and wealth. 
However, the area is also known as the gateway for African American 
slavery. Many descendants of the early African Americans who entered 
America as slaves still live along the Carolina coast. About 128,000 peo-
ple, or 32–34.5% of the population, in the two counties were identifi ed 
as African American (U.S. Census, 2009) and most still live in largely 
segregated communities. Most African American communities in both 
counties are designated as medically underserved and as health profes-
sional shortage areas.

Based on data from the National Health Interview Survey, the Na-
tional Health and Nutrition Examination Survey, the National Hospital 
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Discharge Survey, and surveys conducted through the Behavioral Risk 
Factor Surveillance System (BRFSS), the reported prevalence rate for 
diabetes in South Carolina has historically been in the top 10% of all 
states. In the 2006 REACH Risk Factor Survey, 21% of African Ameri-
can adults in the two counties reported that they had been told by a 
health care provider that they had diabetes, as compared to the national 
prevalence of 13.3% (American Diabetes Association, 2008; Centers for 
Disease Control, 2005).

Prior to REACH, focus group participants in Charleston’s Enterprise 
(inner city) Community reported diabetes as the second most prevalent 
health problem that they wanted to improve, with hypertension as the 
most prevalent. These qualitative data were supported by community 
health center ( n �  3) and outpatient sites ( n �  12) that reported diabe-
tes as the most frequent diagnosis for primary care visits. Greater than 
80% of all people with diabetes also had diagnosed hypertension. Two 
area hospitals, Roper Hospital and Medical University Hospital, had ac-
tive outreach programs; two research programs, the Sea Islands Genetic 
African-American Registry Project (Project SuGAR) and the Hyper-
tension and Diabetes Management and Education Program. The Tri-
County Black Nurses Association offered screening and education pro-
grams in the Charleston area, and the Georgetown Diabetes CORE 
Group, a grassroots coalition in Georgetown County, recognized diabe-
tes as a major problem in their community. The South Carolina Legis-
lature also recognized problems related to diabetes and had created the 
Diabetes Initiative of South Carolina in 1994 to improve professional 
education, outreach, and surveillance related to diabetes and its com-
plications. Other community groups were also organizing educational 
activities and ways to meet needs related to diabetes.

Community Needs Assessment

  Community needs assessment methods are listed in Table 9.1 and de-
scribed below. The Institutional Review Board for Human Subjects 
reviewed and approved community assessment methods. One of the 
fi rst challenges was to objectively document the number of people with 
diabetes in our communities, as currently diabetes is not a reportable 
disease (to state health departments) and only estimates exist. Data 
could be self-reported by people with diabetes, small sample surveys 
could provide an estimate that could be extrapolated to the population, 
or health systems could report the number of users with documented 
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diagnosis of diabetes, based on the International Statistical Classifi cation 
of Diseases and Related Health Problems code 250 for diabetes mellitus 
(World Health Organization, 2007). To document the number of people 
with diabetes, partner health provider organizations, the federally-quali-
fi ed health centers ( n �  3), and university and hospital outpatient facili-
ties ( n �  2) examined existing data and reported more than 11,000 Afri-
can American primary care users with diabetes in 1999 (Jenkins, 2003). 
If data from private physicians were included, the numbers would in-
crease signifi cantly. We noted that some may have used multiple systems 
and thus could have been counted more than once.

 COMMUNITY NEEDS ASSESSMENT METHODS

Focus Groups, Interviews, and Surveys
People with diabetes
Health care providers
Community leaders and key informants
Public health experts

Medical Record Audits in Five Health Systems
Persons with diabetes

Epidemiological Data
Use of health care systems (e.g., emergency medical services, ER, and 
  hospital)
Costs of care
Costs of complications
Primary and contributing causes of death

Secondary Data
People with diabetes
Health care providers
Community leaders and key informants
Public health experts 

Table 9.1

We also examined available (secondary) data from the South Caro-
lina Department of Health and Environmental Control’s Diabetes Pre-
vention and Control Program (BRFSS and deaths related to diabetes), 
South Carolina Budget and Control Board’s Offi ce of Research and Sta-
tistics (emergency room [ER] visits, hospitalizations, complications, and 
costs of care), U.S. Census data for the two-county area, a community 
survey by the Roper Hospital Foundation, Enterprise Community focus 
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 NUMBER AND RATE* OF DIABETES-RELATED CONDITIONS BY RACE AND GENDER

MEASUREMENT LOCATION WHITE MALES WHITE FEMALES NON-WHITE 
MALES**

NON-WHITE
FEMALES**

COUNTY NUMBER RATE NUMBER RATE NUMBER RATE NUMBER RATE

Deaths with diabetes as underlying 
factor

Charleston
Georgetown

 12
 4

 25
 36

 18
 3

 24
 17

 17
 2

 72
 67

 37
 9

 114
 128

Deaths with diabetes as underlying 
or contributing factor

Charleston
Georgetown

 64
 16

 132
 144

 66
 14

 88
 106

 57
 12

 273
 267

 76
 25

 235
 341

ER visits with diabetes as primary 
diagnosis

Charleston
Georgetown

 70
 12

 99
 80

 47
 11

 62
 78

 135
 23

 451
 366

 191
 28

 474
 312

ER visits with diabetes as any 
diagnosis

Charleston
Georgetown

 209
 76

 308
 600

 268
 129

 359
 895

 370
 127

 1,277
 2,093

 727
 297

 1,880
 3,590

Hospitalizations with diabetes as 
primary diagnosis

Charleston
Georgetown

 121
 34

 175
 266

 132
 38

 160
 276

 180
 54

 647
 899

 272
 81

 669
 918

Hospitalizations with diabetes as 
any diagnosis

Charleston
Georgetown

 1,083
 398

 1,942
 3,260

 1,264
 420

 1,705
 2,866

 803
 212

 3,460
 4,058

 1,717
 385

 4,883
 4,882

Estimated prevalence*** 4.3–12% and 13.5% in largely African American communities 

* Number and rate written as Charleston/Georgetown counties. Rates are used per 100,000 population and age-standardized to 1997 SC population. 
Prevalence is reported as per 100 population.
** 99% of non-Whites are African Americans.
*** Self-reported diagnosed diabetes among people aged  � 18 and number is weighted to refl ect South Carolina population, according to the 1998 
BRFSS and 1995 PRT Healthy Communities Survey ( n �  1,700 persons).
Source: Charleston and Georgetown Countywide Data (1997).

Table 9.2
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groups, problems reported by inner-city participants from the Healthy 
South Carolina Initiative’s Hypertension and Diabetes Management and 
Education Program (an inner-city screening and education program), 
and existing meeting minutes and reports from community programs 
participating in the Diabetes Initiative of South Carolina. Sources pro-
viding these data are shown in Table 9.1 as secondary data. Diabetes-re-
lated hospitalizations, ER visits, and deaths are shown in Table 9.2.

A random review of medical records in the partner health sites was 
completed annually using methods developed by the Professional Re-
view Organizations (Med-QUEST). Training of reviewers was provided 
by Carolina Medical Review (now Carolinas Center for Medical Excel-
lence). Results of the chart audit are shown in Table 9.3 and are used 
to document the coalition’s progress in eliminating disparities related to 
health care and diabetes control. Except for infl uenza and pneumonia 
vaccines, African Americans received less care, as documented in their 
medical records, than did others in the sample, mainly non-Hispanic 
Whites, even when data were examined by number of visits and insur-
ance status.

Focus groups, individual qualitative interviews, and mini-surveys 
were done with people with diabetes, health key providers, public health 
experts, and community leaders and key informants to collect informa-
tion about their perceptions of diabetes in the two counties and their ex-
periences with the health system and providers, and to further examine 
collected data and obtain community input for the community action 
plan. The list of disparities identifi ed by the coalition is shown in Table 
9.4.

Relationship between Social Determinants 
of Health and Diabetes Disparities

  African Americans are proud people who are family- and community-
oriented. However, they reported a lack of resources for quality diabetes 
care and management as a challenge for many, since African Americans 
report lower per capita incomes, less education, and larger families. 
Crime rates are highest in inner-city communities with large numbers 
of African Americans, and some communities reported unsafe areas 
for physical activities. Lack of resources for basic needs, transportation, 
care, medications, and assistance with lifestyle changes were particularly 
noted by all focus groups. Many individuals, groups, and organizations 
within communities volunteered to assist with decreasing disparities 



244 Diabetes and Health Disparities

  RESULTS OF MEDICAL RECORD AUDITS OF PEOPLE WITH DIABETES IN 
CHARLESTON AND GEORGETOWN COUNTIES FOR 1998–1999 ( N �  136 CHARTS)

MEASURE
(MODIFIED DQIP)

% OF ALL 
PERSONS

% AFRICAN 
AMERICANS

% OTHER 
NON-HISPANIC 
WHITES

% DIFFERENCE 
FOR AFRICAN 
AMERICANS

1999 1999 1999 1999

1 HbA1c test/year 80 81 94  � 13

HbA1c � 7.0% 33 31 41  � 10

HbA1c � 9.5% 18 22  6  � 16

Nephropathy
assessment

71 69 94  � 25

Lipid profi le 41 40 56  � 16

LDL � 130 mg/dL 55 53 58    � 5

Blood pressure 
� 130/85 mm Hg

66 59 88  � 29

Blood pressure 
� 140/90 mg/dL

78 72 94  � 22

Referral for dilated 
eye exam

32 31 44  � 13

Foot exam, 
including risk 
assessment

24 25 28    � 3

Self-management
education

63 64 78  � 14

Aspirin therapy 16 11 18    � 7

Infl uenza vaccine 28 33 17  � 16

Pneumonia
vaccine (ever)

21 24 17    � 7

Table 9.3
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related to diabetes. Quality diabetes care and education were identifi ed 
as top priorities for action; however, no group identifi ed the resources 
to address the top priorities. Funding was a major challenge and money 
from REACH 2010 and others was essential for action and obtained 
continuously from 1999 through 2007.

Additionally, some neighborhoods linked with other community 
agencies and the local, state, and federal government to improve neigh-
borhood conditions. In both cities of Charleston and North Charleston, 
neighborhood leaders and the city policy departments worked together 
on a plan to improve safety and decrease crime by adding foot patrols 
and neighborhood policemen who attended community meetings and 
events and focused on building neighborhood relationships. One neigh-
borhood even obtained police who participated in their walking groups. 
To increase access to transportation, bus routes were initially added (but 
later cut due to budget constraints), church vans were used to attend 
diabetes meetings and health care appointments, and the Health and 
Human Service Commission increased their transportation routes. In 
Choppee, one of the rural areas, community members and health pro-
viders lobbied the county council and legislators to obtain funding for 
converting an empty abandoned school into a “one-stop shop” with a 
community health center site, alcohol and drug services, public health 
department, youth services, Georgetown Diabetes CORE Group (the 
Georgetown County Diabetes Coalition), and other groups, and have 

  IDENTIFIED DISPARITIES FOR AFRICAN AMERICANS WITH DIABETES IN 
CHARLESTON AND GEORGETOWN COUNTIES

Less
Per capita income
Access to needed services
Funding and insurance
Care and education
Satisfaction with care
Medications and continuing care
Treatment
Trust

More/Greater
Prevalence of diabetes
Complications

• Amputations
• Renal failure (dialysis)
• Cardiovascular disease

Emergency medical services 
 (transport) and ER use
Hospitalizations
Costs of care
Deaths, especially due to 
 cardiovascular disease

Table 9.4
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recently added an exercise facility with a volunteer certifi ed trainer 
working with members of the Georgetown Diabetes CORE Group to 
increase physical activity.

ORIGINS AND HISTORY OF CHARLESTON AND 
GEORGETOWN DIABETES COALITION

  When the call for proposals for REACH 2010 was issued in 1999, com-
munity leaders, members, and local organizations asked the Diabetes 
Initiative of South Carolina to apply for funding on behalf of a newly 
organized coalition. Representatives from each group joined together, 
mobilized volunteers, identifi ed available data, and developed a plan for 
assessing the assets and needs related to health disparities for African 
Americans with diabetes. Although no funding was specifi cally desig-
nated to the application process, many organizations donated staff, time, 
supplies, and data to engage the community in identifying the diabetes 
disparities and developing, implementing, and evaluating a plan of ac-
tion to address those disparities. The group obtained a planning grant 
from the Centers for Disease Control and Prevention (CDC) in 1999 
and has been continuously funded by the CDC, along with other govern-
ment organizations and private foundations, since that time.

COMMUNITY AND INSTITUTIONAL PARTICIPANTS

  The initial coalition partners listed in Table 9.5 have a long history of 
working to improve care for African Americans, and in 1999 the group 
formed the REACH Charleston and Georgetown Diabetes Coalition 
specifi cally to improve diabetes outcomes for African Americans in the 
two counties. Coalition assessments and activities include data from the 
two-county area of about 1,600 square miles of both urban and rural 
communities.

THEORETICAL FRAMEWORK

  In accordance with Lewin’s stages of planned change, we can clearly 
document a “process of progress” from unfreezing, moving process, 
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and refreezing in the implementation of the REACH diabetes program. 
Such strategic, systematic planning for change agents, individually and 
collectively, are necessary and dynamic and must be addressed in an 
open, honest, and gentle dialogue. At each step, putting the issues “on 
the table” and allowing collective permission to ask “What’s in it for me 
(us)?” was essential for progress. This helped to keep everyone honest 
while facilitating open and direct communication and resolving confl icts 
of interest and resources. Notably, the most important infl uencer, in-
ternal and external, remains human capital that demonstrates and em-
braces passion and power of collective activism while welcoming diverse 
skills and knowledge to produce change.

 REACH 2010: CHARLESTON AND GEORGETOWN DIABETES COALITION PARTNERS

CENTRAL
COORDINATION 
ORGANIZATION

ORGANIZING
PARTNERS

CONTRIBUTING
PARTNERS

MUSC College of 
 Nursing
Diabetes Initiative of 
 South Carolina

Alpha Kappa Alpha
Charleston County 
 Library
Commun-I-Care
Franklin C. Fetter 
 Health Center
Georgetown County 
 Diabetes CORE 
 Group
Harmony Gardening 
 Project
Project SUGAR
SC DHEC Waccamaw 
 and Trident districts
St. James Santee 
 Health Center
Tri-County Black 
 Nurses
University of South 
 Carolina School of 
 Public Health

BI-LO Supermarkets and 
 Pharmacies
Carolina Medical Review
Charleston’s Enterprise 
 Community
City of Charleston
City of North Charleston
Diabetes Initiative of 
 South Carolina
Healthy South Carolina 
 Initiative
MUSC College of Nursing
MUSC Medical Center and 
 Clinics
Pfi zer
Ralph H. Johnson VA 
 Medical Center
SC DHEC Diabetes Control 
 Program
SC DHEC Offi ce of 
 Minority Health

Table 9.5
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PROGRAM COMPONENTS

REACH 2010 Charleston and Georgetown Programs

  Specifi c programs conducted by the coalition were organized around (a) 
community-driven activities and healthy learning environments where 
people live, worship, work, play, and seek health care; (b) evidence-
based health systems change using continuous quality improvement; 
and (c) coalition power built through collaboration, consultations, trust, 
and sound business planning. Many of these activities are listed below.

Community skill-building and neighborhood clinics were offered in 
community settings, such as community centers, faith-based groups and 
churches, service-oriented organizations, and health centers. More than 
175 volunteer lay educators were trained, along with 5 salaried REACH 
community health advocates (CHAs). The volunteers and CHAs joined 
with the certifi ed diabetes educator, nutritionist, and nurse to develop 
and offer more culturally appropriate diabetes self-management educa-
tion, foot care training, and programs focused on taking care of our bod-
ies (e.g., Wise Woman for African American women aged 40–70 years 
old, which is now transitioning into Wise Men helping Wise Women). 
These activities were supported by partner organizations and funding 
from REACH.

Community health professional training included programs for all 
health professionals with special emphasis on training 145 registered 
nurses in advanced foot and wound education, along with foot care 
education for 27 physicians. Annual updates on diabetes care, access 
to resources, working with culturally diverse populations, and literacy 
were provided to more than 250 health professionals each year. African 
Americans joined the REACH team and four who were supported by 
the coalition were certifi ed as diabetes educators.

Outreach by professional and lay educators included a 30-minute 
taped television program that aired 34 times on cable, and tapes were 
provided to more than 30 community groups. REACH partnered with 
the National Network of Libraries of Medicine to develop, test, and now 
institutionalize a library-based program that teaches participants how 
to use diabetes information to learn about the Internet. The REACH 
2010 Charleston and Georgetown Diabetes Coalition’s Library Partner-
ship won the 2006 Health Information Award for Libraries from the 
U.S. National Commission on Libraries and Information Science in 
May 2006.
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Free diabetes self-management training classes and support groups 
were offered at eight sites throughout the area on a weekly basis. Al-
though most area hospitals offer a similar program, the cost is around 
$400 for the series of 6–10 classes. Many of our participants continued 
to come to multiple series of classes to help develop needed skills and 
obtain ongoing self-management support for behavior change. Others 
did not want to attend classes, so walk-and-talk groups were led by lay 
educators and health professionals so others could learn needed skills 
while participating in organized physical activities.

After examining the evidence for changing health systems, each part-
ner health care facility decided on their approach for systems change. 
Most decided to create a quality improvement team to guide their activi-
ties. Most of these teams created registries with reminder systems like 
diabetes fl ow sheets, whereas the academic health center sites switched 
to an electronic medical record. Most developed a systematic method 
for referring clients to diabetes self-management classes, whereas others 
created walk-and-talk about diabetes groups that were led by lay health 
care workers (i.e., REACH community health advocates and advisors).

Coalition building and policy change occurred through our work 
together, with the partners coalition deciding that each county needed 
their own coalition to facilitate local action. These coalitions obtained 
501(c)(3) tax status and began generating small grants to support cli-
ents who were unable to pay for strips for monitoring blood glucose, 
raising money through community banquets, auctions, raffl es, and other 
activities. The local county coalitions joined with the National Partner-
ship to Fight Chronic Disease and other groups to expand their actions. 
Through working collaboratively with the Diabetes Initiative of South 
Carolina, the South Carolina Legislature passed a law requiring health 
insurance policies to cover diabetes education for persons who receive 
at least minimal standards of diabetes care (see South Carolina Code of 
Law 38-71-46).

COMMUNITY RESPONSE TO THE CHARLESTON 
AND GEORGETOWN DIABETES PROGRAM

  Multiple groups that had previously worked together formed a partners 
coalition to initially apply for REACH funding in collaboration with the 
Diabetes Initiative of South Carolina. The community had identifi ed 
diabetes activities as a priority need in several neighborhoods and were 
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working together to address needs, then other organizations joined the 
efforts. The community response was very positive to improving diabe-
tes and associated complications; however, there was some competition 
among the partners for needed funding. We agreed that the needed dol-
lars to address the community needs related to diabetes and its com-
plications far exceeded any one grant or program. Thus, each partner 
worked to meet the needs of their agency, organization, or local com-
munity and came together to share these actions and examine ways to 
collaborate and meet some of the needs of the larger African American 
community.

CHALLENGES TO PROGRAM IMPLEMENTATION

  Initially, the challenge was to dispel reservations that this diabetes mel-
litus program was not another veiled attempt to create a project for re-
searchers or political notoriety and/or gain, then leave the community; 
the other issue was true engagement of the community stakeholders and 
gatekeepers with university partners in collaborative ownership, deci-
sion making, and action, since the community was accustomed to being 
told by the university researchers about how a project would be man-
aged after decisions were made and funding realized. Thus, program 
planners and implementers from the university needed to step back, roll 
up their sleeves, and listen to the overall needs through these powerful, 
passionate, and sometimes tense exchanges of information and learning; 
planners and implementers were given rights of passage to the informa-
tion exchange network within the community by true collaboration with 
community leaders to integrate and disseminate epidemiological data 
with community information and evidence. The evidence included mov-
ing communities at risk, even stakeholders and gatekeepers, forward 
in realizing and espousing that diabetes mellitus is a killer, not “just a 
touch of sugar” or “oh, diabetes runs in the family.” This strategic move-
ment from diabetes being a generation-to-generation family history to 
an unwelcomed consequence of potentially preventable complications 
could be described as an epiphany. Clearly, this did not just happen. The 
REACH coalition achieved progress (wins and losses) through estab-
lishing relationships and openly addressing the diversity of people and 
the value of all, regardless of skin tone, gender, religious affi liation, and 
maybe most signifi cantly socioeconomic status. Other challenges related 
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to consensus building at times impeded progress because of both spoken 
and unspoken competing priorities.

We found that folks were accustomed to being autonomous. Thus, 
when presenting out-of-the-box notions like pooling resources to plan 
and implement joint ventures, such as a health education workshop or 
a more traditional health fair co-sponsored by multiple organizations 
(e.g., community centers and churches), within a walking radius of each 
other, sometimes these collaborations were not welcomed. Ownership 
and individual identity got in the way of collective ownership, capacity 
building, and identity. Again, starting where people are and valuing the 
individual identity (the person and the organization) became a seminal 
chain of events.

Together, we fi rst focused on actions to meet some of the identifi ed 
community needs and are currently engaged in increasing organization 
and structure for sustainability. Another ongoing issue that we faced is 
changes in partner leadership when different members representing 
some organizations moved to different positions and new people joined 
the coalitions. We developed Web site, marketing, and educational ma-
terials that included leaders and common folk who shared their stories 
about managing their diabetes, as well as a few who had major complica-
tions that they attributed to their lack of management. We worked to-
gether to meet some of the community and organization needs, and that 
work continues, and is even expanding, in many communities.

Although we have a set of initial operating guidelines that we added 
to over several years, we are now creating a more formalized process. 
We have passionate discussions, but remain committed to our goals. The 
challenges are many and the major driving forces include the devotion 
and loyalty of members of the coalition and the commitment to eliminat-
ing disparities for African Americans at risk and with diabetes, so that 
health equity is a reality for our communities and for other communities 
across the United States.

PROGRAM EVALUATION

  Stories of improved health habits are plentiful and data from chart audits 
of care demonstrated improved care, improved control, and decreased 
ER visits. Health outcome data showed up to a 50% reduction in am-
putations in African American men, and our legislators know about our 
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progress. Outcomes for hemoglobin A1c, the clinical test to track glu-
cose control over 2–3 months, for 1999–2006 are shown in Figure 9.1, 
and decreased amputations in African American men with diabetes are 
shown in Figure 9.2.

Impact of Program on Social Determinants of Health

  Institutional and organizational policy and environmental changes are 
broadly based. Through the community-academic partnerships and/or 
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coalitions formations we have experienced internal and external poli-
cy and environmental changes related to social determinants of health 
(SDOH) and diabetes outcomes. SDOH encompass societal conditions 
of the social, economic, and physical environment.

Within local groups, we have seen community groups and police-
men working together to improve neighborhood safety, so people feel 
they can walk in neighborhoods, and groups and organizations working 
together to improve transportation to health care facilities.

At the organizational level, Greater Saint Peters Church of Our 
Lord Jesus Christ, a relatively small church congregation, added food 
and a health education component to monthly health screenings, links 
those without a health care home to available resources, and provides 
a grocery bag full of healthy food to participants to help meet gaps in 
end-of-month budgets. Nazareth African Methodist Episcopal Church 
has trained its church kitchen committee on healthier food preparation 
to offer healthy meals.

At the policy level, the REACH Charleston and Georgetown Diabe-
tes Coalition worked collaboratively with the Diabetes Initiative of South 
Carolina to bring about a law that mandates that insurance companies, 
other than those groups that are “self-insured”, provide diabetes educa-
tion coverage for clients who receive the minimum standards of diabetes 
care. If we want to reduce health disparities, our coalitions know that 
changes at the individual, group, system, and policy levels that involve 
changes in the SDOH are essential for progress.

LESSONS LEARNED

  The lessons learned from our collective REACH experiences are many. 
Some of these lessons are:

  ■  Continual reassessment of needs and resources is needed.
■  The altruistic notion that you cannot assign value to everything is 

naive, allowing programs to develop and remain overcommitted 
and underfunded and perpetuating socioeconomic disparities.

■  Negotiating for increased community control sooner than later fa-
cilitates community ownership.

■  Explicit communication that partnerships can and do change over 
time is okay and to be expected.
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■  Clear guidance and commitment that all are responsible for sus-
tainability increases the possibility for success; thus, community-
academic partner dyads should have written plans for answering 
the primary question of how to sustain program intervention. This 
involves funders, planners, and the community. No program in-
tervention should be implemented without an evolving plan for 
sustainability.

  Probably the most important lesson is that solutions for health dispari-
ties cannot occur in isolation. As health care agents of change, we cannot 
enjoy success or progress in improving health outcomes without under-
standing and working simultaneously for health equity through address-
ing SDOH. This is the true wheel in the middle of the change wheel of 
sustainability (community wheel of sustainability).

SUMMARY

  The Charleston and Georgetown REACH program demonstrates that 
impressive reductions in health care disparities and diabetes-related 
complications can be realized among African Americans living in these 
communities. Community empowerment is the cornerstone of this pro-
gram. Attending to improving neighborhood conditions, community 
education, and access to information resources, and sensitizing and re-
forming the health care system to eliminate disparities in care, all lend 
to the success of this community-based diabetes program. The collective 
efforts demonstrate that by working closely with a broad range of com-
munity and institutional partners, we can improve neighborhood safety, 
improve access to transportation services, and reduce the digital divide. 
Ultimately, the goal is to sustain these improvements as a matter of pub-
lic and practice policy, rather than as a short-term achievement that goes 
away when “soft” grant monies end. The rich and compelling history of 
these communities refl ects the cumulative health impact of an historical 
patterning of social and political inequality. The high burden of diabe-
tes experienced by this community is not inevitable; it can be reversed 
through a comprehensive and sustained public health approach that in-
corporates strategies that address the SDOH.
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 American Indian Higher 
Education Consortium Honoring 
Our Health Grant Program 
KELLY MOORE, CAROLEE DODGE-FRANCIS, 
AND LEMYRA DEBRUYN

10 

Editor’s Note: The prevalence of diabetes among American Indi-
ans is among the highest of any population group in the U.S. There are 
a number of different perspectives on what factors in the genetic, so-
cioeconomic, and political environments that contributed to the rise in 
diabetes prevalence in tribal communities over the past 60 years. Many 
have attributed the incorporation of westernized lifestyles as a major 
factor in the recent development of diabetes among American Indians 
(AIs) and Alaska Natives, but the historical and sociological pathways 
to the current burden of diabetes among AIs is, by all indications in the 
literature, complex and not readily isolated into discrete, easily defi ned 
risk factors.

Honoring Our Health is one of two case studies representing com-
munity-based diabetes programs in AI communities. This program is 
based in the southwest U.S. and the second is underway in the south-
eastern region of the country. Although separated by thousands of miles 
and different terrains, there are shared historical and contemporary ex-
periences related to diabetes, its risk factors, and associated complica-
tions.

In this case study, the developers of Honoring Our Health tap into 
community institutions for solutions in overcoming diabetes disparities. 
Building tribal capacity to eliminate diabetes disparities was closely tied 
to the education and professional development of the next generation of 
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leaders, teachers, researchers, and so forth, enrolled in tribal colleges. In-
vesting in their students would support the development of a workforce 
capable of designing culturally grounded health promotion and chronic 
disease prevention strategies practically nonexistent in some tribal com-
munities in the Southwest. This program also focused on children and 
teens who are at a higher risk of developing serious complications as-
sociated with type 2 diabetes. The success of these programs required 
the involvement of the entire community, with families at the center of 
efforts to prevent and control diabetes among the youth. Families pass 
traditions and local knowledge from one generation to the next. When 
families are actively engaged, there is a positive impact on the entire 
community and healthier life choices are made to prevent diabetes.

As you read through this case study, consider the following ques-
tions:

  ■  North American indigenous people often see diabetes as an “out-
side” or “unnatural” disorder. How can one learn more about in-
digenous beliefs about diabetes and other chronic diseases? How 
might trust factor into your ability to access this information? How 
would you use local knowledge that confl icts with western, bio-
medical knowledge?

■  The American Indian Higher Education Consortium Honoring 
Our Health Grant Program experienced great success with many 
of the programs they implemented. Staff turnover, however, was 
a challenge. What suggestions would you make to decrease staff 
turnover in order to sustain the programs at current or higher lev-
els?

■  Community education was indicated as one key to preventing 
diabetes. Given the awareness to diabetes within the community, 
what methods would you use to promote making healthy choices 
given the economic and political challenges encountered by some 
tribal communities?

BACKGROUND

  American Indians and Alaska Natives (AI/ANs) bear a disparate burden 
of type 2 diabetes (Centers for Disease Control and Prevention [CDC], 
2003; Valway et al., 1993), with an increasing prevalence of diabetes 
noted among young people in many AI/AN populations (Dabelea et al., 
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1998). From 1994 to 2004, the age-adjusted prevalence of diagnosed 
diabetes more than doubled among AI/ANs younger than 35 years of age 
who use Indian Health Service (IHS) health care services (CDC, 2006). 
Because young persons with type 2 diabetes develop the disease at such 
an early age, experience more years of disease burden, and have a higher 
probability of developing serious type 2 diabetes-related complications 
(Harris, 1995), effective diabetes prevention programs targeting young-
er age groups are a compelling priority for AI/AN communities.

Westernized lifestyles are commonly accepted as major contribu-
tors to the diabetes epidemic among AI/ANs, yet other factors, such as 
poverty, social injustice, trauma, and historical legacies of dispossession 
of their lands, culture, and language, also play a signifi cant role (Joe & 
Young, 1993; Satterfi eld, Eagle Shield, Buckley, & Taken Alive, 2007). 
Diabetes is often seen by North American indigenous peoples as an 
“outside” (Huttlinger, Krefting, & Drevdahl, 1992) or “unnatural” (Joe 
& Young, 1993) disorder that is a “White man’s sickness” (Garro & Lang, 
1993; Lang, 1989) with both internal and external contributing infl u-
ences (Morgan & Weedon, 1990; Wing, 1998). Holistic traditional native 
knowledge about health and other indigenous worldviews may be the 
source for an important framework in the development of community 
capacity in addressing the devastating epidemic of diabetes among tribal 
people (Chino & DeBruyn, 2006; Satterfi eld et al., 2007).

Community Needs Assessment

  As part of the coalition building activity, community needs assessments 
were conducted to determine the types of programs requested by com-
munity members. These assessments varied from site to site in terms 
of the data collected. One grantee focused on the community need for 
paraprofessional education on diabetes through a survey conducted in 
schools, public health departments, and clinical diabetes programs of 
10 Minnesota tribes. This same grantee also collected data on parental 
perceptions on the need for preventive education on diabetes at three 
local elementary schools. At another site, community and institutional 
participants assisted in the development of a health assessment admin-
istered to all tribal college students and faculty. One grantee designed a 
comprehensive tribal needs assessment by updating a previous commu-
nity health survey that summarized diabetes incidence data. This same 
grantee also used their community health survey to identify what tradi-
tional foods and medicinal plants their community members utilized.
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Areas to target for health education and prevention were identifi ed. 
At one tribal college community, high cholesterol, hypertension, arthritis, 
and diabetes were the four major chronic diseases identifi ed. At least 
one tribal health survey also collected data on the lack of health insur-
ance among the tribal college population. Insurance status is a signifi cant 
health care disparity for AI/ANs. Fronstin (as cited in Smedley, Stith, 
& Nelson, 2002) reported that nearly one-third of AI/ANs (32.8%) lack 
health insurance as compared with 17.5% in the general population.

A county youth health behaviors and attitude survey was collected 
twice in a 3-year time interval by a tribal college in collaboration with 
a regional inter-tribal epidemiology center. Of the 332 public middle 
school and high school students surveyed, 74 (22.3%) self-identifi ed as 
AI. No signifi cant gender or race differences were noted in the students’ 
descriptions of their personal health (i.e., great, okay, or poor). No sig-
nifi cant differences due to gender, grade, or race were noted for receipt 
of annual health exams (50.0%). Although no signifi cant difference in ex-
ercise frequency due to race or grade was noted, AI females were more 
likely not to exercise than AI males.

