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Abstract
African Americans diagnosed with diabetes are ligksy to self-manage diabetes-
specific modifiable risk factors. As a result, iztition of healthcare services occurs at a
greater rate than other racial groups, and theretys higher than expected healthcare
costs. This ethnographic study explored the elesneindiabetes educational material
African Americans in a large city in the southeartf the United States found most
useful to facilitate self-management of their dssedBandura’s self-efficacy theory
provided the theoretical framework. Research goestaddressed the preferred
educational content, layout of material, and meshfod educational delivery and
caregiver support. A purposive sample of 30 Afriéamericans with diabetes who had
engaged in diabetes education classes participratbés study. Data were collected
through in-depth personal interviews, which weduictively coded and then categorized
around emergent themdskey finding of this study is that participantseferred group
learning formats, but perceived educational materiae confusing and difficult to
understand. They also expressed some preferemrcégefuse of color, pictures, and
presentation of graphical information that may paewthe basis for a revision of
educational materialdnterestingly, participantsdicated a tendency to seek out church
members rather than family for support. The posisecial change implications of this
study include recommendations to healthcare prmfeals to adopt educational curricula
that reflect cultural nuances and needs of targptifations in order to support better

health outcomes for at-risk populations and cdstiehcy improvements.



African American Race and Culture and Patientst@gtions of Diabetes Health
Education
by

Linda Marie Keenan

MPA, Keller Graduate School of Management, 2009

BSN, Chamberlain College of Nursing, 2007

Dissertation Submitted in Partial Fulfillment
of the Requirements for the Degree of
Doctor of Philosophy

Public Policy and Administration

Walden University

December 2014



Dedication

First, | give thanks to God who has blessed me datfermination, compassion,
and a love of nursing. | dedicate this dissertatiomy mother and father, who taught me
that life is precious, family is everything, anddhavork is rewarded. | give thanks also to
my husband Dave, who has supported me in my acadenrney; he has lovingly been
my mainstay, kept me calm, and encouraged me sretileavor. To little Grandma in
your hat and green coat, | fondly remember youteap@ on Sundays; thank you, also,
to my convent nuns who gave me many blessings giwaut my young life and instilled
in me the knowledge that with God at your siddlatigs are possible. Thank you also to
my children from whom | continue to learn, and toom | hope | am an example of faith
and hope for the future. This dissertation is dateid to you all for your gifts of blessings

and love throughout the years!



Acknowledgement
| wish to extend my utmost thanks to my Committé@i€ Dr. Linda Day, who
provided so much support and encouragement; to aetiiadology expert, Dr. Kirk
Williams; and to my URR committee member, Dr. Caslsa Caldwell, for your
expertise. | wish to thank all of my academic amafgssional nursing colleagues who
have shared this journey with me, and all the p&gierho selflessly shared their life

experiences with me in the completion of this disgmen.



Table of Contents

Chapter 1: Introduction t0 the StUAY........ccoooviiiiiiiii e 1
T goTo (3 ox 1 o] o [T PP 1

[ F=T0d (o [ {11 [ PP 2
Statement of the Problem ... 4
PUIPOSE Of the STUAY ....oevieiiiiiiii et 6
RESEAICH QUESTIONS ... ..t e et e e e e et e e e e e e aaar e e e e eerraans 6
Theoretical FrameEeWOrK ..........oooeiiiiiiiiieiee e e e e e e 7
NAtUre Of the STUAY ....eveeiiiiiiieee et 9

D T 111 T0] o PR UURRPPPPPPPPPRRRPRPRPN 15
ASSUMIPTIONS ..ttt ettt ettt e e ettt ettt b e s e e e e e e e e e e aaeeeeeeesnnneeeeeeesnennnnnnns 16
Scope and DelimItatioNs .........coooiiiiiiiieereee e 17

[T T = Lo 1P UURRPPPPPPPPPRPRPRPR 18
SUMIMABIY ..ttt e e eeeae et e e e e e eee b e e e e eesaba e eeeeeesanaaaaeaeaeeennnnnaaaaaenes 22
Chapter 2: LIiterature REVIEW.......cccooei it e e e e eee e eeeeeenannes 25
T goTo (3 Tox 1 o] o ISR 25
Relevance of the Problem ... e 25
CURUIE. ... et e e e e e e e e e e e 35

B L0 PP UPPPTRPPTN 41

S B oo e —————— ettt e e et e e a e e e et e aan e e e e aeeerraans 42



SeIf-EIfICACY ... —————————————————— 45
SUMMArY aNd TREMIES. .....uuiiieiiei et e e e e e e e e e e eeeeeereenaneeeeneees 48
Chapter 3: Research Method............ooo e 53
INEFOAUCTION ...t e e e e e e e e e e e e e e e e e e e 53
Research Design and RatioNale .............cceeiiiiiiiiiiiiiiii e 54
Role Of the RESEAICNET ... e 56
(/L] {gTeTo (o] (oo )Y PR PPPRTUPTPPPRRN 58
Participant SEIECHON .........ccooiiiii i 58
Y= 10 010111 o [P UPPPPRRPPUPPPPRRPN 58
RECIUIIMENT ...t e e e e 59
SAMPIE SIZE. .. e e e e e eaaaena 60
INSTIUMENTALION ...ttt e e e e e e e e e e e e e e e e e e e e e 61
INtEIVIEW PrOtOCOI ... ... e e 61
RECIUIIMENT ... et e e e e e 63
EXIt @nd FOHOW-UP ..o e e e enneeeeees 64
Data ANAIYSIS ...ttt et e e e e e e et e e e ettt brren——arrrannna 64
TrUSIWOITNINESS ...t e e 66
(@70 {1 o111 Y2 SUTTURSRTI 66
TransSterability ..... ..o e 67
Dependability and Confirmability ...........ccccceeeoiiiiiiiiii e 68
Ethical ProCedures ..........ooooiiiiiiiit e e e e 68



SUMIMABIY <.ttt e e eaean et e e e e e e et b e e e e ees st e e e eeessanaaaaaaeaeeesnnnnaaeaaenes 71

Chapter 4: Results

......................................................................................................... 72
INEFOAUCTION ... e e e e e e e e e e e e e e e e e e e e e 72
Y= 11T TP 74
DT g g [0 | =1 o] o1 (01 TSRS 76
Data COlECHION ...ttt e e e e 78

PartiCIPANTS.....eeeiiiiiiiei et e e e e e e e e e e et e e eene e eereananna 78
LOCAtioN Of INTEIVIEWS ...ttt 80
Frequency and Duration Of INtEIVIEWS ... t5{0)]
(D= 1= W ad Tt o] o [1 o [H PSP 82
Dz L B g =1 P 84
Evidence of TruStWOIthiNESS. ... 88
(@7 To {1 o] 11 Y2 USTPRRTI 88
Transterability ..... ... 90
Dependability and Confirmability ...........ccccceeeoiiiiiiiii e 91
RESUILS ... ettt e e e e e e e e mnnn e e e e e e e e e e e e e e 91
SUMIMABIY <.ttt e e eeeae et e e e e e eeeta e e e e ees st e e e e eeesbanaaaaaaeaeeennnnnaaaaaenes 99
Chapter 5: Discussion, Conclusions, and Recommemdat................ccceeeieeeeveeennnnnnnn. 102
INEFOAUCTION ...t e e e e e e e e e e e e 102
Interpretation of the FINAINGS...........uuiim e 103
Theoretical FrameWOrK .............uuiiiiiiiiieiieeiiie e 107
Limitations of the Study ... 108



RECOMMENAATIONS ... e e e e e e e e anaen 110

Implications for Positive Social Change.............oooviiiiiiiiii e 111

(@] o Tod 810 o < TP SURPP 117
RETEIENCES ... et e e e e e e e e e e e e e e e e e e e e e eeeeeeennnnes 119
Appendix A: Interview Protocol and Data CollectidQol .................cccvvevivieiiiiiiennnnnn. a3
Appendix B: Telephone AWAareness SCHPL.......uucere i 133
Appendix C: IRB Project ClOSUIe FOIM ........ccouaeiiiiiiiiiiieee e 135
Appendix D: CONSENE FOIMM ...uuuiiiiiiiiiie e eeeeeee e eeeeeees 137
(@01 o101 18] g BV = 1= TSRS 141



Chapter 1: Introduction to the Study
Introduction

This study examined disease management amongsaAfAmericans in a major
urban center in the United States. African Amerscaomprised 13.6% (39 million) of
the US population in 2011 and 30% of the populatibAouston, Texas (Centers for
Disease Control, 2013). Comprehending educatioaétnal enhances a patient’s ability
to be effective and self-manage disease; howetts,grior research exists that is
specific to this comprehension in the African Amsan population (Hawthorne, Robles,
Cannings-John, and Edwards, 2008). This lack of\kedge does not facilitate optimal
health or the lowering of healthcare costs requingthe Affordable Care Act (DPC,
2009). More than 25,000 of Houston’s 1.2 milliorriédn Americans are diagnosed with
diabetes, (United States Department of CommercE])2nd 18.7% of African
Americans within the United States have diagnosadhdiagnosed diabetes (National
Diabetes Education Program, 2011). It is cruciatlemtify optimal elements of
educational material that will promote improvemienthe African Americans’ ability to

effectively self-manage their diabetes.

There are several factors that make it importastudy this population. Most
African Americans have a genetic predispositioditdetes (The Centers for Disease
Control (CDC), n.d.). A 2013 study by the CDC notledt 14.2% of this population was
in poor health. These statistics have importanifreations to American society as a

whole, as the average cost of an individual wittbdies is two and a half times higher



than that a non-diabetic individual. This consg&tua significant portion of the total
health care cost in the United States, some $1lidrbin 2007. Further research is
crucial to determining what factors and elementscAh American individuals require to

facilitate their effective management of diabet@e§sin, Raymond, Manze, 2008).

Background

Patient-centered care is essential to facilitafensanagement, as is adaptation of
the self-management curriculum to be in alignmeiti the race and culture of the
patient and caregivers (McDonald, Pezzin, Pengratdinan, 2009). Gumbs (2012)
detailed that African Americans’ higher risk of @dying diabetes can be managed well
by ameliorating risk factors. Kressin et al. (206&cussed that racial disparities are
documented specific to socioeconomic concerns #dsawéhe physicians’ perception of
race concordance (Snipes et al., 2011). Gumbs §204@ claimed that African
Americans, compared to other races, participatifeself-management education, and
experience difficulty adhering to a treatment pkwidenced by poor glucose control and
higher glycosylated hemoglobin levels (Shacter.aSAé&habue, Sablani and Long,
2009). African American community health workers @ad in diabetes control by
impacting the behavioral and socioeconomic fadiwas prevent or promote self-care
(Spencer et al., 2011).

The literature is scant related to the culturatdexrequired for understanding
health education, the ability to translate educatmo daily life, and healthcare

insensitivity and individual bias (Gumbs, 2012; Mad et al., 2011; Stuard & Blair,



2011). Self-management information is intended ésigh to be sensitive and patient-
specific (Spencer et al., 2011). However, Hawthanal. (2008) claimed that identifying
ethnic disparities is essential in promoting sudiglucose control via adequate self-
management comprehension. While improved selfaffian African Americans is
related to enhance diabetes self-managementféaith literacy and cultural factors that
are essential to achieve the understanding negasstacilitate self-care (McCleary-
Jones, 2011). Society’s insensitivity towardsridguirement for culturally competent
healthcare negatively impacts informed decisioningkKressin, Raymond, & Manze,
2008). Shavers et al. (2012) detailed that papanrticipation in decision-making can be
hindered by even the most subtle cultural discration. Even though non-White races
seek and utilize health care education more thané/hces, it is the communication
from biased healthcare professionals and Blaclkepttithat is disparate (Rooks,
Wiltshire, Elder, BeLue, &Gary, 2011; Stuard & BlaRk011).

The ability to self-manage disease has a docurdémnstory of yielding positive
results (Hibbard, Greene, & Tusler 2009). Howevare and ethnicity were not stratified
as part of these earlier studies, revealing thtépiacentered care is not sensitive to
cultural diversity (Andrulis, Siddiqi, Purtle, amichon 2010). African Americans
experience challenges in expressing their physmaterns, and further investigation is
required to investigate this phenomenon (McClearye$, 2011). Additionally, Shacter
et al. (2009) concluded that acquisition of knowgedvithout the ability to demonstrate

the new task, does not improve health outcomedricak Americans with diabetes.



Patients will be successful when healthcare estierrease cultural systems, which may
include the tailoring of educational material imcert with the caregiver and support
system (Madden et al., 2011).

These gaps in the literature established the rweithit study. The literature
reviewed, revealed a lack of understanding spetfrace, ethnicity, and how African
Americans’ comprehension is different, inadequiatgensitive, biased, and potentially
ineffective (Keenan, 2013). Literacy is more thiaa written word, and while education
is language-sensitive, diabetes educational materséandardized and hence is not
aligned with race or culture (Singleton & Kraus@09). If the mandate is to lower
healthcare expenditures, then | assert that heatiprofessionals in the United States
must develop racially and culturally appropriate&ational material in order for patients
to comprehend factors specific to maintaining theialth. Research remains necessary
to ascertain the preferred mechanism of self-managéeducation delivery. Such
includes the specific culturally relevant contdrattwill facilitate and promote optimal
awareness for African American Houstonians wittbdias. These findings can
positively impact communities locally and natiogaksulting in improvement in

population health and the lowering of heath castscoverall.

Statement of the Problem
In 2010, Texas had a 9.7% diabetes mortality ratepared with Houston’s rate
of 15.3%, evidenced by Houston’s 36.8 deaths p@r0DD persons and 31.9

hospitalizations per 10,000 African Americans (Tekepartment of State Health



Services, 2013). An African American with diabeite3exas can expect to stay in the
hospital for six days (Texas Department of StataltHeServices, 2013) and with an
average daily charge of $36,506, it is essentigtdonote patient’s self-management of
diabetes and ultimately decrease health care (@B, 2009). Comprehension of
educational materials positively impacts a patestfective self-management of disease
(Hawthorne et al., 2008). While educational matsrgae written at a fifth-grade literacy
level and available in a patient’s language of cbgirhe Joint Commission, 2010) the
current standardization of materials does not ceftaltural or racial nuances that will
promote learning and comprehension by the AfricameAcan Houstonians who suffer
from diabetes. These problems can be seen in Cl|{terature for African Americans
with diabetes, which include information for faresiand caregivers to assist in the
provision of physical and emotional support. Wipietures of people in these materials
are race concordant, the language, text, and aluriccontent remain standardized. This
disconnect is especially problematic because déshbetalthcare utilization in Houston
continues to rise (Texas Department of State H&#tivices, 2013).

Food selection is the only culturally specific elrhof African American culture
self-care that was found in the literature thahel not sufficiently culturally sensitive
to address all the elements of effective self-affic Health literacy is essential for
attention, retention, and motivation, to learn anglement a new behavior (Bandura,
1997). It was imperative that this study was comeltito explore what constitutes

effective, culturally sensitive, diabetes educadlanaterial that promotes self-



management, so as to address the diabetes-rekddd aof Houston’s diverse population
and the growing number of uninsured and underseiecan Americans.
Purpose of the Study

This qualitative study used an ethnographic apgroaedentify which elements
of diabetes educational material African Americemsd most useful to facilitate self-
management of their diabetes, as suggested by K€2043). While comprehension is
essential to facilitate self-management of disedmelack of research pertinent to ethnic
nuances specific to disease education was of corfelawthorne, et al., 2008). Houston,
Texas was a legitimate focus of study because thare30% of Houston’s population is
African American (United States Department of Comoae2012). Learning of cultural
nuances specific to health care management is tanidior the population that is

genetically predisposed to diabetes (Keenan, 20d5sin et al., 2008).

Research Questions
The primary research question asked what eleméulisloetes educational
material do African American adults with diabetgglfmost useful in self-managing

their disease. Sub-questions were:

RQ1. Do African Americans, compared to other raoes ethnicities, find
diabetes easier to understand if the materialliseted and discussed at the time of the
group session, or given after the group sessi@take-home brochure?

RQ2. What do African Americans identify as barriersinderstanding the



standardized diabetes health education materigdadj as compared to other races or
ethnicities?

RQ3. What type of material is more useful to theigdin American patient
compared to other races and ethnicities in selfagament of their diabetes: material
containing pictures, graphs, tables, Likert scadesy text, or some other form of visual
aid?

RQ4. Do African American patients with diabetesnpared to other races
and ethnicities, find the use of color in educatiamaterials to be more useful in
understanding the material than black and white?

RQ5. What type of educational assistance materiaséd in the home by the
African American patient (e.g., papers, brochuvetgos, or audiotapes), and how does
this compare to members of other races and etlas@it

RQ6 — Do African American patients with diabetearsttheir health
information with families, caregivers, and/or faithsed community organizations, and
how does this compare to other races and ethrs@itie

Theoretical Framework

The qualitative paradigm of this study adoptedrderpretive framework of
social constructivism that focused on patients’ezignces and views in order to expand
upon self-efficacy theory (Bandura, 1997; Cresw#ii] 3). A patient’s self-management
via self-efficacy requires verbal and visual conmemesion of material to optimize well-

being health. Bandura’s (1977) social learning theletails four aspects to learning:



attention, retention, motivation, and motor prodtutt Social learning, and now self-
efficacy theory details that observation of behes/ibat are rewarded, are more likely to
be replicated (Bandura, 1997). This study builtruBandura’s theory (1997) of self-
efficacy to promote health and effective self-mamragnt of diseas&yhich indicates that
when patient comprehension is hindered, the atteraind retention tenets of Bandura’s

theory (1997) are compromised.

A researcher’s selected theory influences the Symhradigm, research
guestions, and approach (Creswell, 2013). The yheslected for my study was
Bandura’s (1997) process theory of self-efficadyistheory was in alignment with my
research questions on situational diabetes educdterause it focuses on the written
word, health literacy, and cultural relationshipattpromote and facilitate an individual’s
ability to adopt educational elements to skillfulhanage their disease (Bandura, 1997).
Social constructivism, as discussed by Creswell320s a framework that permitted me
to gather combinations of social, cultural and satiye views of the participants, and my
inclusion of diverse multicultural patients (inclag African Americans) explored and
ascertained the cultural elements and factorspileatented or enhanced a patient’s self-
management of diabetes. As a feature of ethnograpéyse of Bandura’'s (1997) self-
efficacy theory facilitated my ability to recognipatterns and themes pertinent to
ethnicity, beliefs, and values that influencedabdity to self-manage a disease
(Creswell, 2013). This theory provided a framewankl lens to illustrate the necessity

for exploring the culturally specific elements tidtican Americans individually



experience (Creswell, 2013). This exploration wasassary in order to comprehend,
adapt, and utilize patient education to allow patdo successfully self-manage their

diabetes.

Nature of the Study

The study was inductive in nature, and as suchredgghupon a small amount of
knowledge via the exploration of African Americaatipnts’ views, beliefs, and
preferences regarding educational material (Cré20413). The qualitative design
selected for this research facilitated the coltectf individual patients’ data, which
unlike a quantitative design was expressed in waattger than numerical (Patton, 2002).
My ethnographic approach was appropriate becaesmdividual participants were
culturally diverse and the focus of the study wasAfrican Americans. This
ethnographic approach aligned with my desire tdarpand share the cultural beliefs of
the African American race (Creswell, 2013). As pdrthe research, | aimed to establish
patterns and themes specific to what African Anargcwith diabetes as compared to
other races and ethnicities, found most usefutircational material developed to

facilitate self-management.

The phenomenon of diabetes self-management witkii\frican American
culture was studied utilizing an ethnographic deslaitilized interviews as the strategy
of inquiry to collect patient data to answer theei@ch questions (Creswell, 2013).

Individual interviews with culturally diverse patieparticipants were conducted over a



10

period of several weeks, with the patients beimgldhvest units of analysis (Patton,
2002). Analysis in the ethnographic approach dedgearticipant data specific to
diverse cultures and ethnic groups. This data, vdoempared in totality, detailed how
African American culture can influence or createrieas to comprehending self-

management educational material.

Research questions are more readily answered wiedndation and research
environment is optimal for securing the particiganésponses (Maxwell, 2013). To
facilitate optimal participation, recruitment occen in the patients’ community health
center of preference, and the interviews were coteduat the patients’ location of choice
(telephonically). Such familiarity with the locatiavas important to assist in the
development of a trustful relationship betweenghgicipants and the researcher
(Creswell, 2013) during recruitment that resulte@ctive patient engagement in the
actual interview process. The participants reprieskfive cultures and were ethnically
diverse. Additionally, all patients had an assigpathary care physician and were
enrolled in a diabetes educational group (Keen@h3R The selection criteria required
that each be male or female adults no younger1Barears of age; there was no
maximum age limit in the inclusion criteria. Thigeagroup was selected in anticipation
that the participants would have varying life expeces that may have included the roles
of adult caregiver, student, a spouse or partnagewearner, unemployed worker, and
who were legally able to make unilateral informeaidions. The clinics and specific

conference rooms were readily available and adgessi me upon short notice.
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However, all of the participants selected the aptiba telephonic interview and such
was accommodated. To ensure privacy for the tel@iphoterview, | utilized my office
telephone and private line without the speakerooptit was important that | respect the
participants and not be biased in the confidestidlection and reporting of data, or be a
barrier to the research by being intrusive or agegisiamage to the milieu (Creswell,
2013). In the data collection process, | obtaimédrmed consent, which included the
reason for the study, all potential risks, and Bpatly detailed how protected health
information if received would remain confidentibtetailed that the choice to participate
in the research was voluntary, and the participanigd withdraw at any time without
current or future healthcare being negatively aifpeely modified as a result of

participation or withdrawal from the study.

