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Part 1: An Overview
This is the first module of a three-part series on African Americans (and
other descendants of Africa) living with diabetes in the United States. The
goal of this series is to raise awareness of health inequities and provide
population facts, cultural insights and potential solutions to assist health
care providers in taking concrete actions to close African American/Black
health disparities.
This module explores the cultures, spirituality, beliefs and perspectives
around health, illness, and treatment along with other parallel facts.
Thank you for participating in this training. We invite you to implement
this information into your practice and share learnings with colleagues.

Presented by the African American/Black Enterprise Resource Group in partnership with the Health
Equity Council, Consumer Health Engagement, and Clinical Program & Operations.

Population & Statistics
For society, health disparities translate into worsened health outcomes, higher
health care costs, lost work productivity, and premature death. For African
Americans/Blacks in the United States, health disparities are far too common,
impacting quality of life, longevity, economic opportunities, and injustices.

BLACK/AFRICAN
AMERICAN

Elsewhere
203,000 5%

United States
3.08M total

THREE DIASPORAS

13.4% of the United States
population, in 2019

Africa
Jamaica 682,000
1.36M 36%
Haiti 586,000
Dominican Republic 161,000
Caribbean 1.9M 50%
Central America
137,000 4%

Population and percent
of U.S. foreign-born
blacks by birth region
and birth countries that
contributed at least
100,000 black immigrants.*

In 2017, African
Americans were
twice as likely
as non-Hispanic
whites to die
from diabetes.53

Ethiopia
191,000

Trinidad & Tobago
192,000
Guyana
122,000

Ghana 147,000
Nigeria 226,000

Kenya 107,000

IMMIGRANTS
FROM AFRICA

39% of the overall
foreign-born population

IMMIGRANTS FROM
THE CARIBBEAN

49% of all foreign-born
Blacks in the United States
in 2016

South America
184,000 5%

In 2016, non-Hispanic
Blacks were 2.3 times
more likely to be
hospitalized for lowerlimb amputations as
compared to nonHispanic whites.53

In 2016, non-Hispanic
Blacks were 3.5 times
more likely to be
diagnosed with endstage renal disease as
compared to nonHispanic whites.53

In the latest National Health
and Nutrition Examination
Survey data, the obesity
estimate for African
Americans/Black is 13.8
percent versus 9.3 percent]
for whites. Immigrants are not
included in the census. The
primary modifiable biological
risk factor for diabetes in the
African American/Black
community is obesity.7

*Pew Research Center tabulations of the 2013 American Community Survey (1% IPUMS)
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PERSPECTIVES ON

health, illness and treatment

Perspectives on health, illness
and treatment
Diabetes is a global health epidemic. Although this
is the case, there are differences in the health,
manifestation of illness, and treatment of diabetes in
the various diasporas.
In Africa, the health of a person with diabetes is affected
by lack of education, low income, poor access to care,
and the fact that many patients are asymptomatic.27
Afro-Caribbeans with poorly managed diabetes may
have a lack of education, low income status, and have
limited access to care as well.16, 21
Treatment for those living in the United States is more
progressive than other countries. Diabetes
management consists of proper diet and exercise;
prescription pills such as Metformin, a non-insulin
injectable; and administration of insulin. However,
treatment for Africans and Afro-Caribbeans is
sometimes not as progressive.1, 12, 16 Due to lack of
medication availability, medication adherence, and
knowledge of diabetic management, they tend to
experience more amputations.11
Within the three diasporas there is a belief that
natural medical treatment is preferred over Western
medicine practices, but the source of this belief is
unknown.3, 32, 37 Some of the reasons may be related to
one or more of the following: limited access to care,
mistrust of health care providers based on historical
interactions, concerns with self-efficacy to manage
personal health, or lower health literacy.37
Natural or alternative medicine may be more
commonly utilized with older generations as opposed
to younger generations and with first-generation
Americans versus subsequent generations.3
However, all beliefs should be assessed when creating
treatment plans for each patient.

Home remedies are an often overlooked
component of health management among
African Americans/Blacks. Remedies are
commonly used with the belief that they will
improve blood glucose levels.32,37

Common remedies:*
›
›
›

›
›
›
›

Prayer
Special teas from leaves and roots
Herbal supplements**
• moringa, thyme, fenugreek
• black seed, garlic, linseed
• ginger, damakese, mustard
• rue, green tea, pound-cake bush
• cerasee, king of the forest, bird pepper
Rubs, root preparations
Apple cider vinegar/regular vinegar
Lemon juice
Coconut water

For more information on diabetes
management for customers
please click here.