Another tribal college’s elementary school surveys indicated that al-
most 10% of all parental respondents used food stamps and 5% used 
commodity foods to stretch food dollars. For AI parental respondents, 
13% reported they used food stamps and commodity foods, respectively. 
More than half (53%) of the parents disagreed or strongly disagreed to 
attending an education program on lifestyle factors that could help con-
trol their children’s weight. Yet of the AI respondents, only 35% dis-
agreed and none strongly disagreed, suggesting signifi cant interest in 
learning more about lifestyle changes to prevent the development of 
diabetes. Whereas 72% of all parents agreed or strongly agreed that they 
would have their children attend a free program that taught healthy life-
style choices, almost 95% of AI respondents agreed or strongly agreed. 
However, signifi cant barriers to participation in any proposed education-
al programs raised by all parents included the children’s lack of interest 
and busy schedules, as well as lack of transportation.

ORIGINS AND HISTORY OF 
HONORING OUR HEALTH

  This culturally relevant initiative, Honoring Our Health: Tribal Col-
leges and Communities Working Together to Prevent Diabetes, was 
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a partnership among the American Indian Higher Education Consor-
tium (AIHEC), the CDC, and the Department of Health and Human 
Services Offi ce of Minority Health to build capacity, establish and 
maintain a communication plan, promote health, and reduce the im-
pact of diabetes in tribal colleges and universities (TCUs) and local 
communities. The AIHEC, in collaboration with the CDC, developed 
the proposal and review process and determined a distribution strategy 
for a competitive announcement. Proposals were accepted for either 
planning or implementation activities. TCUs that received a planning 
award were eligible to apply for an implementation award the follow-
ing year. If the TCU initially received an implementation award, they 
were not eligible to compete for another competitive award the fol-
lowing year. These guidelines were set by the AIHEC Board to ensure 
that every TCU that wished to apply over the 3 years of competitive 
funding would have an equal chance to receive some money for at least 
1 year.

TCUs that received awards included: Blackfeet Community College, 
Cankdeska Cikana Community College, College of Menominee Nation, 
Dine College, Fond du Lac Tribal College, Fort Belknap College, Fort 
Peck Community College, Haskell Indian Nations University, Keween-
aw Bay Ojibwa Community College, Lac Courte Oreilles Ojibwe Com-
munity College, Leech Lake Tribal College, Northwest Indian College, 
Saginaw Chippewa Tribal College, Sinte Gleska University, Si Tanka-
Huron University, Southwestern Indian Polytechnic Institute, Stone 
Child College, Tohono O’odham Community College, Turtle Mountain 
Community College, and United Tribes Technical College. (See Figure 
10.1 for a map of the locations of these TCUs, the AIHEC central offi ce, 
and the CDC Native Diabetes Wellness Program.)

FUNDING

  In recognition of the need for community capacity building in addressing 
the epidemic of diabetes among AI/ANs, from 2002 to 2004 the AIHEC 
was awarded funding ($800,000, $850,000, and $1 million, respectively) 
from the CDC’s Native Diabetes Wellness Program (formerly the Na-
tional Diabetes Prevention Center). This funding sponsored cooperative 
agreements for TCUs to develop and evaluate diabetes prevention proj-
ects in tribal communities.
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COMMUNITY AND INSTITUTIONAL PARTICIPANTS

  Community awareness about diabetes in AI/AN communities is already 
high, because diabetes is a pervasive problem. In addition, the imple-
mentation of the Special Diabetes Program for Indians (SDPI) by IHS 
in 1997 resulted in approximately 400 new or enhanced diabetes treat-
ment and prevention programs in AI/AN communities (IHS, 2004). To 
build upon this existing community interest, many AIHEC grantees 
formed local advisory committees of prominent community members, 
such as respected tribal elders and elected tribal offi cials, as well as oth-
er key stakeholders, including physicians and nurses, tribal college stu-
dents, tribal college administrators, health and nutrition educators, and 
school health personnel. Even where local advisory committees were 
not formed, the tribal college leadership and faculty, tribal college stu-
dents, IHS, tribal health departments, SDPI and other existing diabetes 
programs, and community health representative (CHR) programs were 
the key community and institutional participants in mobilizing commu-
nity efforts around diabetes.

To engage the tribal college population, some TCUs conducted trib-
al college community health assessments. Such assessments provided 
a synopsis of the current health status of the tribal college population, 
including faculty, staff, and students. This information was then used in 
the development of future course offerings and academic programs at 
the TCUs. The reports were also presented to the general community 
population.

Convening focus groups of community members ensured general 
community participation and empowerment. Other strategies for com-
munity engagement included community-wide forums on diabetes 
prevention and community outreach activities, such as health fairs and 
powwows. In order to demonstrate community involvement, activities 
were planned based on the analysis of the community health assessment 
results, reports from the focus groups and community-wide forums, and 
input from the advisory committees.

PROGRAM COMPONENTS

  Data were also gathered to assess community customer satisfaction with 
the wide range of program activities. In 2003 the demographics of the 
Honoring Our Health AIHEC cooperative agreement indicated that over 
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5,700 people had been served by the projects, with 99% of the partici-
pants being AI/AN. In all projects, females showed a higher participation 
rate than males. Overall, for the fi nal year of the project, 2005 implemen-
tation grantees reported that young adults (15–25 years of age) and adults 
(26–54 years of age) were the primary target populations for their program 
activities. However, despite the same high emphasis focused on the two 
age groups, the number of participants in the activities was signifi cantly 
different, with adults averaging a 19.1% participation level versus young 
adult participation at 5.7%. Implementation grantees also reported that 
overweight adults with and without diabetes, tribal college students, and 
community nutrition programs were the primary target groups for their 
program activities. Greatest participation for the high-risk and special 
groups was reported for tribal college students at 32.8%. Specifi c activi-
ties of the AIHEC cooperative agreement are described below.

Nutrition Activities

  In 2005 implementation grantee respondents indicated the methods or 
activities to provide nutrition information that they had emphasized and 
were able to develop or greatly improve through their AIHEC Honor-
ing Our Health Implementation Grant. For the provision of nutrition 
information, their primary emphasis focused on the target groups of the 
whole community (67.1%) and their secondary emphasis on people with 
diabetes (58.1%). Training programs, group classes, grocery store tours, 
cooking classes, and individual sessions were the methods emphasized, 
developed, or greatly improved.

Tribal college students described changes made in their food choices 
as a result of program participation. Students reported eating fewer fried 
foods, foods with saturated fats, and sodas. One student stated, “What 
I’ve learned is like, in the cafeteria here we have hamburgers, fries, nug-
gets, stuff like that. So I’ve learned we have to stay away from that and 
eat regular food like chicken, steak, and vegetables.” Another student 
commented that making changes in diet was a slow process, leading a 
third student to declare, “I haven’t completely given up Cokes. I still 
have one a day right now.”

Physical Activity Programs

  These same grantees also indicated the methods or activities to increase 
physical activity that they had emphasized and were able to develop or 
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greatly improve with this grant funding. The methods most emphasized, 
developed, or greatly improved were walking programs, traditional 
games, dances and other physical activities, and aerobics. TCU students 
and teachers had the highest participation level for walking programs 
(67.8%), followed by relatively equal participation from all other target 
groups of families (12.7%), elders (12.6%), elementary school children 
(12.9%), teens (12.5%), and the whole community (12.6%).

Several tribal college students related their experiences in getting 
their families involved in walking or other fi tness activities. Students 
found this positive infl uence on their families to be one of the most re-
warding aspects of their participation. A faculty participant described an 
especially enjoyable walking program: “[O]ur staff do a lot of walking in 
school, in fact a lot of them, and I don’t know where they came from, 
but they have walking counters [pedometers] and we almost have a little 
competition of who can put on the most steps in a given day.”

Traditional Approaches

  Many grantees utilized traditional approaches in their program activities. 
Most often their programs utilized traditional foods (24.1%), stories and 
story-telling (17.2%), traditional games and activities (17.2%), talking 
circles (13.8%), traditional herbs or medicines and traditional practices 
such as sweats (a traditional practice used to elevate the temperature 
of the body and believed to purge the body of impurities), and other 
ceremonies (10.3%), and traditional healers (6.9%). A comprehensive 
grid-based inventory of traditional foods, medicinal plants, and mapping 
of indigenous plant species was accomplished in one community. Geo-
graphic information system-based software was customized and applied 
to this comprehensive inventory system for later protection, conserva-
tion, enhancement, and reintroduction efforts for these traditional foods 
and medicinal plants.

Diabetes Education

  The methods for diabetes education were divided between four cate-
gories: community-based methods, education for people with diabetes, 
education for health professionals, and other education activities. The 
2005 implementation grantees reported the major emphasis in commu-
nity-based methods was placed equally (13.5%) on radio, newsletters, 
K–12 school-based curricula, tribal college school-based curricula, and 
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community health fairs. Average emphasis (8.1%) was focused on tradi-
tional methods of stories and talking circles.

Other studies have shown that stories and talking circles are well-ac-
cepted and effective health communication tools for diabetes education 
in AI/AN communities (Carter, Perez & Gilliland, 1999; Hodge, Pasqua, 
Marquez, & Geishirt-Cantrell, 2002; Struthers, Hodge, Geishirt-
Cantrell, & De Cora, 2003). Through the use of these traditional meth-
ods, participants can reconnect with traditional values that promote a 
healthier lifestyle. Also, since stories are often indirect and presented 
in a less threatening manner, the listener can refl ect upon the lessons 
included in the story (Carter et al., 1999; Hodge et al., 2002). By sharing 
new knowledge that other people have faced diabetes successfully, sto-
ries can bring acceptance, rather than denial, and hope to assist AI/AN 
individuals with diabetes overcome the fatalism and hopelessness often 
associated with diabetes in their communities (Carter et al., 1999; Sat-
terfi eld et al., 2007).

Within the education for people with diabetes category, the major 
emphasis (55.6%) was placed on group education, followed by average 
emphasis (33.3%) on clinic-based one-on-one education methods. In the 
education for health professionals category, only some emphasis (40%) 
was focused on Continuing Education Units (CEU) programs. CHRs 
and health aide training was included in the other education activities 
category. Average emphasis (37.5%) was reported.

Tribal College Courses

  A three-credit course on the topic of diabetes awareness was developed 
at one tribal college. Diabetes awareness was also incorporated into ex-
isting courses. Another tribal college created a 2-year associate degree in 
applied sciences in fi tness and health. A nutrition principles course was 
offered at a third tribal college. Through a partnership with the Expand-
ed Food and Nutrition Education Program, this same college planned to 
permanently offer a 5-week series on nutrition each semester for all staff 
and students. This college also offered a physical fi tness course called 
Native American Dance Forms. Gardening courses were offered at sev-
eral tribal colleges. Moreover, a high level of success was reported in 
increasing diabetes knowledge and awareness for teachers. In addition 
to changes in course and program offerings, direction regarding learn-
ing styles, motivational strategies, and promotion of lifelong health and 
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fi tness habits for all community members resulted from Honoring Our 
Health project activities.

Finally, as in the Diabetes Education in Tribal Schools project, co-
funded in 2000 by the National Institutes of Health’s National Institute 
of Diabetes and Digestive and Kidney Diseases and Offi ce of Science 
Education, the CDC, and the IHS to develop a diabetes prevention cur-
riculum specifi cally designed for AI/AN school children, the changes in 
tribal college course and program offerings were linked to other commu-
nity diabetes prevention efforts involving families and resulted in a more 
consistent, community-wide focus on diabetes prevention and education 
(Chino, Dodge-Francis, DeBruyn, Short, & Satterfi eld, 2007).

CHALLENGES TO PROGRAM IMPLEMENTATION

  While grantees overwhelmingly reported success in working with orga-
nizations in their areas, there were a few problems. In one instance, 
an advisory committee and the tribal college had different goals for the 
project. Rather than successfully completing the original objective of a 
college curriculum on diabetes education and prevention, the grant di-
rector negotiated acceptance of options that were tailored more closely 
to college and community desires and existing programs. Grantees also 
reported other barriers, such as resistance to change at the tribal college 
level and diffi culty at some sites in recruiting student participants. Resis-
tance to change arose from inadequate administrative staffi ng and staff 
time, as well as bureaucratic tribal college departmental policies related 
to personnel, budgetary reporting, and procurement of supplies. One 
grantee also described boundary issues with the local clinical and pub-
lic health staff on community-based diabetes prevention activities as an 
unexpected roadblock. Initially, some grant program activities were not 
well attended. But as community awareness increased, more and more 
community members participated.

Overall, the major barrier encountered was staff turnover. Hiring 
new staff, notably institutional policies on hiring consultants, was the 
second-most common barrier. This is not unexpected given the remote 
rural setting of many of these communities. Delay in the planning com-
ponent of the grant, community buy-in, lack of administrative support, 
and lack of offi ce or activity space were other important barriers. Pre-
senting the least barriers overall were lack of cooperation from partners 
and lack of collaborative partners.
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Examples of program successes included students’ enrollment in 
new health courses with positive student evaluations. Scores on objec-
tive tests in a nutrition course indicated that student knowledge of nutri-
tion increased, as well as their ability to apply that knowledge in their 
work and lives. Awareness and prevention activities continue as weekly, 
monthly, and yearly events. One planning grant recipient reported that 
following the needs assessment and development of a strategic plan, the 
following immediate results were noted: the commodity warehouse ob-
tained refrigeration so that fresh fruit and vegetables could be offered, 
the elementary school menu changed to offer healthier choices and both 
staff and students started losing weight, community garden sites were 
developed, a farmers’ market was organized, and the TCU began work 
with the U.S. Department of Agriculture Extension Service to develop a 
community organic garden at the college. In addition, intergenerational 
exercise programs were established. The involvement of elders in the 
projects and the students’ increased awareness of their tribal and cul-
tural histories were also very positive outcomes.

PROGRAM EVALUATION

  The opportunity to be seen as a catalyst for social awareness elevated 
the TCUs’ role in the community. The project also fostered the role of 
the AIHEC as a national organization in developing partnerships with 
federal agencies and tribal nations. This AIHEC grant opportunity al-
lowed TCUs to both seek and actualize their vision as a TCU that in turn 
could raise the health status of the community. More importantly, this 
project began the emergent process of long-term capacity development 
with TCUs and Native community-based groups in the fi ght against dia-
betes.

Access to Care Increased

  In collaboration with local Special Diabetes Program for Indians proj-
ects, blood glucose and blood pressure screenings were held at TCUs 
for staff and students, with referrals made for those needing follow-up 
testing. In addition, increase in access to nutrition information and pro-
motion of physical activity for the entire community and clients with 
diabetes resulted from grant program activities. Grant activities also led 
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to unexpected outcomes like the involvement in a state governor’s sum-
mit on health care access for the uninsured.

Formation of New Partnerships

  Increasing community collaborations was considered an impact of high 
importance and received the highest ranking for degree of success 
among both planning and implementation grantees. These collabora-
tions resulted in partnerships that exceeded the duration of the grant 
period and should positively impact future health projects. Moreover, 
collaborations were formed that extended beyond diabetes prevention 
and control. One grantee also participated in a state policy forum on sui-
cide prevention, which resulted in training for suicide prevention pro-
fessionals at the local tribal college.

LESSONS LEARNED

Diabetes Prevention Program Translation

  In 2003 grantee respondents participating in the initial evaluation of the 
project overwhelmingly saw community education as the key to prevent-
ing diabetes. Ignorance and fear were reported as the primary obstacles 
to diabetes prevention in AI/AN communities. Remarkably, the stigma 
associated with being labeled as a person with diabetes paradoxically 
resulted in behaviors that increase one’s risk for the disease. Such behav-
iors noted by the grantee respondents included refusal of opportunities 
to receive diabetes-related information from health programs and ignor-
ing recommended preventative measures. Respondents also emphasized 
the importance of relationships in educating a community about the re-
sults of the landmark National Institutes of Health randomized clinical 
trial, the Diabetes Prevention Program (DPP) (DPP Research Group, 
2001). One respondent even stated that education begins in the home, 
meaning adults and all family members need to become involved.

Additionally, many respondents stressed the importance of reaching 
youth with the DPP results. However, without the commitment of their 
families, they noted that young people would have diffi culty commit-
ting to the healthier life choices that prevent diabetes. Nonetheless, one 
respondent noted that their grant proposal, “Seeking Life: Preventing 
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Diabetes through Celebration of Native Wellness,” was a direct response 
to the DPP fi ndings and that they planned to use the DPP fi ndings in 
other grant proposals as well. Another respondent reported that learned 
behaviors are very hard to change, but through creative information 
sharing activities and positive reinforcement, most individuals are more 
receptive to trying new approaches in practicing healthy lifestyle habits.

Respondents had suggestions for incorporating the results of the 
DPP into future projects for AI/AN communities, such as establishing 
wellness circles to promote family wellness in campus daycare sites. An 
agricultural program for the provision of more natural foods was also 
suggested. Greenhouses for natural foods and more programs to build 
capacity for community gardens were other ideas. Emphasizing cultur-
al understanding and knowledge and including local tribal histories in 
physical education programs were mentioned as well.

Capitalizing upon this interest in agricultural programs, the CDC 
Native Diabetes Wellness Program has recently funded 11 cooperative 
agreements to support the use of traditional foods and sustainable eco-
logical approaches to health promotion and diabetes prevention. This 
is based on a strong grassroots movement throughout the indigenous 
Americas that supports sovereignty and identity through the use of an-
cient seeds and traditional cultivation, horticultural, gathering, and hunt-
ing technologies.

Garden of Health is another innovative, intergenerational garden 
project funded by the CDC Native Diabetes Wellness Program after the 
project period of Honoring Our Health. Operated by United American 
Indian Involvement, an urban Indian health program serving the Los 
Angeles AI/AN community, this project aims to improve nutrition and 
introduce urban AI/AN youth to healthier eating alternatives through 
experiential gardening and cooking education.

Lessons Learned to Share with Other Tribal Colleges

  In 2005 one respondent reported that tribal college students are often 
well-motivated and interested in helping their communities, especially 
when their own families are affected by a problem like diabetes. For 
more impressive student effort and participation, program design should 
offer tribal college students the opportunity to make a contribution to a 
solution. Video recording actual class sessions and guest speakers was 
also reported as helpful in developing a diabetes prevention education 
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curriculum. Recommendations for new course development included 
fl exibility and responsiveness to student and teacher needs.

Grant Planning

  More than one grantee in 2005 indicated that limited staffi ng must be 
taken into consideration when a small grant is received. Completing a 
large number of objectives for a small team may not be feasible, practi-
cal, or realistic.

Working with Youth

  Tribal college faculty noted the importance of following suggestions 
from elementary and secondary school teachers for grade-appropriate 
materials and making learning fun. Higher retention among youth pro-
grams to promote physical activity was more likely when activities were 
fun, obtainable by all fi tness levels, and consisted of a wide range of ac-
tivities, such as a locomotion egg hunt and jump rope relays. Incentives 
like small prizes and acknowledgments also promoted retention of youth 
in diabetes prevention activities.

Others

  Successful administration of a health assessment required partnerships, 
advanced planning, careful development of an appropriate assessment 
tool, support of the community, and analysis of the data by knowledge-
able evaluators. Achieving maximum results with minimal staff was es-
pecially diffi cult.

PROGRAM SUSTAINABILITY

  Participants’ plans to keep their projects going in the future are:

  ■  work with tribal college administration to support continuation of 
health courses;

■  continue campus activities through local student wellness pro-
grams;
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■  use ongoing efforts like diabetes talking circles for providing basic 
diabetes information to community members in a culturally ap-
propriate manner and train tribal college students annually in this 
process;

■  develop a strategic college vision on health education and diabe-
tes prevention through community involvement, networking, and 
building infrastructure within the tribal college to create a holistic 
approach to wellness;

■  work with other community programs to support dissemination 
and printing of program materials that were developed; and

■  prioritize and select one successful program activity, such as a 
summer diabetes prevention program, for ongoing support to 
continue as long as possible.

SUMMARY

  Honoring Our Health: Tribal Colleges and Communities Working To-
gether to Prevent Diabetes enhanced community capacity building 
through the utilization of TCUs as the framework for program develop-
ment and reinforced the need for culturally relevant diabetes program-
ming based upon education and community involvement. However, 
much work remains to be done in the fi ght against diabetes in these 
communities. Effective diabetes prevention and management will re-
quire the development of new strategies that more effectively involve 
tribal communities in designing diabetes and other health programs in 
alliance with their own indigenous views. Lessons learned from other 
indigenous models, such as the Gathering of Native Americans (Sub-
stance Abuse and Mental Health Services Administration, 2008) and the 
Community Involvement to Renew Commitment, Leadership, and Ef-
fectiveness (Chino & DeBruyn, 2006), may one day allow the creation of 
a diabetes-free future for all tribal communities. Honoring Our Health 
brought hope that a vision of healthier tribal communities is possible, 
but long-term indigenous values-based interventions and funding will be 
necessary for ultimate change.
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Editor’s Note: The alarming burden of diabetes among American 
Indians is a fairly recent phenomenon dating back only to the 1950s. 
In research conducted by Satterfi eld, Shield, Buckley, & Taken Alive 
(2007) with Lakota and Dakota elders, they found that there was a time 
when there was no word for diabetes in indigenous North American lan-
guages because it was an unknown condition. Until 1943 diabetes was 
undocumented among people native to the Plains, but by 1996 this same 
community was affected by diabetes at a rate four times higher than 
non-Hispanic Whites (Satterfi eld et al., 2007).

The emergence of diabetes in this population has been explained 
by some indigenous elders as an “outside” or “unnatural” disorder and a 
“White man’s sickness” that requires “White man’s medicine” (Satterfi eld 
et al., 2007). Native beliefs about health, for example, are not limited by 
biomedical knowledge, but is informed more holistically by traditional 
knowledge that understands the importance of harmony and balance 
in maintaining health and preventing disease. Traditional knowledge is 
defi ned as “a natural science grounded in lifetimes of intimate daily ob-
servation, habitation, and experience. . . . [it] is knowing the country 
(i.e., the environment and its interrelationships); it is holistic, rooted in 
spiritual health, culture, and language of the people. . . . [Yet] this local 
knowledge has been undervalued by conventional science” (Satterfi eld 
et al., 2007, p. 4).



276 Diabetes and Health Disparities

Any program intending to eliminate diabetes disparities among 
American Indians must learn, respect, and incorporate into the program 
plans the meanings ascribed to this disease by the affected community. 
You are encouraged to read the full text by Satterfi eld and colleagues 
titled “So That the People May Live (Hecel Lena Oyate Ki Nipi Kte):
Lakota and Dakota Elder Women as Reservoirs of Life and Keepers of 
Knowledge about Health Protection and Diabetes Prevention.”

There are over 500 recognized American Indian tribes in the United 
States. This case study describes the experience of the Eastern Band of 
Cherokee Indians (EBCI) in combating diabetes in the southeast region 
of the United States. Located in North Carolina, the EBCI Community 
Coalition was funded as one of the initial Racial and Ethnic Approaches 
to Community Health (REACH) 2010 programs, the fl agship program 
of the Centers for Disease Control and Prevention (CDC) to eliminate 
health disparities. In planning this diabetes program, the community co-
alition fully appreciated the need to listen to the community, respect its 
history and traditions, and address perceptions associated with diabetes. 
Children were a central focus of this diabetes program, and systems and 
cultural changes were sought to insure the children had ample opportu-
nity to pursue a healthier lifestyle. Key to eliminating diabetes dispari-
ties among the EBCI was deconstructing beliefs that communicated a 
fatalism and inevitability of diabetes. As you read this case study, con-
sider the following questions:

  ■  Considerable investment has been made in understanding the 
etiology of type 2 diabetes from the biomedical standpoint. How 
might we build a credible base of evidence that links the high 
prevalence of diabetes and other chronic illnesses to historical 
legacies of dispossession of lands, culture, and language in Ameri-
can Indians?

■  Diabetes was described as a stigmatized condition in this commu-
nity. What might cause a community to stigmatize one health con-
dition but not another? Why might diabetes be counted among 
the stigmatized conditions?

■  In addition to the strategies used in this program to reduce the 
prevalence of diabetes, what are some additional interventions 
you would propose? Pay particular attention to additional strate-
gies that address the social determinants of health like racism.
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BACKGROUND

  The Eastern Band of Cherokee Indians (EBCI) resides on the Qualla 
Boundary, which is nestled within the Great Smoky Mountains of west-
ern North Carolina. There are more than 13,000 enrolled members of 
the EBCI, about two-thirds of whom reside on tribal land in four coun-
ties. With the advent of casino revenues in 1997, economic changes have 
affected the EBCI. Within the last decade, the poverty rate fell from 
31% to 22%, and the median family household income increased 82% to 
almost $32,000; this amount is still less than the state median by nearly 
$14,500 (Martin, 2004). Although casino revenues have had a positive 
impact on family income, they may also have had a negative effect on 
family health behavior because families have more available funds to eat 
outside the home.

Sturm analyzed trends in childhood obesity nationally, including in-
creases in soft drink consumption and carbohydrate intake, and noted 
that with increasing income, people are shifting toward eating food away 
from home because it is more convenient; these foods tend to be more 
energy-dense and contain more fats and sugars than foods prepared at 
home (Sturm, 2005). Likewise, as family income has increased on the 
Cherokee Boundary (the primary Cherokee district), the array of fast 
food choices has increased; more than 19 fast food restaurants are avail-
able within three miles of the district’s center.

According to the National Center for Health Statistics (2004), rates 
for obesity and type 2 diabetes exceed those for the U.S. general popula-
tion and the state of North Carolina. The age-adjusted prevalence for 
obesity among the U.S. general population in 2002 was 30%. Accord-
ing to the most recent data from the National Opinion Research Cen-
ter (2005), the percentage of EBCI men who were obese was 53.4% 
compared with men from North Carolina at 25.1%. EBCI women had a 
prevalence of obesity of 56% compared with North Carolina women at 
27%. In the U.S. general population for 2003, diabetes prevalence for 
males and females was 5.3% and 4.5%, respectively. In Cherokee type 
2 diabetes prevalence is at 26.9% for EBCI men and 29.1% for EBCI 
women versus 9.4 % and 9.1%, respectively, for North Carolina men and 
women.

Eighteen percent of 85 children surveyed in the EBCI community 
reported eating at fast food restaurants fi ve or more times per week, and 
52% reported eating out at least twice a week (Cherokee Choices, 2004). 
Diet, along with sedentary lifestyle, may be contributing to the dramatic 
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increase in childhood obesity among the EBCI. In 2003 61.9% of EBCI 
boys aged 6–11 years who received services at the local hospital were 
overweight or obese, and 58.6% of EBCI girls in the same age group 
who received services at the local hospital were overweight or obese 
(Indian Health Service, 2003). In addition, children as young as 10 years 
have been diagnosed with adult onset diabetes (A. Bullock, MD, EBCI, 
personal communication, 2003).

The combination of changes in the economic and food environments 
likely has a great infl uence on the prevalence of type 2 diabetes among 
the EBCI. In response, a multilevel community-based diabetes program 
was conceptualized and implemented in this community. In addition to 
the material culture and health data that informed the development of 
this project, indigenous meanings attached to diabetes were incorpo-
rated in the program plans.

Community Needs Assessment

  Initial steps in program planning involved formative research to gauge 
the perception of diabetes among Cherokees; in other words, we needed 
to fi nd out what Cherokee people thought about diabetes in terms of 
causality, prevention, and intervention. We found that diabetes for many 
in the community was a stigmatized condition and many felt powerless, 
or at worst hopeless, to reduce its prevalence among their families and 
community. A professional marketing group, the Goss Agency, was con-
tracted to assist in conducting interviews related to diabetes and pro-
vided the following in an executive summary report:

  Because diabetes has touched so many Cherokee families, there is a broad 
awareness of diabetes throughout the Cherokee community accompanied 
by a general apathy. Because the disease is so rife, it has unfortunately cre-
ated an almost fatalistic acceptance of diabetes as an “inevitable fact of 
Cherokee life” and a widespread belief that the disease is not preventable. 
(Goss, 2004, p. 3)

  Some responses from their interviews that give insight to the mean-
ings attached to type 2 diabetes in this community included:

  ■  People believe that becoming diabetic is something that will hap-
pen, no matter what they do. For example, one respondent said 
“I know people who eat right and exercise and still get diabetes.” 
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Statements like these perpetuate the belief that Cherokee people 
will develop diabetes in spite of any preventive actions they might 
take.

■  Another respondent stated, “It’s (diabetes) like a car alarm. You 
hear it originally, but after a while you hear it so much that you 
don’t pay attention anymore.” If a condition becomes “silent” in 
the lived experience of the individual, it is diffi cult to attend to 
diabetes self-management and take actions to prevent complica-
tions of the disease.

■  “There’s a fatalistic attitude. People say, ‘I’m going to die some way 
anyway, so I’m going to eat what I want.’ ” This person is arguing 
“why make all of the prescribed behavioral changes, particularly 
denying oneself or restricting the joys of consuming certain foods 
if the ultimate end anyway is death by some means?” Privileg-
ing quality of life and simple pleasures, such as indulging in foods 
that are enjoyable if not necessarily in line with healthy eating for 
diabetes prevention and control, is not an uncommon choice that 
people with and at risk for diabetes make.

■  Overall, respondents feel that the broad acceptance of the disease 
and its inevitability is the key problem that must be overcome. 
Cherokee people must come to an understanding that diabetes is 
preventable and manageable.

  The voice of our people is the heart and soul of our program. The 
concerns and perceptions of the community, voiced in either one-on-
one interviews or larger venues, set our program priorities. Through 
talking with community members, agents of change, and partners who 
work together toward capacity building, a message is being voiced that 
through behavior change diabetes can be prevented and quality of life 
extended.

ORIGINS AND HISTORY OF CHEROKEE CHOICES

  In 1999 the Centers for Disease Control and Prevention (CDC) pro-
vided REACH 2010 funds to the EBCI to develop a community-based 
intervention to improve health and prevent the rise in diabetes among 
this indigenous population. The REACH 2010 program is part of CDC’s 
nationwide effort to reduce disparities in health among racial and eth-
nic minority populations. An important role of the Cherokee Choices 
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program among the EBCI is to listen to the Cherokee community and 
respond. The role involves being aware of and facilitating environmen-
tal, organizational, and individual changes. Priorities also include ad-
dressing racism, historic grief and trauma, mental health, diabetes, and 
obesity and creating a supportive environment for developing positive 
policy changes. Diabetes and obesity were selected as the focus of the 
REACH 2010 program launched among the EBCI.

During the fi rst year of the program, known locally as Cherokee 
Choices, grantees conducted formative research, formed coalitions, and 
developed a culturally appropriate community action plan to be imple-
mented in subsequent years. The formative research, including in-depth 
interviews, focus groups, and reviews of existing epidemiological data, 
compelled an emphasis in the Cherokee community action plan on the 
prevention of type 2 diabetes with particular attention to children. Rec-
ognizing that successful interventions for children need to include par-
ents, the elementary school, tribal worksites, and local churches were 
identifi ed as key gateways for the intervention components.

THEORETICAL FRAMEWORK

  The REACH 2010 logic model developed by staff at the CDC was the 
framework used to guide the development of the program (Tucker, Liao, 
Giles, & Liburd, 2006). A program logic model is defi ned as a picture of 
how an organization does its work, that is, the theory and assumptions 
underlying the program. The basic components of a logic model include 
factors (resources that potentially enable or limit program effectiveness), 
activities (techniques, tools, events, and actions of the planned program), 
outputs (the direct results of program activities), outcomes (changes in 
attitudes, behaviors, knowledge, skills, status, or level of functioning), 
impacts (organization-, community-, or system-level changes), and rel-
evant external infl uences (Tucker et al., 2006).

The REACH 2010 logic model illustrates how a coalition could 
theoretically produce the desired local health disparity reductions and 
impacts in racial and ethnic groups. It focuses on the logical approaches 
of a community coalition that convenes to learn the context of, causes of, 
and solutions for local health disparities and is prepared to take actions to 
reduce and eliminate these disparities. For example, we paid particular 
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attention to elements of the logic model focused on targeted action, com-
munity and systems change, and change among change agents. Targeted 
actions are all intervention activities believed to bring about a desired 
effect. Community and systems change refers to changing at-risk con-
ditions by altering the environmental context within which individuals 
and groups behave. Change among change agents includes documented 
changes in knowledge, attitudes, beliefs, or behaviors among infl uential 
individuals or groups with the intent of diffusing similar changes to a 
broader community population (Tucker et al., 2006). The REACH 2010 
logic model was also used to guide the evaluation of key components of 
our program.