As this research entailed the detailed compreharaimndividual African
Americans with diabetes, a small sample size utdiznterviews as the strategy of
inquiry was pertinent (Miles & Huberman, 1994). Adesired to explore only African
Americans with a diagnosis of diabetes, rather thaar a lower variation with a large
random sample size, | utilized purposeful homogersampling resulting in a smaller
sample size, but one that could result in a greafmesentation of the desired types of
participants (Maxwell, 2013). Purposive samplings\itze presence of African American
patients within any existing diabetes educatios<laf varying race and ethnicity from
which | recruited participants. Homogeneity relatedhe criteria that necessitated each

participant to have a diagnosis of diabetes. Uihderstood however, that no matter how
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representative a small sample size may be, suafotée utilized to generalize to larger
or other same race peer groups (Maxwell, 2013)askessing the sample size, |
evaluated my accessibility and availability of fheaticipants. Strength to the sample
participants was achieved by securing a homogesauple (diagnosis of diabetes) to
minimize variation amongst participating individsigPatton, 2002). | commenced
recruitment by explaining the study at the endiabdtes education classes which
included an average census of 2 to 3 African Anagis¢c amongst a culturally diverse
patient population per class of 3 to 10 patientge purposeful sample size was 18
individual African American participants of a culally diverse population of 30 total
participants. | commenced the research recruitragthiree clinic locations and continued
to attend a total of 10 clinics within the sameltiegystem until a minimum of 18

African American participants were recruited ofudturally diverse sum total of 30. |
provided validity to my research utilizing triangtibn and cross comparisons between
the research sites and data collection processe®Mver such data was only applicable to

the environment and participants studied (Maxwali 3).

Data collection was achieved using an interviewqgrol which is common when
utilizing an ethnographic approach to a study (@sdls 2013). Data collection was
achieved via the use of a self-developed intent@al;, which included two initial
guestions to facilitate participants’ engagemeuut @pport, and a question asking for
self-disclosed affiliation with a race or ethnicityhe interview tool comprised of ten

open-ended interview questions, and a summatieansent that sought additional
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participants’ responses or discussion as desiredh@interviewer | collected

information pertinent to the individual’s Africanmderican’s race and culture related to
comprehension of diabetes self-management docupangs outcome of comparison
and exploration of responses from additional racel$ure, and ethnic participants. Tape
recordings of the interviews facilitated the accyren data analysis to include review of
the information and transcription of the data powrviews (Patton, 2002). The
accuracy of data collection required confidentyalit the capture, storage, and the
reporting and ultimate presentation of the paréinifs responses. Such accuracy was
facilitated by the multiple savings of all infornmt retrieved to include memos,
interview documents, researcher’s notes, and &g&dings. The appropriate storage of
all data was crucial to avoid the loss of invaleaflaterial. Transcripts were numerically
labeled in the date order of the interviews conedietind an alpha-numeric code was
assigned to each participant. The race was algiegvand included “W” for White,

“AA” for African American or Black, “H” for Hisparg, or Latino, “A” for Asian, “S” for
some other race, “Al” for American Indian or Alaskidative, and “NH” for Native
Hawaiian or Other Pacific Islander. Interview qumss were open ended to facilitate the
participants’ dialogue and aided in the prevenabmonosyllabic responses (Creswell,
2013). To facilitate responses of depth and deteel questions were structured in the
past tense and implicated a specific scenariave to foster specific, rather than

generalized responses (Maxwell, 2013).



14

Patton (2002) detailed that initial analysis ofadmicludes the preparation for
determining which methods will be used in the catgtion of data and how
subsequent coding will be performed. My strategfesnalysis included the elements of
data storage, organization of the data, developwigpatterns, a review of the field
notes, transcripts, and audio recordings. The §teps included manual and software
analysis, the identification of themes, and evdrugparation for data presentation. All
data to include audio recordings were electronycgtibred in a computer and on a mobile
drive. All interview documents, the portable drieed researcher’s notes, were locked in
a safe with the combination known only to me. Epafticipant’s interview sheet was
labeled and the marginal notes and memos wereatedlaluring the initial manual
identification of categories and themes (Miles &idtman, 1994). This ethnographic
approach facilitated the collection of plentifutaand | reviewed the marginal and field
notes to identify key words, and categorized arttepas of repetition of phraseology
(Creswell, 2013). | used ATLAS/ti© as the qualivatisoftware package that permitted
the downloading of text, pictures, audio files, aaldlitionally, marginal, field notes and
participants’ responses were sorted into filesthedeafter categorized as part of the data
analysis (ATLAS/ti, 2013). ATLAS/ti© enabled my drpatory, rather than a
confirmatory approach, to the data collection amalysis (Miles & Huberman, 1994).
The “Hermeneutic Data Editor” within ATLAStI© pertited the inclusion of data from
multiple sources and possessed the capabilitytemoeze and store the data in several

formats according to my reporting needs (ATLAS010, p. 4).
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Definitions
The key words and terms utilized during the develept of this study and

literature review that might be subject to indivadlinterpretation are clarified below.

African American-A person with origins in any of the Black groupdriclude

individuals’ self-reporting as Negro, Black, andiéan American (CDC, 2013).

Self-management of diseas€&he capacity and ability to adopt health behaviors

that are effective in positively promoting healtidalecreasing poor health behaviors

Self-efficacyAn individual’s belief in the ability to take aoti resulting in

required achievable events (Bandura, 1997).

Patient’s self-efficacyA patient’s belief in the capacity and abilitygerform
behaviors that will ultimately influence, and chartgealth behaviors (Sarkar, Fisher, and

Schillinger, 2006).

Health literacy-The individual’s ability to obtain and comprehdmehlth

information to promote appropriate healthcare degismaking (CDC, 2009).

Culture-This is the shared and accepted beliefs and vatiibs a group which

influences decision- making (Singleton and Kra2€€9).
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Racial disparity in healthcare-Such is a difference in the quality of care tlsat i
not influenced by access, specific interventiomglioical necessity (American College

of Physicians, 2010).

Assumptions

It is assumed that participants in the study wevrara that their diagnosis of
diabetes is not curable, and that care under tleetchn of a health care provider is
necessary to promote health and manage the disdase@rimary language of English
was assumed as true, based on the participantsepelrting, and absence of a request
for a health care translator. At least a fifth-grditeracy level was assumed given a
Houstonian’s current average ability to read edanat material at this level (Texas
Center for the Advancement of Literacy and Learnitip5-2012). The study discussed
caregiver and family involvement as part of diabeteisnagement, and it was assumed
that the participants’ positive verbal acknowledgina access to a capable caregiver
was deemed accurate. The assumptions were reduioeder to determine that each
participant possessed a basic ability to read pedksEnglish at a fifth-grade level, and
understood that diabetes is a disease. Such baggiammation was essential to
commence the study. The ability to understand thitten word and converse in English,
provided the baseline for literacy of all partiagps The assumed literacy level was
pertinent to establishing a minimum understandiiniip® written word, hence not falsely

influencing the participants’ ability to compreheself-management information. Lastly,
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as each participant self-identified with a racegthmic group, such responses were

deemed to be true.

Scope and Delimitations

The scope of the study included a purposive, homagge sampling of 30
culturally diverse Houstonians diagnosed with diabgof which18 were African
American. All participants self-identified with aae or ethnicity to include being of
African American, Black, American Indian, Asian,ddanic, Latino, or White race.
Specific aspects of diabetes self-management aducaere researched in terms of
health literacy, communication, and culture, retdéua the elements of Bandura’s (1997)
attention, retention, motivation, and motor produttfactors of self-efficacy. Adult
participants were selected as informed consentetasvable without involving a third
party. Additionally, adults received educationaltenel that was specific to the adult
population, as the inclusion of pediatric or adoéed participants would have created
barriers to comprehension of standardized matdualto age. As the focus of the study
was to explore how African American adults comprehdiabetes educational material,
the inclusion of other races provided the foundafar exploring the differences between
diverse cultures, and gave validity (non-dispartighe data retrieved to answer the
research questions. However, as the study’s foasstine African American population,
such data pertinent to the culture and races eobther participants while valuable,

cannot be transferred or generalized to such sfecific races or cultures.
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Delimitations of the study are related to the etlpopulation selected, the adult
age range of the participants, the English spegkamylation sampled, and the disease of
diabetes. Findings are not generalizable to an@theric disparate and/or minority
population, pediatric patients, or adolescent’sngmr than18 years of age. The findings
were limited to an English speaking, African Amangopulation who were diagnosed
with diabetes and 18 years of age or older. Adaidtily, findings specific to preferred
methods and types of educational materials werergémable only to the participants,
and limited to the subjective, yet rich responsethé interview questions. Transferability
is limited to: male and female African American®dd.8 years of age or older, presence
of a diabetes diagnosis, and those who are theieats of fifth-grade literacy level
formal health education materials.

Limitations

Credibility in a qualitative design is dependenbnphe strength of the
participant-researcher relationship. The lack obatrolled environment is also of
concern, as such is only evident in a quantitativenixed methods paradigm (Creswell,
2013.) As | am privy to existing patient educatioaterial there was the potential for
researcher bias. Bias in analysis of the dataceasidered, and secure data storage was
necessary to ameliorate any loss of invaluable whtah could have compromised
accuracy of the results. While | desire to positivenpact social change, | am aware that
in order to mitigate validity concerns, the homogjgnof this study’s purposive

sampling may only be generalized to the African Aoans in the population sampled.
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Weaknesses include the validity and accuracy o$#ffedeveloped interview tool
to solicit participants’ responses to answer tlseaech questions (Creswell, 2013).
Audio recordings could have been inaudible, aneéntadions of voice and tone had the
potential to be skewed by my verbal presence asef@archer during the interview
process. The participants were known to each ottwavever the potential for peer
influence on verbal behaviors and interaction @at2002) was mitigated. While
discussion of the study occurred in a class fortine participants were asked for their
participation in private, and then at a later daterviewed individually. Weaknesses
pertinent to the researcher were addressed by ingigalosure of any conflict of
interests in the collection of data and the perforoe of the research. A “gatekeeper”
introduced me to the diabetes education class memibassist in mitigating any
researcher influenced behaviors being exhibiteég@ell, 2013, p. 154). As the design
was exploratory, | ensured accuracy in the docuatiemt of data, and also tape recorded
the entire interview process for an additional egvin completion of the transcripts. An
interview protocol was utilized to conduct the iviews. While some interview
guestions were expanded upon to facilitate dialpthescapture of rich and thick
descriptions related to tone of voice, audible pauand hesitancy in dialogue, mitigated
concerns specific to quality and integrity (Credn2013). The tape recorder was tested
to ensure such was in working order and an eleicttmackup was made of
accompanying field notes, marginal notes, memasjrterview protocols, which were

stored confidentially to mitigate loss.
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To promote validity and quality of the study, Iliz&éd the tools of proactive bias
identification, reflexive triangulation, and memimfiecking. Additionally, | ensured the
reporting involved thick and rich descriptions, dhd results incorporated negative and
contrary data retrieved (Creswell, 2013). As | amaig of disease management
techniques and disease processes, it is possdiledbuld have been biased to a certain
method for delivering education in spite of the plagion being served (Keenan, 2013).
As a nurse, past cultural experiences could halgeimced my development of the
interview questions. The interview protocol wasiegwed by a doctoral prepared
registered nurse, acting in the role of auditomiirly, and also external to my
departments and leadership oversight, the retrieatal was reviewed by a doctoral
prepared colleague experienced in qualitative reBeén the role of peer debriefer, this
clinical colleague reviewed my methodology, ans$@ipt notes documented during the
interview sessions. | documented and disclosedi thad the potential for researcher bias
towards the participants, in the form of diabetdsoational methodology and associated
educational materials. In the initial transcripttoé findings, | solicited participants’
feedback specific to the data collected to checladzuracy of the interviews. Following
transcription, | telephonically contacted the mapiants to perform member checking of

the participants’ responses to the questions pasgart of the interview protocol.

Mitigation of any personal biases was paramoumictdeve integrity of the study,
and the subsequent reporting of findings via thieiative analysis process. | attended the

last few minutes of existing diabetes educatiossga comprised of potential participants
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of which | had no prior knowledge. All the partiaifts received the same diabetes
educational materials as part of their educatipnatess. | explained to the class the
scope of the study and the informed consent doctirAfter the classes were complete
proposed participants then self-selected to ppgteiin the research during an individual
and private conversation with me. For reliabilitattended and recruited from scheduled
patient education classes at 10 sites therebyatiitigyany influence of participants
specific to location. Validity and reliability ohé data retrieved was enhanced by
spending prolonged time with the patients durirgititerview and recruitment processes
(Creswell, 2013). To promote validity | ensured tlaa retrieved and transcribed was
accurate via the inclusion of negative, positivej aontrary data which promoted quality
in findings without bias. | triangulated data reted from all interviews to ensure themes
identified were pertinent to all participants (Kaen2013). The software package
ATLASLtI®© was utilized to identify codes, themesdgpatterns that were independent of
researcher bias, and were cross checked by ancadditesearcher experienced in

qualitative design to mitigate errors.

Significance of the Study

This study will contribute to existing knowledgeesgic to the adult African
American culture, as such relates to the compreterns diabetes educational material.
Research findings additionally reveal new knowletige will promote the development

of culturally and racially appropriate patient edtion materials, regardless of the disease
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process (Keenan, 2013). Such will optimize a p#gability to self-manage diabetes,
and also facilitate the development of health imfation to promote effective, personal,
and community health, for the African American racel culture (Keenan, 2013). Such
knowledge sharing has the potential to positivefiuence individual and community
relationships, and ultimately mitigate disparitiediealth care delivery. This study’s
findings will foster further research to benefir @iverse communities with effective
health education. Development and use of apprapaiatl effective health information
will potentially decrease healthcare costs as@tre§improved self-management of
diabetes. Inclusion of this study’s culturally nedet findings has the potential to
influence public health policy in the requiremenit ievelopment of effective, adult,

disease related information.

Summary

Chapter 1 provided an introduction and purpose¢Hemresearch topic of how
adult African Americans, comprehend diabetes edutalt material which is designed to
optimize effective self-management of disease. $tidy was necessary due to the gaps
identified in the literature that related specilfigao African American cultural
comprehension of written health information, anel tise of any audio or audio visual
material or methodology, that is useful in self-eation of diabetes as a disease.
Bandura’s (1997) self-efficacy theory provided treenework for the study exploring the
culture within the tenets of attention, retentiomgtivation, and motor production

(Bandura, 1997). Chapter 1 detailed the limitati@®dimitations, scope of the study, and
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clarified aspects of transferability, generalizatiand mechanisms for minimizing bias
and promoting validity and credibility. The qualitee methodology is discussed with an
ethnographic approach explaining the interviewmtsty of inquiry as supported by the
research literature. Significance of the study poigntial for local, state, national, and
global social change is discussed. The literadalected for review and inclusion is
focused in the areas of health literacy, cultuef;management, and is discussed in
accordance with Bandura’s (1997) tenets of seltadfy.

African American patients were studied in accomawith Bandura’s (1997)
tenets of learning, specifically attention, retentimotivation, and motor production.
Chapter 2 details how each tenet of self-efficaeggins to the African American adult
who is receiving diabetes education. The elemeattehtion is discussed relevant to the
literature supporting the need for individualizeadn-standardized, education (Bandura,
1997). Retention is discussed in concert with hddkracy, in order to study what
material is most effective for retention of dialzeself-management techniques.
Motivation to self-manage disease is explored @ptér 2 relevant to the African
American culture pertinent to developing caregiagid family involvement with
diabetes educational material. Motor productiodissussed relative to the patients’
voiced preferences of educational material, whichhtes self-management of their

disease.
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Chapter 2: Literature Review
Introduction

In 2011, African Americans comprised 13.6% (39 imil) of the United States
population (Centers for Disease Control, [CDC] @0My study focuses on the African
American population, and the cultural nuances abéies educational material that
promote or hinder self-management of the diseasgleWiealthcare is sought more
frequently by the African American Houstonian wilfabetes than other races; Houston'’s
mortality rate for diabetes among the African Aman population was 15.3% in 2010
compared to 9.7% statewide (DPC, 2009). The gepetidisposition to this disease for
1.2 million African American Houstonians is eviddaytthe 25,000 African American
Houstonians already diagnosed with diabetes (TEegsrtment of State Health
Services, 2013; United States Department of Comen@@12). The average charge per
day for African Americans hospitalized with diateteas $36, 506 (DPC, 2009). It is
essential that African Americans are able to selfrage and diminish the harmful
modifiable risk factors of diabetes (CDC, n.@lne purpose of this research was to
explore which elements of diabetes educational madgeare most useful to African
Americans in self-management of their disease.

Relevance of the Problem

Comprehension is crucial to optimize an individsalbility to manage their

disease (Kressin, Raymond, & Manze, 2008). Theadask of research pertinent to

ethnic minorities that promotes disease preventius;is not aligned with the Patient and



26

Affordable Care Act, which states healthcare ibdé@atient-centric, culturally sensitive,
and focused on improving health (Hawthorne, et28108; DPC, 2009). Learning of
cultural nuances specific to health care managememportant to the population that is
genetically predisposed to diabetes (CDC, n.d.s&ireet al., 2008).

Race-concordant graphics and pictures accompawyiltgyally specific food
selection are the only African American elementsaidf-care that were found in the
literature search. While the CDC (2013) providescadional material with race
concordant pictures, the language, text, and aduo remain standardized. This content
alone does not facilitate and address all the elésnmequired for effective self-efficacy
as detailed by Bandura (1997). Health literacysseatial for attention, retention, and
motivation, to learn and implement a new behavidandura, 1997). The African
American culture, similar to other cultures, hagga and colloquialisms that accurately
speak to the culture of the person rather tharegpes a whole (Hawthorne, et al., 2008).
Houston’s growing number of uninsured and undeeseAfrican Americans makes it
imperative to explore what constitutes culturabiysitive diabetes educational material
and effectively promotes self-management.

This chapter reviews literature pertinent to Aficamericans’ self-management
of diabetes and explores the elements of headttaty, self-efficacy, and culture, relative
to the promotion of optimal health outcomes. S#itacy theory is explained and
provides the theoretical framework to discuss hamddira’s (1997) self-efficacy tenets

of attention, retention, motivation, and productiare reflected in an African American’s
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ability to self-manage their disease. Plentifgle@ch details the target population’s
negative outcomes as a result of deficits in comgmeing educational material. While
this literature is consistent in detailing the resiy for comprehension of health
education, a research gap exists concerning speciticational elements that promote
optimal self-management of diabetes for African Aicen Houstonians. The chapter
concludes with a summary of past pertinent resethiahhas informed and directed the
pursuit, development, and necessity to conductcilnigent research.

| procured literature via the Walden Universityatsses for Policy and
Administration, Political Science Complete, ProQuesntral, Human Services, and
Nursing. The search engines utilized were Googleac, MSN, and Yahoo. Personal
affiliations enabled access to the professionaluides of The Centers for Disease
Control and Prevention, Robert Wood Johnson Foumdaand the American Diabetes
Association. Search terms includédrican American, health literacy, self-management,
diabetes, disparitiegndculture.

| used the Political Science Complete databasenduct searches using the
Sage Full-text collection of open access journEte date range entered for retrieval of
the literature was from January 2010 until June32@lorder to assure content would be
current. The discrete field requesting all artiddesplayed were to be peer reviewed was
selected.African Americaras the primary term and/bealth literacyas the secondary
term were entered into the search fields whichdgel213 articles discussing African

American culture, racial disparities, and Africamérican educational literacy.
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The Nursing category within Walden University’srlby portal gave access to a
selection of nursing and allied health databaseatcBes were simultaneously conducted
in CINAHL and Medline. The primary term @éffrican Americarwith a Boolean
Operator odiabetesyielded 2,958 research articles. The date rantgrezhinto the
CINAHL/Medline databases was from January 2008itee 2013 to retrieve literature
current within the last five years, and peer-resgéwarticles written in English were
selected. Another search using the primary terifiaéan Americarand a Boolean
Operator okelf-managememtarrowed the search with the retrieval of 337 asde
articles. The addition afiabetesas a third search term yielded 185 articles ameige 15
articles were retrieved when the tedmbetesvas exchanged fdrealth literacy.