*May differ by subculture due to familiarity with herbs, roots, or products
**Use of these herbs with antidiabetic prescriptions could potentially lead to serious toxic effects due to herb-drug interactions
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SPIRITUALITY

Spirituality
Religion and spirituality is an important component to
how African-Americans/Blacks view themselves and
manage their health. Those who believe in a higher
power may identify with practicing a specific religion
or spirituality.26 Religion usually includes prayer,
meditation, organized worship, and connecting with
others in the religious community.4,25 Spirituality is not
as defined but helps with perspectives on the nature of
reality, life, and death.48
Both usually focus on God or other superior beings that
will provide strength to cope with daily challenges.30 For
example, some apply their faith in partnership with God
by acknowledging and fully participating in the process
of managing diabetes.25,30
On the other hand, others see their higher power as
being solely responsible for the health outcome and
choose a passive approach with respect to the actions
needed to help manage the condition.48,35 A commonly
held belief is that if the disease is not “claimed” it will
not manifest in the body.48
Patients turn to religion/spirituality when facing
difficult medical decisions.48 There are those who
believe that prayer30, scripture reading and faith are
forms of treatment. Religion/spirituality may play a
role in what type of treatment will be selected, when
treatment is applied, or which lifestyle choices will be
implemented.4,25 Moreover, its impact is also observed
in dietary selections, medication adherence, modesty,
and times of treatment (as it could interfere with
scheduled prayer.)19,48
When we think about African Americans/Blacks
addressing diabetes, cultural competency is key. It is
the ability of providers to deliver care that address
the holistic needs of the person. Holistic treatment
includes the whole person (mind, body, and spirit).18
Patient satisfaction is important in nurturing providerpatient relationships and can have an effect on
patient outcomes.

Did you know?
The following questions have been adapted
from the FICA Spiritual History Tool and can be
used as a means to identify spiritual practices
and beliefs.39

›

F - Faith and belief

Do you consider yourself spiritual or
religious? Is spirituality something important
to you? Do you have spiritual beliefs that help
you cope with stress/difficult times?

›

I - Importance

What importance does your spirituality have
in your life? Has your spirituality influenced
how you take care of yourself, your health?
Does your spirituality influence you in your
healthcare decision making?

›

C - Community

Are you part of a spiritual community?
Communities such as churches, temples, and
mosques, or a group of like-minded friends,
family, or yoga can serve as strong support
systems for some patients.

›

A - Assess and Address

How would you prefer that I address these
types of issues in your healthcare? Would you
like to incorporate this information in your
treatment plan?

Assessing for spiritual and religious practices is beneficial in understanding
the lens through which the patient views life.
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BARRIERS TO
HEALTH CARE

Barriers to health care
Challenges to providing care can be attributed to
problems associated with a patient’s health care
treatment and social determinants of health.20 This
includes the shortage of hospitals and clinics within
a location, including shortages of health care staff,
as well as the lack of providers of color.24
The health care system is challenged by biases of the
individual provider and their delivery of care to
African-Americans/Blacks. Barriers include, but are
not limited to:13,36

›
›
›
›

In 2018, African Americans were
60% more likely to have been diagnosed
with diabetes by a physician compared
to non-Hispanic whites. They are also
more likely to suffer complications from
the disease.

U.S. Health and Human Services
Office of Minority Health53

Provider knowledge of African American/
Black traditional diets and customs
Poor communication between patient
and provider
Lack of trust from the patient due to insensitive
bodily and verbal cues from the provider

60%

Social determinants of health:
-

Lower levels of education
Lower socioeconomic status
Food insecurity/poor diet
Access to appropriate care
Cost of care (even among the insured)
Access to transportation
Cultural/spiritual beliefs
Adequate housing and safety
Community context (Discrimination)

Percentage of diagnosed cases of
diabetes by physicians
Non-Hispanic
White Americans

AfricanAmericans

For more information on diabetes
management for physicians and
clinicians please click here.
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SOCIOECONOMIC
IMPACT ON HEALTH
AND NUTRITION

Socioeconomic impact on
health and nutrition
Low socioeconomic status (SES) can affect an
individual’s ability to manage their health conditions.
“Socioeconomic factors, particularly when it comes to
education and income, are key contributors to dietrelated disparities; in fact, it has been suggested that
the effects of socioeconomic status on disparities are
stronger than those of race and ethnicity.”45 (Satia, J.
2009, pg. 3)

Level of education34
This impacts knowledge of dietary
recommendations and which foods
are healthy versus unhealthy; this
limits their ability to make healthy,
informed decisions. In addition, low
health literacy may impact
treatment adherence.

Marketing campaigns targeting lower
income populations44
Often, succumbing to the selection of
high-calorie foods or empty calorie
snacks is a matter of their availability
and convenience. It is not helpful that
unhealthy food marketing campaigns
and advertisements are aimed at
African American/Black communities.