PROGRAM COMPONENTS

  The mission of Cherokee Choices is to delay the onset of type 2 dia-
betes and related complications by working with community and other 
organizations to develop and deliver community-based behavior change 
interventions. Cherokee Choices is committed to addressing this seri-
ous health problem and providing prevention education and services 
through garnering the input, perspective, and energy of the community. 
The “emic” or insider’s understanding to this end is a critical element 
in the program’s success. Through community coalition meetings, fo-
cus groups within each of the Cherokee communities, and one-on-one 
discussions, Cherokee Choices gains the guidance necessary to plan 
program services. The program also shares this information with others 
through a variety of media, including a video series entitled “Generations 
to Wellness,” a series of advertisements on billboards and local television 
commercials, newspaper forums, and community outreach programs.

Many sociocultural factors were considered in designing and con-
ducting a health promotion program among the EBCI. Although Ameri-
can Indian communities are not homogenous throughout North Amer-
ica, some traditional cultural values ring true for many. For example, 
many American Indians value the importance of spirituality for balance, 
the essential network of extended family systems, and the signifi cance 
of intergenerational support. Consistent with the mission of the project 
and a keen sensitivity to the cultural values of this community, the fol-
lowing interventions were conducted.
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Elementary School Mentoring

  This program was conducted at Cherokee Elementary School. The 
school is the only elementary school in the community and is operated 
by the EBCI. It includes grades kindergarten through six and has ap-
proximately 600 students. Five adult mentors and a nutritionist work to 
alter the culture of the elementary school. The specifi c focus of the cul-
tural changes they seek are increasing awareness of diabetes as a serious 
health issue through in-service training and during classes, increasing 
knowledge about good nutrition in class and as part of a weekly after-
school program, increasing physical activity during the school day and 
after school, teaching stress management techniques and coping skills 
to children, and developing teachers as healthy role models through fac-
ulty fi tness activities. In addition, the mentors developed lesson plans 
that they implemented in the classroom to enhance self-esteem, cultural 
pride, confl ict resolution, emotional well-being, and health knowledge.

Worksite Wellness

  During the community assessment phase, meetings were held with a 
host of tribal agencies and community groups to begin the process of 
planning and capacity building, leading to the development of a com-
munity action plan. This plan included a core program to target tribal 
employees and engage those interested in a worksite wellness program. 
Nutritionists, dietitians, and fi tness workers help tribal workers partici-
pate in health challenges to reduce stress, eat healthier, and increase 
physical activity. Tribal offi ces compete for prizes earned by nutritional 
assessments, meeting physical activity and dietary change goals, and at-
tendance at healthy cooking demomstrations, supermarket tours, and 
stress management workshops. Baseline clinical measurements are of-
fered to participants through collaboration with the local diabetes clinic. 
This information gives them a baseline metabolic profi le from which 
they can compare their progress over time as a result of participating 
in the worksite wellness programs. Measures include fasting blood glu-
cose, blood pressure, and fasting lipid panel (total cholesterol, HDL, 
LDL, and triglycerides). Height, weight, and body fat percentage are 
taken within a week of participants’ enrollment into the program. Body 
fat was measured with the Futrex 6100XL Near Infra-Red Interactance 
technique with a measuring range of 3–45%. Follow-up measures and 
interviews regarding goal attainment were conducted every 6 months 
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of the program’s cycle. Data was entered into an SPSS 13.0 statistical 
software program for analyses.

The Health Challenge

  Friendly competition is a cultural value of the Cherokee Nation. To 
build upon this community norm, the program implemented a 16-week 
competition-based program that would reward decreases in weight and 
percentage of body fat, regular participation in activities sponsored by 
Cherokee Choices, and overall positive behavior changes. Nutritionists, 
dietitians, and fi tness workers helped tribal workers participate in health 
challenges to reduce stress, eat healthier, and increase physical activ-
ity. Tribal offi ces competed for prizes earned by undergoing nutritional 
assessments, meeting physical activity and dietary change goals, and at-
tending healthy cooking demonstrations, supermarket tours, and stress 
management workshops.

To stimulate physical activity, each participating tribal agency 
formed various teams that would challenge other teams to volleyball, 
racquetball, and basketball. Team members accrued points for participa-
tion and winning scheduled athletic events. Points could also be accrued 
by self-reported minutes of exercise per week and number of Cherokee 
Choices events attended. Each team selected a leader who acted as a li-
aison with Cherokee Choices, sent out regular emails encouraging mem-
bers to continue the program, and solicited volunteers to attend well-
ness activities. The team leader also kept record of exercise minutes and 
scheduled competition in athletic events. Cherokee Choices staff stayed 
in touch with team leaders and visited each agency at least once a week 
for support, education, and encouragement. Follow-up measures and 
interviews regarding goal attainment were conducted every 6 months of 
the program’s cycle.

The Life Challenge

  To maintain the positive health outcomes achieved during the health 
challenge, an additional component was added to support the mainte-
nance of weight loss, fat loss, increased physical activity, and any other 
health-promoting behaviors begun during the challenge. The life chal-
lenge was structured to be continuous during the year (2006) and offered 
in two 4-month program cycles. Participants from the health challenge 
could join at anytime during their involvement in the program. Staff 
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were also available to provide support during this phase of the challenge. 
Wellness staff, for example, emphasized an open door policy, encourag-
ing people to drop in for talks and one-on-one support. Wellness staff 
were comprised of a registered dietitian and licensed nutritionist, a cer-
tifi ed fi tness instructor who also has a B.S. in nutrition, a part-time staff 
member who is currently a B.S. candidate in nutrition, and an enrolled 
tribal member.

Church-Based Health Promotion

  Nutritionists, dietitians, and fi tness workers helped members of fi ve 
churches participate in activities to improve diet and food preparation, 
raise awareness of tribal health-related services, and increase physical 
activity like walking. An interdenominational coordinators group was 
formed to represent the congregations and oversee the church-based 
efforts. One of the most exciting church-based programs was the “Walk 
to Jerusalem” community intervention. Groups from fi ve churches par-
ticipated in a Walk to Jerusalem project, in which congregations tracked 
with pedometers their progress toward walking the equivalent distance 
between Cherokee, NC, and Jerusalem. Each participant completed 
a pre- and post-intervention survey. Data collected included basic de-
mographic information and queries regarding health, exercise time per 
week, and self-reports of daily water and fruits and vegetables intake. 
Over the course of the 5-month program, participants walked more than 
31,600 miles, the equivalent of walking to Jersualem from Cherokee fi ve 
times. Participation constituted 173 congregants, each averaging 183 
miles walked. One respondent said, “It gave you an incentive to disci-
pline yourself each day to walk more, which makes one feel better physi-
cally and mentally.”

The incorporation of activities for extended family systems and 
churches are extremely important in promoting community support for 
any intervention project. The majority of EBCI identify themselves as 
Christian, even though there are some traditionalists who continue to 
practice without formal church attendance. The local Lutheran church 
infuses both Christian and traditional Native ideologies and rituals (i.e., 
going to water and sweats, a spiritualistic custom used to raise body 
temperature and believed to purge the body and their souls). There are 
at least 10 different denominations and more than 39 churches on the 
boundary.
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The church-based activities included “Wellness Wednesdays,” dur-
ing which time they provided information about nutrition, cooking dem-
onstrations, and physical activity programs for the children. There was 
also a gospel sing to kick off the Walk to Jerusalem program. The gospel 
sing promoted spirituality and health among the participants. According 
to one, the church-based program was “promoting education that good 
health can be spiritually divine.”

Other Community-Based Interventions 
Sponsored by Cherokee Choices

  Changing cultural beliefs and norms associated with type 2 diabetes in 
this community required a broad range of activities and targeted strate-
gies. Following are key interventions that support the mission of Chero-
kee Choices:

  ■  Monthly submissions were provided to the Cherokee newspaper, 
One Feather , of a “Living with Diabetes” page each month.

■  Presentations were conducted at the Cherokee Youth Center on 
body image, weight training, and making wiser food choices.

■  Presentations were conducted at locations visited by large numbers 
of community members, such as the Kidney Clinic, the Snowbird 
Senior Center, and the Unity Regional Healing Center.

■  In addition to the schools, fi tness classes were held at a variety of 
agencies like the Cherokee Life Center.

■  Guided supermarket tours were provided and open to all com-
munity members.

■  Health assessments were provided for participants.
■  Stress management workshops were offered every 3 months.
■  A health marketing campaign was designed and included:

■  “Generations to Wellness” video was produced and local tele-
vison aired the series that portrayed community members of 
all ages dealing with obstacles presented by diabetes and shar-
ing visions of a healthy future.

■  Billboards were posted throughout the community to increase 
awareness about diabetes prevention and control.

■  Professional, culturally appropriate public service announce-
ments were developed and aired on local television stations.
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■  Local libraries were given additional resources on health and well-
ness.

■  Worksites allocated space and were equipped with exercise equip-
ment and wellness information, such as recipes, motivational tools, 
and notices about upcoming events.

■  Program managers allowed time off for employees to exercise and 
attend health challenge events.

■  The tribal council called for a community-wide mandate for con-
tinued diabetes prevention programs to institutionalize communi-
ty concern to eliminate type 2 diabetes in the Cherokee Nation.

PROGRAM EVALUATION

Impact of the Elementary School Mentoring Program

  To monitor the effect of mentoring, students respond annually to sur-
veys regarding issues of self-concept, perceived stress, cultural aware-
ness, peer relations, and eating habits. Evaluation data is collected and 
analyzed using multiple methods. For example, mentors record their 
interactions and exchanges with students in daily logs. Quantitative sur-
vey data from this overlapping cohort design is collected and entered 
into SPSS for analysis. Qualitative data from daily logs are analyzed using 
ATLAS.ti to identify key themes and provide context for better under-
standing and interpreting data collected through the quantitative survey 
methodology. Qualitative data from the teachers and staff suggest there 
are changes in the school culture since Cherokee Choices has been im-
plemented. For example:

  ■  Teachers are requesting a fi tness program at school.
■  Teachers are now sending letters home to parents asking them 

to prepare healthy snacks from the “Healthy Party” handbook in-
stead of having cake, sweets, and/or pizza as the usual school lunch 
fare.

■  Teachers participated with the kids who qualifi ed for an end-of-
year swim party, particularly noteworthy given that this is the fi rst 
class party ever to include physical activity and large participation 
of faculty.

■  Teachers have commented on the increase in parent and teacher 
participation in school activities sponsored by Cherokee Choices.
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■  School menus were modifi ed to include low-fat items.
■  The program documented extensive community support and turn-

out for the “Jumping against Diabetes” event, which raised more 
than $28,000.

■  Local librarians provided space for new health books and have 
cooperated with the program in implementing the “Brain Food” 
project.

  A comment from a librarian and 30-year veteran teacher at Cherokee 
Elementary School had this to say about the cultural changes taking 
place as a result of Cherokee Choices:

  At Cherokee Elementary, I’ve noticed that since we’ve had Cherokee 
Choices in our school, that the students are much more aware of the neces-
sity of physical exercise and eating healthy and making food choices, and 
when they come to the library, they’re looking for materials on cooking, 
they’re looking for materials about their bodies and maturing, and we see 
them out walking on our track and ah, just that they’re trying to be healthier 
overall. I feel that Cherokee Choices has made a good impact on the com-
munity as far as educating the parents, that how important it is that their 
child be eating healthy, making the right food decisions, and we see lots 
more parents in the school being involved with activities that have been 
sponsored by Cherokee Choices. We also see Cherokee Choices at every 
event and they’re very cooperative and helpful when we have anything go-
ing on in the school.

  Among the reasons for the positive changes observed with the children 
is that the project created a safe, non-threatening environment in which 
they could share their feelings with a responsible adult. With collabora-
tion of the elementary school’s guidance counselor, a “Walk and Talk” 
club was implemented, which also allowed children to increase their 
physical activity.

The heart of the program is being involved with Cherokee children 
and providing a safe and understanding person with whom they can talk. 
Even though most have a large, extended family with relatives who are 
willing to listen, sometimes the children needed another adult who was 
outside the family, yet knowledgeable of their world, to share their expe-
riences and feelings.

An excerpt from a mentor’s daily log is exemplary of how mentors’ 
support is important for these children. The following log entry comes 
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from a rafting trip with the Cherokee Elementary School after-school 
program participants:

  We stopped about three times on the river to swim. The water was freezing 
and the cool wind made it worse. All the kids jumped in like baby seals. We 
got to the place where there was a big rock and all the kids were jumping 
off of it. G. [age 12] climbed up to the top, but really was afraid to jump. I 
cheered her on because I knew she would regret it if she didn’t jump. She 
looked right at me and I said YOU CAN DO IT!! And she jumped!! She did 
great. Then, I decided to climb up the rock and check it out. When you get 
to the top, you start to change your mind. Then I heard G. cheering for me. 
I felt like one good turn deserved another and I would really be letting her 
down if I didn’t jump, so I jumped. It was freezing and it took my breath, 
but I did it and G. was cheering the whole time. It was a cool experience 
(no pun intended).

Impact of the Worksite Wellness Program

We are fi refi ghters and fi rst responders and we save lives, but these ladies 
save our lives. They are heroes too!

—Worksite Wellness participant 

  The total number of pounds lost during the fi rst weight loss challenge 
was 399.5, which was an average of about 7 pounds per person. The 
group also lost 148% of their body fat, averaging 3% body fat loss per 
person. The worksite wellness program was effective in both recruit-
ing and sustaining participation in the program among tribal workers. 
Some respondents indicated that they joined to “feel better,” while oth-
ers joined to “look better” and “improve their health.” Still more partici-
pants joined to “support their coworkers” and “be a positive role model 
for their family and community.” This program also was seen as “a start 
down a healthier path in life” for others.

When asked how they were able to be successful in achieving their 
personal goals, based on what was indicated in their initial assessment, 
some participants indicated that they made it a priority to lose weight 
even when juggling a marginal schedule (e.g., “even when soccer prac-
tice and a busy work schedule interfered”). It was a challenge for many 
to fi nd time to exercise, avoid fast food, and replace their regular soft 
drinks with diet drinks and water, but they met those challenges. Work-
ing closely with the Cherokee Choices nutrition and fi tness coordinator 
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and her assistant, they received personal support and encouragement 
each week, learned how to be healthy shoppers, and learned smart ways 
to exercise. Also, during the 3-month program, the participants support-
ed each other by exercising together and attending a monthly “Lunch 
and Learn” in-service education program that included a healthy ca-
tered lunch.

In evaluations of the program, participants identifi ed a number of 
factors that helped sustain their involvement in the program. For ex-
ample, participants were able to get managerial and specialized staff 
support for behavior change, information about how to eat well and im-
prove health was provided, and help was provided that allowed them to 
exercise, lose weight, and feel better. They greatly appreciated activities 
being made available at their worksite and getting support from pro-
gram staff, team leaders, program managers/supervisors, and coworkers. 
They also were appreciative of the large weekly fruit baskets delivered 
by the fi tness and nutrition specialist to encourage healthy snacking and 
the wellness-related prizes awarded for accumulated exercise time re-
ported. These prized included stress balls, jump ropes, yoga mats, hand 
weights, footballs, basketballs, tee shirts, and gift certifi cates to a local 
sports store.

As the worksite wellness and health challenge progressed from 2002 
into 2004, over 100 employees from eight worksites participated. In the 
last 3-month challenge of 2004, three new and fi ve continuing agencies 
requested the weekly contact and activities offered by the program.

Impact of Cherokee Choices on the 
Social Determinants of Health

  In the fi nal report of the World Health Organization’s Commission on 
Social Determinants of Health (World Health Organization, 2008), the 
commissioners articulate three principles of action. The fi rst of these is 
to “[i]mprove the conditions of daily life—the circumstances in which 
people are born, grow, live, work and age.” Cherokee Choices/REACH 
2010 primarily focused on the middle three conditions of daily life: cir-
cumstances in which people grow, live, and work.

Where We Grow

  Teachers at Cherokee Elementary School have reported changes in the 
culture of the school and the learning environment toward more empha-
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sis on health-promoting events and lessons beyond those implemented 
directly by Cherokee Choices. There seems to have been a ripple effect 
from the presence of Cherokee Choices in the classroom health lessons, 
offering teachers worksite wellness classes like aerobics and yoga and 
promoting health through after-school programs. Teachers are more 
conscious of utilizing more physical activity lessons and urging parents 
to supply healthy foods for classroom events. Parents who participate 
in Cherokee Choices’ worksite wellness programs may also have been 
more willing to support improvements in the school menus and changes 
in policies regarding physical activity. The creation of the School Health 
Advisory Council also provided a means to alter the culture of the school 
in support of health-promoting changes. We have also observed greater 
readiness to learn. For example, our pre- and post-intervention surveys 
show that elementary school students participating in Cherokee Choic-
es/REACH 2010 in-class and after-school activities have better atten-
dance and look forward to being at school more so than students who do 
not participate in such activities.

Where We Live

  Cherokee Choices/REACH 2010 began to collaborate with other tribal 
programs on initiatives to increase the number of greenways, sidewalks, 
and parks in Cherokee. This began later in the life of the program. There 
was already interest in this topic among the tourism and business devel-
opment community here. Our participation underscored its importance 
and we were able to link health with economic development in a way 
that had not been done previously.

Where We Work

  During the course of Cherokee Choices/REACH 2010, there were many 
improvements in working conditions for tribal employees. We achieved 
a major policy change that allows employees time off to participate in 
events sponsored by Cherokee Choices. We educated the tribal human 
resources program regarding best practices in worksite wellness, which 
contributed to the implementation of health risk appraisals, including 
lipid profi les and body mass index, for all tribal employees. Employees 
now demand the services of Cherokee Choices, such as exercise classes, 
lifestyle coaching, and cooking demonstrations.
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LESSONS LEARNED

  Below are selected lessons learned from the Cherokee Choices pro-
gram, some of which relate to the day-to-day operation of the program, 
whereas others are broader in scope:

  ■  Funding sources must be diversifi ed. The precarious nature of 
federal funding makes it unreliable as the sole source. Local re-
sources are essential to ensure sustainability and promote invest-
ment in the intervention.

■  Regular feedback from community members is essential. Estab-
lishing a system to obtain input from those involved in the inter-
vention is crucial. This system provides a means to allow the in-
tervention to be sensitive and responsive to cultural needs, able to 
mitigate problems at the earliest possible point, and be an incuba-
tor for new ideas and solutions to problems.

■  One-on-one support for community participants is important. Es-
tablishing relationships and sustaining them is essential.

■  Being able to delve below the surface of the health issues is essen-
tial. Most physical health issues have a mental health component 
to them. Getting to the root of the problem is important (e.g., 
historical trauma, racism, and abuse). The intervention must be 
able to address these, if not directly, then through an effective 
referral system.

■  Integrating and collaborating with other programs has been a key 
to success. Although this is a health program, we have to think of 
our partners as being relevant outside of the health system (e.g., 
the transit system, city planners, and businesses). Wellness as an 
economic issue resonates with the business community.

■  Listening to community members in the design phase is essential. 
This generally takes more time than one might expect, especially 
in communities where input has not been sought regularly. People 
may not be accustomed to being truly involved in designing an in-
tervention. Thus, initial input may be hard to obtain, and the qual-
ity of that input may not be at a useful level. Establishing a system 
to show people that their input will actually be used is crucial. 
Trust must be established in this regard and patience is required. 
Persistence is needed to dig deeper for more feedback and to be 
able to obtain information that may not come right away.
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■  At times you have to be fearless and willing to be seen as a rule 
breaker. You have to be willing to try things that have never been 
tried. Overcoming the mentality of “that’s the way we’ve always 
done it” is a challenge that the program must be ready to meet.

■  Establishing trust over years will enable the program to take more 
risks later. It may be prudent to hold back initially, while being 
watchful for opportunities to act more assertively later. Being po-
litically astute is an essential skill. A particular policy change may 
be best approached in phases, building buy-in and acting in full 
force once a foundation of support has been laid. 

 Using multiple channels of communication has worked well for us. We 
use small groups, discussion groups, and celebrations of milestones with 
groups and church meetings to communicate health information and 
program details. This takes more time than some other methods, but 
allows for questions to be answered and feedback to be received. We 
also have used mass media with reasonable effect, although high costs 
have prohibited this type of communication from being used more ex-
tensively and for longer periods of time. We utilize email and phone calls 
to reinforce messages and maintain a link to clients. We have learned 
that even a minimal amount of contact can promote continuity in the 
program and lead to long-term sustainability.

SUMMARY

  The Cherokee Choices community-based diabetes prevention and con-
trol program has proven worthwhile on multiple levels. It serves as a 
model for developing future interventions locally. We would advise oth-
ers involved in funding and implementing similar work to allow an ade-
quate amount of time for formative research. The use of a social network 
analysis is recommended as an initial step. In addition, we urge the use 
of social marketing in all phases of the intervention.

The community-based participatory approach of the program elic-
ited high-quality community involvement and earned respect from com-
munity members. The approach adopted by Cherokee Choices is con-
trary to the history of top-down programs typically provided by social 
service agencies in Cherokee and has generated interest in using the 
same formative techniques for other health issues. The philosophy that 
underlies the Cherokee Choices interventions is that community and 
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system changes can be effected through multiple, not necessarily lin-
ear, courses of action. It is essential to start with community members. 
For example, the success of participants in the worksite and church pro-
grams has inspired other worksites and churches to request an expansion 
of the Cherokee Choices program. Individuals have developed into role 
models who can help shift attitudes of coworkers, community members, 
and tribal leaders. There is a greater sense of hope among the commu-
nity regarding diabetes prevention; however, there is still much work to 
be done.
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 Making the Connection 
 (¡Conéctate! ): The Healthy 
Living Program1

LAURIE RUGGIERO AND EMILY E. ANDERSON

12 

Editor’s Note: This case study is one of two from the city of Chi-
cago. As in other major cities in the U.S., racial and ethnic communities 
in Chicago bear a disproportionate burden of type 2 diabetes. There-
fore, the engagement of many local institutions is desired in combat-
ing this public health problem. Researchers from the Illinois Prevention 
Research Center at the University of Illinois at Chicago built the Making 
the Connection initiative on existing collaborative partnerships between 
the university and other sectors within the city.

Public health partnerships that equitably involve community mem-
bers, researchers, and organizations from various sectors in all facets of 
the research process are known as community-based participatory re-
search (CBPR). Specifi cally, participation by community members af-
fected by diabetes and entities that can facilitate a long-term and sustain-
able solution to the growing prevalence of diabetes in these communities 
is the key component of CBPR. Participatory approaches to research 
are intended to build community capacity and have social betterment 

1 This study is supported by cooperative agreement number 5-U48-DP-000048 from the Centers 
for Disease Control and Prevention. Supplemental funding was also provided by the Centers for 
Disease Control and Prevention’s Division of Diabetes Translation. The fi ndings and conclusions 
presented here are those of the authors and do not necessarily represent the offi cial position of the 
Centers for Disease Control and Prevention.
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as a driving force. The researchers in this case study describe how the 
characteristics of CBPR are put into practice in this program and how 
social determinants of diabetes are addressed in a medically underserved 
southwest Chicago community of Latino and African American residents 
living with or at risk of developing diabetes.

This case study also exemplifi es how the landmark Diabetes Preven-
tion Program, a randomized controlled trial conducted in centers across 
the U.S. and funded by the National Institutes of Health, was translated 
in a real world urban environment. In other words, the most effective 
arm of the Diabetes Prevention Program, an intensive lifestyle interven-
tion, was tailored for implementation in southwest Chicago community 
settings by trained residents serving diverse community groups. Work-
ing together with a local board comprised of community residents and 
leaders from social service agencies, faith-based institutions, businesses, 
and community organizations, the researchers gathered qualitative and 
quantitative data to better understand the social determinants of diabe-
tes in the community.

To integrate this knowledge into action, the assessment results were 
shared with the community and the partners’ advisory board. Both the 
community partners and researchers used the results to develop shared 
goals for reducing the burden of diabetes and to establish common out-
comes for improving access to health care. In reading this case study, 
you will discover the many lessons learned through the researchers and 
community partners’ experiences; some lessons were more critical than 
others in the practice of CBPR. Despite the challenges of putting CBPR 
into practice, the authors repeatedly tout its worth in addressing diabe-
tes in diverse community groups. As you read this case study, consider 
these questions:

  ■  What are other societal conditions and psychosocial factors that 
affect access to health care? How might residents in southwest 
Chicago overcome those barriers to accessing health care in a 
medically underserved community?

■  How might the community partnership be expanded to include 
partners from nontraditional organizations and sectors to address 
the societal conditions and psychosocial factors in this commu-
nity?

■  This case study indicated that annual health fairs served as a 
means for mobilizing community partners and an opportunity for 
recruiting participants, particularly those in need of health care. 
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What new policies and system changes might be implemented to 
improve the unmet health care needs of community members?

■  In what ways might the researchers ensure collaborative partner-
ships among residents and organizations in all phases of the re-
search?

BACKGROUND

  Making the Connection (MTC) is the community-based participatory 
research (CBPR) initiative of the Illinois Prevention Research Center 
(IPRC) at the University of Illinois at Chicago. The MTC Healthy Living 
Program (HLP) is a community-based weight loss program based on the 
intensive lifestyle program of the Diabetes Prevention Program (DPP) 
and tailored for Latinos and African Americans living on the southwest 
side of Chicago, where the IPRC has collaborated to conduct research 
with community partners since 1999. Diabetes prevention was selected 
as a target for collaborative research efforts, because behavioral risk fac-
tor data demonstrated high rates of diabetes and obesity, low levels of 
physical activity, and insuffi cient fruit and vegetable intake. The HLP 
intervention translates the evidence-based DPP Intensive Lifestyle pro-
gram (DPP Research Group, 2002) from the clinic to the community. 
The program, delivered in community settings by community residents, 
promotes healthy eating and physical activity to reduce the prevalence 
of overweight and obesity with a fi nal goal of delaying or preventing 
diabetes, and ultimately other diseases. To enhance the public health 
impact, the program is delivered to a broad group of individuals at risk 
for diabetes based primarily on weight, ethnicity, and lifestyle habits. 
This case study will provide details on the background, implementation, 
and lessons learned from this CBPR initiative.

Learning from the Community: 
Community Needs Assessment

  A comprehensive community health needs assessment included two 
community telephone surveys and quantitative and qualitative data from 
focus groups and key informant interviews.

The telephone surveys used items from the CDC Behavioral Risk 
Factor Surveillance Survey (BRFSS) core, diabetes, cardiovascular dis-
ease, and hypertension modules, as well as questions developed specifi -
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cally to measure diabetes knowledge and preventive behaviors. Surveys 
were conducted in both Spanish and English. Over 400 surveys were 
completed in 2000 and over 500 were completed in 2003. In 2003 28.6% 
of community residents were obese (BMI � 30) and an additional 43.2% 
were overweight (BMI 25–29.9). Over 50% of respondents reported 
fewer than three daily servings of fruits and vegetables. Almost 50% 
reported insuffi cient physical activity (defi ned as exercising less than fi ve 
times per week for 20 minutes or less). Twenty-six percent of respon-
dents did not have health care coverage, which is over twice the national 
rate of uninsured for the same year and signifi cantly higher than rates of 
uninsured for Illinois and Chicago. Only 68% of respondents had been 
to the doctor for a routine checkup within the previous year. Although 
22% of respondents had been told they had high blood pressure at the 
time of the survey, 38% of respondents have never had their cholester-
ol checked. As noted earlier, diabetes prevalence was also signifi cantly 
higher in this community as compared with the U.S., Illinois, and Chi-
cago. Despite these high rates of diabetes, only 58% of respondents had 
ever been tested for diabetes (Survey Research Laboratory, 2003).

Census data (U.S. Census Bureau, 2000) for our partner commu-
nity, comprised of Chicago Lawn, West Lawn, and Gage Park, were also 
reviewed to collect information on social indicators related to diabetes. 
This is a very young community; almost 75% of the population is under 
the age of 45. Almost 16% of residents speak primarily Spanish in their 
homes; many are bilingual and a substantial proportion of residents are 
immigrants from Mexico. This is a stable, residential community that 
is diverse in terms of residents’ socioeconomic status. Of approximate-
ly 20,000 families, about 12% have annual incomes below the poverty 
level, which is about the same as the city of Chicago overall. The un-
employment rate for these three community areas was 12.8% in 2000, 
signifi cantly higher than the rate of 7.8% for the city of Chicago in that 
same year. Only slightly more than 10% of community residents have a 
bachelor’s degree and 34% of residents over the age of 25 have not com-
pleted high school (U.S. Census Bureau, 2000).

A variety of qualitative research methods were also used to conduct 
a comprehensive needs assessment, including focus groups, key infor-
mant interviews, community forums with residents and opinion leaders, 
and community surveys conducted at program events. Data from these 
activities have shed some light on the relationship between social deter-
minants of health and diabetes in our target community. Surveys con-
ducted at a 2002 health fair indicated high demand for community-based 
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physical activity programs and nutrition classes. Focus groups echoed 
these suggestions and indicated an increased demand for medical care, 
due to improved awareness of health issues, and a preference for family-
centered approaches to prevention. Frequently mentioned were the 
many logistical barriers to participation in health promotion programs, 
such as childcare, work schedules, and transportation. Community res-
idents also expressed a desire for health promotion activities that in-
clude opportunities for community residents to assume leadership roles 
in both the educational and research components and receive training 
and skills development that could be applied to future community-based 
work. This suggestion arose from many sources.

ORIGINS AND HISTORY OF 
MAKING THE CONNECTION

  The specifi c partner community is located in southwest Chicago and 
comprised of the three “Chicago community areas” of West Lawn, Chi-
cago Lawn, and Gage Park. Our partner community has been rapidly 
changing and growing over the last 2 decades. Formerly a primarily East-
ern European White ethnic community, Latinos and African Americans 
now comprise over 80% of the population (U.S. Census Bureau, 2000).

At the time the study was planned, community residents were more 
likely than other Chicago, Illinois, and U.S. residents to be overweight, 
obese, or have diabetes (Illinois Department of Public Health, 2001; 
Survey Research Laboratory, 1999). According to 2003 community-level 
behavioral risk factor data, 11.1% of community residents had diabe-
tes as compared with 6.7% in Chicago, 6.1% in Illinois (Illinois Depart-
ment of Public Health, 2001), and 6.5% in the U.S. (CDC, 2001). About 
50% of community residents have or had a family member with diabetes 
(Survey Research Laboratory, 2003).

The CDC’s Prevention Research Centers (PRC) program supports 
a network of academic researchers, public health agencies, and commu-
nity members and conducts applied research in disease prevention and 
control (Centers for Disease Control and Prevention, 2009). The CDC-
funded Illinois PRC (IPRC) has a primary mission to conduct research, 
translate research into practice, and measure the real world effectiveness 
and dissemination of health-promotion and disease prevention interven-
tions. IPRC research focuses on community-based approaches to engage 
ethnic minority populations in the adoption of healthy behaviors for the 
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prevention of chronic disease. MTC is funded by the CDC through the 
IPRC and supplemented by funds from the CDC Division of Diabetes 
Translation and generous contributions of staff time, meeting space, and 
other resources from multiple community partner organizations.

The IPRC has collaborated with community organizations in south-
west Chicago to conduct CBPR projects since 1999. According to fi nd-
ings from initial focus groups and key informant interviews, community 
residents identifi ed health as a priority, but felt the community lacked 
the infrastructure, resources, and organizing framework to address 
health issues, particularly diabetes. During 1999–2004, several commu-
nity-based health promotion programs were designed and implemented 
through the IPRC’s previous  ¡Sí Se Puede!  (SSP) project, also funded 
through the CDC PRC program. SSP aimed to promote awareness of 
diabetes and activities primarily focused on health education, physical 
activity, and nutrition. Specifi c programs included school-based health 
for elementary-age children, parent walking clubs at schools, commu-
nity cooking classes, and a community-wide media campaign. The suc-
cess of SSP increased community interest in and support for diabetes 
education and prevention. The lessons learned from SSP informed the 
planning and implementation of MTC.