SocINDEX was the database accessed within the @gted Human Services via
the Walden University library portal. With a keyrin of African Americarand a
Boolean Operator diealth literacy 14 peer-reviewed articles in English that domityan
highlighted health literacy in African American wemwere retrieved. The
multidisciplinary ProQuest Central database yiel#®&drticles using the search term of
African Americarand the Boolean Operatorss#lf-managemeranddiabetesvhen
limited to peer reviewed journals and publicatiafiter 2008. The professional databases
of Robert Wood Johnson Foundation, American DiabAgsociation and Centers for
Disease Control and Prevention yielded numerouwiegudemographic data, and
research and educational material pertinent tccAfriAmericans and associated diabetes

self-management, health literacy, and health disgsr Parameters for the literature



29

search included only articles that were peer-reggtand published after 2007. With
healthcare knowledge being frequently updated]itedl articles published only after
2007 in order to optimize currency of the literatsearch.

Theoretical Foundation

Bandura’s (1997) self-efficacy theory provided theoretical foundation for this
dissertation. The theory of self-efficacy assdrig human beings have influence over
their behaviors and the belief in this personal @oand ability determines how effective
an individual's action will be (Bandura, 1997). Sefficacy theory is commonly utilized
in healthcare to understand how patients and casegcan be empowered to change
personal behaviors that will promote health, angadot the aspect of coping on the
physiological aspects of the body (Bandura, 199 .dbility to change behaviors and
modify risk factors is aligned with this study’sto of effective diabetes self-
management of diabetes.

Self-efficacy theory originated as an expansioBarfidura’s (1977) social
learning and social cognitive theories. Banduraiaheined that self-efficacy is a crucial
element of social cognitive theory (Bandura, 199hjs theory considers attention,
retention, motivation, and production to be theeaial processes of observational
learning (Bandura, 1977). However, observationasbal instruction does not ensure that
an individual's behaviors will change. Self-managetof diabetes requires education
through both demonstration and the written wordictvlaligns well with self-efficacy

theory in exploring what specifically African Ameains find the most useful in their
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diabetes educational material (American AssociabioRiabetes Educators, 2011). As
personal and cultural beliefs impact an individsiglerceived self-efficacy, the tenets of
self-efficacy theory can be adopted to examine ti@xcultural beliefs of African
Americans can influence the comprehension of desbetlucational material.

Self-efficacy aligns well with the self-managembahaviors that when learned,
will promote health via education to modify rislctars. What do African Americans
perceive is culturally lacking in standardized @itgs education, is not useful, or reduces
comprehension, and limits attainment of the seliraggement skills required? Self-
efficacy theory has been widely used as a thealdthiendation pertinent to behavior
changes and the ability for patients to perceiedr tbffectiveness in management of
disease. Bandura (1997) assigns a complete chagtez discussion and outcomes of
self-efficacy in the management of chronic disease.

Kasicki’'s (2011) qualitative study applied selfieficy theory to find that
initiation and sustenance of effective self-managnbehaviors were improved when
patients positively perceived their ability to mgadheir chronic obstructive pulmonary
disease. This theory was tested by Sarkar, Figh8chillinger's (2006) research that
was specific to diabetes self-management acrossaraa level of health literacy.
Findings revealed a positive association betwelreffecacy and diabetes self-
management among the 408 participants. The teh8amalura’s (1997) self-efficacy
theory were the focus of Mishali, Omer, & Heyman{2611) quantitative study of 119

patients with diabetes. The development and adtraiien of a self-efficacy
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measurement tool was utilized to determine if l@l-sfficacy was linked to a reduction
in treatment adherence (Mishali, Omer, & Heymar@1,13. Similarly, Bandura’s (1997)
self-efficacy theory was tested in Annesi, Unruh\itaker’s (2007) quantitative study
of 76 sedentary and obese women. Findings reveabesitive correlation between a
positive concept of self and improved attendancksaustenance of exercise adherence.
The ultimate support of self-efficacy theory and tiecessity for this proposed study is
the recommendation by Hendricks, et al. (2013) ¢fiaitally, self-efficacy should
become a mandate in the development of health gfomand research. Such is
particularly relevant in the African American poatibn that is less responsive to
standardized and traditional health educationixeadab changing unhealthy behaviors
(Hendricks, et al., 2013).
While self- efficacy and internal beliefs can faaile external actions (Bandura,

1997) it is unclear from the literature why AfricAmericans are less able than
Caucasians to self-manage disease (Hendricks, @04R3). This study utilized the tenets
of self-efficacy theory to explore what elementst@ndardized educational material are
effective in the capture of the following:

e an African American’s attention relative to eduoati

¢ the specific elements necessary for cognitive tetenand promotion of

education retention;
e the skills necessary for adoption of healthy betwayiand motivation to self-

manage disease effectively.



32

The research questions in this study were develapegplore and establish which
elements of patient educational material are thstmseful in facilitating self-
management of diabetes. Albeit standardized educatid a minimum of fifth-grade
literacy level (Texas Department of State Healttvises, 2013), the African American
population with diabetes are less able to self-rgartheir disease (Hendricks et al.,
2013). In Houston, this inability to self-managalites, results in greater hospital
admission rates for the African American than Caisrapopulation. Patients with
diabetes learn about their disease and self-marageaethniques via observation, the
written word, and then practice modeling the bebi@vihat aid in self-management.
Unless the individual believes and perceives theyahle to learn, motivation to learn
and sustenance of such learning will not be effedfiBandura, 1997). The belief in
one’s own ability to achieve can create action,dnly when attention is gained and
understanding occurs, can behaviors be changezhieve the motivation to sustain the
learning process (Bandura, 1997).

Health Literacy
Definition
Health literacy is defined as the ability to undansl medical information
sufficient enough to make healthcare decisions.Jéwters for Disease Control (2009)
believes that provider communication and patiem@ehension requires further
research. In the United States, the cost of inaakechealth literacy is as high as 73

billion dollars (Badarudeen, & Sabharwal, 2010)altteliteracy alone does not improve
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self-management of diabetes, but necessitategiségtowards a patient’s or
population’s culture (Shaw, Huebner, Armin, Orze&h/ivian, 2009). While nurses
involved in patient education are aware of healérdcy concerns, there was a lack of
literature specific to determining and creating lihkages necessary between culture and
language to facilitate health literacy (Shaw et2009). Cultural beliefs are asserted to
be a determining factor in the patients’ comprelmngttention and retention) and
effective health activities supporting positivefsahnagement techniques (motivation
and production) (Shaw et al., 2009).

Patients’ culture influences their ability to corapbend health education material.
With African Americans having lower health literaityan Whites (Hall, John-Turbes, &
Williams, 2010) it is imperative to establish afereed method of effective
communication. Mistrust in providers and low hedilttracy are barriers to the of
African Americans’ access to health informationd aetaining such to foster effective
healthy behaviors (Hall et al., 2010). A meta-as&lpf African Americans’ use of Black
Radio, revealed that 90% of African American constsractively listened to the radio at
least weekly (Hall et al., 2010). Black Radio conmieation could improve attention to
information that facilitates the recruitment toeasch studies, and mitigation of concerns
relative to health literacy (Hall et al., 2010padsert such a delivery method could be
useful in seeking the African American’s input i@ development of material to be

delivered via documents, telephone, and electnmadia.
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Stiles’ (2011) meta-analysis concluded that nunsest be familiar with the
concept of health literacy in order to supportguatis’ effective self-management of
disease. A review of articles from 2004 to 201lesdgd common themes including: 1)
necessity for improving communication between nsiesed patients, 2) providers and
patients, and 3) acknowledgement of the need terstahd that health literacy facilitates
patient empowerment in self-management of disegisleg, 2011). A nurse’s
understanding of health literacy can promote irdiralized patient education (Stiles,
2011) and aid in patient’s motivation, which isadt of Bandura’s (1997) self-efficacy
theory. While Stiles’ (2011) review was conductedhie United Kingdom with health
system resources that are different than the Utatkes, the premise that a nurse is to
tailor patient education to the patient’s cultunel &ealth literacy level remains relevant.
How to tailor health (diabetes) education spedifyc@ African Americans was explored
as part of my study.

Weekes’ (2012) systematic review of 143 peer-reemwarticles concluded that
there is a lack of literature pertinent to AfricAmericans and health literacy. This
scarcity of literature was concerning as low hekliénacy negatively impacts a patient’s
ability to make healthcare decisions (Weekes, 2@h8d) ultimately hinders application
of self-efficacy skills (Sarkar et al., 2006). Téystematic review yielded five themes that
included: comprehension of disease, provider conication, patient’s perception of
health, improvement in patient comprehension, agphition (Weekes, 2012). Limiting

the literature search to include only validated tesded health literacy tools may have
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resulted in the exclusion of commendable relevdidles (Weekes, 2012). However,
Weekes (2012) was able to establish that headttatiy impacts the African American
patient’'s comprehension of educational materia dolditional research is warranted to
focus on low health literacy in the African Amemicpopulation. As a link between
literacy and health literacy has been validatedh saiormation is especially relevant for
the average African American Houstonian who readsfdth-grade level and who were
included in my study (Friedman et al., 2009; TeRaster for Advancement of Literacy
and Learning, 1995-2012).
Culture

It was the repeated emergency department visisflagan Americans that
prompted Davis, Pope, Mason, Magwood, & Jenkind {2@ conduct their mixed
methods research. Of the 20 African Americans stljch positive association between
patient perception and cultural perspectives ugtiresficacy was established. Results
indicated that 14 of the 20 participants intervidweere low in self-agency as a result of
the inability to communicate their needs due tgpdychosocial concerns, 2) situational
stress, and anxiety regarding the disease (digh@tesess, 3) decreased attention, and 4)
inability to retain and learn self-management téghes (Davis, Pope, Mason &
Magwood, 2011). The theoretical foundation of posing theory positively validated
that patients identify and position themselves ddpat upon cognition and their
personal ownership in discussion of their diseBswvi6 et al., 2011). Strengths of the

study included the use of a race concordant relsegrand a secondary analysis of the
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six participants who were high in self-agency, edveg the themes of self-awareness and
ability to control their diabetes. Limitations redd to the small yet purposive sample
size, the vast range of participant ages (30-88) varying time experiencing diabetes
ranging from 3 weeks to 36 years.

Nunez, Yarandi, & Nunez-Smith (2011) also asceedithat patients of African
heritage perceived culture to be a barrier to pagit influencing self-management of
diabetes. The mixed methods study involved a puvpaample of 53 adults of African
descent from the Virgin Islands. Findings suppoiedis et al., (2011) study that during
interviews and surveys the participants communécateaffinity for the use of traditional
alternative therapies to that of Western medichhgngz, Yarandi, & Nunez-Smith,
2011). This finding was important to my study imer to adequately prepare interview
guestions that facilitated discussion regardingucaland familial support, versus solely
the medical management of diabetes. The deperddable of glycemic control was
used as the outcome variable to determine howreuilbfluences the independent
variable of self-management ability (Nunez et2011). This study was limited to the
patients recruited being established in a provdient relationship, albeit located in an
under-resourced location. Recognition, that anease in knowledge resulted in
improved healthy behaviors, suggested that dialeeliicators must tailor patient
education to the patient or population’s cultuvéhat specifically comprises culturally
sensitive education however requires further rese@unez et al., 2011). Similarly, the

Peek et al. (2012) observational cohort study redethat further research is necessary to
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determine how best to tailor diabetes educationpaadider instruction. Such findings
support my study in the search for specific patezghicational nuances that will improve
positive diabetes outcomes among the low incomg#irAmerican population.

Sociocultural factors were deemed significant seegching future time
orientation (FTO), present time orientation (PT&yd religiosity, during a survey of 110
older African Americans with diabetes (Rovner, @as& Harris, 2013). This
orientation to living in the present, allows somieidan Americans to exert either a
heredity Fait Accompli beyond prevention, or a péred costly expense to obtain
special foods and supplies to manage their diggzean & Wright, 2007). Case studies
identified the necessity for providers to underdthow their patients perceive diabetes,
rather than the usual clinical management of laboyavalues (Gavin & Wright, 2007).
Specifics of understanding are minimally explonedhie literature (Gavin & Wright,
2007). However, active listening and acting upanghtient’s beliefs relative to self-
management are elements in my study that furthgloeed how to tailor educational
material to the African American culture.
Disparities

Discrimination is at the core of racial disparitieshealthcare as a result of the
inability or desire to understand the patient’scgetions of disease (Gavin & Wright,
2007). Providers must become more astute in @llaampetency and address the
linguistic need of the patient (American CollegdPtiysicians, 2010). Reasons for

disparities among the African American populatios aligned with socioeconomic
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factors, poor access to care, lower level of hdaétracy, and associated increased
mortality and genetic predisposition to diabetesm@dican College of Physicians, 2010;
Gavin & Wright, 2007). Specific research to identifie cultural concepts of the African
American’s approach to sel-management of diakistesucial, to facilitate the
development of educational tools, and to decreagmadties relative to healthcare
education (Gavin & Wright, 2007). The American Iége of Physicians (2010) is
supportive of the need to train providers and rainseultural competency. Such
education will foster a trustful provider—patieatationship that will optimize
understanding of disease, and promote patient emmognt to participate in decision
making (American College of Physicians, 2010; Nuekal., 2011).

The element of trust was successfully utilizedha delivery of self-management
education in North Carolina African American comnti@s. Church leaders were trained
in diabetes education and the trustful delivergahmunication resulted in improved
self-management behaviors among the African Amenzgpulation studied (Samuel-
Hodge et al., 2006). Self-efficacy theory was emetbin the research framework that
established an increase in self-efficacy of impletagon of healthy behaviors, following
the African American church led diabetes educapiemgram (Samuel-Hodge et al.,
2006). The trustful communication optimized thieation and retention tenets of self-
efficacy theory in the ability and desire to le@mmotivate) and increase healthy behaviors

(production) (Bandura, 1997).
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This literature review identified that trust irpeovider-patient relationship is a
critical factor for African American self-care efficy. Surveys of clinicians and patients
of White and Black race revealed that cliniciarskiavards ethnicity was a factor in
African Americans’ perception of trust and patieantered care (Blair et al., 2013). The
Blair et al. (2013) study supports the InstitutdviEdicine’s assertion that clinician bias
can contribute to health disparities and the ingiiib comprehend culturally sensitive
conversation and health information. Interestingfhite physicians revealed during
focus groups that patient race was less importemnt imedical data in treatment decision-
making (Snipes et al., 2011). In contrast, Blackgitians discussed that while race was
of primary importance in determining health, psystwal factors were also necessary
for patient decision-making. A limitation to theidy may have been the Black
physicians’ experience with disparities which eédi more insight into such; however
findings revealed that White clinicians have théeptial for fostering unwelcome
disparities when treating Black/African Americartipats (Snipes et al., 2011). In
contrast the Sequist et al. (2010) randomized obatt trial of 2,699 Black patients with
diabetes did not have glycemic control improven{dBt% pre intervention and 45%
post) albeit provider cultural training. While 1186the 124 primary care physicians did
not participate in provider training, this limitati was believed to be insignificant in
accounting for the lack of positive outcomes in Bt@ck population, with further
research pertinent to race and education beingisbsc as essential (Sequist et al.,

2010).
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Studies exploring reasons for healthcare disparére of particular importance to
the Alliance to Reduce Disparities in Diabetes.sTdniganization strives to reduce
disparities in the care delivery and treatmentiabétes in underserved communities. In
alignment with the Alliance to Reduce Disparitiediiabetes (2012), my study’s
findings will increase the knowledge specific te thaps identified in diabetes self-
management, pertinent to minority and undersenatiéms. Such new knowledge is
essential to influence public policy and public lleahanges in the delivery of culturally
sensitive, and health literacy appropriate heatth¢alliance to Reduce Disparities in
Diabetes, 2012).

A quantitative retrospective analysis of 10, 69¢ids&n American patients with
diabetes was conducted to study how race impactestgs and outcomes with the aim
of further understanding disparities between Caanasand African Americans (Bulger,
Shubrook, & Snow, 2012). Of the 10, 699 surveyd@33African Americans scored
similar to Caucasians in terms of accessing heaighdut scored significantly lower
(P=.02) than Caucasians in the actual outcomeumeragnt of glucose control (Bulger
et al., 2012). While limitations of the study maguve included varying levels of iliness
severity, there were distinct disparities betwertgss and clinical outcomes in the
African American population. Such findings warréunther research regarding what the
disparities are in diabetes care for African Amanie (Bulger et al., 2012).

Glucose control was the focus of Shacter et 2009) qualitative comparison

study amongst 33 African Americans and 21 Whitengts with well and poorly
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controlled diabetes. Similar themes (as in previodscussed studies) were voiced as
barriers and included: inability to sustain selfragement techniques, lack of access to
health care, psychosocial barriers (family lifeess, and depression), and lack of self-
care skills (Shacter et al., 2009).
Trust

A Robert Woodrow Johnson Foundation (RWJF) (20&2)ew of Peek’s (2012)
research elaborated upon cultural sensitivity diggh@d such with trust and
communication between a provider and patient. cAfriAmerican patients were
mistrustful of a provider’s care, based on cultingiefs of bias and non-consented
medical trials (Tuskegee) and potential experinterigPeek et al., 2012). Distrust with
physicians was also voiced by African American re@wen the racial history of the
Tuskegee incident, where for a promise of freetimeat and healthcare, over 100
African American Airmen died possibly as a restilexposure and resultant untreated
syphilis (Grace, 2011). Trust must be earned,aandfrican American’s silence in the
provider-patient relationship is one of self-prai®a, and limits discussion specific to
personal life and beliefs that are the essenceltiral competence in the development of
educational material (Grace, 2011). AdditionallgRet al. (2012) realized that
physicians were less likely to recruit African Anoans to diabetes educational
programs, therefore reinforcing the patient’s goesof clinical competence and mistrust

on behalf of the patients.
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Sex

Cultural competency in the promotion of patienedise self-management
includes an awareness of the specific learningostiéf differences between African
American males and females. Every 24 hours, 3@0ple are diagnosed with diabetes
in the United States (Grace, 2011). African Amariozales have a life expectancy of
66.1 years in comparison to the national averagldf years (Treadwell et al., 2010). A
community education approach to diabetes and itdifrable risk factors yielded positive
results; in concordance with the belief that Afrisamerican males’ involvement in their
community, promoted provider-relationship trust &mdllitated the awareness of
psychosocial barriers (Treadwell et al., 2010).Usogroups of a non-probability sample
of 42 African American males, established a peextiack of community support, a
distrust of the medical community, and an inabildyunderstand diabetes and obesity
(Treadwell et al., 2010).Unfortunately while labimry values and communal exercise
resulted in positive values, Treadwell et al., @0did not elaborate upon the Centers for
Disease Control amended standardized educationatuwum utilized. Support for the
African American male from same-sex community Hewalorkers may aid self-
management for those males who are not able topocate exercise or socialize into
their education regime.

Rahim-Williams (2011) mixed methods research exqdarhat health beliefs and
self-management behaviors are evident amongstakfrianerican women with diabetes.

Although 65 % of the participants voiced ease imaggment of disease, such data does
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not align with the 11.8 % (and rising) of 20-55 ekl African American women in the
United States who are diagnosed with diabetes (RaMilliams, 2011). Healthy food
choices are part of diabetes self-management, &hdaveulturally rooted belief that
African American women are beautiful when overweighs essential to provide
educational material that addresses how to managgtin spite of a desire to the
contrary (Rahim-Williams, 2011). Of the interviewdaquestionnaire responses from
80% of the participants, 75% revealed similaritypehaviors of exercise, medication
adherence, weight loss, and monitoring of bloodgde (Rahim-Williams, 2011).
Further research is necessary due to the limitatidghis study being a small sample size
that lacks generalization to a larger populatioddifionally, effective self-management
was not measured via reconciling blood glucoseesin conjunction with the adoption
of healthy behaviors (Rahim-Williams, 2011).

African American women with diabetes voiced differehallenges than males
relative to experiences with dietary self-care (Muak, Taylor, & Marino, 2013). Of the
24 African American female focus groups’ particifgriour themes were identified: 1)
continued difficulty to adhere to dietary changgad of everyday life constraints, 2)
requirement for guidance, 3) desire for continuggp®rt, and 4) gaps or confusing
information (Murrock et al; 2013). The phenomendatagapproach to this study utilized
a certified diabetes race concordant educatorcititéde a guided discussion. A
consensus of patients voiced a lack of useful desbeducational material, and real life

cultural adaptation to promote optimal self-caraifMck et al., 2013). While the themes
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support the need for further research in developroenseful diabetes education, the
small sample size prohibits generalization to gdagroup. Additionally, group
responses may have been less than forthright ir dod the participants to become
socially accepted by their peers (Murrock et @13). This limitation however, is
pertinent to the potential lack of income and daseel healthcare access directly
experienced by greater than 35.9% of African Anaarieloustonians without health
insurance (School of Public Health, Health IndicatGommittee, 2009).