Limited income47
A lack of financial resources can
limit ability to afford medications,
therefore increasing the risk that
medications will not be taken as
prescribed. Many may try to stretch
medications and supplies for diabetes
as it can be very expensive, especially
if they are insulin dependent.

African American/Black communities often consume
diets rich in saturated fats and refined sugars, and otherwise low in quality (i.e., high in fried foods, organ meats,
processed meats, high-fat dairy, added fats, eggs/egg
dishes, bread, and sugar-sweetened beverages).26,38
Below are a few examples and explanations of how SES
affects the African American/Black community as it
relates to managing diabetes.

Psychosocial factors9,41,49
These factors may affect dietary
intakes, and consequently increase
chronic disease risk. In one study, high
self-efficacy (defined as confidence in
one’s ability to do a certain behavior)
was associated with higher fruit and
vegetable and lower fat consumption.
The relationship between diet and
disease is correlated with healthy
dietary intakes, as in high self-rated
health, knowledge of dietary
recommendations, strong social
support (from family members and/
or friends) and familiarity with
nutritional guidelines.
High cost/lack of availability of
healthy foods36,51,54
There can be struggles with purchasing
foods often recommended by health
professionals due to lack of healthy
foods being available in their area or
healthy foods being very expensive.
This is often due to a practice called
redlining. It is the systematic denial of
various services by federal government
agencies, local governments, and the
private sector, either directly or
through the selective raising of prices
in the neighborhood they live in. Some
may have to rely on food banks or
kindness from others to help them eat
from day to day; therefore, they have
no choice in what they eat.
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STRESSORS
AFFECTING HEALTH
AND WELL-BEING

Stressors affecting health
and well-being
Stress can affect your body’s blood glucose levels in
two ways: It can increase hormones that may cause
blood sugars to go up, and/or it can cause you to
change the way you take care of yourself.8,50 African
Americans/Blacks report higher levels of stress
compared to white counterparts due to the following
five most common stressors: occupation, finances,
relationships, racial bias, and violence. The most
impactful of these is finances (specifically low
socioeconomic status).34 African Americans/Blacks
often report higher numbers of stressful events and
have greater negative outcomes to life stressors than
white counterparts across all five stressors.33,55 Older
adults report stressors relating to multigenerational
caregiving and acculturative stress more than
younger adults.31,33,49,51
There are certain psychological factors that are
predictors of health outcomes. Anger, anxiety,
depression, and hostility are all factors that have
been prospectively linked to higher all-cause mortality
rates.42,51 However due to held social norms or ideals,
these psychological factors are often not discussed
within the African American/Black community.36,43
With all things considered, it is very important to
inquire about levels of stress, types of stressors, and
perceived barriers.49 Many times it may not be about
patient’s unwillingness to comply; it may be about
what they are facing within their environment that
may hinder progress.33,43,49

Discrimination in health care
An African American/Black patient may have their
guard up when discussing health matters due to the
residual effects of slavery and discrimination toward
African Americans/Blacks throughout history.36
Perceptions of racism and classism previously
encountered in health care settings, as in cases like
the Tuskegee Experiment, Henrietta Lacks, and
Serena Williams childbirth experience, are associated

with lack of patient-provider trust and communication
in future medical encounters. This also includes
personal histories of patients regarding provider bias
via verbal discussions, body language, display of lack
of respect, and perceived discomfort and/or
disinterest in their health and well-being.12,29
Racial discrimination is often disguised as a
microaggression. These microaggressions are brief,
intentional or unintentional verbal and non-verbal
behavioral expressions that communicate hostile,
derogatory, or negative racial slights and insults to the
oppressed target person or group.28 Microaggressions
hinder the patient-provider relationship when
providers make incorrect judgements and
assumptions about their lifestyles.28 Even when
patients change providers, previous experiences may
affect new patient-provider relationships.24,51
The most common types of discrimination and racism
reported by African American/Black patients were:24,28

›
›
›
›
›

Feeling that a provider was not listening to them
Seeing patients of other races being treated
differently
Being treated with less respect than others
Not allowing them to ask questions
Making assumptions of culture and level of
education

This highlights the need for better cultural
competency training of health care providers on
listening to African Americans/Blacks, being aware
of their verbal and non-verbal bias interactions, and
allowing the patients the opportunity to voice their
concerns.20 By doing this, the patient may feel like the
provider truly cares, respects them, and has a
genuine concern about their health.6 Letting the patient
play an active role in developing their treatment plan
shows respect and acknowledges cultural differences.29
By assessing the patient’s provider history and needs,
providers will be better able to understand and give
proper resources needed to improve their health.40
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MEDICATION
ADHERENCE