COMMUNITY AND INSTITUTIONAL PARTICIPANTS

Bringing the Community to the Research

Primary Partner Organization

  MTC’s primary community partner organization is the Latino Organiza-
tion of the Southwest (LOS). LOS was founded in 1992 by a group of 
Latino immigrants who saw a need to work toward improving the lives 
and developing the leadership skills of Latino residents. The offi cial mis-
sion of LOS is “to create the awareness of the social, political, economic, 
and cultural reality of Latinos on the Southwest side in order to enable 
Latinos to develop critical thinking and knowledge for further growth 
as individuals.” LOS strives to complete its mission through a variety of 
educational, cultural, and social programs. LOS provides bilingual as-
sistance to community residents applying for public benefi t programs 
and navigating the immigration and citizenship process. Adult education 
programs include English classes, citizenship preparation, and GED 
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and computer classes in Spanish. Youth programs include the Juvenile 
Justice Diversion Project, an alternative to prosecution and formal ju-
venile court action for minors referred by the State’s Attorney’s Juvenile 
Bureau that provides education and opportunities for recreation, cul-
tural enrichment, leadership development, and community service. As 
a result of working with the IPRC and based on community input, LOS 
eventually added health as a priority to its overall mission.

Early in the partnership, a community advisory board (CAB) was 
created to guide the design, recruitment, implementation, and evalua-
tion of community-based health promotion efforts. The CAB includes 
volunteer community residents, representatives of social service and 
community organizations, and religious, health care, business, and po-
litical leaders. Led by Hector Rico, the executive director and founder 
of LOS and an experienced community organizer, CAB membership has 
remained fairly stable since its inception. The CAB remains committed 
to collaborating with the IPRC to improve the health and health behav-
iors of community residents.

Qualitative and quantitative fi ndings from the community needs 
assessments conducted when the MTC project was fi rst planned were 
shared with the CAB. On the basis of these fi ndings, the following 
shared health behavior and outcome priorities were identifi ed: (a) in-
creasing physical activity and (b) improving healthy eating in order to 
(c) decrease weight in overweight individuals and (d) lower the risk of 
diabetes in those at risk. With the support of the CAB, additional com-
munity partners were identifi ed and recruited to assist with these shared 
goals.

Other Partners

  As with any community-based program, community partners are needed 
to support and sustain MTC. Community partners are integral to ef-
forts to promote awareness of MTC, assist with recruitment efforts, and 
provide space and other resources necessary for delivery of the HLP 
groups. Two other important long-term partners have been Holy Cross 
Hospital, a not-for-profi t neighborhood health system serving residents 
of Chicago’s southwest neighborhoods and suburbs, and Healthy Chi-
cago Lawn, a community-based coalition started in 2004 to improve the 
overall quality of life and well-being of the Chicago Lawn community 
area.
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STRATEGIES FOR COMMUNITY ENGAGEMENT

  In addition to the ongoing activities of the CAB, several other strategies 
have been used to engage community partner organizations and groups. 
In preparation for initiating the translation study, a community forum 
was held to inform the community of MTC activities and recruit com-
munity partners to (a) serve as sites for conducting the HLP groups, (b) 
assist with participant recruitment by distributing brochures or allowing 
MTC staff to make presentations at their events, (c) donate items to 
serve as incentives for participants, and (d) provide other resources to 
support the delivery of the HLP groups. The forum was well attended 
with representation by a local alderman, businesses, schools, and social 
service organizations. This forum resulted in the recruitment of many 
new partners who have been instrumental in promoting MTC, assisting 
with recruitment efforts, and providing space and resources for conduct-
ing HLP groups.

Annual community wellness fairs have also served to mobilize com-
munity partners to provide health screenings and information about 
local health-related and social services. The partner community is in a 
medically underserved area with only one hospital, two hospital-affi li-
ated health centers, one free health center, and one federally qualifi ed 
health center within the geographic boundaries. For many residents 
with barriers to health care, health fairs provide a free, convenient, and 
accessible opportunity to obtain health screenings and information. The 
most recent community health fair was attended by over 1,000 adults 
and children. Health fairs have also been a great opportunity for recruit-
ing program participants.

PROGRAM COMPONENTS

Learning from the Science: 
Sharing the Research Evidence 
with the Community

  Once the community identifi ed diabetes as a health priority, IPRC re-
searchers searched the literature for the best evidence-based diabetes 
prevention interventions to share with the community partners. The 
DPP, a major clinical trial conducted at 27 sites around the country, had 
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recently demonstrated that an intensive lifestyle intervention reduced 
the prevalence of type 2 diabetes by 58% in overweight people with im-
paired glucose tolerance as compared with 31% in the group receiving 
the medication metformin (Knowler et al., 2002). The lifestyle interven-
tion group received intensive individual coaching from health care pro-
fessionals on healthy eating, physical activity, and behavior modifi cation 
(Knowler et al., 2002).

MTC was designed to translate the DPP’s successful intensive life-
style intervention from the clinic to the community. The intervention 
was tailored for this diverse community and delivered in community 
settings by community residents trained by project staff and multidisci-
plinary health professionals in a variety of areas, such as basic knowledge 
of research and diabetes, the group lifestyle program curriculum, and 
leadership skills. An additional aim was to take a public health approach 
by including a broader group of individuals at risk based on weight, eth-
nicity, and other diabetes risk factors.

Making the Connection Healthy Living Program

  The DPP lifestyle intervention was very resource-intensive, conducted 
in a highly controlled clinic setting, and led by health professionals. MTC 
utilized a CBPR paradigm in which researchers partnered with the com-
munity to tailor, enhance, deliver, and evaluate a modifi ed version of the 
DPP’s intensive lifestyle intervention. The specifi c objectives of MTC 
are to (a) promote healthy eating, regular physical activity, and weight 
loss; (b) emphasize the prevention of diabetes; (c) use theory-driven and 
evidence-based approaches to diabetes prevention; and (d) tailor the 
lifestyle program for two priority groups, African Americans and Lati-
nos, for example, by providing specifi c information on diabetes risk by 
group and providing culturally relevant and language-appropriate edu-
cational materials and session delivery. Other program goals included (e) 
identifying and training community residents to deliver the intervention 
program; (f) partnering with community groups and organizations to re-
cruit participants and deliver the program; (g) minimizing the impact of 
barriers to participation, such as education and literacy levels, language, 
income, transportation, and lack of medical coverage; (h) planning for 
long-term sustainability; and (i) interpreting and sharing the fi ndings of 
this research project with community residents, public health and health 
care professionals, and policy makers.
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The program is delivered by community residents who serve as 
healthy life coaches. The coaches received intensive training and ongo-
ing supervision and support in delivering the program. HLP program 
participants were recruited at community-based health screenings in 
partnership with the National Kidney Foundation of Illinois (NKFI). 
Participants who meet the following eligibility criteria are invited to join 
the HLP: (a) African American or Latino, (b) over 18 years old, (c) body 
mass index greater than 25 and less than 40, (d) low physical activity level, 
and (e) do not have diabetes. The curriculum included a 6-month core 
program and a 6-month after-core program delivered in a group format. 
The specifi c curriculum and content is based on the intensive lifestyle 
intervention used in the DPP (DPP, 1996; Knowler et al., 2002) and 
focuses on healthy eating practices like reducing fat intake, participating 
in regular physical activity like walking, and behavior change strategies. 
To overcome some of the barriers to participation described above, the 
program was held in convenient community settings, such as schools, 
social service agencies, and the local hospital, and written materials were 
chosen that were tailored for culture, language, and literacy level.

Program Support

  As previously mentioned, fi nancial support for MTC is provided through 
the CDC-funded IPRC with supplemental funding from the Division 
of Diabetes Translation. Many other partners provide technical, institu-
tional, agency, and political support. The NKFI has provided invaluable 
assistance in recruitment by screening potential participants for diabe-
tes. Two other key partners, LOS and Holy Cross Hospital, have provid-
ed signifi cant support, including program promotion, space to conduct 
groups, staff time, and material support like program incentives. The 
Healthy Chicago Lawn Coalition has been very supportive in promoting 
the program and assisting in recruitment through their coalition mem-
ber organizations and communication channels. Local schools have been 
very active in the recruitment of program participants and healthy life 
coaches. Many organizations have provided space and support for con-
ducting groups in a variety of community settings, such as the local hos-
pital, schools, LOS, and social service agencies. Local community lead-
ers, including aldermen, have supported the project since its inception 
by writing letters of support to the funding agency and promoting the 
program with their constituents at community events.
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PROGRAM EVALUATION

  Qualitative data from the formative work on this project supports the 
feasibility and acceptability of the intervention delivered in commu-
nity settings by community residents (Ruggiero, Rodriguez-Sanchez, & 
Oros, 2007). Quantitative data from multiple HLP groups are being col-
lected to examine the impact of HLP on weight-related measures. Al-
though the program was designed to be an individual-level intervention, 
feedback from our participants, CAB, and partners suggests that MTC 
has had a broader impact, extending beyond the program participants 
to family members, friends, and neighbors. For example, participants 
have reported that family members have also lost signifi cant amounts of 
weight and neighbors and friends have joined them in walking groups. 
In addition, barriers to accessing diabetes prevention efforts were re-
moved through providing this program in community settings by trained 
community residents. At the community level, responsibility for the an-
nual health fair is being transitioned from the IPRC to the community 
to facilitate long-term sustainability. Efforts are also underway with cur-
rent community partners to recruit and train healthy life coaches di-
rectly from the partner organization’s members or constituency, so they 
can continue delivery of the program after completion of the grant to 
foster sustainability.

LESSONS LEARNED

  The lessons learned have been many. Perhaps most importantly, con-
ducting truly collaborative CBPR is a time- and labor-intensive process 
for all involved. The success of any community-based project is largely 
dependent on the choice of partners and the relationships established. 
Efforts need to focus on identifying shared goals, fostering trust, and 
developing mutually agreeable principles of partnership (Levy, Baldyga, 
& Jurkowski, 2003). Maintaining effective communication is an ongoing 
and important process. We have had the good fortune of recruiting many 
great community partners and identifying community champions from 
the leadership of our long-term community partner organizations and 
the CAB. These individuals and organizations have provided their time 
and dedication, as well as material support for the project.
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In addition, one key strategy recommended by the CAB was the 
employment of community residents to fi ll many of the community out-
reach and research roles. This proved to be mutually benefi cial for the 
community and research partners. In addition, the response of the com-
munity participants, coaches, gatekeepers, and stakeholders has been 
overwhelmingly positive. Lastly, a critical driving force in the success of 
the project has been the passion of the community and research partners 
for the overall mission of the project.

SUMMARY

  Primary risk factors for the development of type 2 diabetes abound in 
our partner communities in southwest Chicago. Translating the lifestyle 
intervention from the landmark DPP in culturally and ethnically diverse 
communities is timely and necessary if we are to reduce the burden of 
type 2 diabetes. Effective translation of clinical trials like the DPP re-
quires a close working relationship and true collaboration with the af-
fected community and respected institutions and organizations serving 
that community. Beyond the focus on eliminating diabetes disparities, 
we must also attend to the social needs of the community, such as lead-
ership development, improving literacy, and access to transportation, as 
well as planning for long-term sustainability of community members be-
ing able to deliver a lifestyle intervention that at a minimum delays the 
onset of type 2 diabetes. Engaging policy makers and politicians is also 
critical in bringing about change for improved health outcomes in large 
metropolitan areas like Chicago. Our experiences implementing Making 
the Connection (¡Conéctate!) demonstrates that we can build a bridge 
between science and the community that leads to better health.
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  Implementing Environmental 
Changes in San Luis Valley 
Colorado Elementary Schools: 
The School Environment Project1

ELAINE S. BELANSKY
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Editor’s Note: Two decades ago, type 2 diabetes in children was 
rare. Currently, there is an alarming rise in the prevalence of type 2 
diabetes among children that coincides with growing rates of childhood 
obesity and physical inactivity. Children spend a signifi cant part of the 
day in school. Recent concerns about improving academic performance 
and decreasing school budgets, among other things, have infl uenced 
decisions on the part of school administrators to reduce time spent at 
recess or in physical activity during the school day in exchange for more 
time spent on academics. As more families rely on two incomes, parents 
are often not home to supervise so-called free-range play after school, so 
physical activity outside of school has also declined. In addition, as our 
society has privileged in some instances technology over playgrounds, 
we see children spending more and more time watching television, in-
teracting with the computer, and “playing” electronic games.

1 The author wishes to thank the following individuals for their numerous direct and/or indirect 
contributions to the School Environment Project and this case study: Julie Marshall, Robert Chavez, 
Nick Cutforth, SEP Steering Committee, SEP School Taskforces, 5th graders participating in the 
focus groups, Emily Waters, Kandiss Horch, Lori Crane, John Brett, Terry Uyeki, Cathy Morin, 
Richard Hamman, Judy Baxter, and the RMPRC Community Advisory Board. The author wishes to 
thank Drs. Richard Hamman and Julie Marshall for permission to include portions of the partner 
community description originally written for a grant proposal submitted to the CDC.
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Considerable research and program development is underway to re-
verse the public health problem of childhood obesity. Recommendations 
for combating obesity among children include eating fi ve fruits and veg-
etables each day, watching television or playing video games for no more 
than 2 hours daily, and getting at least 60 minutes of physical activity 
every day. Meeting these recommendations is easier said than done. Yet, 
unless we can insure a healthy environment for the “whole child,” that 
is, attending to the social, physical, and emotional needs of children, we 
will be limited in our ability to ward off chronic diseases in the future.

In this case study, the author describes a university, elementary 
school, and community partnership to improve the school environment 
by increasing access to healthy foods and time for physical activity. This 
university-led project utilized community-based participatory research 
(CBPR) to engage the community, school staff, and the children. They 
describe in detail the strategies used to mobilize key stakeholders, an-
swer key planning questions, and bring about positive changes in the 
school curriculum and environment that would reinforce healthy behav-
iors in a small rural community. As you read this case study, consider the 
following questions:

  ■  When children are affected by a health issue, schools are often 
thought of fi rst as the most promising site for health promotion 
interventions. What are some of the limitations of relying so heav-
ily on schools to achieve improved health outcomes for children? 
What other community settings infl uence the knowledge and 
health-related behaviors of children?

■  In some communities, school policymakers have eliminated or 
greatly reduced time spent in health and physical education classes 
in exchange for more time devoted to the academic subjects. What 
are some of the fallacies inherent in this thinking? What is the role of 
public health in changing this thinking and undoing such policies?

■  This case study is largely qualitative in its orientation and reports 
mostly qualitative data. In fact, early on in the CBPR process, 
members of the task force are instructed to take pictures docu-
menting what is going on in the school that is contributing to poor 
nutrition and physical inactivity. What are some of the strengths 
and weaknesses of photographing as a data collection method? 
What other data collected through participant observation would 
be helpful in developing a policy and environmental change pro-
gram for this elementary school?



311Chapter 13 Implementing Environmental Changes

■  Sometimes our biggest obstacle to change involves the people 
who must implement the change. In this case study, we see in-
stances where the school leadership is very directive and change is 
achieved in spite of some teacher resistance. We also see instances 
where teachers refuse to implement the recommended changes, 
and children feel “pushed around” by food policies that restrict 
sugary foods. What leadership styles might be more effective in 
achieving and sustaining healthy school environments and poli-
cies? In a free and democratic society, how can we foster healthy 
eating among children who prefer to eat less healthy options?

■  One of the respondents indicated that they had avoided the “big-
ger battles” like seeking change in the school lunch menu and 
what was sold in vending machines at the schools. What are some 
strategies to build confi dence in the community to take on these 
issues, as well as move their emphasis on children’s health outside 
the bounds of the school system?

BACKGROUND

  The University of Colorado’s Rocky Mountain Prevention Research Cen-
ter (RMPRC), funded by the Centers for Disease Control and Preven-
tion (CDC), in partnership with its San Luis Valley (SLV) Community 
Advisory Board, School Environment Project (SEP) Steering Commit-
tee, and 10 schools across the SLV, implemented the School Environ-
ment Project to increase student opportunities for physical activity and 
healthy eating while at school.

The University of Colorado has a long-standing, strong partnership 
with the SLV community dating back to 1983 when university research-
ers conducted epidemiologic studies of the natural history and etiology 
of type 2 diabetes and related conditions. In 1998 the CDC funded the 
establishment of the RMPRC. The center’s mission was to “promote 
healthy lifestyles in rural communities.” (Rocky Mountain Prevention 
Research Center, 2009) While epidemiologic studies continue in the 
region, the RMPRC uses a community-based participatory research 
(CBPR) approach to translate research into practice. Since 1998 an ar-
ray of family, school, and community-based interventions have been 
implemented to increase physical activity and healthy eating in hopes of 
lowering risk for obesity and type 2 diabetes (Belansky et al., 2006; Brett, 
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Heimendinger, Boender, Marshall, & Morin, 2002; Heimendinger et al., 
2006).

ORIGINS AND HISTORY OF THE SCHOOL 
ENVIRONMENT PROJECT

  The SLV is located in the southern, central part of Colorado on the upper 
Rio Grande River. At an elevation of 7,500 feet, this rural intermountain 
valley has the Sangre de Cristo mountain range running north to south 
along the eastern border and the San Juan Mountains along the western 
side. There are 46,190 people living in the six counties and 4,000 square 
miles that comprise the SLV. The valley fl oor is mostly fl at with numer-
ous potato farms. Throughout the region there are natural hot springs, 
wildlife refuges, and the Great Sand Dunes National Park and Preserve. 
Most towns are quite small with only a post offi ce and a handful of build-
ings, such as a general store, gas station, and perhaps a public health 
facility. The largest city in the area, Alamosa, has 8,682 residents. It has 
several stores, markets, repair shops, restaurants, and a small airport. 
The city also has two small colleges. People living in the northern and 
southern parts of the valley travel approximately 45 minutes to reach this 
commerce center.

The area has a rich Hispanic heritage, and residents are both His-
panic and non-Hispanic White. Many families remain in the valley from 
generation to generation. In fact, it is quite common for grandparents 
to live next door to their grandchildren. The partner communities are 
medically underserved and have some of the lowest per-capita income 
levels of any region of Colorado and the nation. Despite these lower 
socioeconomic indices, the people of the SLV have a strong history of 
working together to improve health. Yet, like other communities across 
the country, SLV residents are facing increasing rates of obesity and high 
rates of type 2 diabetes.

In the 2005–2006 school year, the RMPRC collected height and 
weight data on 591 fi rst and fi fth graders in 10 SLV schools. Approx-
imately one out of every three children was overweight or at risk for 
overweight: 16% were obese (body mass index at or above the 95th per-
centile) and 14% overweight (body mass index in the 85th to 94th per-
centile). Through the earlier CDC-funded Parents, Advisors, Children 
Together program, the RMPRC collected 24-hour diet recalls and accel-
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erometer data annually for 3 years in a cohort who started second grade 
in fall 2000. On average these second graders were only eating half of 
the recommended daily servings of fruits and vegetables and their level 
of physical activity dropped by 25 minutes per day from second to third 
grade and by 53 minutes per day from third to fourth grade.

When asked about health problems facing children in their com-
munity, fi fth grade students from elementary schools across Colorado’s 
SLV often mentioned obesity and diabetes. The following comments ex-
emplify themes raised by students in focus groups conducted in the fall 
of 2007:

  Some kids are diabetic. Like when you eat too much candy, you have to 
check your blood. If it’s too high, you have to go to the doctor and get a 
shot.

I think kids have health problems because they are getting too fat. I think 
we should get an hour recess. When my dad went to this school, he only 
got one recess a day. But he got a whole hour a day. We only get a half hour. 
[Recess is important] because you get to run. If you don’t [run], you could 
get diabetes. [I know this] ’cause my brother tells me and my mother tells 
me.

Since we’re on farms, we have to go outside a lot [to do chores]. But some 
kids don’t. They just sit on the couch and play video games and keep eat-
ing.

  In response to concerns about childhood obesity and implementing 
interventions diffi cult to sustain over time, the RMPRC’s Community 
Advisory Board, in partnership with faculty and staff from the RMPRC, 
decided to focus its core research project on creating opportunities for 
students to be physically active and eat healthy foods via permanent, 
sustainable enhancements to school environments and policies.

STAFFING

  The SEP was the RMPRC’s core research project for the 2004–2009 
CDC funding cycle. Embracing a CBPR approach (Israel, Eng, Shulz, 
& Parker, 2005), the project leader (and author of this case study) con-
vened a steering committee comprised of three RMPRC faculty and 
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staff, as well as 10 community members including three principals, a 
school nurse, a physical education teacher, two food service managers, 
a school counselor, a director of superintendents, and a public health 
nurse. This committee was responsible for overseeing the research proj-
ect and deciding on issues such as study design, evaluation, and com-
munication of fi ndings.

COMMUNITY AND INSTITUTIONAL PARTICIPANTS

The School Environment Project: A Community-
Based Participatory Research Approach

  The overall goal of this project was two-fold: (a) to facilitate environment 
and policy changes aimed at increasing physical activity and healthy eat-
ing in the school setting and (b) to adapt a comprehensive planning pro-
cess called intervention mapping (Bartholomew, Parcel, Kok, & Got-
tlieb, 2001) to be used as a CBPR tool. A steering committee (described 
earlier) was formed approximately 18 months before the intervention. 
The group’s purpose was to oversee the design, implementation, evalu-
ation, and dissemination activities of this 5-year study. The group met 
for 2 hours once a month to discuss topics like research design, study 
hypotheses, evaluation plans, school recruitment strategies, and com-
munication plans. However, prior to discussing those research issues, 
the group fi rst created meeting norms (e.g., listen with the intent to fully 
understand), decision-making rules (e.g., group consensus), and a vision 
statement: “The School Environment Project Steering Committee will 
celebrate healthy active children living in environments where the entire 
community creates a cycle of lifelong physical activity and healthy eat-
ing.” Annual day-long retreats were held to create goals and timelines 
and make important decisions about the SEP.

 At the fi rst retreat, held a full year before the intervention was 
scheduled to begin, the steering committee reviewed and discussed the 
study design originally proposed in the grant application: an early/late 
randomization design with schools assigned to the late condition serving 
as comparisons to the early schools during the fi rst 2 years of the study. 
Community members of the steering committee were not in favor of this 
design because of ethical concerns related to making fi ve school com-
munities wait 2–3 years before making important school environment 
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changes. Thus, the study design was changed so that all schools started 
the intervention in the fall of 2005: half were randomized to the adapted 
version of intervention mapping (AIM) and the other half to the CDC’s 
School Health Index, a self-assessment and planning guide (Centers for 
Disease Control and Prevention, 2009). To overcome the loss of the con-
trol group in the new design, a random sample of 45 elementary schools 
throughout low-income parts of Colorado was established to serve as a 
comparison group.

The remainder of this case study will focus on the fi ve schools using 
AIM to create environment and policy changes aimed at increasing student 
opportunities for physical activity and healthy eating. Each AIM school 
was asked to form a task force comprised of at least seven individuals with 
at least one representative from administration (i.e., principal [the pre-
ferred choice], counselor, or secretary), physical education, food service, 
classroom teachers, and at least two parents. For the classroom teachers, 
we suggested kindergarten, fi rst, or second grade teachers, because they 
do not have to administer state-required academic assessments.

Three members from the RMPRC—a social psychologist based in 
Denver and two professional research assistants based in the partner 
community—comprised the university partners working with the fi ve 
schools. These individuals are referred to as AIM facilitators. All three 
RMPRC members received intervention mapping training through the 
University of Texas. The main roles of the AIM facilitators were to lead 
the task force through the AIM process by conducting each meeting 
and bringing research, information, and resources to the task force, such 
as data on the childhood obesity problem, an analysis of local school 
data in terms of how the school environment and policy features met or 
fell short of evidence-based practices and national recommendations for 
daily eating and physical activity, school success stories, evidence-based 
practices for increasing physical activity and healthy eating in schools, 
and methods and strategies to implement those practices.

In using AIM, the AIM facilitators and community members (in this 
case, school task force members) joined forces to systematically iden-
tify problems and pose evidence-based solutions aimed at improving the 
health of the school environment. Task forces met 10 times in the fi rst 
school year (approximately once a month) and twice in the fall of the 
next school year. (For more information about these 12 meetings and the 
AIM process, please see Belansky, Cutforth, Chavez, Waters, & Horch 
[2008].)
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It is important to point out that CBPR was happening at two levels in 
this project. The steering committee, comprised of RMPRC faculty and 
staff and community representatives, provided oversight and direction 
to the project. In addition, each of the fi ve school task forces, comprised 
of the seven individuals listed above, participated in the AIM process 
and held the decision making power to select and implement environ-
ment and policy changes that made sense for their respective schools.

STRATEGIES FOR COMMUNITY ENGAGEMENT

  After the initial AIM task force meeting, which focused on introductions, 
overview of project goals, creating meeting norms, decision making pro-
cesses, and other ground rules to create healthy group functioning, the 
task force’s fi rst task was to conduct an assets and needs assessment of 
how the school environment and policies facilitated and/or hindered 
student opportunities for physical activity and healthy eating. Several 
approaches were used. At the end of AIM meeting 1, task forces were 
given a disposable camera and asked to photograph the school environ-
ment. In taking pictures, members were asked to consider the following: 
What do you notice about the school environment and students’ eating 
and activity behaviors when they are at school? What is being served for 
lunch? What do students bring from home for snacks or lunch? What 
foods are in the staff lounge, main offi ce, and vending machines? What 
do students eat in the classroom? How are students getting to school in 
the morning? What do they tend to do during recess and physical educa-
tion class?

Then, at AIM meeting 2, AIM facilitators shared the photographs 
and presented the task force with a partially completed PRECEDE 
(Predisposing, Reinforcing, and Enabling Constructs in Educational 
Diagnosis and Evaluation) model (Green & Kreuter, 1999) (see Figure 
13.1). The childhood obesity and quality of life outcomes boxes of the 
model were completed ahead of time by the facilitators. In a brainstorm-
ing session, task force members completed these boxes: What student 
behaviors may be contributing to childhood obesity at your school? and 
What aspects about your school environment and policies contribute to 
inactivity and poor eating?

Next, schools were given tailored reports that compared information 
about their school to national recommendations and evidence-based 
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Student behaviors at school that are leading
to inactivity and poor eating

Environmental factors at school that are
leading to inactivity and poor eating

Childhood overweight/obesity Quality of life outcomes

•  Hospitalizations.

•  Obesity later in life.

•  Social Isolation.

•  Low self-esteem.

•  Chronic disease.

•  Similar to a child 
    diagnosed with cancer.

•  Kids can go to the computer lab and library before and after school 
    instead of being active.
•  Limited access to gym during cold days.
•  Kids who live more than two blocks away from school can use 
    the bus.
•  No party policy regarding food.
•  The middle school store sells candy and sodas after 2:00 p.m.
•  Kids do not have access to healthy snack before they go home 
    which leads to unhealthy eating at home.
•  There is one lunch room for the entire school (K–12) and the 
    younger kids are intimidated by older kids; therefore, younger kids 
    typically do not want to eat breakfast.

•  Some kids fourth and fifth graders may not get morning recess.

•  1 in 3 school aged children
    in the U.S. is obese.

•  Rates are similar for boys
    and girls.

•  Obseity rates are higher in
    Hispanics and African
    Americans versus whites.

•  Prevalence has tripled 
    since 1970.

•  Kids are not taking advantage of Pee Wee Sports programs.
•  Kids bring junk food for lunch (e.g., chips, Cheetos).
•  Kids do not want to go outside, especially in winter.
•  Kids do not take advantage of breakfast.
•  Kids choose to ride bus versus walking.
•  Kids bring sweets and junk food for parties.

•  Kids choose to use computers during recess and lunch and before 
    school.

•  Kids sit and socialize after lunch and recess.

Figure 13.1 PRECEDE Model for an AIM School



318 Diabetes and Health Disparities

practices related to school environment and policy features correlated 
with physical activity and healthy eating. At the beginning of the school 
year, principals, physical education teachers, and food service managers 
completed the RMPRC’s School Environment and Policy Survey. This 
three-module questionnaire was designed to assess and track changes in 
physical activity and nutrition features of a school (e.g., number of min-
utes of recess per week, number of minutes of physical education per 
week, playground features, total number of fruit and vegetable offerings 
at breakfast and lunch, presence and enforcement of policies regarding 
the nutrition content of items sold in schools, presence of a school health 
team, and familiarity with LWP and other state and federal mandates).

The RMPRC used the school’s survey responses to generate a report 
for the task forces to see how aspects of their school environment related 
to national recommendations and/or best practices. For example, if fi fth 
graders had 90 minutes of physical education per week, the report said, 
“5th graders at your school get 90 minutes of PE per week. The national 
recommendation is 150 minutes per week. Consider increasing PE min-
utes if possible.” Task force members used the tailored survey report to 
add, delete, and modify ideas generated during the brainstorming ses-
sion.

Finally, task force members were asked to consider whether they 
were missing certain types of information to build a comprehensive pic-
ture of ways the school environment was or was not supporting healthy 
behaviors. In several cases, task force members collected additional in-
formation. For example, a classroom teacher in one school conducted 
an informal survey of the number of students who had eaten breakfast 
that morning. A nurse at another school calculated body mass index for 
a subsample of students.

In summary, the assets and needs assessment phase of this project 
involved drawing from the different and complementary sets of knowl-
edge and expertise held by community members and university re-
searchers. School task force members brought a keen sense of which 
aspects of the school day and school environment made it diffi cult or 
easy for students to be engaged in healthy behaviors. They also shared a 
deep understanding of student and staff attitudes and behaviors related 
to nutrition and activity in various settings, such as the lunchroom, play-
ground, gym, before and after school, and home. The AIM facilitators 
contributed to the process by sharing evidence-based practices, national 
recommendations, and tailored reports of school-level data.
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PROGRAM COMPONENTS

School Environment and Policy Changes

  After going through a comprehensive decision making process, task 
forces typically selected up to three physical activity and three nutri-
tion-related changes to make. The AIM decision making process con-
sisted of the following steps: (a) AIM facilitators shared national dietary 
and physical activity guidelines and recommendations highlighting the 
types and quantities of foods and activity needed during the school day; 
(b) task force members used information generated during the needs 
assessment phase regarding student behaviors and environmental fac-
tors related to poor eating and inactivity and brainstormed ideas about 
changes to make to their schools to help children achieve daily recom-
mendations for nutrition and activity; (c) AIM facilitators shared best 
practices information from the literature (e.g., the key environment and 
policy changes shown to increase fruit and vegetable consumption and/
or physical activity); and (d) task force members individually completed 
an Importance by Changeability worksheet where they rated each of the 
possible changes according to importance factors, including evidence 
the change will lead to increased activity and/or healthy eating, how of-
ten the change would impact student behaviors, and whether the change 
would affect all or only some of the students, as well as changeability 
factors such as potential barriers to implementing the change, diffi culty 
of implementation, people who would need to be involved in implemen-
tation, and fi nancial implications. Each task force member then voted 
on their top three physical activity and top three nutrition changes. The 
changes with the most votes were adopted by the task force for imple-
mentation.

Table 13.1 shows the list of environment and policy changes that 
schools decided to make as a result of the AIM process. Each school 
typically chose two or three changes in each area. Reversing recess and 
lunch and establishing some type of “healthy food zone” were the most 
common nutrition interventions. Schools varied with respect to the type 
of physical activity interventions selected.

Once the changes were identifi ed, task force members answered the 
following questions for each environment and policy change: Who needs 
to be involved to make this change happen? What are the steps to im-
plementing this change? and What are the possible barriers that might 
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 SCHOOL ENVIRONMENT AND POLICY CHANGES MADE DURING AIM PROCESS
NUTRITION
Breakfast/Lunch/Snack Program 
• Provide free breakfast and lunch for all kids.
• Serve breakfast in elementary school classrooms.
• Offer more healthy choices as part of school lunch program.
• Provide children with a daily healthy snack.
• Teachers verbally encourage kids to eat healthy.
• Create a reward system for kids that make healthy choices at lunch.

Policies
• Create a “Healthy Food Zone” that would include guidelines, such as 100% fruit juice 

only, for foods sold at school (e.g., in vending machines, à la carte, in the school store 
and third grade café, and as concessions at sporting events), as well as for foods brought 
from home for snacks or parties in the classroom.

• Remove soda machines.

Rewarding Students 
• Staff rewards students with non-food items.

Scheduling
• Reverse the order of recess and lunch, so recess comes fi rst.

Nutrition Education 
• Provide health and nutrition classes for elementary kids.

PHYSICAL ACTIVITY
Physical Education (PE) 
• Provide daily PE classes for all elementary students.
• Increase amount of PE time.
• Schedule smaller PE classes.
• Provide additional PE equipment.
• Use an evidence-based curriculum, such as Catch or Spark, that has been shown through 

research to increase kids’ physical activity levels during PE class.