A positive link was identified in African Americamomen with diabetes, between
self-management instruction, daily life barrieherence to necessary behavior changes,
and evidence of self-care behaviors (Gumbs, 201#rikk et al;.2013). There is a need
to identify and include such cultural elementsiabetes education, to facilitate African
American women'’s self-management of their dise@$&,837 participants, disparities
were identified that included less use of healtsarvices and poor glycemic control,
which can be potentially attributable to the latlself-care behaviors (Gumbs, 2012).
Faith

Realizing that faith and spirituality impact healtive CDC in collaboration with
the Southern Center for Communication Health anceRyp (SCCHP) conducted studies
specific to communication in the African Americasnemunities. Albeit the
communication developed was to facilitate awarenéss influenza pandemic, the
methodology of utilizing church leaders as tools@inmunication is applicable to the

African American community as a whole. The CDC @péstablished that health
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communication is more effective when faith basediézs are the instruments of delivery
within the community. This finding is in alignmewnith the African American’s lack of
trust in the provider impedes the understandingpadtice of healthy behaviors (Grace,
2011).

Spirituality and health are interrelated (Gracel, P0Awareness of the diabetes
diagnosis however, can be inhibited as a resldebéving that disease is experienced by
those with a lack of spiritual belief (Grace, 20IThe Community influences the African
American individual and can be a positive sourckrmiwledge, if culturally appropriate
educational programs are administered in churcheédaath based organizations is
(Grace, 2011). Older African Americans that achieself- management behavior of
blood glucose monitoring, exercise, and healthylfawareness, scored higher in
religiosity (Rovner et al., 2013). Such finding idates that the presence of faith and
spirituality positively influences the older AfriggAmerican in the acceptance and
participation in self-management behaviors.

Self-efficacy

Self-efficacy is at the core of self-managemenilitgbwhich promotes capacity
for patients’ problem solving (Cardozo, Steinb&grdozo, Veeranna, Bibban, &
Lepczyk, 2011). Self-efficacy is discussed in teohdisease management and patient
effective coping skills. However, Steinhardt, Maowy Brown, & Jolly (2009) discussed
a lack of research pertinent to improving patienpewerment and self-management

skills of African Americans with diabetes. Steinizet al., (2009) conducted a
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guantitative pre-test, post-test study on a corerezg@ sample of 16 African American
men and women, resulting in 12 completing the debeoaching program. The pilot
study was to establish if provision of a diabetesahing intervention would be culturally
acceptable and useful in the African American’$-seinagement of diabetes (Steinhardt
et al., 2009). Variables included: diabetes empowat, self-management, and their
impact on blood glucose and glycosylated hemogldbitowing participation in
educational sessions of eight weeks duration.- glthagement, glycosylated
hemoglobin, and empowerment were among the sigmifidests (Steinhardt et al.,
2009). However, results for the fasting blood gkewvere insignificant (Steinhardt et al.,
2009). Focus groups were held eight months afterpbetion of the pilot education
revealing positive patient feedback. Interestinglyis fasting blood glucose that
responds to self-management behaviors in the sont so further research is warranted
to achieve long term effects on glycosylated hewlogl, and sustenance of self-
management coping skills.

Peters and Templin (2010) utilized the theory ainpled behavior to predict and
measure the beliefs and self-efficacy of 306 Afriéamericans with and without a
diagnosis of high blood pressure or chronic illnétigh blood pressure similar to
diabetes, also responds well to self-managememidifiable risk factors. Peters and
Templin's (2010) quantitative study utilized sefiministered questionnaires to test for a
good fit (Comparative Fit Index, CFI=.90) for thebry of planned behavior to predict a

patient’s ability to participate in self-care. Setfre theory was integrated into the theory
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of planned behavior, facilitating the study anddcgon of self-care behaviors that were
aligned with self-care, and the behaviors’ assediautcomes (Peters & Templin, 2010).
Limitations of the study related to the unusudizastion of the theory of planned
behavior as an achievement and such requires reseanch (Peters & Templin, 2010).
The involvement of self-care theory however, preddnsight into a clinician’s incorrect
assumption that standardized material is underdbgadvariety of patients (Peters &
Templin, 2010). It is this assumption elicited froime dual model of these theories that
warrants further study into how clinicians mustegssa patient’s beliefs, culture, and
attitudes, in order to adapt patient educatiorffecavely facilitate self- care and
resultant positive health outcomes (Peters & Tem2010).

It is this understanding of African American bedieind attitudes that Wexler,
Elton, Pleister, & Feldman, (2009) studied, utiigifocus groups comprised of 26
patients with high blood pressure. Management@bdblpressure is a key factor in
controlling the onset or complication of diabets this qualitative study to develop
culturally sensitive self-care educational matenak of great interest. Findings from the
race concordant led focus groups included: 1) ttodveng theme of mistrust of
physicians, 2) an acceptance that genetic disedisecaur with or without self-care, and
3) culturally sensitive materials are improved wites same race community is involved
(Wexler, Elton, Pleister & Feldman, 2009). One tation of the study related to the
minimum high school graduation level of the patesampled. Such limitation imposes

special consideration for the African American Hougan whose average reading level
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is at the fifth-grade (Texas Center for the Advamest of Literacy and Learning, 1995-
2012). My study explored the usefulness of curdésibetes educational material which
is standardized at the fifth-grade level, yet laitiescontent necessary for the African
American Houstonian to optimize self-managemernheir diabetes.
Summary and Themes

Many research studies and subsequent literaturews\pertinent to culture, self-
efficacy, and health literacy in the African Amenicpopulation, were of a qualitative or
mixed methods approach. It is common for the s@d@nces and nursing to utilize
gualitative methodologies that include intervieaase studies, and observational
strategies of inquiry (Patton, 2002). Disparitigthin healthcare systems must be
reduced in order to facilitate patients’ succedsctvmay additionally include the
simultaneous education of the caregiver and comiysapport system (Madden et al.,
2011). National standards for diabetes self- mamagt education (DSME) are focused
on improving a patients’ ability to comprehend eatianal materials that inform
healthcare decision-making, and facilitate seliedaghaviors that result in optimal health
outcomes (Funnell et al., 2011). The American Died@ssociation detailed the need for
assessment of patients’ beliefs, health literaegl|eand attitudes in the development of
material to facilitate effective self-managementi@betes (Funnell et al., 2011). Despite
an increase in patient education materials, thenértues to be a large deficit between
the health literacy of a population and the helitighacy level of such materials

(Badarudeen & Sabharwal, 2010).
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Gaps and deficiencies in the literature consishide factors pertinent to self-
management of disease: culturally pertinent undedshg of material (Gumbs, 2012),
ability to translate education into daily life (Mdeh et al., 2011), and clinician sensitivity
and bias (Stuard & Blair, 2011). While Spencerlef2011) detailed that self-care
materials are to be tailored to the types of p#tiddawthorne et al., (2008) detailed that
diabetes management results from identificatioknawledgement, and mitigation of
ethnic disparities. While self-efficacy promotesnmagement of disease, it is a
combination of cultural and health literacy thaaigned with optimal self-care for the
African American population (McCleary-Jones, 201$pciety’s inattention to culturally
sensitive care negatively impacts informed decisi@king (Kressin et al., 2008).
Additionally, discrimination while subtle, can pairt to beliefs and culture that prevent
active participation in decision-making (Shaverale2012). Interestingly, non-White
populations access health care information mone Yihite populations (Rooks,
Wiltshire, Elder, BeLue, & Gary, 2011). Howeverpmmunication processes between
clinician and Black patients are disparate duditaotan bias (Stuard & Blair, 2011).

Self-management of disease is a proven documeaiachgwever, Hibbard,
Greene, & Tusler, (2009) detailed that race andieitly were not stratified as part of the
study. Such finding concurs with Andrulis, et §2010) evaluation that cultural and
ethnic diversity is lacking as part of patient egat care. African Americans have
difficulty in evaluating their health status, whidquires further investigation into how

this topic is understood (McCleary-Jones, 2011 )diddnally Shacter et al., (2009)
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concluded that information (knowledge) without caetgension does not improve
diabetes related outcomes in African Americans.

The literature reveals that while African Americame genetically predisposed to
diabetes, the disease responds well to individumdagement and modification of risk
factors (Gumbs, 2012). The literature addresseadlrdisparities related to
socioeconomic concerns and the attitudes of plarssgpertinent to race concordance
(Kressin et al., 2008; Snipes et al., 2011). Patientered care is essential to promote
self-management and tailoring of the curriculunthi® ethnicity of the patient and
caregivers (McDonald et al., 2009). While Rookalgt(2011) found African Americans
utilized health information to treat health concerather than access a provider for care;
African Americans were less likely to participateself-management education (Gumbs,
2012). Additionally, below par glucose control heglubin A1C are key laboratory
values in determining diabetes control; and ardexe of this culture’s inability to
adhere to provided treatment and education (Shattdr, 2009).

Prior to the Shacter et al., (2009) research, tpiade studies had not been
employed to study the barriers to glucose contmbagst races. Schillinger & Keller
(2012) detailed the need for clinicians to payrdatte to the content of educational
material to include: graphics, page layout, anducally utilized words within a concise
summary of action items, in order to promote corhension and facilitate self-care.

My study aimed to explore which elements of diabetducation material are the

most useful for African Americans pursuing self-mgement of their disease. The



51

discussed literature reveals that health literBryguage, communication, trust, and
literacy, are important to facilitate a patientsmprehension of educational material.
However, the inclusion or exclusion of cultural noas that promote the African
American’s successful self-management of diabstest known. Similar to the many
previously discussed social science and nursirdjetuthe qualitative approach solicited
input from culturally diverse participants to indeiAfrican American patients via an
individual interview process. This study specilicdocused on the African American
Houstonian, and input was solicited relevant taritisted standardized patient education
material that was given to all group participanggiardless of race and ethnicity. The
research questions were focused on the preferentesefulness of text, graphics,
pictures, and color. Additionally, research subgjioms asked if family support was
important and if barriers to self-management obdtas existed.

Patients’ cultural preferences can be addresseahypving communication
between clinicians, healthcare facilities and taggnts (Paniagua & Taylor, 2008). This
study is relevant and significant for the AfricamArican Houstonian who requires
cultural specific education to promote self-managenof diabetes. With diabetes in the
African American population on the rise, it is edsd that self-management education
content be comprehended to facilitate healthy biengavThis research could positively
impact the cost and quality of diabetes care byeadeing healthcare utilization locally
and nationwide. Chapter 3 details the researclydesid methodology, the strategy of

inquiry, participant sample, data collection, andsequent analysis.
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Chapter 3: Research Method
Introduction

The purpose of this qualitative study and ethndgiappproach was to explore
what elements of diabetes educational materiacAfriAmericans found most useful to
facilitate self-management of their diabetes. Haib, et al. (2008) claimed that
understanding of educational material is necedsarself-management to be effective,
and that the lack of research specific to ethnicamiies and self-care is of concern.
Houston, Texas is a legitimate focus of study bseanore than 30% of Houston’s
population is African American, a genetic predispos to diabetes which requires
effective self-management (United States Departme@obmmerce, 2012). Learning
cultural nuances specific to health care managememportant for a population that is
genetically predisposed to diabetes (Kressin e2@08; The Centers for Disease
Control, n.d.).

This chapter explains the purpose of the studythatdthe main research question
is to explore what elements of diabetes educatio@dérial do African Americans find
most useful for self-management of their diabelée study’s qualitative research
design, ethnographic approach, and rationale graieed, as is the interview strategy of
inquiry and associated data collection tools aralyais. Strategies to establish
credibility, transferability, confirmability, andegpendability are delineated. Additionally,

the elements involved in the use of the codingnsarie, ATLASLIO© are discussed. The
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chapter concludes with the expression of potestidtal concerns and strategies to
address such.
Research Design and Rationale

The central research question was to explore wéletments of diabetes
educational material do African American adultslfmost useful in self-management of
their disease. Sub-questions are:

RQ1. Do African Americans, compared to other raoes ethnicities, find
diabetes easier to understand if the materialliseted and discussed at the time of the
group session, or given after the group sessi@take-home brochure?

RQ2. What do African Americans identify as barriersinderstanding the
standardized diabetes health education materigdadj as compared to other races or
ethnicities?

RQ3. What type of material is more useful to theigdin American patient
compared to other races and ethnicities in selfagament of their diabetes: material
containing pictures, graphs, tables, Likert scadesy text, or some other form of visual
aid?

RQ4. Do African American patients with diabetesnpared to other races
and ethnicities, find the use of color in educatiamaterials to be more useful in
understanding the material than black and white?

RQ5. What type of educational assistance materiaséd in the home by the
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African American patient (e.g., papers, brochuvetgos, or audiotapes), and how does
this compare to members of other races and etlas@it

RQ6 — Do African American patients with diabetearsttheir health
information with families, caregivers, and/or faithsed community organizations, and
how does this compare to other races and ethrs@itie

This study examined adult African Americans withghoses of
diabetes. Diabetes is a chronic disease and isifotasas type 1 or type 2. Type 1is a
disease of childhood and one that requires ingaministration to control blood
glucose. Type 2 diabetes is an adult form of dedband responds well to oral
medications and to changes in dietary intake. Degbeontrol responds favorably to
patients’ self-management, suggesting strong hisrfefi understanding which elements
of educational material African Americans find maseful in managing this disease
(Centers for Disease Control, n.d.).

Several facets of this issue suggested the apptepgss of a qualitative
paradigm for exploring this disease of diabete=attment and management. The
inductive nature of a qualitative paradigm was ey appropriate because literature
pertinent to this topic is scant; as suggestedregell (2013), this paradigm facilitates
expanding upon existing knowledge. Diabetes seltagament is personal in nature, and
the qualitative paradigm permitted the individuallection of patient data (Keenan,
2013). The qualitative data retrieved was expressawrds (Patton, 2002) and the

ethnographic approach aligned well with the stufdghe African American culture
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(Keenan, 2013)An ethnographic approach facilitated the optimahitfication of
African American cultural behaviors and learningt@ans that are pertinent to self-
management of diabetes. Interviews were conduatedtbree weeks, including pre-
interview (recruitment) observations (verbal), atindividualized interviews that were
simultaneously recorded, and facilitated the angwgesf my research questions. This
research was conducted utilizing individual pasemtho represented thawvest units of
analysis suggested by Patton (2002).
Role of the Researcher

As a participant researcher, | asked the intengawstions utilizing a self-
developed interview protocol (see Appendix A). Tolke of the researcher is to secure
data via unobtrusive or non-disruptive means aagkured that performing the research
did not intrude, disrupt, or harm the participaintany way (Creswell, 2013). As a
participant, | engaged each patient in a voluntargstion and answer session while
simultaneously studying their vocal tone, pitchrbat pauses, or hesitancy in dialogue.
Additionally, the 10 classrooms used as researcdtitans within the 10 ambulatory
health center clinics utilized for recruitment tidy participants remained unaltered. As
a registered nurse administrator, | am aware tbirnpial ethical concerns or biased
opportunities in retrieving the data could haveusoed. | utilized a “gatekeeper” to
introduce me to the existing attendees of the paé&ducation classes and to whom |
discussed the research study and invited individeliselection as a participant away

from the class setting (Creswell, 2013, p.154).
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| took several actions to reduce the potentiabfas and conflict of interest. |
ensured that none of my direct reports were saleatdhe gatekeeper or involved in the
research. While | was aware of the 10 sites wtieraliabetes education occurs, | was
not privy to the patients who attended the cladseslected an initial minimum of three
sites (clinics) to commence the purposeful sampding diverse cultural and racial
patient population that included African Americaham not professionally a subordinate
of or personally related to any of the physiciatteraling the classes or who treat any of
participants with diabetes.

Conducting this study within my employer’'s ambutgtbealth centers required
me to complete an on-line Social and Behavioraaash course prior to the submission
of the Institutional Review Board (IRB) applicatiorhis process required me to identify
the patients as a vulnerable population and detav data collection and any potential
protected health information (PHI) would remain fidential. Patient educators, patient
Council at Large members, and medical directoragch community health center, were
reassured patients would not be treated disparatet,/that the findings would be
transparently shared and patient data would beleletified. Similarly, as researcher |
provided a full disclosure that there were no donff interests and no incentives were

promised or distributed to patient participants.
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Methodology

Participant Selection

The population sampled consisted of adult malefamdle patients aged 18 years
of age or greater, English-speaking, and who had béagnosed with diabetes mellitus.
This age group was selected based on the abilitgeoh participant to give informed
consent, and having had life experiences includahgs such as spouse, caregiver,
student, employed, unemployed, or retired. Allred participants additionally had
received primary care within Harris Health SysteniHbuston, Texas prior to
participating. Criteria for participation were: hgil8 years of age or older, having a self-
reported association or affiliation with an etharaacial group to include that of African
American, speaking English as their primary langyamnd possessing a diagnosis of
diabetes mellitus type 1 or type 2 from an assediarimary care physician. The criteria
did not exclude participation based on the presionpof oral medications or insulin to
assist in blood glucose control. Additionally, ta@vas no minimum or maximum amount

of time that a patient must have been diagnoseu digbetes mellitus.

Sampling

Sampling was purposeful and homogenous. This rdatften yields a smaller
sample size with a higher variation than other ésh but is also more likely to be
representative of the population being studied (WMgk 2013). The target population
was drawn from ten community health centers withanHarris Health System that offer

diabetes group education classes. Patients attptitese centers are of diverse cultures
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and races, including Hispanic, Caucasian, Asiad,African American. The diabetes
classes/Vvisits are offered at least twice monthlg,voluntarily attended, and are held in
no specific sequence so each patient may commenmiceiaconvenience. The purposeful
sample size was easily accessed, the data to leetedl was readily available, and the

data was captured in entirety to facilitate the plate retrieval to result in optimal value.

Recruitment

Recruitment commenced following IRB approvals fréfalden University
(2014.06-0614:20:05-0500) and my workplace. Asréisearcher, | secured the publicly
posted flyers for diabetes education class in Ehgknd scheduled attendance based on
the dates and times stated. The patients were gefiydly sampled commencing with the
next available scheduled class on the Monday faligwhe receipt of both IRB
approvals. | attended the last few minutes of ebahetes education class, and after
being introduced | explained the research studyth@@donsent process to the class
participants. To mitigate peer pressure specifigaicipation, | asked each participant
to speak with me individually upon leaving the sla® ascertain if they desired more
information, reassured them that there was tingetade regarding participation, and
requested a telephone number for future contadsol discussed a venue of the patient’s
choice for proposed individual interview or viagghonic means if the patient was
unable to return to a location. It was acceptdiillea patient after the class had already
decided on participating in the study, and agreezign the consent form after |

explained the consent form in detail and answengdqaestions posed to me. The
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classes occurred during a Monday through Fridajkweek and between the hours of
8am and 5pm. As the researcher and an employearokHHealth System, | mitigated
bias by selecting participants from 10 of the Jlic of which | had no knowledge of

the class participation, and in which | had neverfgrmed in the role of nurse educator.

Inclusion criteria was based on the patient’'s@gE8 years or greater, the
diagnosis of diabetes mellitus, and English spepwiith an assigned primary care
physician. A diagnosis of diabetes mellitus wasepted for the inclusion criteria only if
a medical provider had assigned such to a patewthad prescribed a plan of treatment

which included a referral to either a diabetes athroor a diabetes educational class.

Sample Size

Each diabetes educational class conducted witleiselect centers was
comprised of an average of 3-10 patients of whighc®mmonly self-identified as
African American. It was anticipated that the msgful sample size would be between
30-60 participants of which 18 -24 patients wouddab African American affiliation, and
were potential participants for the study. If tetment of patients yielded declinations to
participate, then the next scheduled diabetes ¢iduczlass was attended in the same
manner, until at least 30 patients were recruibéevhich 18 self-reported as being of
African American race or culture, and voluntaripnsented to participate in the study.
Homogeneity within the sample size was met wittpatticipants having been diagnosed

with diabetes.
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Instrumentation

Interview Protocol

The selected strategy of inquiry is more effectilreen used as part of an
interview protocol (Creswell, 2013). The intervigwotocol (see Appendix A) was
derived from researching two academic textbookes®ell (2013) and Patton (2002).
My protocol included the required elements of p#vant identification, the date, time
and location of the interview, an introduction be study, participant self-affiliation with
a race or ethnicity, followed by sequential opedeshquestions. Additionally, the
protocol instrument served as the document wherginma notes, observations, verbal
nuances, and conversation flow to include pausess documented during the interview
process. Introductory questions focused on the odrof the participant, (room
environment, (and participant safety if a cellutasbile telephone was used) and positive
confirmation of the prior agreement to participatéhe study. As the interview protocol
instrument was researcher developed, | requesttctbeer experienced in research

instrumentation development evaluate the protamotdntent validity prior to use.

A tape recorder was the second instrument utili@ethe collection of data
verbally relayed by the participant in respondiodghte questions. The tape was of 90
minute length which was at least twice the lendtthe allocation of the maximum
allocated interview time of 45 minutes. | ensurteel tape recorder was in working order
and had sufficient recording space available. Add#l tapes were present at the

interview location to ensure continuous data reéiewhich provided integrity to the
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interview process (Patton, 2002). Use of an ineemprotocol and a tape recorder
facilitated the capture of the participant’s vertedponses to the questions in order to
answer my study’s research questions. The tapedecadditionally captured word for
word the answers to the interview questions poaed facilitated the word for word

transcription documentation that was essentialiferanalysis and coding of the data.