Medication adherence
Medication non-adherence costs the United States at
least $170 billion annually and can lead to growing
rates of mortality and morbidity.2 Medication
adherence is a means to manage chronic health
conditions and saves the lives of many.14 Increasing
medication adherence from 50% to 100% among
people living with diabetes reduces rates of
hospitalization by 23.3%. As mistrust of the medical
industry has been an issue even dating back to the
Tuskegee syphilis experiment, medication adherence
remains a barrier in the African American/Black
community.46 While there are many reasons
medication regimens may not be followed, three
major concerns regarding medication adherence are:46

›
›
›

including clinically trained peer-lead interventions,
have been shown to be effective in helping people with
lower literacy rates improve health outcomes.46 Older
African Americans/Blacks in underserved communities
are more likely to be affected by several chronic health
conditions, have higher rates of polypharmacy,
(simultaneous use of multiple drugs to treat a single
ailment or condition) and medication duplication, and
have potentially inappropriate medication.2,48

General concerns about medication, including
side effects and potential harm
Disbelief in medical diagnosis and perception
of illness

Did you know?

A lack of access to medications and education
about them

Alternative medicine in the African American
community may be a form of certain African
religions like Yoruba, Igbo, and other traditions.
For African Americans/Blacks alternative
medicine stemmed from not having access to
medical treatments during slavery. The family
matriarch had a given role and responsibility
to gain knowledge of roots and administer
home remedies.

Concerns of side effects
Some African Americans/Blacks may dislike the idea
of having to rely on medications due to fears that
they may become dependent or even addicted to
them.47 Becoming dependent or addicted to
medications is considered to be a sign of illness.
Some may believe the medications are making them
more ill and are causing other medical problems.46,47

Disbelief in diagnosis and illness
Some African Americans/Blacks are more likely to
minimize the role of medication to manage health or
don’t believe medication is necessary; or, once they
see a positive change in biometrics, they think they
are cured and don’t have to take it anymore.46

Education and access to medicine
Health literacy (the degree to which individuals have
the capacity to obtain, process, and understand basic
health information needed to make appropriate health
decisions) is a barrier to medication adherence.38
Those with lower health literacy rates are less likely to
be an active participant in treatment decision-making
and less likely to take medications.47 Culturally
competent diabetes education courses,

Professional medical care required formal
payment, making it inaccessible to the poorer
members of society who had to turn to “the
old wives.” Within this niche, medical
knowledge was passed from generation to
generation in the informal “old wives” network.
These women in a community would be called
upon when the head of a poor household fell ill
or a woman began childbirth.
Unlike doctors and other medical professionals,
the expertise of these women was rarely
compensated. The “old wives” tradition and
expertise in herbalism, botany, minerals and
the human body have been passed down and
maintained throughout the early 1900s and
even today.17
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DELIVERY OF
EDUCATION:

Cultural competency

Delivery of education:
Cultural competency
A culturally competent diabetes education program
will address the needs of African American/Black
communities in health literacy, awareness, and
self-management of diabetes.8 Communication
between patient and provider is highly encouraged to
build trust.5 Cultural competency and awareness are
methods in which providers learn to protect and
advocate for their patients.5 To increase effectiveness
of patient education, providers should challenge
themselves to increase their knowledge and awareness,
encourage dialogue, and complete cultural competency
trainings.7 Patients who are engaged with their health
treatment have less anxiety about treatment options,
gain better understanding of their health, and are
inspired to inquire about their health.5,6,11

›

›

Assess any barriers to the patient’s understanding
of education and/or material shared. Let the
patient share how much they already know about
the condition and how they perceive it. This may
provide insight on literacy level and acceptance of
learning more about the condition.46,48

food labels and medication slips); you can
also share or send visuals that may highlight
key medical terminology in diabetes care for
better understanding.2,23,47

›

›

›

Practice health literacy skills with them to ensure
they understand. (For example, have them read

Offer a thorough dietetic evaluation with a
registered dietician (RD) or a certified diabetes
care and education specialist (CDCES), preferably
with a professional who is familiar with the cultural
background. This can be done at the time of initial
diagnosis (prediabetes or diabetes) and on an
ongoing basis as needed.22,52
Be mindful of environmental conditions they live
in, access to health care, and level of support
(personal or professional) by administering
screenings and assessments regarding these
concerns. Community health workers at local
hospitals and community centers can also serve
as a level of support.13

Explore the challenges they face when it comes
to acquiring the tools needed to manage their
condition. This will be helpful in determining your
patient’s needs.7,38

Compared to those with proficient health literacy, adults with low health literacy experience

4X

higher health
care costs7

6%

more hospital
visits

and longer hospital
stays (up to 48
hours longer)7
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