Recess
• Provide additional equipment for students to use during recess  (e.g., balls).
• Encourage or require students to be active at recess.
• Provide organized activities at recess (e.g. car races, four-square, walking program, and 

indoor activities on cold days).
• PE teacher provides structured and intramural activities during daily lunch recess, 

including a pedometer contest.
• Paint courses, hopscotch, and a walking track on the playground
• Add new playground equipment and facilities, including more cement surface and a track 

for walking.

After-School 
• Provide noncompetitive physical activity options for kids after school (e.g., mountain 

biking, yoga, golf, gymnastics, dance, martial arts, tai chi, and skiing).

Policies
• Create a policy that states that staff and teachers cannot use recess removal as a 

punishment.

Other
• Build an additional gym and a swimming pool. 

Table 13.1



321Chapter 13 Implementing Environmental Changes

be encountered? Based on literature searches and knowledge of other 
schools’ success stories, the AIM facilitators also provided information to 
help answer these questions.

By and large, task force members, and in some cases a few additional 
key people in the school building (e.g., janitor, secretary, or teacher), 
were the change implementers. AIM facilitators presented the social 
cognitive theory (Bandura, 1977) to task force members as a way to help 
them identify personal and environmental determinants needed to im-
plement change. Task force members considered this question: What 
would it take—inside a task force member and in that member’s envi-
ronment—to accomplish the steps to implement the change?

This discussion generated ideas such as members needing to estab-
lish nutrition guidelines for foods allowed on campus and have the skills 
to assess whether foods comply with those guidelines; members needing 
the skills and knowledge to advocate for increased fi nancial resources 
to hire additional physical education teachers; and resources needed to 
implement change such as concrete for a new basketball court. After 
identifying these determinants of change, the AIM facilitators created 
matrices with determinants along the top of the table and steps to suc-
cess along the side. The body of the table included change objectives. 
These were specifi c tasks that needed to be accomplished in order for 
the determinant (e.g., knowledge) to be addressed in completing a par-
ticular step (e.g., share benefi ts of recess before lunch with faculty).

After the planning was mapped out, task force members broke into 
subcommittees with at least two members overseeing each environment 
and policy change. Timelines were set and subcommittees reported on 
their progress to the larger task force at the AIM meetings. AIM facili-
tators volunteered to meet with subcommittees in between larger task 
force meetings to provide resources and any help needed. In some cases, 
subcommittees conducted pilot tests before full implementation (e.g., 
reversing recess and lunch for one grade only during the last month of 
school).

COMMUNITY RESPONSES TO THE SCHOOL 
ENVIRONMENT PROJECT

  The RMPRC conducted key informant interviews with task force mem-
bers directly after schools fi rst implemented changes (roughly the same 
time the AIM process was concluding at the beginning of the second 
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school year) and 1 year later. The majority of task force members were 
quite pleased with the type and amount of changes the school made 
as a result of AIM. A nurse at one school said that if another school 
was considering using AIM, she would tell them, “Defi nitely do it; it’s 
a great opportunity to effect some change in your school.” However, a 
few people said they wished their task force had taken on bigger battles 
like lunchroom and vending machine offerings. As one parent said, “One 
thing we didn’t really hit on a whole lot was the cafeteria and what they 
serve there. I wanted to, but I sensed that it was a sensitive area because 
there are so many restrictions.” A secretary at another school said her 
task force was never able to change the contents of the vending machine 
because members could not agree on nutrition standards.

Task force members talked about how the rest of the school commu-
nity responded to the environment and policy changes. These responses 
varied by school. Recess before lunch is a good example of this. Three 
schools chose to rearrange schedules so that recess occurred before 
lunch: two were successful and one ran into some problems. In one of 
the successful schools, the principal described it as:

  It’s working really well. At fi rst teachers were complaining about it. But I 
said, “This is how it is and this is what we’re doing. So make it work.” Now 
it’s the second year and it’s working good. The teachers are enjoying it. The 
kids are eating more. Parents don’t worry about that part of the day.

  This top-down, somewhat heavy-handed approach led to school-wide 
implementation of the change and teacher acceptance. At the less suc-
cessful school, the principal used a more democratic and phased-in ap-
proach to implementing recess before lunch. He said,

  We switched our recess and lunch last year with the third, fourth, and fi fth 
graders. We did try that with our K, 1, 2 . . . and we ended up going back 
to recess after lunch. That was against my better judgment. But teachers 
were very upset about the time issue. The little kids don’t eat as fast or as 
consistently as the bigger kids, so coming back after lunch we had down 
time where there was a 10-minute chunk when some were done and they’d 
come back and others weren’t.

  When we visited the school a year later to learn how recess before lunch 
was going with grades 3–5, a classroom teacher who served on the task 
force said,

  We went back to recess after lunch. We have two teachers who wanted it 
this way; the rest of us aren’t happy about it and I think at some point this 
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will be addressed again and we’ll probably go back to recess before lunch. 
I know [students] aren’t eating enough lunch. The minute they can go out, 
they raise their hands to rush out.

  A year after changes had been implemented at the schools, our team 
conducted focus groups with fi fth grade students and asked them to 
share their opinions. Responses to the nutrition changes were both posi-
tive and negative. One school decided to establish and enforce stricter 
guidelines about foods allowed from home. A student talked about what 
happened to her during snack time: “Today I was eating a cupcake and 
[my teacher] told me to put it away because it wasn’t healthy. I felt okay 
but sort of mad, too, because it was the only thing I had for snack and I 
was hungry.” At another school, a student talked about changes made to 
the lunchroom: “We used to have dessert every day, but now we hardly 
ever do except for healthy things like fruits. Now they are serving more 
healthy foods.” When asked how that felt, the student responded, “It’s 
bad. It feels like teachers are bossing us around.” Several others in the 
focus group disagreed, however. One student said, “Some kids think it’s 
good; some kids are trying not to eat unhealthy food.” Students at an-
other school talked about more fruits and vegetables in the lunchroom. 
The response was generally positive. One student said, “I started eating 
more fruits and vegetables because I don’t want to be big and I [want to] 
have a good life when I get older.”

Responses to changes made to physical education programs were 
also mixed. One school was able to increase the frequency of physical 
education by allocating resources to hire an additional physical educa-
tion teacher. Students reported that the majority, if not all, of the stu-
dents were quite pleased with having more physical education. While 
task forces at other schools sought to make improvements to physical 
education programs by either increasing the quantity or implementing 
a new curriculum, the students did not always appreciate the change. 
Most complaints pertained to doing similar activities over and over (e.g., 
capture the fl ag and basketball). Concerns about repetitive, unchalleng-
ing, and innovative activities point to the importance of advocating for 
increased quality physical education time and the need for further re-
search on improving the quality of physical education in rural communi-
ties.

Changes made to the playground generally received positive re-
sponse. One group of students talked about having fun on the play-
ground: “They have more playground equipment, so you have a variety 
of choices. They put in tires [referring to recycled tires for the surface] 
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so that you can play on the bars and not get hurt. Instead of wall time 
[used for punishment], they make you run, and you have to run around 
the playground.” At another school, the principal and janitor worked to-
gether to lay concrete for a new basketball court. According to children 
in the focus group, the court was being used by fourth graders.

PROGRAM EVALUATION

  The AIM process led to many school-level environment and policy 
changes aimed at increasing opportunities for physical activity and 
healthy eating. Baseline and follow-up data were collected on physical 
activity levels during recess and physical education class. Those data are 
being analyzed to identify whether the school level changes led to in-
creased activity.

The AIM process led to other important changes in the social envi-
ronment that have been documented. For example, several task force 
members reported increased communication and conversations hap-
pening throughout the school community related to health issues. In the 
week prior to being interviewed, one principal described four separate 
conversations he had with task force members about the various changes 
their school decided to make. Understanding correlations between the 
school environment and the development of risk factors for diabetes is a 
critical fi rst step in mobilizing action for change.

At another school, the student council president had a conversation 
with the school secretary about snack foods he wanted to make available 
at an upcoming winter holiday party. Anticipating possible resistance to 
his choices, he was able to justify his proposed snack choices by studying 
the nutrition labels before seeking the secretary’s permission. AIM also 
led to an increased awareness throughout the broader school commu-
nity about the importance of healthy foods. A nurse described how their 
healthy snack program not only led to healthier food choices at school 
but also increased teacher awareness and knowledge about healthy 
foods. Perhaps most importantly, the AIM task force experience built 
capacity among some task force members to effect change in their com-
munity. The strongest example of this comes from a school secretary. 
Throughout the interview, she mentioned that she now uses the Internet 
to fi nd nutrition resources for a newsletter she sends home to families. 
She also talked about how much she appreciated being treated as an 
individual during the AIM meetings as opposed to being “pigeonholed” 
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as the secretary who only knows about certain types of things. As a result 
of the AIM process, she says,

  I think I’m more knowledgeable. I’m willing to go out there and look for the 
knowledge that I’m passing on to the students and what our expectations 
are for healthier classroom parties. I feel like I have the courage to know 
that there is something out there that I can look for. Before the process I 
was like, “Well, whatever you say,” but now I can take it on myself, I know 
what I’m looking for.

LESSONS LEARNED

  Key informant interviews were helpful in identifying strengths and weak-
nesses of the AIM process. Strengths included brainstorming sessions, 
listening to other people’s ideas, having a forum to express concerns 
about the school environment, information collected and discussed for 
the needs assessment, and the decision making process used for narrow-
ing down the list of environment and policy changes to make.

Task force members also identifi ed weaknesses to the AIM process. 
These included a feeling that the process stagnated in the spring of the 
fi rst year, frustration that certain key changes were not considered per-
haps due to feasibility issues, a perception that the AIM facilitators’ con-
clusion of the planning process and withdrawal from the task force felt 
abrupt, and that preparations for sustaining changes occurred too late in 
the process. All of these issues will be addressed in the next iteration of 
the AIM process.

Overall, the AIM process led to many school-level environment and 
policy changes. In part this was due to a strong planning process that in-
cluded several important stakeholders along the way: principals, teach-
ers, food service, physical education teachers, nurses, and parents. It is 
important to note that certain changes either never came to fruition or 
were not sustained due to a variety of reasons, such as competing priori-
ties, lack of time for implementation, lack of buy-in from the community, 
and lack of fi nancial resources. For example, one school chose to build a 
new gym. While small steps have been taken toward reaching this goal, 
the school has not yet succeeded in building the new gym, because it will 
require substantial fi nancial resources, zoning ordinances, and commu-
nity support. In another school, a healthy snack program was established 
and implemented the year after the AIM process was completed. The 
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school requested each household contribute money toward the snack 
program; however, not all families were able to afford this. After 1 year, 
the school had to discontinue the program due to lack of funds. In yet 
another school, the task force decided to reverse lunch and recess. How-
ever, the principal left the decision to teachers in each grade level and 
only a few teachers agreed to make the switch. These examples suggest 
that even more careful planning and/or stronger principal leadership is 
needed for certain types of changes to succeed.

SUMMARY

  The San Luis Valley School Environment Project details the processes 
and benefi ts of changing an environment where children spend a con-
siderable portion of their day to foster healthy eating and daily physi-
cal activity using community-based participatory research. This project 
demonstrates that building knowledge and awareness of the relation-
ship between obesity, physical inactivity, and type 2 diabetes is an es-
sential fi rst step in achieving community engagement and commitment 
to working for long-term health goals. Even in a small rural community 
with a relatively small commerce center, removing barriers that “make 
the healthy choice the easy choice” is challenging. Changing the school 
environment by restructuring the school day to add more time for physi-
cal activity and reinforcing healthy eating at school, school-sponsored 
events, and home builds the foundation for systems and inter-genera-
tional behavior change that will contribute to reversing the growing tide 
of childhood obesity and type 2 diabetes in a community.
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Editor’s Note: In 2000 I spent two weeks traveling to Hawaii, 
Guam, and the Federated States of Micronesia to learn more about their 
diabetes prevention and control programs. Looking back I was fi rst of all 
struck by the time it took to get to these destinations: a 10-hour fl ight 
from Atlanta to Honolulu, a 7-hour fl ight from Honolulu to Guam, and 
a 3-hour fl ight from Guam to Chuuk, one of dozens of islands that make 
of the Federated States of Micronesia (FSM). I was charmed by the 
breadth and depth of the Pacifi c Ocean: a scuba diver’s paradise, the 
pace of life, the beaches, the artistry and craftsmanship of the local mer-
chants, and the breathtaking sunsets that hovered over Pohnepei in the 
FSM each evening. I recall the banana trees growing outside my hotel 
balcony and the people napping while fi shing in canoes.

There were relatively few cars on the islands of Pohnepei and Chuuk 
but a lot of travel by boat to neighboring islands and atolls. Much of 
the local economy of the Pacifi c jurisdictions receives funding from the 
U.S. government. There were military bases on some of the islands. 
In addition to English, many indigenous languages are spoken. People 
were friendly to visitors, and there were indicators of strong social cohe-
sion. For example, neighbors helped each other build their homes. Par-
ents, grandparents, children, aunts, and uncles often lived in one home 
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together or in close proximity to each other. Churches of many denomi-
nations dotted the hills of Pohnepei. I met expatriots who had discov-
ered this part of the world during their time in the Peace Corps or while 
fulfi lling some other mission and had adopted the FSM as home.

In the midst of the beauty of the region, I was challenged to expand 
my thinking to imagine strategies for diabetes prevention and control 
when the physical, political, and economic environments shaped many 
of the possibilities. For example, at that time it was diffi cult to meet the 
national objectives for preventive care practices like periodic hemoglobin 
A1c screening, because the moisture in this tropical climate was damag-
ing to hemoglobin A1c machines. When specialty and tertiary care was 
needed, people had to travel by plane to Hawaii which was costly for the 
modest incomes of most people living in Pacifi c jurisdictions.

The warm, tropical climate also infl uenced how people dressed, such 
as wearing fl ip-fl ops that did not protect the diabetic foot from injury. In 
spite of the ready access to fresh foods that grew naturally on the islands 
like bananas and the ocean full of fresh fi sh, local stores stocked and sold 
processed, pre-packaged foods like canned meat, commercial cookies 
and crackers, and other foods associated with American culture. Effec-
tive community-based approaches to eliminating diabetes disparities in 
the Pacifi c must be positioned to reclaim that which is health-promot-
ing in their indigenous cultures and physical environment and through 
economic development.

In this case study, you will discover how the Centers for Disease 
Control and Prevention’s Diabetes Today program was translated for 
implementation in the Pacifi c region. With leadership and technical as-
sistance from Papa Ola L 

_
o kahi in Hawaii, the jurisdictions modifi ed the 

training curriculum to fi t the unique needs and resources of the islands. 
In reading this case study, consider the following questions:

  ■  What is the relationship between a history of colonization and the 
current burden of diabetes in the Pacifi c Rim?

■  How might the political relationship between the Pacifi c jurisdic-
tions and the U.S. government be (re)negotiated to garner sup-
port for strategies that would facilitate the elimination of diabetes 
disparities in this region?

■  How might the local jurisdiction governments minimize the im-
porting of processed foods to the region and establish commercial 
food ventures that reclaim a more health-promoting indigenous 
diet?
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■  What gaps are there in the Diabetes Today curriculum if the ob-
jective is to address the social determinants of health?

BACKGROUND

  The United States-associated Pacifi c Islands (USAPI) refers to six sepa-
rate and distinct island-based jurisdictions in the Pacifi c that have formal 
relationships with the U.S. government: American Samoa; the Common-
wealth of the Northern Mariana Islands (CNMI); the Federated States 
of Micronesia (FSM), inclusive of the four states of Chuuk, Kosrae, 
Pohnpei, and Yap; Guam; the Republic of the Marshall Islands (RMI); 
and the Republic of Belau (also known as Palau). There are unique and 
distinct cultures and languages in the jurisdictions, but they all share a 
history of colonization. The islands fi rst were claimed by various Euro-
pean nations starting in the 16th century. Hawaii was an independent 
monarchy that was illegally overthrown in 1897 by the U.S. The U.S. 
won American Samoa in an 1898 treaty with Germany, obtained Guam 
after the Spanish-American war in 1898, and gained control of the re-
maining jurisdictions, which had been under Japanese control, following 
World War II. All areas have been used by the U.S. for military purposes 
and some were also used for nuclear weapons testing (Tsark, Cancer 
Council of the Pacifi c Islands, & Braun, 2007). Native Hawaiians refers 
to a distinct people who can trace their ancestry to the original inhabit-
ants of the Hawaiian archipelago prior to Western contact in 1778. (U.S. 
Congress, PL102-396: Native Hawaiian Health Care Improvement Act 
of 1992).

Today, all six Pacifi c jurisdictions have strong economic and politi-
cal relationships with the U.S. American Samoa and Guam are unin-
corporated U.S. territories and Hawaii is a state. The CNMI is a U.S. 
commonwealth. The FSM, the RMI, and Palau are independent Pacifi c 
nations with compacts of free association. All are eligible to compete for 
many U.S. government programs. In the area of health, for example, all 
jurisdictions may apply for grants from the Centers for Disease Control 
and Prevention (CDC), the Health Resources and Services Administra-
tion, and the National Institutes of Health. American Samoa, CNMI, 
and Guam have Medicare and Medicaid programs (Tsark et al., 2007). 
Despite economic aid, most jurisdictions are economically unstable with 
only marginal health and educational systems. They have experienced 
rapid cultural upheaval and are heavily dependent on the U.S. and 
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other foreign aid. Most jurisdictions are burdened with health conditions 
found in developing countries (e.g., malnutrition, fi lariasis, and dengue 
fever) and diseases associated with developed countries (e.g., diabetes, 
heart disease, and cancer) (Tsark et al., 2007).

According to the World Health Organization (WHO) statistics, the 
USAPI have some of the highest diabetes prevalence rates in the world 
and Native Hawaiians have the highest diabetes mortality rates as com-
pared with the other major ethnic groups in the State of Hawaii, their 
own homeland (Hirokawa et al., 2004; WHO, 2007). Although published 
prevalence data for specifi c USAPI jurisdictions are diffi cult to fi nd, dia-
betes specialists from these jurisdictions who are often affi liated with 
health department programs, many of which are CDC funded, have re-
ported prevalence and burden of diabetes data at regional meetings.

American Samoa has reported an estimated prevalence of diabetes 
at 47.3% and has reported that 93.5% of the population is either over-
weight or obese. In the RMI, the prevalence of type 2 diabetes is esti-
mated at 29.8%, and the amputation rates increased by 28% between 
2000 and 2001. In the CNMI, a survey of tenth graders suggested that 
78% of students had family members with diabetes and 64% of the stu-
dents had three or more risk factors for diabetes (e.g., family history, 
high body mass index, elevated cholesterol, high blood pressure, and to-
bacco use). The prevalence of diabetes in Guam was estimated at 10.3% 
in 2003, double the prevalence reported in 1996. A door-to-door survey 
in Palau yielded a diabetes prevalence of 2.2% in the 30–49 age group, 
13.8% in the 50–64 age group, and 23.5% in the 65+ group (Pacifi c Dia-
betes Education Program, 2007).

Community Needs Assessment

  In the Pacifi c, increased mortality and morbidity from diabetes are at-
tributed to drastic changes in lifestyle over the past 50 years. Traditional 
Native Hawaiian and Pacifi c Islander lifestyles were active, and diets 
consisted primarily of low-fat, high-fi ber foods from the land and sea 
(Englberger et al., 2003). Today, most islanders have sedentary lifestyles 
and their diets are high in calories, salt, fat, and refi ned foods (Hezel, 
2001). As the incidence and prevalence of chronic diseases like diabe-
tes have increased, island governments have spent increasingly larger 
portions of their health budgets on secondary and tertiary care, leaving 
increasingly limited resources for chronic disease prevention and control 
(Tsark et al., 2007).
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During a 1998 community assessment conducted in Hawaii and the 
USAPI, Pacifi c Islanders identifi ed several contributors to the high prev-
alence of diabetes, including lack of awareness and knowledge about 
health and diabetes, poor lifestyle behaviors, and lack of health services 
and healthy lifestyle infrastructures. At the same time, informants rec-
ognized that many diabetes programs tried in Hawaii and the Pacifi c had 
been developed by outsiders who are unfamiliar with Pacifi c cultures, 
health beliefs, infrastructures, and local politics. Programs developed 
elsewhere were diffi cult to implement due to cultural mismatch and 
diffi cult to maintain because most were supported by short-term (1–3 
years) funding sources. Thus, by the time people became familiar with 
the program, it was discontinued, and communities started over when a 
new funding source introduced a new diabetes program (Braun et al., 
2002).

Geographic isolation and language diversities are additional barriers 
to program implementation in the Pacifi c. Geographically, the six USAPI 
jurisdictions consist of more than 2,100 islands spread over three million 
square miles in the Pacifi c Ocean with a total landmass of 919 square 
miles. Only a small number of islands are inhabited, making this one of 
the most dispersed populations in the world. Within jurisdictions most 
have outer island populations, defi ned as areas that require more than 1 
day of travel to and from the national or state center. For example, in the 
RMI, medical evacuation from an outer atoll to the urban center of Ma-
juro by ship can take up to 2 days and the option of evacuation by plane 
can only be done on the larger atolls with airstrips. Residents within the 
atolls must travel either by foot or boat to reach the airstrips.

Living conditions vary widely throughout the USAPI, with the varia-
tion being between the main, more developed islands and the outer is-
land settings. The developed island “centers” have built modern power 
plants in recent years, providing a variable supply of electricity. There 
are public sewer systems and water supply, but the infrastructure is fre-
quently inadequate for the growing population and limited water and 
power hours are not unusual throughout the region.

The more developed areas have access to a wide variety of imported 
foods from the U.S., Asia, Australia, and New Zealand, resulting in a 
major dependence on processed and less nutritious foods and a move 
away from healthier subsistence food sources of fi sh and locally grown 
fruits and vegetables. In contrast, the outer islands, with few exceptions, 
have no electricity, running water, sewer systems, or telephones. Fami-
lies cook on an open fi re or small kerosene stoves. Largely imported, 
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food supplies are primarily sent to the outer island residents by fi eld trip 
ships that visit the individual communities every 2–3 months.

Throughout the Pacifi c region, each island group has one or more 
distinct cultures and languages. In the FSM alone, nine different native 
languages are spoken as primary languages, although English is taught 
in the schools and is the offi cial language for the national government. 
The educational system in the Pacifi c varies from jurisdiction to jurisdic-
tion. For example, in the FSM and the RMI, education is compulsory 
of youth up to 14 years old; in American Samoa and Palau compulsory 
education age for children is up to 18 years old. Educational attainment 
also varies: of persons over the age of 25, 36% of the FSM population 
and 58% of Palau residents held a high school degree in 2004 (Microne-
sian Seminar, 2008).

ORIGINS AND HISTORY OF THE PROJECT

Pacifi c Diabetes Today Resource Center

  A comprehensive approach to address all of the determinants that con-
tribute to the high prevalence of diabetes in the USAPI was beyond the 
capacity of the Pacifi c Diabetes Today Resource Center (PDTRC) alone. 
With intensive community input, we prioritized the spectrum of infl u-
ences on diabetes prevalence in the Pacifi c and focused on increasing 
community participation in reducing the burden of diabetes. To respond 
to the need for community-planned programs and capacity building in 
Hawaii and the USAPI, PDTRC was established by Papa Ola L 

_
o kahi,

 a Native Hawaiian health organization in Hawaii, in 1998 through a 
contract with the CDC. PDTRC provided training and small training 
grants to community groups in each jurisdiction and fi ve major Hawaiian 
islands to conduct an assessment and plan, implement, and evaluate a 
diabetes prevention and control program (Braun et al., 2003).

In the fi rst year of this 5-year initiative, we listened to the commu-
nity by conducting discussion groups, convening a Pacifi c-wide advisory 
council, and gathering data from informants throughout the region that 
led to the tailoring of CDC’s Diabetes Today curriculum for the Pacifi c 
(see Figure 14.1).

The PDTRC curriculum was fi eld tested in the second year and 
modifi cations were made based on participant feedback. In program 
years 3–5, the curriculum was used to train 11 community groups, and 
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PDTRC staff provided technical assistance to facilitate group develop-
ment, planning, resource identifi cation, and project implementation and 
evaluation (Aitaoto, Braun, Ichiho, & Kuhaulua, 2005). Unlike other 
Diabetes Today programs that held regional training meetings, PDTRC 
trainings were held in each participating jurisdiction and island in vil-
lages, churches, and municipalities. This allowed the training to be tai-
lored for each group, utilizing the local resources, cultural and medical 
expertise, and cultural framework (Aitaoto, Tsark, & Braun, in press).

COMMUNITY AND INSTITUTIONAL PARTICIPANTS

  PDTRC staff obtained permission from leaders at the various levels in 
the community and villages, including political, traditional, local health, 
church, and community leaders. It was important to gain the trust of 
community leaders by demonstrating respect for their cultural proto-
cols. Commitment from these leaders gave legitimacy to our program, 
thereby allowing our program to be conducted in their community. 
PDTRC also involved participation from different segments of the com-
munity, such as:

  ■   individuals with diabetes and their family members who shared 
their challenges and successes with diabetes control;

Pacific Islanders: Who We Are
Diabetes in the Pacific

Diabetes, signs and symptoms of diabetes, types of diabetes, risk
factors for diabetes, complications of diabetes, and control of
diabetes
Diabetes statistics for the Pacific, the United States, and the world
Community assessment findings

Module 1: Assessing Your Community
Module 2: Planning Your Diabetes Program
Module 3: Monitoring and Evaluating Your Diabetes Program
Module 4: Implementing Your Diabetes Program
Getting Help: Obtaining Technical Assistance
Resources
Glossary

Figure 14.1 Contents of the Pacifi c Diabetes Today curriculum.
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■  community elders, youth, clergy, business owners, and local gov-
ernment offi cials who actively supported planned activities in the 
community;

■  women’s groups and other community-based organizations that 
served as fi scal agents for the newly formed groups; and

■  local physicians and health care providers who participated in the 
training as faculty and provided medical support to groups on an 
ongoing basis.

  In keeping with community-based participatory principles, the involve-
ment at multiple levels reinforced collaboration, provided a broader per-
spective and knowledge base, created an open dialogue, and fostered 
community support and acceptability (Aitaoto et al., in press).

When CDC’s Diabetes Today funding ended in 2004, PDTRC had 
successfully trained and facilitated the development of 11 PDTRC co-
alitions that established community-relevant programs to address dia-
betes in their respective communities. PDTRC hypothesized from this 
experience that coalitions needed three factors for sustainability: (a) a 
supportive host agency for the coalition-developed program, (b) a leader 
or champion for the program, and (c) continued access to technical assis-
tance (Ichiho, Aitaoto, Kuhaulua, & Tsark, 2004). Our observations mir-
rored a similar set of sustainability factors identifi ed by Scheirer (2005). 
In a review of literature on program sustainability, Scheirer identifi ed a 
similar set of sustainability factors: a champion, program-organization 
fi t, ability to adapt the program, perceived program benefi ts, and assis-
tance (Scheirer, 2005). A program monograph was produced in the fi nal 
PDTRC program year that reported on how these sustainability factors 
impacted the development and sustainability of each coalition, as well as 
lessons learned in the process (Ichiho et al., 2004).

Despite the discontinuation of Diabetes Today funding, Papa Ola 
L

_
o kahi maintained relationships and contact with the 11 established co-

alitions and provided technical assistance to the extent possible with sup-
port from other program funds. With the support and encouragement of 
our Pacifi c partners, Papa Ola L 

_
o kahi successfully competed for a 5-year 

National Diabetes Education Program (NDEP) cooperative agreement 
from CDC in 2005, which we named Pacifi c Diabetes Education Pro-
gram (PDEP). PDEP was enriched by the relationships and momentum 
from our PDTRC partners and each group was invited to participate in 
PDEP to provide support in the development and distribution of cultur-
ally and linguistically appropriate diabetes education materials.
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THEORETICAL FRAMEWORK

  PDTRC’s work was guided by the principles of community development 
and the goal of empowering coalitions to take action around diabetes. 
Activities like working with community members to assess their com-
munity, develop program goals and objectives, and identify resources 
were aimed at strengthening individual competence and community ca-
pacity to identify and resolve their own problems (Israel, Schulz, Park-
er, & Becker, 1998; Minkler & Wallerstein, 2003). In accordance with 
capacity-building principles, PDTRC employed culturally appropriate 
strategies to gain access to communities, transfer knowledge and skills 
to individuals, strengthen community coalitions, and provide technical 
assistance (Braun et al., 2003; Ichiho et al., 2004).

PROGRAM COMPONENTS

  Four case studies are shared to show the diversity and similarities of 
groups and programs.

Chuuk Women’s Council

  The Chuuk Women’s Council (CWC) is a non-government organization 
in Chuuk, FSM. It was chartered in 1980 to assist women to become 
more productive and self-suffi cient members of society. Women’s groups 
from the 40 inhabited islands within Chuuk State are part of the CWC, 
with membership ranging between 40 to 120 women per island. When 
PDTRC entered Chuuk State, CWC was identifi ed by community 
leaders as a potential host agency for training to plan, implement, and 
evaluate diabetes programming. Although the CWC’s focus was not on 
health, PDTRC saw benefi t in working with an existing, well-networked 
organization. PDTRC approached two leaders of CWC to consider in-
cluding health and diabetes in their mission. CWC accepted the offer, 
because diabetes was a recognized health problem in their community 
and among their membership.

The PDTRC training was held in-country in 2002, and CWC em-
barked on diabetes programming soon thereafter. The two CWC leaders 
continue to champion diabetes awareness and prevention education, in-
cluding projects to promote diabetes prevention, nutrition, and physical 
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activity. CWC also implemented numerous faith-based diabetes initia-
tives and sponsors diabetes screenings in the communities and referrals 
to the Chuuk Diabetes Clinic. In addition, CWC members have sup-
ported people with diabetes by visiting them at home and in the hospital 
to provide encouragement and assistance. Currently, CWC has expand-
ed their capacity as a working partner of the PDEP to develop cultur-
ally and linguistically appropriate educational materials in Chuukese 
language and as a member of a newly formed regional Pacifi c diabetes 
coalition. CWC has since expanded their health focus beyond diabetes, 
providing community education on sexually transmitted diseases, tuber-
culosis, and breast and cervical cancer.

Kosrae Diabetes Today Coalition

  In 2000 there were no community groups or organizations in the state of 
Kosrae focusing on diabetes. PDTRC worked with the Kosrae Depart-
ment of Health to coordinate training and provide fi scal management 
of the subcontract to conduct Diabetes Today. After receiving training, 
PDTRC training participants decided to form the Kosrae Diabetes To-
day Coalition (Kosrae DTC) to plan and implement activities to increase 
diabetes awareness and prevent the onset of diabetes and its complica-
tions. The founding membership included people with diabetes, policy 
makers, church leaders, and health care providers. The champion for 
the Kosrae DTC is a political and church leader whose energy and en-
thusiasm have not waned since the PDTRC training. He and the major-
ity of the founding members are still engaged in leading the coalition 
and sponsoring diabetes-related activities. He successfully sponsored a 
workplace wellness bill that allowed employees of the government, the 
largest employer in Kosrae, to participate in physical activities during 
work hours.

One year after the training, the Kosrae DTC became independently 
chartered as a nonprofi t organization. A major focus of Kosrae DTC has 
been physical activity. The group, for example, has successfully infl u-
enced the mayors and traditional leaders to improve street lights and 
sidewalks to encourage physical activity, equipped villages with physical 
activity equipment like volleyballs and volleyball nets, sponsored island-
wide sporting events, and effectively lobbied the government to allocate 
part of the workday to exercise for all employees. Volleyball games are 
underway regularly in all four municipalities. One primary care physician 
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has utilized the volleyball game site to promote weight loss, helping play-
ers track their weight loss over time.

Guam Diabetes Association

  The Guam Diabetes Association (GDA) was the only existing diabetes 
coalition in the Pacifi c before the PDTRC training. Established in 1982, 
GDA’s mission is to help people with diabetes stay healthy. The champi-
ons, the president of the Guam Diabetes Association who has diabetes 
and his wife, have grown the coalition to nearly 200 members since its 
inception. PDTRC trained GDA leaders and members on program as-
sessment, planning, and evaluation in 2002. Training and technical as-
sistance planned and supported GDA’s expansion of their community 
programs in diabetes education and screening outreach to more rural 
areas. Their annual diabetes conference, the largest in Micronesia, now 
attracts an average of 500 attendees, and their annual 5K run/walk aver-
ages 4,000 participants. As a result of the training, GDA applied for and 
received CDC Diabetes Today funds in 2005 to provide outreach and 
establish diabetes coalitions in other villages in Guam in addition to their 
other activities.