Data Collection

All data was collected vithe interview protocol (see Appendix Alring the
interview process with the patient participantse Titerviews were individualizeahd
conducted in a private location where the questeere posed to the participant
telephonically based on participant’s request. geteecorder also collected the interview
verbal data and facilitated accuracy in post-inemtranscription and analysis (Patton,
2002).The interview protocol facilitated the retrievalddta specific to answering the
research questions, pertaining to which elementsadifetes education African
Americans find most useful in self-management efrtdisease. All of the interview
guestions were asked in sequential order unlegsatiripant declined to answer, a
previous question required clarification, or sudmswevisited later in the interview
process. Declinations (none) would have been nadéad manually on the interview
protocol document and also verbally voiced intotdpe-recorder. In the role of
researcher, | was the data collector, and retriehad during an individual interview
session that was not anticipated to last longer #taminutes. While a contact number

was provided to the participants at the end os#ssion, there were no additional
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responses or conversation specific to the intengestocol solicited following the
cessation of the interview. However, questions Wexe asked by the participants were
tape recorded and also documented during the shaibiinterviews.The tape-recorder
was tested for functionality prior to each indivadlinterviewsession, and the participant
was identified alphabetically and numerically inler of the interview sessions. The
identifiers were voiced by me into the tape recordibe participants and their associated
data were de-identified as part of the data docuatien, analysis, and will remain so in

any future presentations.

Recruitment

Participants were recruited from my workplace amie existing patients of the
health system. Patients were recruited via my déeoe at the end of an existing
diabetes education class where | discussed tharobsstudy, informed consent, and then
privately and individually after the class, soughtticipation self-selection into the
study. When recruitment of potential participaneswot achieved at any site, the next
scheduled diabetes class at another or same stattemded. If the scheduled interview
was not attended, and the telephonic option affteatseempts to contact was
unsuccessful, the participant was labeled as antact and defaulted to a status of
deactivated in the study. This process was comsigtapplied to the 10 sites selected,
and sampling continued until a minimum of 30 paoants of which 18 were African

American had self-selected and voluntarily consgidebe part of the study.
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Exit and Follow-up

The study began with securing the regularly screstjypublicly posted diabetes
education class details at Harris Health Systemrsrmunity health centers. Attendance
at the classes procured self-selection of partitgpand the receipt of informed consents
to participate. The study as expected succesgfaligluded for the participants when all
the interview questions had been asked, voluntariswered or declined, and any
guestions from the participants had been answer#tetr satisfaction. The study ceased
for me when the analysis was complete, the datasafady stored and the information
was in a presentation format. However, the paicip were able to halt their voluntary
participation in the study without cause and at @mg. Similarly, the participants were
free to decline to answer any questions posedephelnic contact information was
provided to assure a means to voice questionsrmeens post interview was relayed,
and to secure a time and location for presentatighe findings to the participants
(member checking). Participants have an unlimiteeframe within which to utilize the
contact information. Additionally, the study wasctuded when | completed and
presented findings to the participants and an éstudy notification form to my

workplace IRB (see Appendix C).

Data Analysis
Analysis commenced with a preparatory process ealing a plan of how coding
was to be accomplished (Patton, 2002). The interpietocol facilitated data collection

that when categorized and analyzed readily answbleetesearch questions. The
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interview protocol document additionally servedtestool that | utilized to document
marginal notes, verbal behaviors, and the partitgdaesponses to the posed questions.
Analysis included organization of the data andeevof marginal notes, transcripts, tape-
recordings, and ultimate storage of the data (M8létsuberman, 1994). In accordance
with my workplace and Walden University’s regulaso all the data was stored in a
locked safe with a self-selected numerical comipmagntrance code and will be
maintained for five years. The audio recordingsenteanscribed and dated in
descending order of retrieval and aligned withahpda-numeric participant

identification method that is known only to me. Thanually documented interview
data, and the interview protocol was loaded withdabcompanying participant audio

recording into ATLASLI© a software coding program.

Coding initially began with a manual review of tihéerview data (transcripts) to
identify phraseology and categories of common wart$ideas. Similarly, the interview
notes were manually annotated by circling iderditleemes and patterns. Listening to
the audio recordings at least twice, permittedrdtispective documentation of
identifiable changes in the participants’ tone oiice, and revealed key elements of the

interviews that may have been initially missed @di&Huberman, 1994).

| utilized the ATLASLI© software to group repetié\patterns of words, sentences,
and verbiage which was solicited as part of therinéw process. It was anticipated that

the initial manual identification of patterns ahemes (pre-coding) may have
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precipitated the visualization of categories anitigpas within the software (Miles and
Huberman, 1994). If interview data and audio rerws were incomplete due to a
participant’s declination to answer a questionhswould however, still have been
analyzed, coded, and stored in the same mannengde&ted interview protocols. All

data retrieved was considered part of the study.

Trustworthiness

Credibility

Credibility of qualitative inquiry depends upon thesurance of researcher
credibility, utilization of rigorous methods, artetresearcher’s belief in the credibility
and value of the inquiry strategy used (Patton220Brior to analysis | again reminded
myself of the potential for researcher bias, arad thy expertise in disease management
could have influenced interpretation of the dataeeed. | repeatedly reviewed and
evaluated the data for patterns and themes. Fiadihgnexpected data or themes
provided rigor to the future presentation of alegive explanations to the research
guestions, regardless of how disproportionate amdrary the data may appehiegative

and unexpected findings are included in the fiepbrting and presentation of the results.

| collected data via tape recordings and the @isestructured interview protocol.
However, these data sources while collected simetiasly were also checked against
each other to assure that the same interview qussivere posed to each participant.

The observations (verbal) and notes documentetemterview protocol document
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were cross checked with the audio recordings tarengptimal accuracy in capturing the
thick and rich descriptions required for reseanddibility. Reflexive triangulation
(Patton, 2002) added to the credibility of the gsial by securing a non-participant
colleague to review the data captured. In this regrthe healthcare professional
evaluated the data collected from the perspecfiy®tentially utilizing the data,
following presentation of the findings.
Transferability

The purposeful sample size of 30 with a subseBohftican Americans, cannot
be generalized to a larger or phenomenologica¢fit population, but is limited to the
settings, population, phenomenon, and age grotipegbarticipants studied. However,
the purposeful sample size does possess rich iataymrelevant specifically to the
African American adult (18 years of age and olaéth a diagnosis of diabetes type 1 or
type 2, which meets the “Principle of Discriminafalidity” (Patton, 2002, p. 581).
Given the “Principal of Proximal Similarity” (Patip2002, p.581) it is anticipated that
generalization may be possible to the same tamilption (adult African Americans)
with the same phenomenon (diabetes) and to the slmelocations utilizing the same
standardized educational material. Alternativadgit¢al extrapolation of the data to
similar settings may be possible given the propaksdiled and rich thick descriptions

documented as part of the data analysis retrienad information rich participants.

As the researcher and a health care professidraald positive beliefs associated

with the value and credibility of a qualitativeentiew strategy of inquiry. As a result of



68

purposeful sampling, the African American populatibat participated in the study was
information rich, and as expected possessed spelafa that answer the research
guestions that are aligned with the ethnographca@ach. To establish my credibility as
a researcher | discussed my current progress atavaJniversity, and the IRB approvals
received. | presented myself as a health care ggmieal with expertise in the field of
disease management and my resume was part ofsth@rch IRB application. | disclosed
potential biases and indicated that a researchparegvaluated the instrument for data

collection.

Dependability and Confirmability

Audits were conducted by an expert researcher invorkplace who was not
associated with the study but is experienced iritatize data collection and analysis.
The audit review evaluated the process of dat&cindin, the findings, and ultimately
established the dependability of the analysis. Aaldally the role of the URR expert is

essential to audit the data and analysis to ertbareesearch is of high quality.

Ethical Procedures

Research was conducted in an ethical manner egghect for human dignity and
the rights of the individual (Patton, 2002). Mydythad several ethical aspects that
needed to be addressed. Initially, | completed I®® applications, one for Walden
University initially to seek and receive conditiba@proval, prior to applying to my

workplace’s IRB. | paid particular attention teettulnerability of the population being
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studied, which included a minority race (African Antan) and the status of being a
patient. Human subjects are to receive full disgleof any researcher bias, the purpose
and extent of the study, how the data will be zgiti and to whom will the findings be
presented and the data shared (Maxwell, 2013%clased my position as associate
administrator with Harris Health System and outlitieat | was not acquainted with any

of the participants, nor do | participate in direducation of any patients.

| disclosed potential researcher bias related terpertise in disease
management and the fact that | have an awarenélss efiucation materials utilized.
This expertise could have influenced me in predet@ng the most effective material to
use for diabetes education. Additionally, my worikhweulturally diverse populations
could have resulted in assumptions specific taucaltcompetence that may have
influenced my development of the interview quesidine integrity of the study was
paramount so | mitigated these biases by havimgearcher outside of my department
evaluate the interview tool for bias and culturainpetence. | obtained informed consent
by discussing the entire document that outlinedseanfor participation, the extent of the
study, the ability to decline participation or etkie study at any time without recourse. |
also explained to the participants that their cahgeonly valid for the period of this
study and no consecutive research is to be condluctes diligent in clearly explaining
that participation was voluntary and in no mansezannected to current or future
treatment for diabetes, or any other illness assalt of participation or declination. The

participants were informed that the interview wab¢ recorded and all data retrieved
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would be de-identified from the beginning of théenview and continue systematically
during analysis and reporting. Additionally, | dédd that | have no conflict of interest

by conducting research in my workplace, and nortbeflata was entered into any
patient’s electronic medical record. | discussed the de-identified data would not be
shared with any other party prior to analysis,thetfindings were likely to be shared and
reported at professional conferences, researchasionps, and to healthcare

professionals seeking to improve population heatith manage chronic disease.

The informed consent (see Appendix D) is a statided tool that was generated
and required for my workplace research. The documetiined the risks of the study,
anonymity, patient confidentiality, and the rigbtask questions, pre-study, during the
study, and post study. Following receipt of thetipgrants’ signatures a copy of the
informed consent was given to each patient, andtiginals were stored in a locked safe
and will be maintained for a period of five yeassmaandated by my workplace. In
accordance with my workplace’s policy, the existpagient educators were aware of the
research as were the community health centereefafiouncil at Large members. Of
utmost importance was the necessity to be openadimétrieve the data accurately, and
facilitate the rich thick descriptions that are sgymous with a quality transcript (Patton,

2002).
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Summary

Chapter 3 has discussed the purpose of the shditha research questions. The
methodology, approach, and strategy of inquirydatailed, and the accompanying
sample size and recruitment procedures are explaifike instrument tool utilized and
the process of analysis and coding are explaimedlitee IRB processes and ethical
procedures to assure confidentiality, credibiliglavalidity to the study are outlined.
Chapter 4 will provide an introduction to the reasbasetting, participant demographics,
and how the data was retrieved, stored, and ar@alyastly, results and trustworthiness
of the study will be detailed. Chapter 5 will egdite the reason for the study, the
subsequent findings and their interpretation wiitaission regarding implication for
clinical practice, and the potential impact on sbcat the local, state, national, and

global levels.
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Chapter 4: Results
Introduction

The purpose of this study was to explore how th@écAh American race and
culture may alter a patient’s perception of diabdtealth education. This study was
necessary to capture new knowledge that will atisgsAfrican American diagnosed with
diabetes to improve self-management of the dis@dsry percent of Houston Texas’
population is of the African American race (CentersDisease Control, 2013), of which
25,000 are diagnosed with diabetes. This studyonafted to inform the development of
meaningful and useful patient education materadilitate improved self-management of
disease, and contribute to future decreases ithtaaé cost. Such data is essential to
promote patient self-management as defined by Bargl(L.997) theory of self-efficacy
as requiring the elements of comprehension, attentetention, motivation, and

production.

This study’s findings are specific to the AfricamArican participants’
preferences relevant to the content, the settimg) tlae delivery method of diabetes
education. Group sharing, assistance of caregiaasa daily need to refer to past
educational material, are examples of a few reshitsit is hoped will aid in the
improved self-management of diabetes. Optimal mafragement could decrease
complications from diabetes, resulting in decreasedical utilization, and the lowering

of health care costs, as outlined and requiredneyAffordable Care Act (DPC, 2009).
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Six research questions were developed for thisystuat when answered would
detail the elements of patient education matehia African Americans find most useful
in self-management of their diabetes. Each resegrehtion was linked to a question (or
guestions) on the researcher developed interviexopol. The six research questions

were:

RQ1. Do African Americans, compared to other saaed ethnicities, find
diabetes easier to understand if the materialliseted and discussed at the time of the
group session, or given after the group sessi@take-home brochure?

RQ2. What do African Americans identify as barrigrsinderstanding the
standardized diabetes health education materigdadj as compared to other races or
ethnicities?

RQ3. What type of material is more useful to theigd American patient
compared to other races and ethnicities in selfagament of their diabetes: material
containing pictures, graphs, tables, Likert scadesy text, or some other form of visual
aid?

RQ4. Do African American patients with diabetesnpared to other races
and ethnicities, find the use of color in educatianaterials to be more useful in
understanding the material than black and white?

RQ5. What type of educational assistance mateyiased in the home by the
African American patient (e.g., papers, brochuveseos, or audiotapes), and how does

this compare to members of other races and etlas@it
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RQ6 — Do African American patients with diabetearsttheir health
information with families, caregivers, and/or faithsed community organizations, and
how does this compare to other races and ethrs@itie

Chapter 4 provides a brief summary of the purposéhie study, the research
guestions, and nuances of the telephonic settaigtiay have influenced the patient’s
responses and data collected. The culturally dévgrspulation sampled and relevance to
the African Americans as the focus of this studl lae detailed and accompanying
methods for data collection (interview protocopeaecording) and resulting process of
manual and electronic analysis will be discusseatti#tonally, the elements of
trustworthiness to include credibility, transfetdlpj dependability, and confirmability of
the study and resulting findings are provided. lyast summary of chapter 4 content and
answers to the main and six subset research gnestidi be provided and then lead into

a transition to chapter 5.

Setting
As anticipated, the settings for recruitment & gopulation sample remained as
the patients’ community health centers where debetucation classes were attended. |
conducted recruitment by attending the last fewutas of publicly posted and scheduled
diabetes classes and/or visits located at 10 Hdaadth System community health
centers. As the researcher, | was not privy taildedbout the attendees, their specific

difficulties, or their challenges in comprehenddigbetes health education materials. |
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deemed these patients’ motivation to be optimakewer, on the basis of their voluntary

participation in the diabetes classes or visits.

| initially planned to mitigate the potential in8ace of peer pressure by
discussing the study during the last few minutesdafcation classes and then discussing
the consent document and seek voluntary patietitipation individually after the class
ended. However, some patients verbally voluntedtethg the class while | discussed
the consent process. Despite these public agresrtepéarticipate in the study, | adhered
to the research protocol for obtaining consentsiitiddiscussed the study privately with
each patient. | also discussed the consent fornaas@ered patients’ questions.
Oftentimes consent was given and the relevant gigesiwere retrieved. Occasionally
the consent document was given to allow time folepés’ further consideration.
Because some patients did not agree to participat@s comfortable that the unsolicited
and public sharing of patients’ willingness to papate in the study did not place undue

influence on their peers to also participate.

| first reminded participants who wished to siga ttonsent form that | would
contact them telephonically to discuss a time asmtlie of their choice for the interview.
Telephonic interviews were the preferred mediureceld by all of the participants. |
attributed this selection to the patient populateimg predominantly uninsured and
under-served, with transportation being a causmotern. | was previously familiar

with this general population and associated trasacerns and planned accordingly. |
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proactively prepared a telephonic script to astweearticipants were aware of
telephonic recording of responses during the initl and also during the diabetes class
discussions. This was intended to give the paditiptime to further evaluate their

agreements to participate and have the interviedioarecorded.

| credit this method of ensuring transparency betwthe participants and me
prior to the actual telephonic interview with builg an important researcher-participant
rapport. This rapport may have contributed to tigh telephonic answering rate by 30 of
the 36 initial participants recruited. This patieopulation is, based on my past clinical
experiences, often uncomfortable answering th@helee for fear of debt collectors and
as a result tends to not answer the telephoneoerda an unusable number to clinic
staff. My ability to establish a rapport with thespective participants resulted in the
unsolicited delivery of cellular telephone numbteracilitate the answering of my call.
These factors collectively make me confident thatdata collected telephonically was

given freely, giving value and validity to the aysb and ultimate results.

Demographics
This study specifically addressed and studiedcafriAmericans diagnosed with
diabetes in the Houston area. However, a purpopefullation of all races and cultures
was sampled in order to compare general data wathaf African Americans. All
participants were 18 years of age and older, agthdhe age was not a factor included in

the analysis. Each participant had a diagnosigps 1. or type 2 diabetes and was being
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treated by a Harris Health System primary care iolays Regardless of race or culture
all participants spoke English as their primaryglaage, even if they were from another
country (one participant). Such assumption was&urcorroborated by their voluntary
attendance at English speaking only diabetes olagisit. Of the 30 participants in the
study, 18 self-reported as African American/BlagkWhite, 1 Asian, 1 American Indian,

and 4 were Hispanic/Latino. There were 22 femate&male participants

Adults aged 18 years of age and older were seldotadcruitment due to the
nature of being eligible to be of sufficient agemake independent healthcare decisions
such as give informed consent. Additionally this ggoup was likely to have had the
potential for life experiences such as the rolespafuse, caregiver, or employed. Such
life experiences can create challenges to mandfgandisease of diabetes, and self-
management was the focus of this study. Of thpaBficipants 18 were African
American/Black in order to have greater than 50%hefpopulation sampled be of the
focus group demographic. The remaining races oft&/isian, American Indian and
Hispanic/Latino were necessary to use the compadsta collected to ascertain if the
responses by the African Americans were indeedspeeific. Such comparison is
relevant to drawing conclusions regarding similesitand cultural nuances, in how best
to develop self-management education for Africaneficans. Additionally as the
participants all voluntarily attended the diabetlesses or visits, it was a viable

assumption that the attendees were eager to leatr their diagnosis of diabetes.



78

| attended classes for patients newly diagnosé dvabetes, and also classes that
offered support and refresher information. It waeresting to note, both by attending the
classes and during the telephonic interviews tiattasses, were attended regardless of
their intended audience. An example is that a @pent with diabetes for 20 years
continued to attend class for patients newly diagdpand also the support groups
because such was deemed as valuable. Additiodli;yportance was that each
participant had received the same standardizedmaducation material, which

facilitated a reference point for discussion dutiimg interview dialogue.

Data Collection

Participants

A total of 30 participants took part in the studfywhom 22 were female and 8
were male. While age was not a factor in the cotbacof data for analysis, all
participants were 18 years of age or older. Ofinf@mation voluntarily given to me
(not requested) | was made aware of ages rangnng 22 to greater than 70 years of age.
Eighteen participants self-reported their raceuttuce as African American or Black.
The remainder of the participants comprised of Gteyii Asian, 1 American Indian, and
4 Hispanic/Latino races or cultures. All partiagmwere English speaking and the
informed consent document was in English. For tipasécipants who self-reported as
being of Hispanic or Latino culture, such were véed as a result of the patients’
acknowledgement that their primary language wadigingalso evidenced by their

enrollment and attendance at an English speakatdggetiés class or visit. The informed
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consent document and the interview protocol questwere in English, and Spanish
speaking participants were not recruited as theimhents were not tested for such a
demographic. Additionally, African Americans attelBdglish speaking diabetes classes
and as they were the population to be sampled, gaiiénts would not have been

accessible by attending classes for Spanish spgakitents.

Each participant provided voluntary informed cong@ror to the collection of
data, and each received a copy of the entire signedment. Each signed consent form
received was stored in a locked combination safie thie numeric code known only to
me. One interview protocol consisting of 3 invitatal questions, 1 race/ culture self-
disclosure question, and 10 specific questions wasked of each participant in
sequential order. As the interview protocol wasdusedocument marginal notes and
participant specific data, such were also storest @ach interview in the same locked
combination safe. An alpha-numeric code was asdigmeach participant at the
conclusion of the interview in order to accuratelgntify the participant upon a return
telephone call that relayed previously given resggarto facilitate member checking.
Such a code was necessary in order to de-ideh&fparticipant but ensure that correct
data was relayed to the correct participant, withlbe use of protected health

information.
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Location of Interviews
Each participant was given the option to selecication of their choice from three
options presented. The options were to attend amnwinity health center, any other
Harris Health System location, or for those witHiculty for any reason, a telephonic
option was also given. Initial contact with all peipants occurred during recruitment, by
attending publicly posted diabetes classes orsweithin Harris Health System
community health centers. Following discussionhef purpose of the study and details of
the informed consent, each interested or consepanticipant was individually asked for
a location of preference for the interview. Witmststency and clarity, all the
participants overwhelmingly selected to have therinew conducted telephonically. |
was aware that telephonic interviews had the piatietat yield less data pertinent to a
lack of visual observations that may have occudthg an in-person interview.
However, the willingness portrayed at the time arfisent and the high percentage of
participants reached, increased my reassurancddteatvould be meaningful and |
would focus on tone of voice, intonation, jargoasitancies and pregnant pauses. As the
location of the interview was telephonic, | conastsuch from my workplace, in a
private office without use of the speaker functioravoid anyone accidentally
overhearing any part of either side of the conversa
Frequency and Duration of Interviews

A telephone log was utilized to collect voluntaniéndered participants’

telephone numbers. Some were land line connecéind®ver 50% of the participants
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elected to provide their cellular number in ordarrhe to assure ease of contact at a
future date. For participants that eagerly voicegsire to participate | asked for a
preferred time of day to conduct the telephonierview. In this manner | aimed to
secure preferences in order to facilitate an uredsind comfortable environment for the
participant. | requested that if | should call dgria time when the patient was in transit,
for reasons of safety, | would make a return &itnilarly, for purposes of

confidentiality | discussed with the participartiatt| would not leave a message if there

was no response.