Kaua’i Diabetes Today Coalition

  On Kaua’i, a county in Hawaii, PDTRC partnered with the health 
department to offer training in 2002. The Kaua’i Diabetes Today Co-
alition (KDTC) was established by the trainees, and within a year the 
group became a 501(c)(3) tax status organization with a membership of 
40 people. The group’s two champions are civic leaders: one is the presi-
dent of the Kaua’i Filipino Association, which is a community organiza-
tion that provides a lot of community services, and both are members of 
the Kaua’i Lions Club.

During the PDTRC training, the Kaua’i group identifi ed several 
community needs; the main priority was to provide diabetes supplies, 
such as glucometers and strips, to low-income residents who are unin-
sured or underinsured. KDTC held several fundraising events, includ-
ing a “Valentine’s Day Sweetheart Ball.” The ball has since become a 
popular annual event, raising about $10,000 each year. To increase dia-
betes awareness, KDTC supports and hosts multiple community educa-
tion events, including an annual picnic, and participates in health fairs 
on Kaua’i.
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CHALLENGES TO PROGRAM IMPLEMENTATION

  Initially there was resistance from several Diabetes Prevention and Con-
trol Programs (DPCP) in Hawaii and across the Pacifi c. DPCP admin-
istrators and staff feared that funding for Diabetes Today coalition proj-
ects would mean competition with their program funding. DPCP staff 
were also concerned about additional work and responsibilities, since 
many of the initial trainings and meetings needed to be coordinated by 
the DPCP. To address this, PDTRC held several meetings to answer 
questions and concerns and included DPCP coordinators in the PDTRC 
advisory council to maintain ongoing communication and discussion. 
PDTRC also provided a lot of technical assistance and support to the 
staff to minimize additional workload.

At the end of the 5-year project, DPCP administrators became co-
alition advisors and champions. Pacifi c DPCP programs also reported 
an increase in the amount of funding and resources available to their 
jurisdictions. Additionally, diabetes awareness and prevention activities 
increased with the assistance and support of the coalitions and their local 
partners. In American Samoa, the American Samoa Diabetes Associa-
tion works very closely with the schools to provide diabetes prevention 
education to primary school students, and in 2004 the American Samo-
an government budgeted $25,000 from local funds to supplement the 
DPCP program resources.

The challenge PDTRC staff faced was working with diverse cultures, 
languages, political entities, and resources. To address this, PDTRC 
sought the advice, support, and assistance of local champions, such as 
faith-based leaders, traditional leaders, political leaders, health care pro-
fessionals, and people with diabetes. These local champions and facilita-
tors helped with the PDTRC trainings conducted in the villages.

PROGRAM EVALUATION

  In 2008, 4 years after PDTRC funding discontinued, Papa Ola L 
_
o kahi 

conducted a survey to assess the status of the PDTRC coalitions. Nine of 
the 11 PDTRC coalitions were still active and implementing successful 
diabetes activities in their community. Activities included outreach to 
increase diabetes screening and provide prevention education in Ameri-
can Samoa and the RMI, sponsoring diabetes conferences for health 
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care providers in American Samoa and Guam, fundraising for medical 
supplies for diabetes to aid Guam, Kaua’i, the RMI, and Kosrae, ex-
panded partnerships with other chronic disease programs to develop an 
integrated chronic disease prevention campaign among all nine active 
coalitions, and community action to infl uence village, church, local and 
national policies on diabetes and health in the CNMI, the RMI, Chuuk, 
Kosrae, and Palau; Palau’s coalition successfully advocated for increased 
funding for diabetes programs. In the CNMI, the coalition assisted the 
Catholic church to adopt a policy on nutrition and the types of food 
served during funerals and other events (Aitaoto et al., in press).

All nine active coalitions had champions, supportive umbrella or-
ganizations to house and/or manage their programs, and available tech-
nical assistance from contacts made through affi liations with PDTRC. 
Umbrella agencies include non-government community agencies and 
organizations already in existence before Diabetes Today training (i.e., 
Chuuk Women’s Association and the GDA), new community agencies 
and organizations founded by the PDTRC coalition (i.e., Kaua’i Diabe-
tes Today and the Kosrae DTC), and the health departments of Marshall 
Island and Palau. Supporting a diabetes coalition appealed to the agen-
cies and health departments that already existed, because they share a 
common mission (Aitaoto et al., in press).

The two inactive coalitions experienced the loss of a key component 
for sustainability. The champion of the American Samoa Diabetes Coali-
tion passed away in 2003 and the group is currently reorganizing itself. 
Also, the Yap Diabetes Group’s champion, a local primary care physician, 
passed away in 2007. This death left a big gap in the coalition, because its 
champion had been infl uential in getting and maintaining agency com-
mitment, resources, and technical assistance (Aitaoto et al., in press).

LESSONS LEARNED

  Pacifi c Diabetes Today coalitions confi rm the importance to program 
sustainability of a champion, a supportive host agency, and access to 
technical assistance and resources.

The Importance of Champions

  Each of the 11 coalitions stressed the importance of a champion. The 
two inactive coalitions cited “loss of champion” as the key reason for 
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their inactivity. The nine active coalitions all identifi ed champions, which 
included people with diabetes, family members of people with diabetes, 
health care providers, politicians, pastors, and traditional leaders. Among 
the four coalitions featured in the case studies above, seven champions 
were recognized. All had attended PDTRC training and continued to 
lead activities, because they were personally affected by diabetes and 
recognized the need for community people to get involved. As volunteers 
they provide 60–160 hours per month for diabetes activities that include 
recruiting new volunteers, providing encouragement to members, pro-
viding diabetes education to individuals and groups, coordinating large 
community events, educating policy makers, and raising funds.

Supportive Host Agency

  A supportive host agency is critical to the sustainability of activities. A 
host agency needs to provide a place to meet, offi ce space, and other 
logistical support. The agency needs to be able to secure and manage 
funds raised through grants, contracts, and activities. In our experience, 
it does not matter if the host agency already existed like CWC and GDA, 
was founded by the local PDTRC coalition like the Kosrae and Kaua’i 
Diabetes Today organizations, or was a health department that adopted 
the coalition as an advisory group like in the RMI and Palau. The impor-
tant thing is that the diabetes programming fi ts the mission of the host 
agency, which justifi ed its support. As for local businesses, they were 
willing to support diabetes programs because of their relationship with 
coalition members and because the coalitions were very clear and spe-
cifi c in their request for the type of support businesses can provide.

Access to Technical Assistance and Resources

  The third essential principle that all 11 coalition interviewees mentioned 
was access to technical assistance and resources. In addition to the tech-
nical assistance that they received from their host agencies, coalitions 
also received resources from other local organizations, including church-
es, women’s groups, and businesses. The coalitions received monetary 
support, incentives and prizes, volunteer time, technical assistance, and 
free advertisements. The coalitions also accessed ongoing technical as-
sistance from Papa Ola L 

_
o kahi through the PDEP program.
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PROGRAM SUSTAINABILITY

  Scheirer (2005), in her literature review of program sustainability, iden-
tifi ed two other important factors. Specifi cally, she found evidence to 
suggest that programs that could be modifi ed by the participating agency 
and showed benefi ts were more easily sustained than those that did not. 
We also found support for these factors with PDPRC. All 11 coalitions 
gained skills to develop and implement their own programs. They had 
100% control over their programs and modifi ed them at will. PDTRC 
(and later PDEP) helped coalitions actualize their plans, rather than 
forcing packaged programs on them. PDTRC coalitions have reviewed 
three NDEP campaigns (i.e., Small Steps Big Rewards, Control Your 
Diabetes for Life, and Be Smart about Your Heart), adapted and devel-
oped 28 in-language materials, distributed over 100,000 materials, and 
implemented over 50 diabetes initiatives reaching over 50,000 people. 
The coalitions also infl uenced nine policies on diabetes and health. Sev-
en coalitions expanded their memberships or started new chapters in 
other areas and nine integrated cancer, cardiovascular disease, and to-
bacco activities in their initiatives.

Because of the success of these coalitions, Papa Ola L 
_
o kahi feels 

confi dent that this approach and process can be used to address other 
community health concerns. Papa Ola L 

_
o kahi also applies this approach 

in our work in cancer and tobacco control in Hawaii and the Pacifi c. Ad-
ditionally, we enhanced diabetes programs in the Pacifi c using the les-
sons that we learned from the coalitions. Our current initiative, PDEP, 
builds on the priorities and plans from the PDTRC community coali-
tions.

SUMMARY

  The USAPI is challenged by a number of political, economic, and en-
vironmental issues that bear on the problem of diabetes in this region. 
As the region achieves greater stabilization in the larger political econ-
omy, we expect to see positive infl uences on the social determinants of 
health that characterize the Pacifi c. In the interim, it is apparent that 
community-driven diabetes coalitions in the Pacifi c provide a needed in-
frastructure for community members to plan, implement, and evaluate 



344 Diabetes and Health Disparities

their own diabetes initiatives. The PDTRC experience and our lessons 
learned from evaluating the PDTRC coalitions support our hypotheses 
that community diabetes coalitions can be developed and sustained with 
the support of a host agency, the leadership of a champion, and continu-
ous access to technical assistance and resources.
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  A Multilevel Intervention Approach 
for Reducing Racial and 
Ethnic Disparities in Diabetes: 
The Bronx Health REACH Nutrition 
Evaluation Project1

AMANDA M. NAVARRO

15

Editor’s Note: African Americans and Hispanics/Latinos account 
for the majority of the population in the South Bronx neighborhood of 
New York City, yet are more likely to be diagnosed and die of diabetes 
than non-Hispanic Whites. Mounting evidence shows that interventions 
must move beyond individual lifestyle changes to instead examine socio-
cultural, economic, political, and broad environmental conditions that 
impact health in order to effectively eliminate racial and ethnic health 
disparities.

Although the public health community is beginning to recognize the 
need to develop and implement interventions that address these health 
determinants, limited information is available on multilevel strategies 
that can be used to address these determinants impacting racial and 
ethnic disparities in diabetes. The Bronx Health Racial and Ethnic Ap-
proaches to Community Health (REACH) program works to eliminate 
disparities in diabetes among African Americans and Hispanics/Latinos 
living in the South Bronx by providing information and tools to promote 

1 This project was a collaboration between the Division of Adult and Community Health, National 
Center for Chronic Disease Prevention and Health Promotion, Centers for Disease Control and 
Prevention, and the Institute for Family Health’s Bronx Health REACH 2010 program. 
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lifestyle changes and addressing environmental barriers that prevent 
people from maintaining healthy behaviors.

This case study provides a brief overview of the Bronx Health 
REACH Nutrition Evaluation Project, a qualitative assessment examin-
ing the development and implementation of multilevel nutrition activi-
ties that the Bronx Health REACH program initiated to improve nutri-
tion as a way to reduce disparities in diabetes in the South Bronx. Nine 
in-depth interviews and four focus groups, each consisting of six to eight 
participants, were conducted with key partners and staff from the Bronx 
Health REACH program. Audio recordings of the focus groups and in-
terviews were transcribed, and select program records were reviewed 
to provide information regarding the history and characteristics of the 
activities being examined. A team of three Centers for Disease Control 
and Prevention and two Bronx Health REACH program staff members 
analyzed the data. Triangulation of the focus group and interview tran-
scripts and program records was conducted to determine reliability and 
validity of the data.

Findings from this evaluation suggest that broadening the focus on 
traditional lifestyle interventions to address the broader underlying so-
cial and economic determinants, adopting community-based participa-
tory approaches to develop and implement interventions, incorporating 
nontraditional public health partners, seeking multiple sources of fi nan-
cial and human support, adapting to the changing community needs and 
realities, and building the capacity of community members is critical in 
eliminating racial and ethnic health disparities across our nation’s com-
munities.

As you read this case study, ask yourself the following questions:

  ■  What are the various social and economic determinants impact-
ing the health of African Americans and Hispanics/Latinos in the 
South Bronx? What are the program and policy implications of 
these determinants for eliminating diabetes disparities?

■  What is the role of public health professionals in helping to trans-
form power imbalances between communities and the corpora-
tions and institutions that affect their health?

■  How can community-based participatory approaches more effec-
tively help to eliminate diabetes disparities? What are other ways 
not described in the case study that can promote engagement of 
community members in political and institutional decision making 
processes?
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BACKGROUND

  African Americans and Hispanics/Latinos make up the two largest racial 
and ethnic groups in the United States, representing more than 80 mil-
lion people, or almost two-thirds of the U.S. population (U.S. Census 
Bureau, 2006). In the Bronx neighborhood of New York City, Hispanics/
Latinos and African Americans account for the majority of the popula-
tion (i.e., 51% and 43%, respectively) (U.S. Census Bureau, 2008). Non-
Hispanic Whites make up only 13% of the Bronx population.

Despite their numbers, African Americans and Hispanics/Latinos 
are facing signifi cant barriers in accessing fundamental resources or so-
cial determinants (e.g., food supply, housing, economic and social oppor-
tunities, transportation, health care, and education) that support health. 
For example, the New York City Department of Health and Mental Hy-
giene reported that in the South Bronx, one of the poorest neighbor-
hoods of New York City, more than one in three residents live in poverty 
(Karpati et al., 2004). Residents living in the South Bronx are more likely 
to seek routine health care in the emergency department, be uninsured, 
and lack a usual source of care compared to their counterparts in wealth-
ier Manhattan communities (Olsen, Van Wye, Kerker, Thorpe, & Frie-
den, 2006a, 2006b). Primary care doctors are less common in the Bronx 
than in Manhattan (Jasek, Van Wye, Kerker, Thorpe, & Frieden, 2007). 
During 2001–2005, the Bronx experienced a shortage of physicians, with 
an 8% decrease in physician supply during this time (Center for Health 
Workforce Studies, 2006).

African Americans and Hispanics/Latinos are also disproportionate-
ly burdened by diabetes-related mortality and morbidity compared to 
non-Hispanic Whites (National Center for Health Statistics, 2007). For 
example, diabetes-related prevalence and hospitalization rates were sig-
nifi cantly higher in South Bronx neighborhoods compared with Manhat-
tan neighborhoods (Kim, Berger, & Matte, 2006). According to recent 
fi ndings from the Racial and Ethnic Approaches to Community Health 
(REACH) Risk Factor Survey, African American and Hispanic/Latino 
adults in the South Bronx were more likely to report being overweight 
or obese, having hypertension, being physically inactive, and having high 
cholesterol compared with the state averages (Centers for Disease Con-
trol and Prevention, 2006).

Additionally, many current urban environments across the nation, 
including the South Bronx, are poorly designed to promote health be-
haviors. For example, many urban neighborhoods lack easily accessible 
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nutritious food and safe open spaces like parks and playgrounds for exer-
cise. Instead, they are inundated by stores that sell alcohol and targeted 
by advertisers that promote the use of alcohol and tobacco products 
(Perdue, Stone, & Gostin, 2003). The promotion of unhealthy eating 
habits in these primarily minority neighborhoods is infl uenced by the 
proliferation of fast food restaurants, a defi ciency of supermarkets pro-
viding fresh produce, and the higher cost and poorer quality of healthy 
foods (i.e., low-fat dairy products, fruits, and vegetables). All of these 
factors may account for diabetes-related disparities among racial and 
ethnic groups (Glanz, Sallis, Saelens, & Frank, 2005; Glanz & Yaroch, 
2004; Moore & Diez Roux, 2006). Changes in the nutrition environment, 
such as the increasing popularity of eating out, larger portion sizes, social 
norms, policies, and advertising also seem to contribute to the diabetes 
epidemic (Glanz et al., 1995, 2005).

Disparities in diabetes among African Americans and Hispanics/La-
tinos continue to persist. Mounting evidence shows that individual risk-
reduction interventions are having a limited effect on reducing these 
disparities; thus, the need to further examine and address environmental 
conditions that are negatively impacting the health of affected popula-
tions is paramount.

Community Needs Assessment

  A qualitative assessment, known as the Bronx Health REACH Nutri-
tion Evaluation Project, was conducted to gain a greater understand-
ing of the factors contributing to disparities in diabetes in the South 
Bronx, as well as capture detailed information on the multilevel nutri-
tion interventions that the Bronx Health REACH program developed 
and implemented from 1999 to 2006. A broad socioecological model, 
such as the one presented in chapter 3, was deemed appropriate in guid-
ing the design of this assessment, because it allowed for a more general 
examination of factors contributing to disparities in diabetes and more 
appropriately corresponded with the approach that the Bronx Health 
REACH program utilized in targeting program and policy interven-
tions at multiple levels (i.e., individual, interpersonal, institutional/or-
ganizational, community, and broader environmental conditions) to ad-
dress racial and ethnic disparities in diabetes. A total of nine in-depth 
interviews and four focus groups were conducted among key partners 
from the Bronx Health REACH program, including program staff, co-
alition members, and other external partners (e.g., government agency 
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representatives and restaurant managers). A select number of program 
records (i.e., progress reports, meeting minutes, budget records, and 
other summary reports) were also reviewed. Participants were asked 
questions on racial and ethnic health disparities affecting their commu-
nity, factors contributing to these disparities, and key characteristics of 
the program’s nutrition interventions.

Contributing Factors to Racial and 
Ethnic Health Disparities

  Participants reported several factors contributing to disparities in diabe-
tes among residents in their community. These factors extended across 
the multiple levels of the socioecological model (i.e., individual, interper-
sonal, institutional, community, and broad environment). They included 
lack of power and control in seeking health care; economic barriers to 
healthy eating; racism and discrimination in the health care system; re-
lationships between culture and food; real-life conditions of community 
nutrition environments, such as residential segregation and perceptions 
of the South Bronx as a “food desert”; corporate power; and the social 
production of diabetes. Qualitative fi ndings elucidating how these fac-
tors impact disparities in diabetes are highlighted below.

Economic and Cultural Infl uences on 
Healthy Eating

  Some participants reported that economic barriers often prevent people 
from buying healthy foods, which tend to be more expensive. Because 
of limited incomes, families are often unable to buy healthy foods like 
fruits and vegetables and, in turn, are forced to buy less nutritious foods 
to stay within their budgets.

People’s food choices are very much affected by even their own personal eco-
nomics like their household economics—when they’re trying to stretch their 
dollar, so the biggest expense—I’ve found that they go shopping infrequently, 
and they’re buying for a long period of time. So it’s usually not fresh fruits or 
perishable produce.  —focus group 3 participant 

  Participants explained the challenges that many families expe-
rience in their ability to obtain healthy foods through government-
assisted programs (i.e., the Women, Infants, and Children program and 
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food stamps). Due to limited support provided by these government 
programs, many families are economically strained and often forced to 
negotiate the purchase of non-eligible, less-nutritious food items, which 
compromises their ability to maintain a healthy diet. Further, the stress 
of poverty—the economic burden that residents face in purchasing 
healthy foods—impacts their mental health. For example, families of-
ten experience anxiety and frustration, because they are forced to make 
trade-offs (e.g., paying electric bill vs. buying fruits or vegetables) given 
their limited income.

The fruits and vegetables and regular groceries that are sold in the stores in 
our communities . . . it’s more expensive, which contributes to the anxiety that 
a lot of our folk experience . . . So they have limited resources, but they’re 
paying more for an inferior product. That’s frustrating. That generates a lot of 
tension, a lot of anxiety and pressure, and it’s probably one of the reasons why 
a lot of the folks in our community come down with this heart disease. It’s real, 
I mean the burden.  —interview 2 participant 

  Participants had opposing views about the role culture plays in nutri-
tion and diabetes. Although some believed that the dominant “Ameri-
can” culture led to the deterioration of health among racial, ethnic, and 
immigrant populations, many participants felt that traditional cultural 
dishes contributed to the diabetes and obesity epidemic. For example, 
many participants identifi ed Southern cooking (“soul food”) as a major 
contributor to the prevalence of diabetes and obesity among African 
Americans.

A lot of people in our congregation are from the South. Love Southern cook-
ing, and you grew up on it, and you’ve been doing it, been living off it for so 
many years, and all your family, your family, all of your relatives been living off 
this. And they introduced it to you, from the time you was a baby, it have been 
continuing and continuing. It’s hard to just get away from that but we must 
understand, what we must realize is that these foods come from waaaaay back 
to the time of slavery. That’s what we have to realize. And those foods that we 
were eating was the food that Master didn’t want . . . That’s what he didn’t 
want. It was the bad food. We got the scraps. What’s no good, that’s what we 
got. And you get people talking about fatback and all this kind of thing. That’s 
not something for anybody to eat. But you got people talking about they make 
fatback sandwiches. It’s ridiculous. [T]hat’s why you have especially black 
people dying from diseases like heart disease and diabetes and blood pres-
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sure more so than anybody else, it’s because of the food that we eat. It’s not 
that we don’t eat better food, but we love that stuff, okay? And it’s not good. 

—focus group 2 participant 

  A couple of participants were cautious about labeling native cultural 
traditions as a “risk,” but rather recognized that the interplay between 
acculturating to the “modernization” of the dominant culture and the 
traditions of native cultures may explain the disparities in diabetes.

I think part of what it makes it not healthy in a nutritional sense is just also 
the environment that we’re in, where there’s TV and computers and fast 
food, in cars, so that in combination with the traditional dish, it can make you 
unhealthy. But maybe in their own culture, wherever they originated from, if 
they were actually still living there, the combination wouldn’t necessarily be 
unhealthy.  —focus group 4 participant 

  Participants expressed diffi culties in persuading community members to 
undo centuries of tradition by modifying their diet or to recognize the 
importance of having community members access fruits and vegetables 
that are of their native culture to promote healthy eating.

[W]e deal with churches and organizations where, in fact, the thought has 
always been “meet, eat, and greet.” And so, therefore, food has been a real 
part of the culture of the churches, be it Latino or African or African-American 
or Caribbean or whatever. In our community, food is a big piece, a fellowship, 
a piece of family, a piece of our ethnicity. So when we tell people that you are 
eating food that is not benefi cial to you, unhealthy, I think it takes a minute for 
them to want to accept that. Like anybody else, it’s just hard to change a habit 
or change something that is inherent in your being. You know, your mama did 
it and her mama before, that kind of thing.   —interview 5 participant 

Racism and Discrimination in the 
Health Care System

  Many participants felt they were not receiving the same quality of care as 
compared with others (e.g., not getting referrals and limited medication 
or treatment options) and believed people experienced different levels 
of care because of discrimination. Institutional racism was perceived as 
a primary contributing factor to the different treatment experienced by 
community members, as well as to the perpetuation of health disparities.
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Because of your color that you’re not getting the health care that you’re 
supposed to get. So it’s just like racism in the past all over again. But it’s 
undercover. It’s in the health care system. So, because I’m black that don’t 
mean that I can get the same—I’m supposed to get the same health care as a 
Caucasian person.  —focus group 2 participant 

  Participants explained how discrimination and stereotyping is mani-
fested through their interaction with providers. Some participants pre-
sumed that providers were racist and claimed that providers’ discrimi-
nation contributed to the poor quality of care and health outcomes that 
they experienced. Others further challenged this behavior by asking 
whether it is a provider’s duty to help a person get better regardless of 
who they are or what they know.

I mean I think that most of us don’t look at a treatment physician as being 
capable of—not seeing us as being whole, and deserving, and not receiving 
the same information and treatment as the person who’s next to us.

—interview 4 participant 

Residential Segregation

  Most participants discussed the current state of their community’s nutri-
tion environment in relation to the limited availability of healthy foods in 
their neighborhoods. One participant specifi cally articulated the nega-
tive impact of racially and economically segregated neighborhoods on 
access to healthy foods.

When you have a large supermarket, you’re more likely to have [a] certain 
product in that supermarket as opposed to a small bodega owner. So it’s an 
economic issue, and it’s an environmental—as far as what is available in the 
neighborhoods. —focus group 3 participant 

I think that in areas where people have been labeled “ghetto” or whatever else 
they might choose to . . . or when people are considered a different class or a 
poverty level . . . I think there clearly is not the same services. So therefore the 
stores and the—I think that the stores and other places where food is pur-
chased do not have the same kind of quality of food.

—interview 5 participant 

  Many participants reported that the inability to obtain high-quality, 
healthy foods (e.g., fresh wheat bread, fruits and vegetables, and low-fat 
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milk) in the South Bronx is due in large part to the excessive number of 
local small bodegas or food stores and the lack of large supermarkets in 
the area. In addition, the proliferation of fast food restaurants in primarily 
low-income, minority neighborhoods like the South Bronx was perceived 
to perpetuate racial and ethnic health disparities in the community. The 
inability to get healthy foods within close proximity has led community 
residents to migrate into other neighborhoods in search of such foods. 
Further, people having to “go out of their way” (e.g., additional travel, 
time, and money) to fi nd healthy foods became overwhelming and caused 
them to settle for what was available in their own neighborhood.

And when we’re in the schools and we’re working with the parents and we’re 
saying, “Make sure you get this and that,” then they’re coming back and say-
ing, “We can’t fi nd it. Nobody has it.” So this doesn’t make any sense. And 
then you can’t say, “Well, go to Pathmark,” because then you’re talking taking 
three buses, and how do you carry it? You can’t get your shopping cart up on 
the bus . . . But if we’re saying to families, “This is what you should have,” and 
our Offi ce of School Food is also preparing and providing these things, but 
then when you go out to the store, it’s not there, then there’s the contradiction, 
and then the parent says, “Well, this is my reality. Outside of those four walls is 
my reality. That’s what I’m going to go for.”  —interview 5 participant 

  A few participants discussed the diffi culties in obtaining bodega 
owner support for providing healthy foods, particularly if the owner be-
lieves it is not economically viable. Some participants discussed market 
forces (i.e., supply and demand) as underlying factors infl uencing the 
allocation of healthy foods in the community.

So it’s interesting to look at supply and demand. The bodegas have no fresh 
fruits and vegetables available. You could get a banana. You could get onions. 
You could probably get platano—just kind of the ones that are less perish-
able—potatoes. But you can’t get apples, oranges, pears, strawberries—forget 
it—even lettuce, tomato—maybe at the deli counter, but not so readily avail-
able. Well, which is the chicken and which is the egg? For a merchant, there’s 
a fi nancial question.  —focus group 3 participant 

Corporate Power

  Participants recognized the signifi cant resource and power imbalance 
experienced by communities having to compete with marketing giants, 
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such as Coca-Cola® and Frito-Lay®, to create environmental change to 
improve nutrition. For example, the power imbalances between local 
bodega owners and large food and drink distributors greatly limits the 
owners’ control over what types of foods are provided in their stores and 
where healthy food items can be shelved.

Well, the bodegas don’t control a lot of things that happen in their bodega. For 
example, the milk is essentially controlled by the distributor it turns out. So if 
the distributor wants to put the whole milk at eye level, that’s where they’re 
going to place it when they stock the case. The bodega owner, actually, it turns 
out, has very little say in that. So they’re providing the space for the distributor 
to put their stuff. I don’t know whether the other things are in bodegas work 
that way, but I have hunch that that’s the case also. So if something’s on sale, 
the bodega owner’s not putting that thing on sale; the distributor is putting that 
thing on sale. So the bodega is a bit player in the way the food gets put out . . . 
You go in there; they have things that are very nonperishable: onions, lemons, 
potatoes, other root vegetables, and not very much fresh produce anyhow; it’s 
mostly the canned stuff. So I think that’s going to be hard to change because 
the market has to help change that. People have to [want] that thing before—
you can’t just change people’s desires by changing what’s in the store. They 
have to go hand in hand.  —interview 7 participant 

  Also, the amount of public health funding to market healthy foods is 
noticeably inadequate when compared with the millions of marketing 
dollars that large corporations use to advertise unhealthy “junk” foods. 

So I think that’s going to be rough without the . . . we don’t have the dollars 
that Coca-Cola has or Frito-Lay have, or whatever the big companies are that 
when they decide to put something on sale, like Doritos, they can say it’s 
on sale in the city, have a big campaign around it. That costs hundreds of 
thousands of dollars, if not millions of dollars. And the public health dollars for 
that kind of marketing are not as big unless the CDC wants to take on major 
companies. Well, doing distribution and marketing to the tune that major 
companies do it to promote their stuff. There’s nobody out there promoting 
fresh apples. So apples have a relatively good shelf life for produce, but they’re 
not going to sell if people don’t—part of what they have to see is the marketing 
around it. And we can’t compete right yet with the marketing that’s done for 
unhealthy foods. So that’s going to be tough.  —interview 7 participant 
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  Further, the power imbalance that disparate communities like the 
South Bronx face in garnering political support for creating community-
wide changes is apparent. Participants believed that the lack of political 
power to regulate markets to improve access to healthy foods requires 
government intervention (e.g., government regulation of tobacco) in or-
der to more effectively improve population health.

THEORETICAL FRAMEWORK

Social Production of Diabetes2

  Participants cited modern political, cultural, and economic changes 
that are potentially infl uencing disparities in diabetes in their commu-
nity. For example, families experiencing diffi culties in preparing healthy 
meals, because they work long hours or multiple jobs, have resigned 
themselves to eating outside the home. This broader economic pressure 
has resulted in a social shift that has eroded traditional family norms of 
cooking and eating at home and now favors, and even promotes, a “quick 
and easy” approach to eating.

I think that a lot have to do with external things that impact on the family 
because you have two parents now that have to actually work to keep the fam-
ily going. So you have less food being cooked at home and more food being 
eaten outside. And when they eat food in restaurants, the restaurants tend to 
now give everything super-size, or “bigger is better.” So we end up with people 
eating double portions, gaining more weight, and it’s a vicious cycle because 
you now have a generation of young people growing up eating out.

—focus group 2 participant 

  As a result of this social and economic shift, many families are no lon-
ger skilled in selecting healthy foods or preparing them, and cooking at 
home is now considered a “lost art.” In addition, some participants said 

2 The phrase  social production of diabetes  refers to the correlation between the burden of dia-
betes and the changing patterns of subsistence, loss of political and economic autonomy, and the 
subsequent cultural evolution that accompanies these dramatic changes in a population (Liburd & 
Vinicor, 2003).
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that eating outside of the home has resulted in people being socialized to 
believe that a “burger and fries” is more fi lling and satisfying than fruits 
and vegetables.

ORIGINS AND HISTORY OF BRONX 
HEALTH REACH

  In 1999 the Centers for Disease Control and Prevention (CDC) launched 
the REACH 2010 program, a federal initiative to help affected commu-
nities eliminate racial and ethnic health disparities. REACH 2010 was a 
7-year demonstration program project (fi scal years 1999–2007) that sup-
ported community coalitions to design, implement, and evaluate com-
munity-driven strategies to eliminate racial and ethnic health disparities 
(CDC, 2006).

COMMUNITY AND INSTITUTIONAL 
PARTICIPANTS

 T he Bronx Health REACH program, one of 40 REACH 2010 communi-
ties, was created in 1999 by a coalition coordinated by the Institute for 
Family Health. It included the Center for Health and Public Services 
Research of New York University and three community-based organiza-
tions: Mount Hope Housing Company, the Women’s Housing and Eco-
nomic Development Corporation, and St. Edmund Episcopal Church. 
The institute was awarded over $6.5 million over 7 years to launch the 
Bronx Health REACH program to eliminate disparities in diabetes 
among African Americans and Hispanics/Latinos who live within four 
zip codes in the South Bronx and make up 95% of the area’s popula-
tion.

A number of factors infl uenced the institute’s and Bronx Health 
REACH Coalition’s involvement in eliminating diabetes-related dispari-
ties in the South Bronx. The signifi cant disease burden and a majority-
minority population in the neighborhood were leading indicators of a 
high-risk population for diabetes. Equally important, the institute and its 
original community- and faith-based organizational partners had a his-
tory of being involved in social, economic, and health care reform in 
the Bronx (i.e., neighborhood housing, economic and educational regen-
eration, and health center development) and thus felt that addressing 
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disparities in diabetes was a natural extension of their work. The impor-
tance and urgency of addressing diabetes disparities in the South Bronx 
was reinforced by community residents who reported fi ve key issues that 
concerned them about the health care services provided in the commu-
nity: (a) distrust of the health care system, (b) lack of quality and caring in 
the health care system, (c) a sense that the health care system underval-
ued and disrespected them, (d) diffi culty in communicating with doctors, 
and (e) inadequate and insuffi cient health education and information.