At each answered telephone call | again askedra®fpthne interview protocol if
the time and location were still conducive to ansmgethe interview protocol questions.
Based on my experience in disease management withiasured and underserved
population, telephones too can be of a transiettregevidenced by patients purchasing
pay- by-the minute disposable telephones. As dtreatiempted to contact by
telephoning each prospective participant (withgaed consent form) that | had been
unable to reach a maximum of six times. Aftergh¢h and unsuccessful attempt the
patient's name was noted as unable to be contacidite telephone log, and the patient

was no longer considered a prospective participant.

The telephone calls were made over a period oétanel a half weeks in the
month of July 2014. Of the 36 patients recruit@ce fvere unable to be reached by

telephone after six attempts. One patient’s spansevered the telephone and used my
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name and voluntarily informed me that the prospegbarticipant (wife) was taken to the
hospital. The spouse had attended the class wathribspective participant and | had
received permission to speak to the spouse shbaltetephone be answered by him
initially. | offered my sadness for the spouse hrsdwife, and | discussed per protocol
that | would remove his wife from the list of partiants. The remaining 30 actively
participated in the interview process. The intawpotocol was the sole document
utilized to retrieve responses from each partidifaiiowing a telephone script that
informed each participant of the need to audio ne:tioe interview, and to again seek
their approval prior to utilizing the interview gozol. The length of the interviews
ranged from 13 minutes to 42 minutes. To facilithe optimal interview environment, |
asked each patrticipant if the time of the call stacceptable and there were no
interruptions anticipated. Telephone calls werecomducted in any specific order.
However, | aimed to have no longer than a weekie tinterval between the diabetes
class attendance and the actual initial telephonéact, to promote memory of my name

and continued intent to participate.

Data Recording

Data received from each study participant wasrcemmanually utilizing the
interview protocol and also captured specific no&dsvant to that particular interview. |
documented the assigned demographic data (cod@eanterview protocol document.
The alpha numeric code was comprised of a letteyabolize the race or culture, and

the number represented the number of African Araesdo date that had participated.
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An example was AA for African American and the niemh6 represented the16
African American who participated (AA16). A unigdemographic code was given
verbally to all participants in order to ensure fadentiality (no name) in data collection,
analysis, and ultimately reporting. Additionallizetcode was for the patient to relay to
me upon my return call for confidential member dtieg, to assure that the information |
had documented during the interview process retahwith that of the participant’s
responses. The telephone log containing the gaatits’ names and telephone
information, were per my protocol, destroyed after last telephone call was made to
complete member checking. Such ensured there whskn@tained between the data

and the name or location of the patient.

In addition to the documentation of participanesponses, following participant
consent, each interview was audio taped. A nortalitape recorder was utilized with a
built in microphone and earphones. This technolagilitated greater quality in the
audio recording and an earpiece promoted easeeofltie tape recorder had 2 speeds for
recording and two for playback. The slower speedadoording facilitated the capture of
pauses and hesitancies, and the slower replay iipalassisted me in transcription.
Following each interview the tape and interviewtpool with accompanying notes were

stored in a locked combination safe.

There were no variations in the data collectiomfithe expected process except

that participants were more readily willing to aeswny telephone calls and converse at
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length about their challenges with diabetes anal thisir family history. Such active
participation was welcomed and optimized the gbibr me to gather thick descriptions
which gave rigor and credibility to this study. I§@one unusual circumstance occurred
during the data collection and such was informatelayed that a prospective participant
was in the hospital. Per protocol the patient’s @amd telephone number were removed
from the log and an inactive status was documeiiteldbwing three attempts to contact

the 30 participants for member checking, only 15ensble to be contacted

Data Analysis

Analysis commenced with the collection of manual andio recorded data, and
the downloading of ATLASLI© software to my computétl audio recordings were
imported into ATLASLI® in the sequential order bkir retrieval. Each audio recording
imported into ATLAStI© became a primary documend avas organized within the
project manager (Friese, 2014). Each primary docuimeATLAS.ti© then became
individual files of data comprised of each partanips individual responses to the
guestions posed during the interview process. ATi@ $acilitates two levels of
analysis, the first being descriptive, and the sdamnceptual (Friese, 2014). The
descriptive analysis commenced with a manual rewakilie data collected and the
decision as to how to code the data. Such proges&dpd the infrastructure from which
to expand the codes to promote more detailed arashimgful categories and “families”
(Friese, 2014, p. 119). The first codes developerkwo establish the demographics and

sex of the participants. Each audio recording inLA$ti© was reviewed for content that
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detailed the self-reported race and culture andédtxeof the participant. | then applied a
label to the audio recording that denoted the oodiéne interview, the sex, and the race
of the participant. These discrete entries enatmedo organize the audio recordings and
categorize the number of females, males, and #éssimciated demographics. An example
of such was an African American female who wasseheenth interview conducted and
was coded as 07_f _aa. The underscores denoteratdidata point facilitating the

separate capture of each of the three elements.

The second step in the descriptive analysis wagvelop a list of codes and their
associated definitions which added transparenoyyt@analysis. The simple codes
developed aligned with the responses given torttezview protocol questions. |
conducted in-vivo coding of each audio recordingstmpping and starting the recordings
at each response point and applying a relevanialgs@ code to such quotation. As an
example, the best diabetes educational experiéata tparticipant voiced as the diabetes
class was coded “bestedexpclass” (Keenan, 2014 ydtording or transcript did not
align with an existing code then | created a nedecasing ATLAStI’s© “coding
manager” function (Friese, 2014, p.95). A totaB6fcodes were developed via the in-
vivo auto coding process. The third step in deseepcoding was conducted to
strengthen the analysis by identifying duplicationgodes with similar meanings that
could be grouped together in order to have meaniragfd discrete, rather than

discrepant codes. A total of 81 codes emerged fhmntoding process which required
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further analysis Additionally, the codes were bigialongside the recording/transcript in

ATLASLI© which facilitated the initial identificatin of categories and themes.

Conceptual analysis commenced with the reviewldha codes assigned to the
participants’ data. In the process of descriptivdig, each code assigned to each
participant was auto-tabulated to detail the nundbéimes the code was selected. This
tabulation is the first number visible after theleatself and such indicates the number of
times the code was used. Such “groundedness” & 12044, p. 33) indicated how
important and relevant the code was in the oveatth. Conceptual analysis continued
with the development of families in ATLAStI©. Farneit are considered broad categories
that were developed by utilizing ATLAStI’s© code nager, and dragging and dropping
existing codes into an associated family groupifgese “families” each contained
associated codes in order to facilitate relatiguslbetween the participant’s race and
culture for each interview question posed. The igraent of categories additionally

facilitated ease of use of the 81 final codes.

Codes were initially developed in ATLASLI© to aligvith the associated
interview protocol questions. The codes were furthganded upon to include all the
possible responses to the questions, and patigmymees not previously identified as
relevant to the associated research question.nA&sample the codes pertinent to the
patients’ preferences for color or black and winteducational material is aligned with

the codes “c” for color, “bw” for black and whitand also “no preference”. Initially the
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codes “c” and “bw” were developed in ATLASLIO©, hover as a patient expressed “no
preference” such was also added to the set of dodassure all responses were collected

accurately.

Patterns and themes initially were apparent froenmtlanual coding and entry of
the participants’ data into ATLAStI©. Emerging patis were specific to the lack of a
family member as a resource, the use of educatpaprs in the home, and the
overwhelming preference to have material with cdi@milies(categories) were
developed to include codes reflecting a groupingesponses to the interview questions.
An example is théamily labeledeasier to understanghich included the associated
codes of: charts, pictures, video, words, no is@eyand no reference. The remaining
families developed based on repetition and frequehoccurrence were: take home
instructions, race and culture, support membersr pducation, preferred method for
new learning, frequency of material review, edwratn the home, and difficulty in
understanding. In addition to the development ofili@s for ease of analysis, the
guotations (codes) within each transcript/audie Were retrieved by querying the
specific family. With the example of the first gaton within the family of take home
instructions such includes the codes of home papers (yes), papers (no), and home
books. The depiction below shows the electronipaiubf a quotation by the first (01)
female (f) of Hispanic race (h) on July 7, 2014%@tseconds into the interview which
lasted a total of 17 minutes and 56 seconds.

P 2:01 f h 2014 July 7-2:3[01_f h_2014 July 0P0:59.39 [0:00:17.56] )
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The five non-African American/Black races’ data veasnpared to the data
retrieved from the African American participantiefe were no discrepant cases
identified throughout the study. One participanivewer had difficulty answering the
race or culture question and | revisited such atetid of the interview and received a
response. Two other participants answered thealagdeulture question in alignment
with their personal religious and social like faher races or cultures which were
interesting findings that through such rich dedais gave credibility to my study.
However after expanding further upon the questiath parties answered with a race of
their association. Only one participant could nwtvaer but indicated she was European

and such was coded White which was in alignmentvafidated by her appearance.

Evidence of Trustworthiness

Credibility

Qualitative inquiry is reliant upon the credibility researcher, the rigor of the
methodology and the awareness of researcher paltbras (Patton, 2002). As an
experienced nurse in the field of disease managermetognized that my analysis
could be influenced by my professional bias. Howgldisclosed that | am a healthcare
professional with approval from Walden Universityy workplace IRB, and also the
Harris Health System Clinic Patient Council at leargcombining such disclosures with
the discussions held, gave credibility to the studyne personally as the researcher and
professional, and also projected how valuabledbaditative research study could be.

Manual and electronic analysis was repeatedly etatband reviewed for patterns,
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categories, and themes, to optimize each elematdtafretrieved. My results include the
reporting of unexpected findings and the discusefamew explanations sought to
support the dissimilar past knowledge and the neswkedge obtained. Data pertinent to
contrary findings are included in the results, #mr unusual and somewhat thought
provoking nuances pertinent to the undeserved tipualin the study, are reflected upon

in a pragmatic and scholarly manner.

Utilization of the same interview protocol for glhrticipants, and the
simultaneous audio recording of such, facilitatezldccurate collection of data. The
audio recordings were repeatedly reviewed for ammum transcription and also
audibility following the download of the data calted into the ATLAStI© software.

Prior to, and during analysis, each of the intesmpeotocol documents and their
associated marginal notes were cross checked agfanassociated audio recording. In
this manner | ensured the data collected manually accurate when compared with the
audio recording. | cross checked the alpha-nunuexile assigned to each participant
between the interview protocol and the verbal maak recorded at the end of each
interview to ensure accuracy in correlation of deenographics of the population
sampled.

The documentation of noticeable participant’'s pawsel the hesitancies with
which some participants responded to the questwere captured as a manual notation.
This data was then cross checked with the assdcatdio recording to evaluate the

value, meaningfulness, and ultimate inclusion @hsa the study’s findings. Such
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findings enabled me to gather, analyze, and doctithernrich and thick descriptions
given by each participant, providing rigor to theatitative ethnographic approach of this
study. | secured a doctoral prepared colleaguersxued in qualitative research to
conduct reflexive triangulation (Patton, 2002).dtrwith the colleague securing
documented approval to keep all research datadsmtial. My colleague reviewed the
interview protocol documents, evaluated that threaie no link to patient identifiers, and
that notations on the document were present. Tteahumeric code was evaluated for
existence and use on the interview protocols aeatitio recordings. The data collected
was reviewed on the interview protocol and alsoamof the audio recordings
downloaded into the ATLASti © software were hedrtis debriefing of the data
collected gave credibility to the ultimate analysigl for the feasible potential
professional use following presentations of thelgsifindings.
Transferability

The purposeful sample size of 30 of which 18 welrgcAn Americans, cannot be
generalized to a larger size population or be deespplicable to a different
phenomenological group. The data retrieved can balgpplied to the same ambulatory
settings and the same adult age group. The daieved through this qualitative
methodology and ethnographic approach yielded tigbk descriptive detail. In
accordance with Patton’s “Principe of Discrimin&atidity” (Patton, 2002, p. 581) this
data can be applied as relevant and useful to theat American of either sex, whom

are 18 years of age or older, and have a diagobslisibetes. The study’s population
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focus (African American) with diabetes as the pheaoon, can be generalized to a race
similar population, and to the same ambulatoryicketting and the same standardized

educational material (Patton, 2002).

Dependability and Confirmability

Two audits were conducted to promote dependalaitity confirmability of the
study’s findings. A colleague with a PhD experethin qualitative data collection and
analysis (not a direct report or in the same depamt) following a previously signed
agreement, reviewed and evaluated the instrumerggess for the ability to secure the
data required to answer the research questions.cdlleague reviewed the questions for
ease of understanding and the ability to align wghcific research questions prior to the
commencement of data collection. A second audit gata collection was conducted by
a different colleague with a PhD to evaluate théhoe of data collection, the analysis
process, and gave dependability to the ultimashiriys. Audit of the data and analysis is

further reviewed by the URR to ensure the researohhigh quality.

Results
Results were readily available after the inputhef participant’s data into
ATLAS.1i© in the formats of text, table and memGhallenges were related to my use of
the new software ATLASLtIO©, chart development andsaquent reporting of data. The
families were developed as a means of groupingfgpparticipants’ responses to

answer the research questions. There were neegdatcies noted, however, one
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participant had difficulty answering the race antfure question but voiced being of
European ethnicity European race which correlatighl the physical appearance. The
code ofCNAto indicate cannot answer was included in the fawiilrace and culture so

as to include all of the data retrieved in the gsial

RQ1. Do African Americans, compared to other raoes ethnicities, find
diabetes easier to understand if the materialliseted and discussed at the time of the
group session, or given after the group sessi@take-home brochure?

RQ1 was answered from the participants’ responises go interview questions
2a and 2b. African Americans responded 100% togusaper material in the home, just
slightly higher than the other races at 92%, witk participant also having video
education in the home.

Papers...yes, and she give us some and | was happytakat

read it ...uum....so | would say every couple of weeks

Additionally and surprisingly, 6% of African Amesdaos voiced their use of books and
brochures in the home. Pertinent to how often thledme education material is used,
33% of African Americans utilized the educatioredwurces daily, compared to the other

races with only 8% use by the Hispanic/Latino race.

| read it all the time when | first get it...
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Additionally, African Americans’ referred to thematerial twice weekly 28% of the time
compared to the highest percentage of use beirug tweekly by the Hispanic

participants.

RQ2. What do African Americans identify as barrigrsinderstanding the
standardized diabetes health education materigdadj as compared to other races or

ethnicities?

RQ2 was answered by the interview questions nunmbhesand 7 posed to the
participants. Findings from these questions igreat importance when the responses are
linked together to provide an overall picture df frarticipants’ difficulties in self-
management of diabetes. African Americans exceedtifier races with 33% using
educational material daily or twice weekly beintested 28% of the time. Of relevance
is that 39% of the African Americans voiced diaBetlasses being the best educational
experience, 22% selected the clinic patient educ@tiothis 22% the participants knew

the patient educator by name.

Teacher explains things very well....she can tell gbaut food, how much......

Uuum, well the showing....and the therapist, andspeaking...the teaching and

her experiences.

If someone is standing their instructing and dargpod job... then you know...

Well | believe these classes | am taking... have lteeibest I've had...
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Twenty eight percent of the African Americans iraded sharing was the best valuable
experience. Only 17% (highest percentage) of therataces indicated sharing was the

best educational experience.

Sitting in class, understand more what is wrondpwie... and you have others

there with the same problem........

Only one patrticipant from each of the Hispanic, ¥WhAsian, American Indian and the
European responders, voiced the best educatiopaliexce was education regarding
food, sharing, exercise, classes, and how dialadfests the body via the methods of

video, class, sharing, and books.

Uum....been to my first class...get how much ...my fgmil has it now.. learn

about the liver and the pancreas.....

When combined with the responses to question rfigaf Americans at 50 %
voiced difficulty in understanding diabetes related¢arbohydrates and sugars compared
to the other races combined of 66%. AdditionalBAdlof African Americans voiced
specific difficulty with understanding the glucasenge and food choices overall,
compared to 8% of the other races. Of interegtas African Americans dissimilar to the
other races indicated that being overwhelmed,ribbiiity to listen, and the use of long
words (all scored 6%) were barriers to understantheir diabetes. Depression
accounted for 8% of the other races and no Afrisarericans voiced such reason for

difficulty in understanding educational material.
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Yeah...you know....the different carbs and differergasucontent... sometimes
it's hard to understand and you don’t know whato#iyayou’re supposed to be

eating.

In answering the best way to understand and leamething new 72% of
African Americans believed hearing the informatwas optimal, compared to other
races at 42%. African Americans preferred to wattask being performed 33% of the
time, which was incongruent with other races (58#gire to observe the task. Actually
seeing the information (such as books, papersgedcat% for the African American race
and 33% for other races. Five African Americar&4 preferred all three methods
compared to 25% of the other races, with 2 pasdiip of the other races voicing
preference for seeing and hearing combined, andv@icgng a combination of

observation and seeing information.

| like watching someone.....helps me remember.....

RQ3. What type of material is more useful to theigdin American patient
compared to other races and ethnicities in selfagament of their diabetes: material
containing pictures, graphs, tables, Likert scadesy text, or some other form of visual

aid?
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RQ3 was answered by the participants’ responsgséstions 1, 3, and 4 of the
interview protocol. Preferences for comprehendiiadpetes education for the African
Americans was a close combination of words, (33Rtupes, (39%) and charts (33%).
The other races voiced 33% similarly for words, 486l for pictures, charts, and a
combination of all three. Prior educational infotioa was rated as the highest of all
races and detailed as 50% and 58% for African Acaes and the other races
respectively. A combination of video/papers, videa¢her, and video alone accounted
for 17% of African Americans and 33% for all otmaces. One participant of the White
race indicated a lack of prior education as diabetas a new diagnosis, however papers
were now received and valuable. Comparably 11%fo€&n Americans and 8% of
other races had not received diabetes educatiaopsdy. Another non-African
American voiced that a slower paced diabetes elasspreferable as in the past, and one
African American was not able to answer the quasttdhen discerning the connection
between the preferred method of learning somethavg and comprehension of such, the
results indicate that African Americans consideredring the information as the first
preference, (72%) dissimilar to the other racespheferred hearing the information 42%
of the time. All races were similar in their degifdrican American 28% and 25% of
other races) in their preferences for needing ¢ lsear, and watch, new information

being delivered.

RQ4. Do African American patients with diabetesnpared to other races
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and ethnicities, find the use of color in educatiamaterials to be more useful in
understanding the material than black and white?

RQ 4 was answered by the participants’ responsegdrview question 5. At
78% African Americans were slightly less congrueith their preference for colored
educational material when compared to the othersraombined at 83%. The choice of
no preference between color and black and whiteg waentical for African Americans
and other races at 17%. Only one African Americgaded black and white as a

preference in educational material.

RQ5. What type of educational assistance mateyiased in the home by the
African American patient (e.g., papers, brochuveseos, or audiotapes), and how does
this compare to members of other races and etlas@it

RQ5 was answered by the participants’ responsegerview question number
10 resulting in similar percentages for the uspagfer material in the home 50 % for
African Americans and 58% for other races. Therirgewas reported being used 17%
by other races and television at 22% but with regady the African Americans.
Brochures at 17% were used exclusively by Africaneficans and with videos being

used 11% but by comparison 25% in other races.

RQ6 — Do African American patients with diabetearsttheir health
information with families, caregivers, and/or faithsed community organizations, and

how does this compare to other races and ethrs@itie
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RQ6 was answered by the responses given to questionbers 8 and 9.
Interestingly 89% of African Americans indicatecthhey would not seek a family
member’s assistance and 33% indicated no desuset@ church member, care giver, or
family member, despite their genetic and voicecttiéary diabetes familiarity. Of note
the quote below illustrates that unless a familynber has diabetes help would not be

deemed of value.
no because there is no one in my family with diabet

Compared to the other races voicing a total of Téf4ctance to use as a family member
as support and 41% caregiver or church memberga@irAmericans sought the support

of a caregiver 39% of the time and a church merBBeéé of the time.
No ma’am, | do not talk to anyone, | keep it alige.

You know it is hard to explain to them....l do bettemy group...... like to share

you know.
Well they're just friends......

Additionally, of interest a sister and son, a sisé@d a daughter were sought for

assistance but were not responded to in the facatiggory but rather as a caregiver.

| share it with my sister ....she’s had lots of trieubh.leg amputated....
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One participant utilized caregivers (sister and) soradminister insulin evidenced by the

following quote.

My sister or my son..yes...sometimes | have to diavieave my insulin put on.

Summary

The 6 research questions were answered by a selextilO interview questions
posed to 30 participants, 18 of whom were Africanekicans and the study’s focused
demographic. Question one asked if the participlgked to have paper educational
material to take home and how often such is refletwe Paper educational material is
described as the documents that patients receiea attending a diabetes class. African
Americans preferred in home paper educational mah{@00%) and 33% referred to the
resources daily compared with 92% of other racefepting paper and 0% referring to
such daily. African Americans referred to the mialewice weekly (28%) compared to
other races at 8%. African Americans at 6% wereptilg race to voice the additional use

of books and brochures.

The second research question sought to answeth®participants learned a new
topic, what the best educational experience had,ls® what types of difficulty or
barriers were encountered in understanding dialastesdisease. African Americans,
unlike the other races, referred to their matetaly and twice weekly (33% and 28%)
respectively. Compared to the other races AfricameAcans scored higher in enjoying

diabetes class participation (39%) and sharindagsc(28%). Twenty two percent
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referred to the educational experience with theepaeducators and specifically
disclosed their names. African Americans had teaigst difficulty with understanding
carbohydrates and sugars (50%), but lower thaotther races at 66%. However,
feelings of being overwhelmed, difficulty in lisieq, and being confused by lengthy
terms were specific to the African Americans. Ogitlihearning via hearing information
was the preferred method of the African Americans2do, yet visually watching a new
task being performed was 33% less than the otleesrat 58%. In contrast seeing the

information was preferred at 56% compared to othees at 33%.

Research question 3 was answered with African Ataes equally preferring
words, pictures, and charts at a similar percentage¢her races, and African Americans
were somewhat similar in their score of 50% haviexgived prior education as had other
participants of other races at 58%. The prefereft@ving colored educational material
was preferred by African Americans at 78% somewdaer than the other races at 83%,
however 17% equally across all races voiced theewo preference, and only one
African American indicated that black and white wasferred. Hence research question

4 overwhelmingly was answered with the prefererfaaaterial to be colored.

Research question 5 was answered with the usepef paaterial being used in
the home by African Americans at 50% compared hemotaces at 58%. Interestingly
there was no usage by African Americans of telewigir the internet. Only the African

Americans voiced use of brochures but the othexsratilized videos (25%) of the time
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versus 11% by African Americans. Lastly, reseamgbstjon 6 was answered surprisingly
with an overwhelming 89% of African Americans inaling that family members would
not be sought for help but caregivers would bezatil at 39% as would church members

33% of the time.

Chapter 5 will reiterate the purpose of the study provide a summary of the
findings. Comparisons between the literature retem and the study’s findings will be
discussed and the findings will be interpretednesieing Bandura’s (Bandura, 1997)
self-efficacy theoretical framework for this studyhe study’s limitations will be
detailed, and recommendations with implicationspiositive social change will be

explored.
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Chapter 5: Discussion, Conclusions, and Recommigmsat
Introduction
This qualitative study was directly inspired by #iordable Care Act of 2009
and its mandate to improve health and lower theadveost of healthcare in the United
States. The ethnographic approach of this studgifsgsly sought to identify the
elements of diabetes educational material thatAfriAmericans find most useful in self-
management of their disease. The design was intelodenprove understanding of how
African American race and culture alter the percgpand use of diabetes education
material, with the overall goal of promoting impeswents that will facilitate an overall
decrease in the cost and risk of complicationsig denetically predisposed population.
This disease impacts 30% of Houston’s populatiahlad to 31.9 hospitalizations per
10,000 African Americans in 2010 (Centers for Dggeg&ontrol, 2013; Texas

Department of State Health Services, 2013).

The study identified several strong trends in gapulation’s disease education
preferences. Key findings included that 100% ofAlfrecan Americans interviewed
prefer take-home paper instructions, and that 38#bem refer to these materials daily.
Thirty nine percent prefer a classroom setting Imcl to share their experiences.
Seventy-two percent of the African Americans intenwed stated that they preferred to
hear educational information, compared to 33% spoadents from other races. Notably,
fifty-eight percent of the African American parpeints expressed a desire to visualize

the new task, compared to just 33% in the othexg:athere was no significant
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difference between any of the races pertinent égifip inclusion of words, pictures, or
charts in educational material, but a slight défere in the preference of color being 78%
for the African Americans and 83% for other radsfsican Americans compared to the
other races voiced no usage of the internet ovitae and only 11% compared to other
races at 25% utilized videos as a method of legrriiterestingly, 89% of African
Americans indicated that they would not seek diainaily member for assistance, but
39% indicated that they would seek out a caregner 33% indicated that they would
seek out a church member for this same assistafitean Americans expressed less
difficulty in understanding the role of carbohydrain diabetes (50%) than the other
races (66%). The difficulties voiced specifically the African Americans were
exclusively related to listening, language, lengtisdical terms, and being

overwhelmed.

Interpretation of the Findings

Faith

This study’s finding that 33% of the African Amaait participants indicated that
they would seek a church member’s support ovenalyanember, aligned with the
CDC'’s (2010) findings that health communicatioemhanced when delivered by a faith
member of the community. My interview questions ulid seek to evaluate the presence
of spirituality or faith, however; therefore my éimgs cannot confirm or disconfirm the
conclusions of Grace (2011) and Rovener et. @132that presence of faith is linked to

positive self-care behaviors. Additionally, my sfudid not produce any findings of a
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diabetes/disease and spiritual belief correlatiarhsas those detailed by Grace (2011).
This study does, however, confirm the findings aéXlér, Elton, Pleister, and Feldman

(2009) and Rovener et al, (2013) describirigibaccomplimentality towards the genetic
factor of diabetes amongst African Americans. Sexamnples of this were comments |

received related to such occurrence regardlesdumfagion indicating it would be “just a

matter of time” (C.R. personal communication, J2dy 2014) until diabetes was

diagnosed in an individual.

Self-efficacy

This study confirmed several earlier findings rethto patient self-efficacy. It
confirmed Shillinger & Keller's (2012) findings thd is necessary to pay attention to the
content of patient’s diabetes educational matesimkvidenced by my study’s population
expressed desire for including color, pictures,dgpand charts to facilitate their
learning. Gumbs (2012) and Shacter et al. (200&)ildd African American participants’
inability to control blood glucose in spite of edtion. This aligned with my findings of
African American participants voicing difficulty imnderstanding information about
carbohydrates, regardless of their education. Hewehis finding is not exclusive to
African Americans, as this difficulty was also veitby participants of other races.
However, unlike other races, my study’s populatichexpress a general difficulty in
retaining the information, as evidenced by a neddetjuently refer to educational

material.
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My study confirmed and extended the knowledge aiggrthe need for the
amendment of standardized educational materiat fodotinent to the race and culture of
the audience. My findings included the feeling eiry overwhelmed and the need to
refer frequently to material to assist in retentidrcontent. Such findings also confirm
Funnell et al. (2011) information that standardipeaterial is not at such a health literacy
level to be beneficial to all patients with dial®et®f significance is the need to tailor
educational material to be culturally sensitivesesmsible to the recipient, at an

appropriate health-literacy level, and in a forthatt facilitates repeated reference.

Sex

This study found some significant gender-relatddted results. Although this
study’s sample size included only 12 African Amanavomen participants in my study,
the results strongly disagreed with the conclusafigurrock, Taylor, & Marino (2013)
that women face greater challenges than men asfaeeding support, guidance, and
being more readily confused by information. Howewey findings of difficulty in
understanding carbohydrate elements of diabetdd baualigned and hence confirm the
dietary adherence challenge documented by Murfiaklor, & Marino (2013).
Similarly, my findings indicated that currently alable educational materials at the
studied clinics are not optimal for use by Africamericans with diabetes. Race
concordance was not an element of study in my resghut | recommend a study
having a patient-led race concordant support grimupscertain if self-care is optimized

in everyday activities.
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Trust

While Wexler, Elton, Pleister, & Feldman’s (20093abvered that there remains
mistrust between African Americans and physiciamg study’s participants yielded no
mention of physicians and mistrust that could qomfor disconfirm this past finding.
Unlike Peek’s (2012) finding that African Americarales were mistrustful of
physicians, none of the six African American malagticipating in my study voiced
concerns about their physicians. Additionally, ¢hesere plentiful discussions about the
positive expertise of the patient educator who freguently referred to by name.
Participants also often referred to the class @is best diabetes educational experience. |
can confirm from these findings that trust in asedpatient relationship is necessary for
the motivation to learrSuch motivation is evident by voluntary attendaatcthe

diabetes class, which is viewed as an environnwenetention of learning.

Culture

| requested that my study participants self-dislibeir association with a race or
culture prior to answering the interview questioiisat data was used to align responses
with a particular race or culture. Those identityss African Americans related
experiences of anxiety about the disease, and assaleattention similar to Davis et al.,
(2011) findings of same signifying a lack of seffeacy and resulting self-efficacy.
Dissimilar however, were my findings of the pagnts’ ability and desire to seek care
and education, witnessed by their attendance antary diabetes classes, and

willingness to ask questions in a classroom fortlihese findings have the potential with
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further research, to confirm that self-perceptibmdependence is indicative of a higher
self-agency. None of my findings confirm or disdamfBlair's et al.” (2013) and Snipes
et al., (2011) conclusions that clinician bias hssm patient’'s compromised

understanding of health education.

Theoretical Framework

Bandura’s (1997) self-efficacy theory framed thisdy pertinent to the tenets of
attention, retention, motivation and motor prodowctiSuch are elements in observational
learning, which was the forum (diabetes class}Herparticipants in my study and
therefore exceedingly relevant. With diabetes beaingsease that responds well to
modification of risk factors via self-care, it isqinent that | sought the participants’
preferences for diabetes educational material.¢dsil@éd in Bandura’s (1997) theory of
self-efficacy, observation did not correlate to poahension. Confirmation of such is
evidenced in my study by African Americans who &gpdly voiced their attendance at
many diabetes classes, regardless of the curriculugssence, regardless of the number
of years a patient had been diagnosed and mantiggingliabetes, all classes were

deemed valuable.

Attention is related to cognition and is necesgaryearning to take place
(Bandura, 1977). The daily and frequent percentdgeaterial review by my African
American participants (33% versus 28% other racalijates that attention is difficult.

This finding could be linked to the African Amerits increased motivation to attend
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classes and repeat learning. Such practice maditdéeithe further retention of
information to self-manage disease. My findingadiedelineate that African Americans
like take-home educational material and refer whdtequently, and some even daily.
This need to refer to material could be evidencBafdura’s (1997) assertion that there
needs to be a belief and a personal reminder giehsonal ability to learn. Similarly,
there is the potential to align the need for frequeferral to a personal lack of
comprehension (retention) which according to Baaq®97) is essential for a change in
behaviorsWhile standardized material disseminated at e&tetes class cannot be
assumed to be comprehended, the trustful (and dppEsitive communication between
the named educators and the study’s African Amenzaticipants can be aligned with
Bandura’s (1997) tenets of attention and reterigdading to motivation and potential for

healthy behaviors (production).

Limitations of the Study

Limitations of this study were related to the intew location, the health-literacy
and literacy levels of the participant, periodiofd that a participant had been diagnosed
with diabetes, the interview protocol, and researdias. The participants’ selection of a
telephonic interview created an unknown intervieaaktion, albeit such was often the
participant’s home. As a result the participantlddvave been distracted and hence full
attention and diligence may not have been applietelivery of the data. However, prior
to the beginning of the telephonic interview | atklee participant if the time and

comfort was optimal. This was beneficial in secgram optimal location (telephonic) as
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five participants requested that | call back attheospecified time and day. However, a
limitation (weakness) remains due to the inabfittyme to have visually witnessed non-

verbal behaviors.

The study criteria for participation did not delite between a participant’s
diagnosis of type 1 or type 2, nor considered sirigted the length of time the
participant has been diagnosed with diabetes. st some participants (based on
information relayed to me) had more experienceeliireanaging their diabetes. This
factor may have skewed the data collected. Thexdfa findings could not be
extrapolated to pertain to either newly diagnosepadients’ experiences with many

years of diabetes.

Awareness of disease management and patient eglugatigrams could have
resulted in my bias towards the data collectedaatsqd this study. To mitigate such and
facilitate optimal credibility, | discussed my raad past experiences with the
participants, and | had a clinic colleague knowthi patients, introduce me to the
prospective participants. Additionally, | had naficipated as a nurse educator in any of
the clinics attended. The participants’ voluntaitg@dance at the diabetes classes could
be viewed as a greater than optimal motivatior&or. As a result, the data collected
may be considered of a higher caliber and leseseptative of Houston’s overall
population with diabetes. Weaknesses inherent avgllf-developed interview tool

might have restricted the data collected, and henteomprehensively answered the
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research questions. However, | secured a colleagjperienced in qualitative research, to
review my interview protocol for the ability to regve valuable data, and to also assure
there were no racial or cultural disparities oeaffive questions to be posed. Lastly,
validity and credibility were optimal by my tapecogding of the interviews facilitating
accuracy in transcription, and the secure storag#l data, tapes, memos, and marginal
notes. There was the potential for retrieval ohdatbe limited, given that | was not able
to have eye contact with the participant to furtthevelop engagement and rapport.
Another limitation would be the ages and sexefefaopulation studied and that
generalization and transferability could be assiigioeonly adults (not pediatric or
geriatric populations) of male and female sex, degpere were only 8 males who

participated in the study.

Recommendations

Study participants were male and female, but tiidysdid not compare data
between the sexes, of which females comprised altwosthirds of the purposeful
sample population. Additionally, future researabud be beneficial to study the
inclusion of women'’s specific life barriers pertméo self-management compared to
those of males with diabetes (Gumbs, 2012).

The interviews conducted in this study revealediaiale individual data, which
could be enhanced by conducting a focused patrenpgeview of diabetes standardized
educational material. As the data strongly resuhettie African Americans’ preferences

for sharing and attendance at group diabetes dafs¢her research would be valuable
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to determine if the capacity to self-manage diabetenhanced as a result of group
sharing, versus a diabetes class with a structurercculum.

African American males according to Treadwell ef{2010) lacked trust in the
physicians and medical community. It was noticeat #itendance to the diabetes classes
in my study comprised of one third males and sirtyi)& of the 18 African American
participants were males. | assert additional resespecific to the African American
male, pertinent to the preferred venue for learmwogld be advantageous. As my
sample size was small, further research with alasgmple size would be beneficial in
exploring further my study’s surprising resultsattfamily members would not be sought
for assistance (89%). Lastly, further researatersessary to see if there is a correlation
between the African American culture and their @Beon health literacy, when utilizing
only standardized material. Such findings couldhferr expand upon desire to learn the
effects of culture and language on health lite(&@taw et al., 2009).

Implications for Positive Social Change
Individual

The findings voiced by individual and collectiverisin Americans in this study
positively impact the individual. There are su#ict specific nuances to potentially assist
in enhancing diabetes education for the indivicAfakcan American. Findings pertinent
to the use of color, pictures, and words in take@gaper instructions reveal such aid in
paying attention to the material. It would be peatit for the clinician to suggest that the

African American with diabetes may learn new infatran more readily by hearing the
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information. It could be expressed that retentibthe educational material can be
improved when combined with at least twice weeklgrral to such in the home. Sharing
tips for everyday life in a group setting may bgoad source of support for living with
diabetes. Caregivers in the home and church menabeso good sources of personal
support. The African American individual with didabs should be aware that s/he is not
alone in having difficulty in comprehending theraknts of carbohydrates in the diet.
There may be additional difficulty in listeningitdformation and there could be feelings
of being overwhelmed. It is imperative given gtedy’s findings to acknowledge that
even with English spoken as the first language swmgst be tailored to the individual
health literacy level. The individual needs to de@ted to ask questions, and realize
that take home materials are better understood wdferred to several times weekly,

regardless of how long it has been since diabetssdiagnosed.

Family

While this study’s findings were negative for segkthe support of family
members, specific members of a family unit suchkister, son, and daughter were
named. | assert that family members may have besreped as those not living with the
individual, but rather those who are on the patsgmeriphery. This study found that
African American’s desire to share information asethod for learning. Positive self-
management outcomes could arise from the fututasian of family members and

caregivers in a classroom setting.
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Organizational

Healthcare organizations can potentially utilize tiew knowledge from my
study in relation to diabetes program and educatidavelopment, to enhance patient
self-management of disease and lower healthcats itoaccordance with the Affordable
Care Act (DPC, 2009). Healthcare resources wilbbee more finite as healthcare
transformation and reimbursement for services besaatigned with quality outcomes
(DPC, 2009). While clinicians facilitate diabetdéasses and groups, and as African
Americans prefer to share in a group, patientsiiatiéy could be selected as informal,
yet valuable leaders of support groups. The utibreof costly clinicians could then be
saved as a resource and to deliver only the dpotition of education. In this manner,
daily living tips under guidance would be sharedagst like patients. Presentations
should be a combination of audible content acconegdoy visual learning, rather than
practice sessions. Given the study’s findings ¢vain with appropriate level of literacy,
instructions should be in color and include a gedeof pictures, charts and words in

order to facilitate a patient’s optimal attention.

As African Americans voiced their desire to revieake home materials
frequently, an organization could produce matddateview at the patient’s
convenience via the use of a cellular applicatinrihis manner replication of such would
be cost effective, and access to the informatiaridcbe given at discharge from the

clinic visit, class session, or hospital. Utilizatiof an application would fulfill the need
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for the African American to hear and see the infation, yet also be readily available for

reference. Additionally, loss of the material woblel minimized.

Societal/policy Impact

The Alliance to Reduce Disparities in Diabetesl@0and the Institute of
Medicine (2012) promote and petition for changelkealth policy to move forward the
acknowledgement that diabetes is a national andiggodisease. Health policy detailed
in The Affordable Care Act (DPC, 2009) will requBeciety to assess their specific
population served in order to facilitate the mamaget of diabetes, and the promotion of
health (decrease in new disease and resulting ccatiphs). My study’s findings are
aligned with the acquisition of new knowledge ie thiscovery that African Americans
(albeit a small sample size) are specific in tde@abetes educational needs. Societies like
organizations have finite financial resources ameh&in capital with which to promote

health and treat disease; hence we must includesiient in such a grand endeavor.

Understanding that African Americans have prefeesrrelated to new learning
(hearing the information), reinforcement of sucarieng (difficulty in attention, yet
frequent reading) and the desire to access camat@ge their diabetes (shared classroom
learning) is crucial for the enactment of potentiedv health policy. Such policy may
mandate an every other year social assessmerg pbfiulation served. This assessment
could initially identify the demographics pertinardt to each county, but to each

healthcare organization. Relevant to Houston aeth evore specific to Harris Health
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System, the findings from my study could potenyiallter the educational methodologies
and strategies to deliver diabetes education té\thean American population. Such
findings could be a step forward in understandivad iccessing care is not correlated to
the receipt of useful, educational diabetes infdioma The potential to provide outreach
for the African American population and deliverean the preferred setting via the
preferred method, has positive implications fordbhievement of effective diabetes self-
management. The potential to have patients suaghssélf-manage their diabetes could
result in local, regional, and national positiveltie outcomes with a subsequent decrease

in healthcare utilization and cost.

Theoretical and Empirical Implications

My study’s findings build upon the tenets of Baralsl (1997) theory of self-
efficacy. The empirical findings possess poteritiare implications for the development
of useful diabetes education material for Africaméyican Houstonians. My findings
that African Americans have difficulty in attentioould be aligned with Bandura’s tenet
of attention being necessary for self-efficacy.sTlack of self-efficacy is evidenced by
Houston’s African American greater than nationadrage, readmission rate for diabetes
(Texas Department of State Health Services, 20A3jeficit in the element of retention
(Bandura, 1997) has the potential to be associitickhe African Americans’ need to
frequently review educational material and despeat attendance at group educational
classes. This study’s population genetic predisiposto diabetes surprisingly voiced

recognition that because family members had besgndised that the patients’ fate was
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inevitable. This information may be linked to agmial lack of motivation and
production detailed as “fait accompli” (Bandura9TI® This concept should be taken
seriously when educating African Americans abouatthe wellness, and diabetes.
Fostering individual empowerment is essential inadimg that a personal difference in

the promotion of health and effective self-managamoé diabetes can be achieved.

Recommendations for Practice

As a result of my findings, health care clinicianast be aware that cultural
nuances exist that may negatively impact an Afridarerican’s ability to optimally self-
manage their diabetes. Based on my findings | woetdmmend that all educational
material be in color and include pictures, worag] eharts. | suggest that caregivers of
the African Americans with diabetes be invitedhe tiabetes group classes to aid in the
support (and the voiced need) for reinforcementepgated review of the material.
Additionally, | recommend the amendment to the te@xgsdiabetes group class
curriculum and in the future to include take-homeia tapes, specifically with a focus

on carbohydrates relayed in layman’s terms.