The Bronx Health REACH program oversees several general com-
munity initiatives, including a faith-based outreach initiative, a commu-
nity health advocacy program, a nutrition and fi tness initiative, a training 
curriculum for health care providers, a legal and regulatory committee, 
and a public health education campaign. The nutrition and fi tness ini-
tiative works to educate community residents, health professionals, and 
local leaders on the role of nutrition and fi tness in preventing the onset 
of diabetes and the importance of effective management of the disease. 
The goal is to raise awareness and provide the necessary information and 
tools to help people make lifestyle changes and improve their behavior 
and to address environmental barriers that make it diffi cult for commu-
nity residents to maintain healthy behaviors. Activities in this initiative 
include nutrition programs in elementary schools and after-school pro-
grams, grocer and restaurant outreach initiatives, a church-based culi-
nary initiative, and a faith-based nutrition and fi tness program.

PROGRAM COMPONENTS

Nutrition Interventions of Bronx Health REACH

  The qualitative fi ndings presented in the previous section provide a rich 
depiction of the realities confronted by community leaders and mem-
bers in addressing disparities in diabetes and the deep impact that these 
health inequalities have on their daily lives. Participants noted signifi -
cant environmental barriers (e.g., no large supermarkets, bodegas not 
supplying fruits and vegetables, and schools with only heating cafeterias) 
that impede residents’ ability to access healthy foods in the community. 
Participants also described broader political and economic infl uences 
(e.g., large food corporations, institutional and local policies, and mass 
marketing) that perpetuate racial and ethnic health disparities in the 
South Bronx. In addition, participants felt that individual determinants, 
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such as income, employment, culture, and lack of nutrition education, 
have negatively affected the health of community members.

Based on its initial community assessments, the Bronx Health 
REACH program developed nutrition activities to address some of these 
determinants. The program developed seven initiatives targeted at the 
various levels of the socioecological model: individual, interpersonal, in-
stitutional/organizational, community, and broader societal/public policy 
(see Figure 15.1).

The client-based fi tness and nutrition activity was aimed at provid-
ing fi tness and nutrition education to increase knowledge and skills to 
community members on proper nutrition, physical activity, and diabe-
tes management. Two faith-based nutrition activities were initiated to 
increase nutrition and diabetes knowledge and skills. The community 
members also were able to change organizational policy to increase ac-
cess and availability of healthy foods at church events. The primary aim 
of the school-based nutrition activities was to change institutional poli-
cies to increase access to healthy meals and snacks for schoolchildren. 
These programs also included an educational component for parents, 
school staff, and children.

In addition, the school-based nutrition activities spawned the cre-
ation of the bodega/grocer initiative, as program staff and partners rec-
ognized that the diet of schoolchildren is infl uenced by the schools’ 
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Figure 15.1 Socioecological Model of Bronx Health REACH Nutrition Activities
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surrounding businesses. Therefore, this initiative was aimed at creating 
community-wide change by attempting to increase the supply of healthy 
food items and prominently display those items to encourage healthy 
food purchases. The restaurant initiative also was initiated to create 
community-wide change by providing healthy menu options for diners.

In order to capture detailed information on the Bronx Health 
REACH program’s multilevel nutrition interventions, focus group and 
interview participants were asked specifi c questions on various charac-
teristics of the interventions and the participants’ experiences in devel-
oping and implementing the interventions. Themes that emerged from 
the responses included descriptions of cross-cutting elements of the 
program, such as the use of participatory and ecological approaches, the 
need to adapt interventions to local cultures and traditions, factors that 
helped or hindered the interventions (i.e., programs, enablers, and bar-
riers), and the perceived impact of the nutrition interventions. Below is 
a more detailed description of these qualitative fi ndings.

Incorporating Participatory and Ecological 
Approaches in Nutrition Interventions

  The Bronx Health REACH program used community-based participa-
tory approaches (CBPA) to develop and implement its interventions. To 
support these efforts, the program conducted qualitative and quantita-
tive community assessments and created a community coalition Nutri-
tion and Fitness Work Group to participate in and have ownership of 
the various nutrition interventions. The program also used current com-
munity assets to build community ownership and capacity within the 
targeted intervention settings, such as churches and schools.

All participants felt that the nutrition activities initiated by the Bronx 
Health REACH program were driven by the needs of the community. 
Participants cited the initial assessments conducted by the program as 
efforts made to allow community voices express such needs. Further-
more, some participants felt that as leaders in the community, their par-
ticipation in the program’s coalition allowed for that voice to be heard. 
Other participants believed that community members may not “know 
what it needs, because they do not know any better”; therefore, it was 
the community members’ responsibility to “help them see the need and 
identify the need.” More importantly, as part of using CBPA, participants 
recognized the importance of engaging in colearning between program 
staff, community members, and partners.
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[I]t’s been really important to be sort of open and humble and kind of under-
standing of the fact that I’m learning as much from them as they are from me. 
Because it’s true, you know. I’m not going to walk in and tell them that this is 
what you need to know, this is the way that you’re going to do it. But I think 
the only way that we’re going to be successful is for all of us to sort of work 
together.  —focus group 4 participant

   Another way the program promoted community participation and 
ensured representation of the communities’ interests in its health dis-
parities agenda was to provide opportunities for community members 
to engage in civic and democratic practices. For example, participants 
cited local action rallies and trips to the state capital of Albany to educate 
legislators on health disparities issues in the Bronx. When community 
members engage in such activities, it empowers them to voice concerns 
or questions in other aspects of their lives (e.g., regarding equal and fair 
treatment received by their health care providers) and increases their 
self-effi cacy to choose alternatives if they are not satisfi ed with their cur-
rent options.

Many of the participants reported the need for community residents 
to empower themselves by gaining knowledge and taking action, such 
as complaining when mistreated, switching doctors, engaging in the po-
litical process, and simply “speaking up.” Participants expressed the im-
portance not only of “empowering ourselves” but also of changing the 
providers’ perceptions of the patient to increase communication. The 
participants also felt they had a right to demand equal, affordable health 
care and acknowledged the importance of being “your own advocate” 
and training community members to do the same.

So my message is that you now know not only is it in terms of the nutrition piece 
and that you must exercise and you must do all of these things, but if some-
body’s not supporting this for you then you need to go someplace else and do 
something else. So to have a voice, to use your voice.  —interview 5 participant 

Tailoring Interventions to Cultural 
and Spiritual Identities

  Participants described some approaches to adapting the nutrition inter-
ventions to fi t the particular religious or cultural beliefs and traditions 
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of the community members. Strategies included modifying traditional 
cultural dishes; promoting snacks, fruits, and vegetables familiar to com-
munity members’ native cultures; tailoring messages to coincide with re-
ligious beliefs; and providing educational materials in both English and 
Spanish. Participants noted that although resources may be limited, they 
realized the importance of tailoring the activities to refl ect the cultural 
and spiritual beliefs and traditions of the affected populations.

Participants reported several modifi cation strategies within their 
faith-based and restaurant nutrition interventions. For example, restau-
rant owners were not receptive initially to implementing major changes 
to their cooking methods. The program had to modify its approach by 
suggesting more incremental changes, such as increasing healthy options 
on menus. Although a few restaurants have made signifi cant changes, 
the implementation of such changes has not been consistent. Two other 
tailoring approaches identifi ed by participants included modifying tradi-
tional Southern dishes offered at church events and providing nutrition 
and diabetes information to community members in English and Span-
ish. Participants felt that the nutrition interventions would be more ef-
fective if they were adapted to refl ect and respect the community mem-
bers’ native cultures.

Although participants reported a range of messages that have been 
conveyed through the various nutrition activities, some messages were 
tailored to incorporate cultural or spiritual beliefs and values. Participants 
overwhelmingly expressed the importance of integrating health-related 
information with spiritual messages, such as “the body is God’s temple.” 
Health-related messages also were synchronized with spiritual callings 
for individual and social responsibility. For example, one of the faith-
based nutrition interventions emphasized “choices, decisions, and conse-
quences” as the primary motivating message for changing behavior.

And one of the things that’s taught from the pulpit, preach from the pulpit, is 
love. And you must start with yourself, and you can’t love me if you’re going 
to kill me while you cooking for me . . . And that’s what I have—and I mean, 
now, that’s what’s being done. People, you may not want to look at it that way, 
but that’s what is being done . . . People come off, “Baby, look what I got for 
you,” and you did it with all the wrong things, and that’s what’s happening, not 
intentionally, but that’s what’s happening. So if—the more we talk about it, the 
more we’ll be about it and the longer we’ll be here.

—focus group 2 participant 
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  Participants reported messages of good health being preached from 
the pulpit, and they felt their pastors played a critical role as “messen-
ger” and “visionary.” Pastors have great infl uence on individuals’ actions 
and attitudes and act as change agents within their churches because of 
their position in the community. Obtaining pastoral leadership and sup-
port in advocating and promoting healthy changes among congregants 
was considered essential. Many believed that both the church and the 
Bronx Health REACH program were spreading “the good news.”

[My role as a pastor is] to help my people understand that there is a direct 
connection between my spirituality and my physical health and well-being, 
and that there is a direct correlation between their spirituality and the care that 
they give to themselves and to their families.  —interview 1 participant 

I [as a pastor] try to evidence to the people that it’s important to me, and that 
translates into them wanting it to be important to them. They’re saying, “Well, 
Pastor likes what we’re doing, so it must be something to it.” That’s how I help. 

—interview 2 participant 

  Participants also explained that “consciousness raising” efforts went 
beyond conveying healthy messages, but were believed to be an integral 
part of one’s worship of God and a ministry of the church. As such, mes-
sages urging “faith in action” helped to motivate community members to 
take active steps in leading healthy lives.

It has to become for us a serious discipleship issue . . . For us, there needs 
to be Biblical and theological foundations for what we do. It’s best, if we want 
to relate this to faith and if we’re going to talk about these as things that the 
people of faith need to take responsibility for, we must make it relevant from a 
Biblical and a theological perspective. And I think that’s the reason why we’ve 
seen such success in our communities here in the South Bronx is we have 
made an all-out effort to help people to understand that this is just as much 
a spiritual matter as it is a physical matter. And if it’s a spiritual matter, if this 
is something that we’re able to guide them to some Scripture reference to un-
derstand—that we’re directly responsible for the steps we take to ensure our 
health or the health of our family and the health of our community—it would 
serve to galvanize our community and to help each one of us to take another 
look at how we look at what we do . . . Helping people to understand that the 
very act of cooking and preparing a meal can be an act of worship in and of 
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itself; and the act of preparing and serving, and eating a healthy meal can be a 
worship experience itself.  —interview 1 participant 

COMMUNITY RESPONSE TO THE 
BRONX HEALTH REACH PROGRAM

Program Leadership

  Program champions were individuals considered to be leaders or advo-
cates of the nutrition activities. All participants identifi ed program staff 
as program champions. Pastors, the faith-based program coordinator, 
and senior staff of the New York City’s departments of health and edu-
cation also were believed to be program champions. Some participants 
expressed their reliance on program leadership and the program staff’s 
support and resources as critical elements in the churches’ continued 
participation in the program activities. Key characteristics of a program 
champion identifi ed by participants included passion and conviction.

Participants felt that the Bronx Health REACH program’s leader-
ship and consistent efforts in building partnerships with various enti-
ties positively infl uenced the success of the nutrition interventions. The 
program’s ability to show leadership through its commitment and loyalty 
to maintaining partnerships and the nutrition activities also played a key 
role in organizations’ willingness to partner with the program. Partici-
pants also identifi ed the lack of a “bureaucratic mindset” as a key ele-
ment of leadership. They defi ned this as a refusal by individuals to be 
confi ned by administrative procedures or rules in their attempts to ad-
dress racial and ethnic health disparities.

[There] is an absence of a bureaucratic mindset. It’s the folks who, when you 
think of any sort of revolution or struggle, it’s always the folks that are not going 
to be bound necessarily by the rules and regulations or their ambitions but are 
the folks that are willing to step out and then tell their organization—you know, 
make a case why they think their organization needs to be involved and why 
they got their organization involved . . . I think that is what has made this part-
nership and collaboration and coalition really unique, the fact that we’re sort of 
not looking over our shoulder as to who has had the sword that’s going to chop 
us down and say you can’t do it. We have to do this and we are doing this, and 
then we’ll go back and explain to the others who maybe don’t quite under-
stand why this must be the public policy agenda.  —focus group 4 participant 
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Institutional History

  The Institute for Family Health’s history within the Bronx communi-
ty provided a strong collaborative foundation by which to expand the 
REACH program. Because of this history in the community, the insti-
tute was viewed as a trusted convener and advocate. A few participants 
felt that working within stable, trusted institutions like faith-based or-
ganizations facilitated behavior change among congregants, particularly 
because it provided a “captive audience” who “made a commitment to 
change.”

Unifi ed Vision and Goals

  Participants acknowledged that the most signifi cant enablers in con-
tinuing their work are the partnerships that have been built, the shared 
vision among all partners, and the “universal recognition of how bad 
the health problems are here in our community” that has increased the 
sense of urgency to provide and create change.

You’re not an island by yourself. We’re all trying to reach the same goal, and 
we’re all coming together to help each other to reach their goals. We all have 
the same problem . . . So we’re working at it . . . We’re an army.

—focus group 2 participant 

Program Support and Capacity Building

  Participants were able to continue the nutrition activities because of 
the consistent support and resources they received from Bronx Health 
REACH. The program initiated several capacity building efforts, includ-
ing workshops and presentations on nutrition and health disparities and 
trainings for congregants who wanted to become faith-based nutrition 
coordinators or fi tness instructors.

Although some participants did not seek external funding for their 
nutrition activities, others did explore or obtain additional funding. Par-
ticipants were less likely to assert that the activities would continue if 
they no longer received funding or other resources from Bronx Health 
REACH. Others believed that continuing their work in addressing racial 
and ethnic health disparities was critical and would not cease even with-
out funding and support from the program.
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So we’re the resource that Bronx Health REACH has invested in . . . I don’t think 
we could stop if we wanted to. They wouldn’t let us.

—focus group 2 participant 

Partnership Building

  Participants felt that creating diverse collaborations with various indi-
viduals and organizations would increase the ability to pool and leverage 
resources, as well as create a more powerful infl uence to address racial 
and ethnic health disparities.

So the intent is not this program out here, sort of trying to fi nd its way, it’s not 
this program here, but meeting together, our efforts . . . [T]here was also sort 
of a recognition that we needed to partner, or be involved, with others in order 
to address it . . . So it’s not just individually programs struggling with their own 
issues, but now there are more resources added that they know of and are 
partnered and collaborating with.  —focus group 4 participant 

The beauty of this is this blossoming that has happened is this creation of 
partnerships that really is a meshing of one with the other, has created some 
concerted efforts. And borough-wide and, in some cases, probably citywide, 
in effect, a great coordinated effort to really achieve something. You think that 
we all work together, but the reality is we don’t, generally. I mean, there’s dif-
ferent funding sources from all over the place—local, city, state, federal—and 
everyone’s doing their own thing, and they want to do it best. It’s not about 
credit, it’s about us all working together to get there. So by partnering together, 
including health centers and everyone that has been created, you created a 
healthy cycle instead of a destructive cycle. And I think it’s a great model. 

—focus group 4 participant 

  Participants recognized the considerable value that partnerships have 
in continuing the work of improving community nutrition and having a 
greater impact on environmental changes, as well as acknowledged the 
need for community organizations and entities to communicate openly 
about their programs and activities to fi nd areas of agreement and avoid 
opposing priorities or agendas. Some participants also discussed changes 
in partnerships and the challenge in adapting and maintaining the part-
nerships in the face of change. In addition, expecting local businesses 
like restaurants to participate in the nutrition initiatives meant taking 
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time to establish and build those partnerships and acknowledge commu-
nity realities by modifying action steps to meet those needs.

I think this whole business of change and the different cultures and different 
languages, and the changing community. I mean, that’s the hardest thing. 
That is incredibly diffi cult to do, and no one wants anyone telling them what to 
do. So you have to work from within the community to branch out. . . . I think 
that our willingness as an organization to be fl exible, as you said, and to really 
listen to the community. I think, as an organization we show that we care about 
the community. That we’re coming in with our own agenda, but we really need 
their help in order to move it forward so we want to know what the challenges 
are actually from the people who experience them. And I think, hopefully, that 
makes us able to do our job a little bit better.  —focus group 4 participant 

CHALLENGES TO PROGRAM IMPLEMENTATION

Confl icts and Limitations

  Some participants believed that competing priorities with partnering or-
ganizations like local schools led to diffi culties in conducting nutrition 
activities. Participants discussed the challenge of garnering support in 
schools to set nutrition-related priorities, such as serving healthy foods, 
and also felt a need to help school staff recognize the important link be-
tween health and academic success.

I think also trying to connect to the school administration and the staff’s minds 
that health is related to academic . . . Because at this point they’re stressed 
about just passing the tests and all of that. That defi nitely takes priority, but 
trying to connect is like, “Well, they get their exercises. If they go out during 
lunch and get their energy out they’ll be able to focus better.” If they eat less 
sugar, they’ll be able to sit still and learn.  —focus group 3 participant 

  Participants also expressed limited time, other obligations, and lim-
ited resources as major barriers to doing the work in some program 
settings (i.e., churches, schools, and community-based fi tness centers). 
Specifi cally, participants discussed resource limitations within the local 
school system (e.g., heating-only cafeterias and overwhelmed teachers 
and staff), which was perceived to create “cyclic dysfunction.” These limi-
tations created challenges in implementing the nutrition interventions 
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and were believed to signifi cantly hinder the ability to create a supportive 
environment that promotes healthy eating.

Participants asserted that limited resources are also a major barrier 
to implementing and maintaining their activities, as well as in their battle 
to eliminate disparities. 

Let us not ignore the obstacle that lack of resources presents in terms of 
achieving even some of the successes. The resources, I don’t know why we 
think that poor communities somehow can do a better work around lack of re-
sources than anybody else. Why we think we can conjure magic out of limited 
resources, it’s ridiculous . . . But the fact is that things don’t happen unless 
there are resources to make it happen. We are so creative and adept at creat-
ing magic to have things happen. But we keep slamming up against that brick 
wall that says there is just so much you can do without resources, and that’s 
the real critical piece. Resources are extremely important and have been real 
obstacles in terms of all that we can achieve.  —focus group 4 participant 

  A few participants expressed frustration at the constant pressure to 
demonstrate impact and create community change, particularly within a 
limited timeframe.

Why are we being judged about impact and change over activities that have 
either taken place within the last year or even the last 6 years? Why are we 
being asked to reverse trends that have taken years to lead us to this crisis 
point? Something, to me, is wrong with that picture. And I am not worrying 
for anybody to back us into a corner and say, “Where’s your data?” “Well, we 
don’t know about the data. We understand that it’s an important thing for us. 
We’re paying attention and trying to gather.” But we have multiple stories to 
talk about changes that have been made on multiple levels. And so individu-
ally we think there’s a reduction in disparity.   —focus group 4 participant

PROGRAM EVALUATION

  Participants’ responses to whether disparities have been reduced as a re-
sult of the Bronx Health REACH program’s nutrition interventions were 
mixed. Although some participants believed that disparities were being 
reduced as a result of their work, others were more hesitant to conclude 
that disparities had been reduced. However, they did acknowledge that 
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incremental changes have been made among community members and, 
cumulatively, have infl uenced policy and environmental change.

But I think also Bronx REACH, by going into the communities and going into 
the churches and bodegas, to go where the people are and to educate and 
make them aware of what’s available, hopefully it’s one chain in that big link 
that helps to reduce it. I don’t think we’re anywhere near there yet . . . I think 
a picture is emerging. We have many of those stories, and I think individually, 
yes, those are indicators that we are eliminating it. [B]ut I don’t think we need 
to be ashamed of these individual stories of changes that have been made 
that we feel—where, as you said, 20 years down the road when we look back, 
we’re like—it’s a combination of all these actions and activities that have led 
us to this point.  —focus group 4 participant 

  Participants perceived that some of the nutrition activities initiated 
by Bronx Health REACH have created change, particularly in “raising 
the consciousness” of community members. Other changes included 
increased screening and diagnosis, understanding the importance of 
healthy eating, skills and knowledge for modifying recipes, and willing-
ness to try healthier versions of traditional dishes. There were also many 
testimonies among the participants on the weight loss they experienced 
or witnessed among fellow residents. As a result of increased knowledge 
and skills, participants feel empowered and connected to their fellow 
community members, and this knowledge has helped them to become 
change agents among their church and family networks.

Participants offered several examples on the informal policy chang-
es that occurred with organizations and businesses. For example, faith-
based organizations changed their Sunday service menus to include 
healthier versions of traditional cultural dishes (e.g., baked vs. fried 
chicken), offer new healthy dishes, and change the presentation of foods 
to promote the healthy dishes. One faith-based organization reported 
re-engineering its entire kitchen to ensure greater availability and provi-
sion of healthy meals during all church events.

Participants also reported changes in informal policies within local 
businesses, such as restaurants and bodegas. For example, restaurants 
modifi ed their regular cooking methods (e.g., using olive oil or products 
free of trans fat) and added a few healthier items to their menus (e.g., 
baked vs. fried fi sh or chicken). Local bodegas promoted healthy snacks 
by placing them in more prominent areas (e.g., a basket with bananas 
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and apples by the cash register) and began offering more healthy prod-
ucts (e.g., low-fat milk). Fruit purchases increased as a result of these 
strategies; however, because low-fat milk did not sell as well, some bo-
degas stopped offering it. Participants also reported success in creating 
policy change by banning whole milk in elementary schools, which also 
became a city-wide policy.

LESSONS LEARNED AND PROGRAM 
SUSTAINABILITY

  Findings from the qualitative evaluation suggest that broadening the fo-
cus on traditional lifestyle interventions to address broader institutional 
and community changes may be more effective in infl uencing the reduc-
tion of disparities in diabetes. Therefore, an ecological approach should 
be used to examine the relationships between these various factors, and 
multilevel strategies are encouraged. Incorporating an ecological per-
spective into the development and implementation of interventions that 
target various levels and settings of infl uence will allow for greater impact 
and sustainability of behaviors. Moreover, such ecological approaches 
may better address the broader, underlying determinants of disparities 
in risk and burden of diabetes among affected communities.

Local communities are facing considerable barriers in their efforts 
to eliminate racial and ethnic health disparities. The fi ndings from this 
evaluation clearly demonstrate the challenges that the Bronx Health 
REACH program confronted when implementing nutrition interven-
tions within local businesses. In addition, the current state of schools 
in the South Bronx may preclude their ability to support disparities-re-
lated initiatives. Therefore, public health professionals and community 
leaders must fi nd innovative ways to encourage and support local busi-
nesses and schools to collaborate in efforts to address health disparities. 
This approach may include using a “business” model in education cam-
paigns and program/policy interventions, as well as providing stipends 
to small local businesses to provide and promote healthy food items. 
Community and program leaders also should work closely with local and 
state education agencies, school boards and staff, and parents to address 
institutional barriers within schools by initiating strategies that target 
policy change.
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Adopting a CBPA to develop and implement nutrition interventions 
is critical to successfully eliminating racial and ethnic health disparities 
across our nation’s communities. CBPA not only encourages a deeper 
understanding of the sociocultural, geographical, and historical con-
texts of a program or intervention, it also promotes the importance of 
community participation in all aspects of a program and its evaluation. 
CBPA is also a valuable way to increase community empowerment and 
capacity for social action by ensuring alignment of intervention goals 
with community needs and promoting civic engagement among com-
munity members. Faith-based organizations like African American and 
Latino churches can serve as powerful advocates and mobilizers that can 
reach beyond their walls to raise community consciousness and foster 
community and civic engagement through civil rights and social justice 
ideology.

Incorporating nontraditional public health partners who represent 
multiple sectors and settings can help to leverage resources and better 
address the various individual and environmental health determinants 
that effect disparities in the community. Therefore, community-based 
organizations should consider reaching out to a range of “grassroots” 
(e.g., community organizations) and “grass tops” (e.g., government, busi-
ness leaders, and other institutional leaders) as possible partners to help 
mitigate institutional barriers, foster program sustainability, and create 
greater public health impact. In addition, conducting assessments of the 
potential partners’ assets, resources, and weaknesses will help program 
staff to organize the partnership best and leverage additional resources 
to develop, implement, and sustain interventions.

Encouraging partners to seek and obtain multiple sources of fund-
ing, as well as offering leadership and skills-based trainings, will help in-
crease community capacity and sustainability. For example, integrating a 
competitive process for mini-grants or a “ramping down” approach (i.e., 
gradual decrease in amount per year) may not only help to provide initial 
support for the activities but also maximize opportunities for learning 
through shared leadership and accountability. Funded organizations also 
can promote capacity building by providing skills-based and leadership 
trainings (e.g., in grant writing). By diversifying funding sources to sup-
port program activities, community-based organizations can increase 
program maintenance and help sustain outcomes.

Although increasing community engagement and capacity to ad-
dress disparities is essential, the glaring power imbalances between local 
communities and corporate or political entities cannot be dismissed, nor 
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can it be effectively addressed by communities alone. By suggesting that 
solutions can be generated at the local level alone places unrealistic goals 
and an overwhelming burden on already disadvantaged communities. 
Funding from federal and state public health agencies for community-
based projects can help to transform these power imbalances by creating 
partnerships with various institutional “goliaths” to promote participa-
tory public health efforts. Agencies also can work together to address 
macro-level determinants that affect health disparities.

The Bronx Health REACH program encountered a range of inter-
nal and external infl uences that required it to be fl exible and adapt its 
efforts appropriately. A clear, well-articulated plan is essential to suc-
cessfully implementing an intervention and having a measurable impact 
on the target population. Additionally, community-based organizations 
must be fl exible enough to adapt to the culture and needs of the commu-
nity. Cultural tailoring should go beyond solely translating materials into 
different languages. It also should focus on incorporating cultural and 
spiritual beliefs, values, and traditions into the activities. Tailoring inter-
ventions to correspond to the cultural and spiritual beliefs and traditions 
of the participants is essential in adequately addressing the needs and 
realities of community members, and this approach will ensure greater 
responsiveness and potential impact.

Further qualitative and quantitative research is needed to exam-
ine the sociocultural and historical contexts that perpetuate disparities. 
Researchers also need to conduct mixed-method evaluations and dis-
seminate fi ndings on the effectiveness of other community-based par-
ticipatory interventions. As more communities are attempting to address 
health disparities through multilevel interventions, intermediate out-
comes that appropriately monitor policy and community change must 
be developed. In addition, policy and economic analyses of the impact 
of multiple health determinants on disparities would provide important 
information for public health professionals and community leaders to 
guide their interventions.

SUMMARY

  This qualitative assessment validated previous research fi ndings, sug-
gesting that multiple health determinants are signifi cantly impacting 
low-income, minority neighborhoods. Moreover, these fi ndings also 
highlight a growing concern of how historical power imbalances between 
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communities and social and political structures are perpetuating health 
disparities. Although local communities are fertile ground for develop-
ing and testing innovative strategies for eliminating disparities, to sug-
gest that solutions can be generated at the local level alone places un-
realistic goals and an overwhelming burden on already disadvantaged 
communities. Federal and state public health agencies can help address 
these macro-social determinants and transform such power imbalances 
between affected communities and institutional “goliaths.” Further re-
search is needed to examine the sociocultural and historical contexts that 
perpetuate disparities, as well as to assess intervention studies examin-
ing ecologically driven, community-based participatory efforts aimed at 
eliminating disparities in diabetes among racial and ethnic populations.
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Editor’s Note: This case study describes one community’s efforts to 
reduce determinants of diabetes disparities caused by lack of access to 
healthy foods in a declared “food desert.” The Chicago Southeast Dia-
betes Community Action Coalition (CSeDCAC) uses the community 
participatory action research approach to address social determinants 
of diabetes among Hispanics/Latinos and African Americans in a south-
eastern Chicago community. This approach is an iterative process that 
actively involves the community in the research process and allows the 

1 The authors would like to acknowledge the hard work and commitment shown by members of 
the Chicago Southeast Diabetes Community Action Coalition (CSeDCAC), established as a result 
of funding from the Centers for Disease Control and Prevention (CDC) for Racial and Ethnic Ap-
proaches to Community Health (REACH) 2010, particularly the following key partners: the South 
Chicago Chamber of Commerce and its staff, Alicia Lopez, Community Health Worker (CHW); 
Healthy Southeast Chicago (formerly Healthy South Chicago) and its director, Dinah Ramirez; the 
staff of the Midwest Latino Health Research, Training and Policy Center, a unit of the Jane Addams 
College of Social Work at the University of Illinois at Chicago, particularly Ada Caranton, CHW 
and project manager of the REACH 2010 Community Diabetes Self-Care Center; Amparo Castillo, 
MD, REACH 2010 project director; Rosemary George, MA, REACH 2010 grant manager; and 
editorial consultants Judith Sayad, Eve Spiker, and Nancy Simon. The CSeDCAC was organized 
to address diabetes disparities in several underserved Chicago southeast communities with high 
concentration of Hispanics/Latinos and African Americans by assessing community problems and 
engaging in individual, community, and system change. The coalition is funded by CDC REACH 
2010 Initiative Phases I and II Grant U50/CCU517388-01. Additional funds were obtained for 
the Eat Healthy South Chicago Project from the Chicago Community Trust, a local community 
foundation.
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community to focus on actions that lead to change and improvements. 
Engaging community members and institutions in the research process 
from the beginning adds credibility to the research fi ndings and facili-
tates action over time and across sectors of the community.

In an effort to understand the social factors that contribute to dia-
betes in this community, the CSeDCAC collaborated with community 
members and partners, collected and analyzed qualitative and qualita-
tive data, disseminated the fi ndings, and created an action plan. The 
primary objective of the action plan was to increase the demand for and 
supply of healthy foods in southeast Chicago, a community declared as a 
food desert. Being designated a food desert does not imply that people 
do not have access to any food in their community; it instead suggests 
that most of the available foods are high in calories and low in nutri-
tion. In response, the Eat Healthy South Chicago project was created 
to improve the supply of healthy food in this southeastern Chicago com-
munity.

Like many other community coalitions, the CSeDCAC faced multi-
ple challenges as it addressed the social determinants of diabetes. These 
challenges included limitations in being able to disseminate information, 
absence of a national health promotion campaign in Illinois, and lack of 
cooperation of some local grocers. Despite the challenges, the CSeD-
CAC learned the importance of involving various sectors in the planning 
process, involving health professionals and academicians in changing so-
cial norms to healthier behaviors, and building capacity among nontra-
ditional partners working in diverse communities.

As you read this selection, consider the following questions:

  ■  What additional sectors (i.e., community members, local govern-
ment, community-based organizations, and businesses) in south-
east Chicago might work together with the CSeDCAC to increase 
access to and demand for healthy foods while creating local eco-
nomic growth and employment opportunities?

■  Why is it important for the CSeDCAC to build capacity among 
community-based organizations and business that are unfamiliar 
with federal and research-based food and nutrition guidelines?

■  With which existing or potential coalition partners should the 
CSeDCAC begin to collaborate with to establish public policy for 
a healthy community environment?

■  Dissemination and promotion of community-wide information 
and strategies might be challenging for coalitions addressing Eng-
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lish- and non-English-speaking community members. What are 
effective modes of communicating information community-wide? 
How might the CSeDCAC use those modes of communication 
to share information and implement health promotion strategies 
community-wide?

■  The Eat Healthy South Chicago project will be sustained in the 
target community with new federal funds. Financial sustainability 
is only one resource that is used to bring about durable changes in 
a community. What are other resources the coalition will need to 
infl uence institutionalization and sustainability of the project?

BACKGROUND

  In 1999 the Midwest Latino Health Research, Training and Policy Cen-
ter (Latino Research Center) at the Jane Addams College of Social Work, 
University of Illinois at Chicago (UIC), initiated a partnership with Af-
rican American and Hispanic/Latino (H/L) leaders in six communities 
in southeast Chicago to respond to a request for application from the 
Centers for Disease Control and Prevention (CDC) under the Racial 
and Ethnic Approaches to Community Health (REACH) 2010 initiative. 
The Latino Research Center is a 15-year-old center that conducts health 
disparities research in the areas of type 2 diabetes and other chronic 
diseases. In addition, the center engages in training minority students, 
community health workers (CHWs), and health professionals locally, na-
tionally, and internationally. The research that emerges from the center 
informs the development of health policy.

Community Assessment

  Following community participatory approaches described later in the 
case study, CSeDCAC community partners were trained on diverse 
community assessment methodologies, such as how to plan and facili-
tate focus group discussions, how to develop and conduct community 
surveys, how to write informed consent forms, and other data collec-
tion techniques. As a result, the coalition conducted 12 focus groups 
with African Americans and H/Ls living with or at risk for developing 
diabetes and a telephone health survey of about 400 participants based 
on a probability sample (stage 4 in the participatory action research 
[PAR] model). The 2000 REACH 2010 assessment provided suffi cient 
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evidence of the seriousness of type 2 diabetes and its risk factors, in-
cluding unhealthy eating. For example, 16.2% of the telephone survey 
population had diabetes, with this percentage reaching as high as 22% 
among some segments of the target population (i.e., those with gesta-
tional diabetes). Close to 50% of the survey respondents reported being 
either overweight (22.3%) or obese (25.7%). About 73% reported eating 
outside their homes on a regular basis with respondents reporting eating 
in fast food restaurants 3.2 times per week on average.

Data on community inventory and mapping showed few public 
parks for physical activity and few grocery stores and food store chains in 
the area. Most of the available stores were geographically located one-
half mile from each other and primarily in South Chicago’s commer-
cial strip (Commercial Avenue). The average distance for community 
residents to travel to reach a grocery/food store was found to be at least 
one-quarter mile. Even if residents desired to purchase healthy foods, 
the effort involved to do this was very time-consuming and costly. Be-
cause of the closing of the steel mills and other sources of employment, 
large chain supermarkets had abandoned the area, leaving only corner 
stores (e.g., small, local convenience stores and and liquor stores) (Ash-
man et al., 1993). These small stores do not tend to stock fresh fruits 
and vegetables, but instead more packaged goods and quick-fi x snack 
items. Because of this lack of grocery/food stores within close geographi-
cal range, the South Chicago community has been classifi ed as a “food 
desert” (Gallagher, 2006).

ORIGINS AND HISTORY OF THE PROJECT

  REACH 2010 was a two-phase demonstration project that called for 
coalition building to engage in community mobilization and action to 
reduce health disparities. During the 12-month phase I funding period, 
a leading agency (UIC), working with representatives of the Illinois Dia-
betes Control Program (IDCP) and community residents, established 
and maintained an African American and H/L coalition, conducted a 
comprehensive community assessment following participatory action re-
search methodologies, and developed a community action plan that was 
implemented during the phase II funding cycle. (See Giachello et al. 
[2003] for a specifi c description of the process followed in the formation 
of the CSeDCAC.)
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The coalition targeted geographic areas, including six community 
areas in Chicago’s southeast side. However, this case study focuses on 
one community area, South Chicago. In comparison to other neigh-
borhoods in the city, South Chicago has lower levels of income, high 
poverty, high representation of female heads of households, and a high 
dependency on public assistance programs. The 2000 census counted 
68% of the population as African American and 27% H/L (Salem, Hoo-
berman, & Ramirez, 2005). Historically, the major sources of employ-
ment in the southeast communities were the steel mills and automotive 
industries, which provided great stability for working-class, blue-collar 
families. During the 1970s, these industries declined considerably and 
many closed in the early 1980s, causing severe unemployment and dis-
placement in these areas. Mexicans/Mexican Americans began entering 
the South Chicago community in the early 1900s, and in the 1990s a sec-
ond wave of Mexican immigrants began to arrive. Since 2000 additional 
African Americans and Caribbean and African immigrants have moved 
into the area.

The Southeast Chicago communities have a strong history of labor 
movements, and upon consultation with community leaders and based 
on limited community health data available, it was determined that these 
communities were seriously affected by problems of overweight and 
obesity and high hospitalization rates for type 2 diabetes. Moreover, the 
communities were surrounded by fast food restaurants and corner gro-
cery stores that did not sell fresh fruits and vegetables or other healthy 
food items. Because there was no diabetes coalition, community leaders 
felt that the community could be mobilized around diabetes to reach a 
state of readiness, that is, to engage in targeted actions to reduce diabe-
tes disparities.

COMMUNITY AND INSTITUTIONAL PARTICIPANTS

  The UIC Latino Research Center’s community entry into the Chicago 
Southeast communities was facilitated by local well-known and respect-
ed community leaders who participated in the initial city-wide dialogue 
that the UIC had with minority leaders in an attempt to identify target 
communities for interventions and collaborators for the REACH 2010 
phase I grant application. Due to the seriousness of type 2 diabetes 
in Southeast Chicago, its leaders were able to get UIC attention and 
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interest to focus on these communities. Specifi cally, they facilitated 
community relations and dialogues that led to community interest in 
diabetes and the formation of the CSeDCAC with a committed group of 
residents and community-based organizations (stage 1 in the PAR model 
in Giachello et al. [2003]).

The CSeDCAC had as principal partners the Healthcare Consor-
tium of Illinois, a broad-based organization of community health advo-
cates, hospitals, and health professionals with many years of experience 
in maternal and child health; the IDCP of the Illinois Department of 
Human Services; Centro Comunitario Juan Diego, a local community 
organization that primarily serves recent immigrants with trained CHWs; 
Healthy South Chicago (HSC) (renamed Healthy Southeast Chicago in 
2007), a broadly-based local coalition that came together in 2001 in re-
sponse to a Chicago Department of Public Health pilot project (Salem 
et al., 2005); and the South Chicago Chamber of Commerce (SCCC). 
These groups brought into the partnership a network of local hospitals, 
minority professional organizations (e.g., The Hispanic Nurses Associa-
tion, the Chicago chapter of the Black Nurses Association, and the Af-
rican American Dieticians Association), faith-based groups, community-
based health and human services organizations, community members, 
and local businesses including the chamber of commerce, providing a 
broad and diverse base of support for planning and implementing a dia-
betes prevention and control strategy that included the healthy eating 
project. For organizations receiving fi nancial support to assist with major 
coalition work, written memoranda of agreement were developed.

Capacity Building through Education and Training

  In addition to addressing group dynamics involved in forming a coalition 
and educating members about type 2 diabetes, its associated risk factors, 
and diabetes self-management and control, it was also essential to build 
understanding about the socioeconomic, political, and environmental 
conditions associated with type 2 diabetes. These efforts are ongoing and 
refl ected in stage 2 of the PAR model. Central to the development of 
the coalition and attention to group dynamics was insuring the coalition 
was successful in defi ning the mission, principles and values, leadership 
development, and opportunities to strengthen the coalition and achieve 
cohesiveness. The mission adopted by the group was “to assure and en-
hance access to quality health services and quality of life of persons ‘at 
risk’ and with diabetes in Chicago Southeast communities through the 
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establishment and institutionalization of a Diabetes Coalition of com-
munity residents, health and human services providers, and persons liv-
ing with diabetes, that will engage in community approaches to reduce 
diabetes and its consequences.”

Through education, the connection between diabetes, healthy eat-
ing, and the demand for and supply of healthy foods in the neighbor-
hood environment became evident to the collaborating organizations 
and community residents, leading to a commitment to joint action. This 
capacity building through training was facilitated by an average of 5–10 
annual training sessions, planned and implemented by coalition mem-
bers with UIC support, targeting diverse audiences. Participants includ-
ed community residents and leaders, health professionals, and CHWs 
and health promoters. Training topics included diabetes, its risk factors, 
and the relationship of diabetes risk to sociocultural values and norms; 
strategies for community organizing and coalition building; community 
assessment methodologies (e.g., focus groups and community survey); 
ethical and social issues in research; action planning; dissemination 
strategies; program evaluation; and sustainability of coalition activities 
through grant writing. Training programs stressed community empow-
erment and learning by doing using methods of adult education.

STRATEGIES FOR COMMUNITY ENGAGEMENT

  The community participatory action research (CPAR) approach was 
used for the CDC REACH 2010 project, including Eat Healthy South 
Chicago (EHSC). (See Giachello et al. [2003] for a detailed description 
of this CPAR model and its application to REACH 2010.) CPAR refers 
to a family of research methodologies that pursues research objectives 
(i.e., knowledge and understanding) with the meaningful involvement 
of community members (i.e., stakeholders) and an ultimate focus on 
social action leading to changes and improvements in social conditions 
(Stringer, 1999). The CPAR approach stresses increasing the knowledge 
and skills of community members (i.e., community capacity), so they can 
understand and be better equipped to address aspects of the sociopoliti-
cal and economic circumstances that may be associated with the health 
problem(s) in question. It also includes building community infrastruc-
tures, such as coalitions, to foster a united effort to collectively take 
action. The CPAR model (see Figure 16.1) developed by the UIC La-
tino Research Center has been applied to a diverse set of health issues, 
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including environmental exposure, occupational health, cancer, tobacco, 
and diabetes prevention and control.

Data Dissemination and Development 
of Action Plan

  Following PAR model stages 5 and 6, CSeDCAC engaged in diverse 
strategies to disseminate data collected during phases I and II of REACH 
2010. Strategies included town hall meetings and community forums, 
with and without media coverage; distribution of selected fact sheets 
with results of fi ndings from the community assessment; and presenta-
tions on the project that were given to other targeted community and 
professional audiences (e.g., APHA and public hearings). A number of 
peer-reviewed publications have also come out of this project. (Selected 
preliminary fi ndings of REACH 2010 phase I are found in Giachello 
et al. [2003].) In some instances, bilingual community forums attracted 
over 50 persons. Members of the coalition presented selected fi ndings 
and action plan strategies. The coalition members who were physicians 
used these forums to continue dialogue and education with the commu-
nity about diabetes. Once the data were collected and disseminated, the 
information obtained in community forums was used to set priorities for 
the implementation of the community action plan.

The community action plan included the following areas for action: 
(a) training African Americans and H/L CHWs as diabetes educators, 
(b) developing a bilingual and culturally and educationally appropriate 
diabetes empowerment education program to educate the community 
on diabetes self-management and control based on refl ective thinking 
and learning by doing2, (c) establishment of three community diabe-
tes self-care centers run by CHWs under the direction of the coalition, 
and (d) community mobilization and policy work to address a variety 
of community health and chronic disease control issues (e.g., diabetes 
and tobacco control) through community and systems change. These 
self-care centers served as resources for referrals and education on di-
verse topics (e.g., nutrition) and drop-in centers for social support and 
for the development of community programs like walking clubs. Dur-
ing these discussions, concerns about diabetes were linked to education 

2 The success of this local program led to the replication of our model in diverse communities na-
tionwide in collaboration with local departments of public health and other community partners.
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about healthy eating and increasing both the demand for and the supply 
of fresh fruits and vegetables in the community. Therefore, the EHSC 
project emerged as another target action included in the CSeDCAC 
community action plan.

PROGRAM COMPONENTS

  The main objective of EHSC is to increase the demand for and the sup-
ply of healthy foods in southeast Chicago communities through several 
business and consumer-based interventions. Objectives for the program 
included (a) to increase H/L consumption of fruits and vegetables and 
promotion of other healthy eating guidelines; (b) to educate representa-
tives of the local food industry about how they can impact the reduction 
of overweight and obesity, thereby delaying the onset of diabetes by in-
creasing the supply of affordable, healthy foods within local stores; and 
(c) to improve promotion and visible placement of such items within 
stores through technical assistance and education to grocery store man-
agers and owners.

Some additional objectives were to increase the number of partner-
ships for promoting healthy eating, establish linkages with food banks 
and other resources for food assistance to community members, pro-
mote the prevention of obesity in the community, and increase the num-
ber of programs and activities promoting healthy eating offered by orga-
nizations serving this community.

The CSeDCAC’s EHSC project built on the earlier work of HSC, 
a CSeDCAC partner. HSC conducted a community health assessment 
following the community health improvement planning model adapted 
from the National Association for County and City Health Offi cials and 
the CDC called Mobilizing for Action through Planning and Partner-
ships (Salem et al., 2005). This model calls on community members’ 
experiences and public health data to describe the community and the 
availability of local resources. HSC members conducted a block-by-block 
assessment through a community landscape asset mapping process that 
looked at a variety of quality of life indicators based on the observations 
of community residents. The coalition’s assessments relevant to healthy 
eating included Grocery Shopping and Eating Out.

Some of the key Grocery Shopping Survey fi ndings based on 28 gro-
cery stores were: 11% had an aisle for low salt, sugar, or diabetic food; 
7% displayed nutritional information; 21% sold alcoholic beverages; 86% 
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sold tobacco; 32% sold fresh fruit; and 36% sold fresh vegetables. Find-
ings from the Eating Out survey of 32 restaurants indicated: 78% offered 
chicken, 63% offered fi sh, 72% offered beef, 34% offered salads, 50% 
were smoke-free, 9% had signs warning pregnant women about alcohol, 
and 50% were handicap-accessible (HSC Coalition, 2003).

CSeDCAC REACH 2010 engaged in additional assessments to ob-
tain baseline data. Based on observations and qualitative methods, data 
were collected on the quantity, variety, access, affordability, and display 
characteristics of fruits, vegetables, and low-fat foods at 10 neighbor-
hood grocery stores in July 2006. Ten store managers were also inter-
viewed as part of this assessment.

Implementation of Eat Healthy South Chicago

  Following are key implementation steps for the EHSC Project:

1.  The EHSC Project involved representatives of the South Chi-
cago Food Industry. HSC and the SCCC received seed funding 
from REACH 2010 and the Chicago Community Trust. SCCC 
involved its members from the local food industry in the proj-
ect by holding bi-monthly meetings to educate them about their 
unique role in insuring healthy communities and the specifi c 
problems related to community residents accessing affordable 
and quality fruits and vegetables. The SCCC’s executive direc-
tor’s strong commitment and passion about this project was ex-
tremely valuable in motivating its members.

2.  The SCCC distributed free boxes of fruits and vegetables. To 
increase the supply of fruits and vegetables, the SCCC provided 
to selected members in the food industry free and/or subsidized 
boxes of fruits and vegetables preferred by the H/L community.

3.  The EHSC Project provided technical assistance and support 
to grocery managers. Specifi cally, the UIC and SCCC provided 
assistance to grocery managers on how to display fruits and veg-
etables in an attractive and visible place to promote sales.

4.  The project sponsored food testing and sampling and food of 
the month events to introduce community members to a broad 
range of healthy and tasty food options. With fi nancial support 
from REACH 2010, the SCCC executive director hired a CHW 
to engage in consumer education through food testing and sam-
pling in local grocery stores. This allowed the consumers to learn 
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how they can integrate fruits and vegetables into the everyday 
preparation of ethnic food and snacks like pico de gallo . A key 
element in this intervention was a fruits and vegetables of the 
month promotion. Some of the fruits and vegetables offered by 
SCCC and HSC to its members and/or promoted to the com-
munity included nopales (prickly cactus), jicama, cucumbers, 
green tea, tomatoes, and kiwi. About 60–80 hours each month 
was devoted to taste tests and food sampling, consumer educa-
tion, and making referrals to healthy food sources by the com-
munity health promoters and volunteers at participating food 
stores in the South Chicago community and at major communi-
ty events (e.g., health fairs, coalition meetings, and school report 
card pickup days) in 2007. Nutrition education materials and 
recipe cards were provided during individual and group educa-
tion sessions conducted with consumers.

5.  The project implemented a restaurant intervention. The UIC 
Latino Research Center conducted two surveys that highlight-
ed the important role restaurants play in the dietary intake of 
people living in Southeast Chicago. During 2007, the coalition 
partners launched a healthy menu option initiative at Roma’s 
Restaurant. A key feature of this initiative was the provision of 
a healthy meal at a reasonable price. Parallel to this project, the 
SCCC developed a restaurant healthy menu initiative with its 
restaurant membership. The healthy menu option of Roma’s 
(chicken breast, steamed vegetables, brown rice, wheat roll, and 
green tea), available at a subsidized cost by the chamber of com-
merce of $3.99, was featured the week of June 25–28, 2007. A 
total of 81 individuals tried this healthy menu option, of which 
48 persons completed a modifi ed consumer survey. Of these 48, 
most reported trying the healthy menu option because of the 
health benefi t, whereas a smaller percentage decided to order 
the menu item for both cost and health benefi ts. Subsequently, 
the restaurant made changes in its regular menu, and additional 
restaurants followed suit.

Findings from the Eat Healthy South 
Chicago Consumer Food Survey

  Survey questions asked of participants in the food sampling intervention 
included: Did the participant intend to use or cook the food item within 
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the next month?, How many servings of vegetables did the participant 
eat on a typical day?, What was their preference for buying vegetables 
(i.e., fresh/raw, cooked, frozen, or canned)?, How often did they shop at 
the store per week or month?, and How far do they go to grocery shop? 
Demographic data were collected (i.e., gender, age group, race, and eth-
nicity). Other data included the date, location, and food sampled. The 
data were collected from a series of repeat taste samplings in four small 
food stores in the South Chicago/East Side area and twice each at two 
public schools (e.g., on report card days). The data below represent a 
sampling of the total number of events and persons reached.

Who Was Reached?

  During the test period, we analyzed 385 consumer food surveys. For 
those persons whose data were available:

  ■  91.3% were from the local community zip code (60617) and 1.8% 
(n �  7) were from Chicago area suburbs;

■  74.9% were females and 24.7% were males;
■  the self-reported race/ethnicity was predominantly H/L (63.4%, 

n �  244), followed by African American (28.6%,  n �  110), other 
Black (e.g., Caribbean or West African origin) (1.8%,  n �  7), and 
non-Hispanic Whites (4.4%, n �  17); and

■  younger age groups predominated in the survey.

  Selected key fi ndings from the survey included:

  ■  only 13.8% prefer canned vegetables to other alternatives;
■  most persons reported eating two or three servings per day of 

vegetables (29% in each category);
■  males in this sample were more likely than females to eat fewer 

vegetables; and
■  H/Ls were more likely than African Americans to eat more veg-

etable servings.

Intention to Use or Consume Promoted 
Food Products

  The response categories were: “I am using it regularly,” “I intend to try 
it,” “I am not sure,” and “I don’t think I will try it.” For each food item 
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surveyed, more than 50% of respondents fell in the “I intend to try it” 
category with green tea (71.2%), and cucumbers (69.9%) generated the 
greatest intention to “try it.”

Other fi ndings include:

  ■  people who eat more vegetables reported using or having more 
intentions to try the target food products, and

■  people who were ambivalent or “non-tryers” were more likely to 
be consuming three or fewer vegetable servings per day.

PROGRAM EVALUATION

  The participatory process led to an increased awareness of the complexi-
ties of diabetes in the community, the importance of healthy eating, and 
strategies for engaging key community sectors (e.g., the business sector) 
in the work of the local coalition in improving community health. The 
support given to small grocery stores played an essential role in shaping 
community nutritional consumption. The program’s consumer education 
component proved to be effective, because it was characterized by cultur-
ally, linguistically, and health appropriate approaches. Based on the pre-
liminary fi ndings, this program appears to be a promising practice that is 
grounded in the centrality of a community coalition, building capacity of 
coalition members through education and training, utilizing community 
participatory action research methods, information dissemination and ac-
tion planning, and the implementation and evaluation of the CAP, using 
the expertise of the coalition’s Evaluation Committee. The short-term im-
pact of the program provides evidence of an increase in demand for fruits 
and vegetables, based on the purchase of items in participating stores, in-
creases in community knowledge about fruits and vegetables, and greater 
consumption of fruits and vegetables promoted by the program. Based on 
grocers’ sales records, we learned that they had sold three times more of 
foods used in the food sampling intervention during and after the inter-
vention. Use and acceptance of specifi c food products varied by ethnicity; 
the number of other Blacks and Whites was too small for analysis. For lo-
cal people, there was no statistical correlation between the distance people 
had to travel to shop and the level of fruits and vegetables consumption.

Other impressive outcomes of the EHSC project included one gro-
cer becoming a local wholesaler of fruits and vegetables and opening 
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another mid-size grocery store on the same block. We now have a Sav-
a-Lot, six local mid-size stores, and six bodegas that sell fruits and veg-
etables. In addition, there are now three local urban vegetable gardens 
feeding over 100 families.

CHALLENGES TO PROGRAM IMPLEMENTATION

  In terms of information resources, the South Chicago area has very lit-
tle community media. At this time, community media is limited to a 
monthly newspaper, the Observer. This limits our ability to disseminate 
information and strategies that encourage healthy eating to a larger audi-
ence, such as promoting the food of the month and culturally appropri-
ate recipes for these foods.

The absence of a formal 5-a-Day Fruit and Vegetable/Healthy Pro-
duce Program in Illinois is a barrier to accessing educational materials 
at a low cost. As a result, there is not a broad Illinois or Chicago area 
5-a-Day produce media campaign. The absence of this campaign has 
increased our confi dence in data documenting the impact of REACH 
2010 interventions, but with this campaign, we could do even more in 
terms of creating awareness of the benefi ts of healthy eating.

We observed that community-based and business organizations do 
not always follow federal and research-based food and nutrition guide-
lines recommendations. First, these guidelines are not easily available to 
the community in simple formats that can be applied to fresh produce in 
grocery stores and restaurants in terms of labeling. In addition, dietary 
guidelines are subject to change, most recently in 2005. Community or-
ganizations need ongoing training and support to assure that they are 
promoting appropriate foods, portions, and recipes.

Chain food stores require central offi ce approval before being sur-
veyed and to host food demonstration interventions. The one medium-
sized chain store approached during the summer of 2006 failed to obtain 
this approval for undisclosed reasons.

Although it was expected that many stores would be able to share 
sales statistics on specifi c food items, most small stores did not have the 
systems in place to collect this data. Some other grocery stores with the 
needed technology and systems to do this did not want to share their 
sales data.



390 Diabetes and Health Disparities

LESSONS LEARNED

  We learned that multiple partners are required to improve healthy eat-
ing in the community. Changes in supply and demand are linked, and 
therefore the business sector (e.g., grocers) as well as the consumer sec-
tor (i.e., community residents) must be involved in the planning and 
education about connections between health and eating. There is also a 
key leadership role for health professionals and universities in changing 
social norms toward healthier diets.

Food market researchers must learn how to work with community 
stakeholders to identify social, economic, and cultural factors that sup-
port grocers in these neighborhoods. In addition, the shelves of local 
stores must refl ect community health needs, including a new view of 
what a “big box” means in urban America. (Gallagher, 2008).

Further Observations on Lessons Learned

  Another outcome of this coalition-based project has been to improve 
the quality of food and snack offerings in public meetings and events. 
Providing hospitality in the form of meals and snacks has been the norm 
at public events and meetings in Chicago for many years. In the past, 
donuts, cookies, and salty snacks were offered. Today at South Chicago 
community events, fruits and lower fat products are offered and expect-
ed.

Multiple sets of partners were important to this project, since the 
ultimate goal is to make systems changes. In addition to the partner-
ship with the grocers, restaurant operators, and wholesalers of produce, 
another set of partners were community-based service organizations. 
Regularly occurring community events, such as the Chicago Police De-
partment beat meetings, school-parent events, and senior activities, are 
important for introducing basic healthy foods and reinforcing the mes-
sages of healthy eating and foods to the largest segment of the commu-
nity possible.

The food sampling outreach component also created an opportu-
nity to dialogue with the community about its health and food practices. 
Persons who completed the consumer survey became aware of how few 
fruits and vegetables they were eating. Given that the healthy eating 
project was coordinated by the CSeDCAC, people with diabetes were 
also reached by the community health promoter. As a result of their 
participation in the consumer survey, they received referrals to appro-
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priate clinical services, as well as diabetes self-management education 
programs supported by CSeDCAC.

From a systems or socioecological perspective, this project has be-
gun to impact the food system and the community’s communication 
system through referrals. While major immediate changes are not to 
be expected with the small scale of the interventions, continuity over 
several years will result in positive change in community food norms 
and habits. One major barrier is the broader economic environment, 
which presents cost barriers to many lower-income residents. However, 
as noted above, we are observing the re-introduction of medium-sized 
food stores in the area and increased produce availability through local 
wholesaling to the smaller stores. Another facilitator of change is the 
willingness of the SCCC and other coalition organizations to sustain the 
championing of these efforts and prioritizing the concepts of healthy 
eating and healthy food in their business practices through food sam-
pling and other strategies.

PROGRAM SUSTAINABILITY

  In 2007 the UIC competed successfully for a CDC REACH U.S. grant to 
be designated a Center of Excellence for the Elimination of Health Dis-
parities (CEED). There are 18 such centers funded across the U.S. and 
charged to disseminate innovative strategies developed in REACH com-
munities like the EHSC project and train and mentor new communities. 
In 2007 the CDC also funded 22 Action Communities to continue to 
implement successful local community interventions. Chicago received 
funding for both a CEED and an Action Community. Through the CDC 
Action Community grant, this project will continue to be implemented 
in the target community. Additionally, through the CDC UIC CEED, 
the EHSC project will be one of the legacy projects disseminated locally 
and nationwide.

SUMMARY

  Transforming an urban, low-income community from a food desert to 
a place where access to healthy food options are available and afford-
able requires the committed involvement of a wide range of community 
partners. Using methods of community participatory action research 
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and innovative community interventions, we are documenting much-
needed changes in the knowledge, attitudes, and behaviors of commu-
nity members in tandem with changes in the food environment of south-
east Chicago that tend toward positive health outcomes. Our program is 
demonstrating the health benefi ts of coupling economic development 
through increased supply and demand for fresh fruits and vegetables 
with a community concern to eliminate diabetes disparities. While there 
are challenges to meeting our goals, we have the foundation, broad-based 
community participation and investment in systems changes, for over-
coming these challenges. With sustained leadership, fi nancial support, 
and improvements in economic opportunities for members of this com-
munity, we expect to see greater health equity in southeast Chicago.
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To create a truly healthy republic requires us to address health disparities on 
many fronts, recognizing its root causes in social inequities that are amenable 
to change through intersectional policy changes. Economic policy is health 
policy. Education policy is health policy. Housing policy is health policy. Trans-
portation policy is about health policy. And make no bones about it, agricul-
tural policy is truly health policy.

—Dr. Robert Valdez, Executive Director of the Robert Wood 
Johnson Foundation for Health Policy (Valdez, 2008) 

 As this text goes to press in the spring of 2009, our nation is facing an 
economic downturn, the likes of which have not been seen since the 
Great Depression of the 1930s. According to the Current Employment 
Statistics, the national unemployment rate was 8.1% in February 2009, 
seasonally adjusted, up from 7.6% the prior month and from 4.8% a year 
earlier (Bureau of Labor Statistics, 2009).

The loss of jobs has implications for a host of factors affecting the 
well-being of people with and at risk for type 2 diabetes, including health 
insurance coverage, medications compliance, housing, the tax base that 

1 The fi ndings and conclusions in this chapter are those of the author and do not necessarily repre-
sent the views of the Centers for Disease Control and Prevention.
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supports schools and other services in communities, and access to healthy 
foods. Communities of color that have historically lagged behind eco-
nomically, politically, and in other social indicators that infl uence health 
can expect to experience higher rates of poorer health outcomes if sup-
portive policies are not enacted and enforced to combat these effects of 
joblessness. Economic policy, argues Kaplan (2001), is health policy.

Diabetes is a complex biomedical condition caused by a complex in-
teraction of genetics and environmental factors. In Diabetes and Health 
Disparities: Community-Based Approaches for Racial and Ethnic
Populations, we call for greater attention to the social determinants of 
diabetes in efforts to reverse the tide of type 2 diabetes in communities 
of color in the United States. Our goal was to balance conceptual and ap-
plied approaches to expanding community-based public health practice 
for diabetes prevention and control in racial and ethnic communities. 
We intentionally focused on the outer rings of the socioecological model 
where supporting science, policy, and environmental change interven-
tions are still emerging. This text is a primer for addressing the social 
determinants of type 2 diabetes and, while it is far from complete, we are 
hopeful that it will spur new knowledge, innovative community-based 
strategies, and added confi dence in our ability to reduce the burden of 
diabetes in disproportionately affected populations.

We began with an overview of the different types of diabetes and a 
description of the epidemiology of diabetes in racial and ethnic groups 
in chapter 2. Understanding the burden of the disease and its associ-
ated risk factors and complications is a crucial fi rst step for develop-
ing a population-based plan of action. Type 2 diabetes and its principle 
risk factor, obesity, have emerged as twin epidemics in communities of 
color. We described the relationship between obesity and type 2 diabe-
tes in chapter 3, including the infl uence of what has been described as 
an “obesogenic” environment (Brown & Krick, 2001; Critser, 2000) in 
obesity rates observed within communities of color, particularly among 
African American women. Reducing the incidence of type 2 diabetes, 
therefore, is linked to reducing rates of obesity, a public health priority 
of the Centers for Disease Control (http://www.cdc.gov/obesity).

Chapter 4 examined meanings of body size expressed by a group of 
college-educated, professional African American women to explore the 
paradox of why advanced education and higher incomes (�$50,000 an-
nually) do not appear to protect African American women from obesity 
as they appear to protect their White counterparts. Culture, which is 
never static, is commonly reinforced through structures, even though 
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those structures are not always as palpable and visible as are physi-
cal structures. Understanding the structural infl uences of mainstream 
White culture on the lifestyles and perceptions of other racial and eth-
nic communities is particularly important in any examination of health 
disparities. We hope additional research examining the intersection of 
race, class, and gender in diabetes prevention and control is inspired in 
response to chapter 4.

Throughout the text, we were careful to provide defi nitions of key 
concepts upon which our primary arguments and approaches are based. 
For example, as I travel and give talks on community health, I am fre-
quently asked “what is a community?” There is increasing effort among 
scholars to articulate theories of community in public health research 
and practice. In chapter 5, we began with a consideration of the range of 
defi nitions of community and our understanding of it as refl ected through 
community-based research and practice. At a minimum, public health 
researchers and practitioners are encouraged to more clearly delineate 
socioeconomic, political, and historical characteristics of the community 
with which they are working beyond race and ethnicity and to give voice 
and share power in determining the scope and breadth of community-
based diabetes programs. Navarro in chapter 6 adds residential segrega-
tion and the cascading impact of the resulting inequalities in particularly 
urban, low-income communities of color to the discourse on community. 
Among the critical ideas discussed are the social construction of health 
disparities and the need for greater attention to broader arenas for policy 
change to eliminate health disparities.

Rivera and Tucker in chapter 7 challenge the reader to invert the 
evaluation lens from one that solely documents changes in people’s be-
haviors and metabolic profi les who live in the community to one that also 
assesses changes in community institutions and resources that support 
diabetes prevention and control where people live. We believe measur-
ing community change is a meaningful outcome for determining the ef-
fectiveness of community-based diabetes programs.

Lastly, since the rise in the burden of type 2 diabetes is global, we are 
hopeful that nation-states around the world will fi nd some utility in the 
experience of communities represented in the case studies in chapters 
8–16. There is much more work to be done across all sectors, including 
federal, state, and local governments; community-based organizations; 
institutions of higher learning; and the business sectors.

    There is a growing discourse around the globe about the necessity 
of addressing social inequities as we seek to eliminate health disparities 
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and achieve health equity for all segments of our society. The task ahead 
is daunting and will require policy makers to make a long-term commit-
ment (i.e., beyond political election cycles or traditional funding peri-
ods of 5–7 years) to achieving health equity, along with a sound base of 
science, intervention research, and evaluation. Additional resources are 
needed to advance work in the social epidemiology of diabetes. We must 
take advantage of opportunities to foster linkages between academic in-
stitutions, state and local health departments, and communities of color 
to develop a cadre of public health workers with the skills needed to 
work with communities and health agencies to effectively address the 
social determinants of health. In the interim, we must continue to build 
awareness across sectors of our society of the relationship between social 
inequalities, broadly understood, and health.

As communities mobilize to address disparities in health, we can de-
velop and sustain strategic actions that lead to change. The journey will 
not be a straight or uninterrupted one, as we will continue to have eco-
nomic booms and busts, changes in community structures and composi-
tion, and the unforeseen opportunities and challenges that characterize 
contemporary life. Our vision is that 60 years from now, evidence-based 
strategies that effectively address the social determinants of health in 
eliminating disparities in the burden of diabetes experienced by com-
munities of color will compare with, if not exceed, that found in the bio-
medical literature. We invite the reader to join us in working to achieve 
this vision.
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