Another recommendation would be for each entitivéeing care within Harris
Health System to evaluate their population of AfnidAmericans with diabetes, and
monitor their healthcare utilization. This would ecessary to establish if such is related

to diabetes and any deficits detailed as prefdmyehy study’s focused population.
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Resulting interventions as appropriate could themionitored for a potential link to a

hopeful decrease in healthcare utilization and.cost

Conclusions

Healthcare transformation is progressing to achikeeAffordable Care Act’s
goals of improving access to care, improving thalipiof care, and lowering the cost of
healthcare (DPC, 2009). This requires patient engoment to self-manage their disease
and decrease costly healthcare utilization. Howdwealthcare professionals must
develop, implement, and utilize the preferred mdthior learning, to effectively engage
patients in health and wellness activities that minage chronic illness, and promote
individual and population health.

African American Houstonian’s (30% of Harris Coyg)ticcess healthcare, yet
incur a greater than national average of readmmnsdio acute care (Texas Department of
State Health Services. (2013). My study exploredivetements of diabetes educational
material for this genetically predisposed populai risk, was useful, understood, and
would be potentially effective in patient’s self-nzgement of diabetes. Results revealed
there is indeed a difference between African Anarscand other races of:

e the preferred learning method.
e take home instructions.
e support assistance sought.

e the necessity to frequently refer to educationaienal.
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African Americans voiced difficulties with inatteoh and the subsequent need to refer to
take home instructions. These instructions may ay not be aligned with the study’s
findings of the need for color, the inclusion ohds, pictures, and words. A class setting
with patient educators as instructors is the preteeducational methodology.
Additionally, African Americans find value in shag with other patients in a group
forum. This study’s findings from a small sampleesiare still relevant in facilitating
compliance with health policy within the Affordaldtare Act’s request for the production
and use of culturally sensitive patient educati@tenal (CDC'’s, 2013; DPC, 2009).
Such findings are pertinent to the study’s Afridemerican population within Harris
County Texas, in the hope of further understandimg future policy can be developed
to aid the African Americans in self-managementheir diabetes. Empowering patients
to self-manage their diabetes will facilitate impement in health and decrease the cost

of healthcare for this chronic disease.
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Appendix A: Interview Protocol and Data Collectidool

Time of interview:

Date of interview:

Location of interview:

Interviewer name: Linda M Keenan

Interviewee ID:

Introduction of researcher:

Explanation of the project:

Invitational Questions

1. Good morning/afternoon, welcome, is this stifjced time for you to answer my
guestions which will take approximately 45 minutes?

2. Do you have any questions regarding the useggoand/or reason for the research
and information collected during our discussion?

3. Are you comfortable, if so then we will beginahk you.
Self-disclosure question

Of the following choices of race or culture, whimhe is most suited to you personally?

a) White

b) African American, Black

c) Hispanic or Latino

d) American Indian and Alaskan Native

e) Asian
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f) Native Hawaiian or Other Pacific Islander

g) Some Other race

Interview Questions

1. When you recently needed to learn something m@re you able to understand bett
by: a) hearing the information, b) seeing (visuglithe information, or ¢) watching a
person perform the new task?

Response:

2.

a) Do you like to have instructions on paper tethkme with you to help you with you
diabetes?

b) If you like take home instructions, how oftenyu read them to help you with your
diabetes?

Response:

3. When you have been given diabetes educatiom&mnation before, can you tell mg
what it looked like?

Response:

4. Do you understand diabetes education better plotures, video, words, or charts are

included?
Response:
5. Is educational information easier to undersiitds in color or black and white?

Response:

—

D
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6. Can you describe to me the best educationakiexme you have had to help you wif]
your diabetes, and what made it the best for you?

Response:

7. Is there a time when you had difficulty undemstiag any educational material, and
what?

Response:

8. If you have difficulty understanding diabetesieation do you seek a family membe
help?

Response:

9. Do you find it useful to share your diabete®infation with a family member, a
caregiver or a church member?

Response:

10. What type of education method do you use im haume: 1) video, 2) audio/tapes, 3
books, 4) papers or brochures 5) radio?

11. Is there anything else you wish to share wightatday and do you have any
guestions?

Response:

Thank you for assisting me in my research. If yauehany questions after this intervie

please call 713-566-2513 for assistance.

=y

I'S

)

W
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Appendix B: Telephone Awareness Script

Exploring How African American Race and Cultureegkls Patient’s Perception of
Diabetes Health Education

Telephone Script (First Session)
Notification of Telephonic Recording
Good morning/afternoon/evening

Pl: My name is Linda Keenan, for purposes of comficgity may | ask for your code
please that | gave you in our last phone convensati

Participant Response..........
Pl: Thank you

Pl: After establishing identity......... | am the persdrilee clinic that spoke with you
about my research. Is this still a good time fotautalk?

Participant response........... Ifyes.........
PIl: Before we begin | wish to remind you that ouegdione conversation and
your answers will be recorded. If this is accef@amnd you are comfortable we
will begin (commence use of interview protocol).

Participant response........... Ifno...........
PI: 1 understand, is there a better time for you wten we may talk? If not or
decline /change of mind to participate is voiced #n the proposed
participant’s code, name, and all identifiers willbe removed from the study
information given at time of recruitment and the initial telephone call.

Pl: (Progress though interview protocol)
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PI: I really wish to thank you for assisting me in negearch, and | look forward to our
next call/in person to discuss your answers (regatt and time agreed upon). Do you
have any questions at this time?

Participant response..................

Pl: Answer any questions posed.

Thank you again and | will speak to you soon.
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Appendix C: IRB Project Closure Form

PrRoOJECT CLOSURE FORM
HCHD INSTITUTIONAL REVIEW BOARD
(PLEASETYPE)

INSTRUCTIONS: Complete this form when an approved human subgsetarch project is
completed or ends for any reason. Once a Projexgu@ Form is submitted, no more
data may be collected about any of the subjectharstudy. Therefore, if you are still
collecting follow-up data (either directly from gabts or indirectly from existing
records) about subjects, the project should renogien, even if you are no longer
enrolling new subjects.

Reason for Project Closure

[_] Final Closure of Project:

[] Project Not Conducted or Cancelled:
Please describe:

[_] Project Director no longer at the Harris Countyspital District.
Location of signed informed Consent Documents — dpplicable:

Original Approval
Date:

Title:

Total Number of Subjects
Enrolled at HCHD:

Principal E-
Investigator: mail:
Department: Phone:

PLEASE PROVIDE FINAL SUMMARY AND FINDINGS (250 WORD S OR
LESS) ON PAGE 2 OF THIS FORM
Findings and Summary should be written in non-techical terms
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Principal Investigator Signature Date

Reminder: The Principle Investigator is required by the Harris County Hospital District y and federal regulations to
maintain records of all correspondence relating to the use of human subjects in research. Copies of the application forms,
notices of approval, and signed informed consent documents must be maintained in the Investigator’s records. Copies of
these research records must be kept for three years after the close of the study, irrespective of the reason for closing the
study. Studies that involve drugs or devices seeking FDA approval must be kept for two years after the FDA has taken
final action on the marketing application. All records of human subject research are subject to inspection by federal

authorities and the IRB.



Appendix D: Consent Form

INFORMED CONSENT
Harris Health System IRB
Houston, Texas 77054

TITLE: Exploring How African American Race and Culture

Alter a Patient’s Perception of Diabetes Health Education

PRINCIPAL INVESTIGATOR:  Linda Marie Keenan
PHONE NUMBER: 713-566-6079

DEPARTMENT: Discase Management and Population Health

STATEMENT OF RESEARCH

It is the right thing to do to have a person who is to help with research to agree to be part of the
study. This consent must include what the research is for and what the risks are. This paper gives
you information you need to decide to be in the study. Only people who agree can be in a
research study. Please take your time to make your choice. If you have questions please ask.

WHAT IS THE REASON FOR THIS STUDY?

The reason for this research study is to find out what African Americans think are the best ways
to get education to help take care of their diabetes, when compared to people of other races. You
are a person who could help me because you are in a diabetes class, you are older than 18, and
you speak English.

You will be asked to meet with the researcher to talk about what you think is best to help you
learn. The information from your interview and of others will help to write new ways to give
diabetes education that will help many ethnic groups.

HOW MANY PEOPLE WILL BE IN THE STUDY?

About 30 to 60 people will be in this study in at least 3 clinics at Harris Health System. People
in as many as 12 clinics in Harris County may be part of the study. You will be interviewed at a
place within the Harris Health System you like, or by telephone.

HOW LONG WILL I BE IN THIS STUDY?

You will be in 2 meetings for a total time of about 1 hour and 15 minutes. The first meeting will
be about 45 minutes. You will come to the clinic where you have your diabetes class or a place
you choose in Harris Health System, or you can talk to me on the phone. We will have a second
meeting by phone or at the clinic to talk about your answers which will take about 30 minutes. If

ROAM-10-194-African American patients' perceptions of diabetes health education
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you are not able to come back to the clinic, then we can do the second meeting by phone to make
sure I have your answers.

WHAT WILL HAPPEN DURING THE STUDY?

You will be asked the same questions as all the other people in the study about your race and
what ways you like to best get diabetes education. It does not matter if you answer or do not
answer a question, your care at the clinic and at Harris Health System will stay the same. I will
write notes when I talk to you to make sure I have the answers you will give me, and T will non-
digitally tape-record the first meeting to help me write everything after we meet.

HOW MAY I FEEL?
If you help in this study, you may feel upset by talking about your diabetes and daily life.
WHAT GOOD THINGS MAY HAPPEN?

You may not be helped by being in this study. I am doing this study for my college degree. In the
future other people might be helped because what you say will help Harris Health System find
better ways to give education about diabetes.

DO I HAVE TO SAY YES?

You do not have to be in this study. If you are in the study, you can decide not to answer any
questions at any time.

WILL I HAVE TO PAY ANYTHING TO BE IN THIS STUDY?

You will not have to pay to be in this research study.

WILL I BE PAID?

You will not be paid for being in this study.

WHO IS PAYING FOR THE STUDY?

Harris Health System and 1, as the researcher, will not receive any money to do this study.
PRIVACY

Your information will be kept private to the level allowed by law. Your study information may
be read by government agencies, Harris Health System Institutional Review Board members,
Walden University’s Office of Research Ethics, Compliance and Linda M Keenan’s Dissertation
Chair and committee members.

All your information from this study will be kept private and only shared if you say yes or as the
law lets me. You will be given a letter and a number code to keep your name private. All your

ROAM-10-194-African American patients’ perceptions of diabetes health education
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information and tapes will be kept in a locked safe for at least 5 years and only I know the
number to open it. I will look at the answers you gave me and then put them in my private
computer to help me understand the information better.

The information from the study will be put all together and when shared with my school
committee, my school, government agencies, and Harris Health System’s Institutional Review
Board, they will not know who you are.

DO I HAVE TO BE IN THIS STUDY?

You can say yes or no to the offer to be in the study. You can stop being in the study at any time

and still come to the clinic for all your care at Harris Health. If you choose not to be in this study
or if you choose to stop being in this study, you will not be refused care at Harris Health because
of that choice. You need to sign this form to be in this study.

All of your study information and this signed form might be looked at or copied by Harris Health
System’s Institutional Review Board. This Board might read the information you give me to
check how the study was done or for other uses allowed by law.

You have the right to see and copy your study answers for as long as Linda M Keenan, the
principal investigator, has this information. This consent does not have an end date. You need to
write a letter to Linda Marie Keenan at 2525 Holly Hall Drive, Houston, Texas 77054 if you no
longer want to be in the study.

If you no longer want to be in the study, then Linda M Keenan, the principal investigator, will
not keep or further share any of your information unless it is to make sure the study rules are
met. If you no longer want to be in the study, it will not change the information that was already
shared or read before you changed your mind.

In the event of injury resulting from this research, Harris Health System is not able to offer
financial compensation nor absorb the costs of medical treatment. However, necessary facilities,
emergency treatment and professional services will be available to you, just as they are to the
general community.

AUTHORIZATION

I give permission to share my information about this study and this signed consent form to Harris
Health’s Institutional Review Board, my school committee, my school, and other government
agencies as described in this form.

When I sign this form, I have not given up any of my legal rights by being in the study and I will
be given a signed copy of this form.

ROAM-10-194-African American patients’ perceptions of diabetes health education
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CONTACTS AND QUESTIONS

The researcher doing this study is Linda Marie Keenan. You may ask any questions you have
now. If you have questions, concerns, or complaints later about the study, please call Linda
Marie Keenan at 713-566-6079.

If you have questions aboul your rights by being in the study, you can call the Harris Health
System Institutional Review Board at (713) 566-6470. You can also call this number to tell about
any problems, complaints, or concerns. Please call this number if you cannot reach research staff
or you wish to talk with someone not part of the study.

If you have questions about your rights about being in this study, you can also e-mail Walden
University’s Office of Research representative at irb{@waldenu.edu.

Your signature on this paper says that you know about this research study, that your questions
have been answered, and that you agree to be in this study.

Subjects Name:

Signature of Subject Date

[ have discussed the above points with the subject or, where appropriate, with the subject’s
legally authorized representative. It is my opinion that the subject adequately understands the
risks, benefits, and procedures involved with participation in this study.

Signature of Person Obtaining Consent Date

2014.06.06
WaLDEN UNIVERSITY ‘I 4:20:05
-05'00

Harris Health System

Institutional iew Board
Protocol 10 Al M=) -/ 94
Approved Date: _Efﬁif.i:.?_ﬂf',_ﬂ) |
ROAM-10-184-African Amarican patients’ perceplions of diabetes health education  Expiration Dete: £ 43, 3645 et
P: L. Keenan Page 4of 4 Amendment Date: __—
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Curriculum Vitae

LINDA M. KEENAN PhD (c), MPA, BSN, RN-BC, NMCC
AREAS OF EXPERTISE

e 20 plus years leadership and executive experidiealth Plan, Hospital, Service
Line, Ambulatory Care, Managed care

e Operations- strategic planning, Integrated Deliv@ygtem, medical academic
support and affiliations, multi —site responsilyilit

e Utilization of LEAN principles and change managetskills

Substance use, mental health, care coordinatidization and resource

management

Population Management, contract management andiaggos, revenue cycle

Joint Commission, DNV, HEDIS, NCQA, URAC, Magnet

Federal and State regulatory agencies and standards

Strong physician relationships and community nekva@velopment

Project management and program development

Grant writing and RFP development

AMERICAN NURSING EXPERIENCE
Harris Health System 2009-2014
Associate Administrator, Disease Management and Pafation Health- Harris
Health System
April 2013 - Oversight 287 employees at a systerallexecutive position focusing on
disease management, case management (inpatieatrdndatory), population health,
wellness and community outreach serving acutefeaikties with a combined 700 bed
capacity across 2 trauma centers, and 15 healtersamith 1 million visits per year.
Program development and to research and implenegfhaad providers specific to
evidence based practice for chronic disease amdacaoss the continuum.
Responsibilities include financial accountabiligyant writing, program development,
and case management within the Patient Centereit®Mddome, acute care, specialty
services, quality management, patient educatioysiplan satisfaction, utilization
patterns and transitions of care. Responsibledatity outcomes across the continuum,
to include Oncology case management, patient nenrigiasubstance use assessment and
counseling, diabetes service line. Accountablaufdization review and resource
management, to include 24/7 transfer center angldmitedical services authorization.

Chief Nursing Officer, Ambulatory Care Services, Haris Health System, Houston,
X
2/26/12- 4/1/13. Professional accountability fag tiractice and professional
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development of nursing staff across ambulatory sareices to include community
health centers, Homeless Program and Specialty. ®asponsible for clinical, financial,
and programmatic outcomes for Patient Centered ddbeHome, Oncology, Patient
Education, diabetes and cardio-pulmonary management

Administrative Director Disease Management, HarrisHealth System, Houston TX
10/09-2/12. Clinical and financial accountabiliy implementing Disease Management
to include Ambulatory Case Management with a fanugatient empowerment, nurse
development and improving access via applicatioBesit Practice Clinical Guidelines.
Development of risk stratification tools and nuseeial work interventions for patient
populations identified with chronic disease. Instantal in physician and nurse Best
Practice research, responsible for initial recagniof Patient Centered Medical Home
and an Accountable Care Initiative. Active comnatteember of note for Nursing
Information Systems Leadership, Executive Infororatbystems, Magnet Steering and
Exemplary Professional Conduct.

Director Health Services, Renown Reno N\1/02-.6/09. Clinical and financial
operational accountability for case managementakservices, medical management for
HMO, PPO, TPA, ASO, Medicare Advantage Productdiredherence and
implementation of Regulatory, State, Federal retgaria to include on-site acute care
audits, appeals process. Responsible for 24 haserall center and oversight of PBM
functions and formulary. Contract negotiations, keéing presentations, disease
management in the home and telephonic oversigtdmplex care patients. Project
manager for benefit design, utilization review amdrmation systems. Education of
primary care physicians and hospitalists relateth8&® management, utilization,
technology, criteria and referral management.

Director of Nursing, Skilled rehabilitation and LTC facility, 199 beds Reno NV
5/01-12/01

Responsible for Clinical, financial and quality esfs of Nursing Care delivery.
Regulatory, Federal and State survey compliang@cal education, quality assurance
and instrumental in the admission process. Compaorganized.

Administrator Psychiatric Program/Director of Nursi ng, Behavioral Healthcare

Corp Inpatient and outpatient psychiatric and chemcally dependent /dual

diagnosed clientsOct 99-3/01.

Responsible for clinical, financial and educatioc@iponents of the nursing department.
Development of age specific patient programs, cdihcrisis interventions, and group
facilitator. Public presentations for physiciankted to marketing, increasing census and
case mix adjustment. Active participation in coatual arrangements, reimbursement,
performance improvement and education of professistaff. Member of community
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agencies and affiliated with CPS, foster care andnile detention centers. Hosted radio
show with Primary Care physician.

Director Case Management, Reimbursement and Transpht program for 4
integrated hospitals - Baptist Corporation MemphisTN 1996 to 1999Responsible
for clinical and financial operations inpatient andapatient, social services, quality
management and appeals/denials, Medicaid, Medifarécute Care, Rehabilitation,
Skilled Nursing and Psychiatry .Direct reportingMedical Director of Baptist IPA for
bed days, integrated case management and PBM irgpd®rant writing, program
development, regulatory compliance, physician daaft education regarding managed
care resource management. Formulation of contriletnguage for integrated and large
case management. Disease management team leagect Rrader for admission and
case management/patient care software implememtatid training. National speaker
and local University lecturer to BSN and HIM stutien

Nurse Consultant- Northern CA, Sole proprietanitiated 1/95 offering services to
include: systems analysis, case management, psycluigent education. Medical and
legal review of records, reimbursement and compéao state and federal regulations.
Expert witness for attorneys.

Director Utilization Management -SunRidge Psychiatridospital Northern CASep.
94 to Jun. 95.

Implementation of case management of all patieots triage through discharge.
Responsible for budget, program marketing, commuiatson, education, and
orientation of staff for three departments. Deveiept of IOP and Residential Center.
Performed initial psychiatric assessments and aoecureview of charts to coordinate
benefits, delivery and adequacy of care for patianid reimbursement for all levels of
care. Initiated appeals for denials. Member cédttive Management Team. Directed
QA of department. Left position as hospital mergetth another outside of the
geographic area.

Psychiatric Nurse- United Behavioral Healthcare Dayton OH, Managedezduly 91

to Mar. 94. Utilization review of in-patients andse management of outpatients.
Medication management and individual counselingfacditator of 3 groups. Liaison
with psychiatrists and primary care physicianssisrintervention, case management of
the chronically mentally ill, substance addictioasd coordination of admissions and
participation in QA data collection and trending.

Primary Nurse -CCU/ICU/ Open heart/Trauma, Miavalley Hospital Dayton OH
600-bed teaching hospital
Total patient care utilizing invasive monitoringjls. Primary care for ventilator -
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dependent patients.

* The preceding two positions were held simultasgglensuring clinical

competence in both  specialty areas.
Nurse Manager- Acute 32 bed Telemetry Unit. Greene Memorialgitat Xenia OH
Aug. 89 to Jan. 91. Coordination of all unit adtas to include budgeting, staff
education, quality assurance and recruitment &f stective committee member for
Critical Care, QA, Nurse Practice and Nurse/Phgsidtelations. Rotational House
Supervisor for CCU/ ICU, ER and OR. Transferreanfribis position to relief RN at
same hospital in Feb. 91 to work on ER, Mental Heahd Home Health.

Director of Nursing andDirector Staff Development and Staff RN ICU/CCU
Northern CA Long term, acute and skilled. 1986-1989

Duties-Initiation and maintenance of staff eduaatiairing, scheduling of personnel.
Accountable for nursing standards of care, budgetpliance, MDS and participation in
State and Medicare surveys.

ENGLISH NURSING EXPERIENCE
Nurse Practitioner - Hospice Home Care - Occupational Industrial RN. Night
supervisor

EDUCATION
PhD student Public Policy and Administration (heedire) -expected graduation 2014
MPA/Health Services Admin, Keller Graduate SchddVlanagement
BSN Chamberlain College of Nursing
ANCC General Nursing Practice
ANCC Psychiatric Mental Health
National Managed Care Certification NMCC
FACHE in progress
RN Nursing School - Peterborough, England
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Elected Alternate for House of Delegates for TNA
Active participation, project writer and owner ¥dedicaid Texas 1115 Waiver
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