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Black and Latino adults are at increased risk for diet-related chronic health 

conditions, related complications, and mortality. It is important to understand how 

black and Latino adults experience and manage diet-related chronic health conditions 

to develop research, policies and healthcare practices to promote health equity. 

Chronic illness management experiences are embedded within the social relational 

context, however the role of social relationships in chronic illness is understudied 

among minority groups. This research aimed to qualitatively explore how social 

relationships shape experiences making diet-related behavior changes to manage 

chronic conditions among minority adults. Two separate, related studies were 

conducted to understand how participants constructed their experiences with diet-

related behavior changes in the context of their social relationships. The first study 

qualitatively explored how overweight black and Latino adults in a low-income urban 

setting experienced making diet-related behavior changes in a pilot weight loss 

intervention. The objective was to explore the feasibility of small eating behavior 

changes in this population. The second study explored, in the context of a recent 

diagnosis with type II diabetes, how social relationships shaped black women’s day-

to-day diabetes experiences, how they experienced the effect of diabetes on their 



 

social relationships, and how relational experiences changed over a year. Findings of 

both studies demonstrate the value of investigating social relationships to explore 

interactors, content, process, and dynamics of health behavior-related interactions in 

minority populations; some findings stand out. First, diverse and unexpected social 

network members, such as sister-friends, adult children, and family with diabetes, 

were identified as salient to diet-related behavior change experiences. Second, 

participants described actively managing their relationships to selectively assemble 

desired help, navigate conflict, and preserve relationships while attempting diet-related 

behavior changes. Third, health behavior-related interactions were described as 

changeable, particularly through relationship management processes. Findings 

demonstrate how relational dynamics among black and Latino adults managing diet-

related chronic conditions may act as pathways to reinforce and/or disrupt health 

inequalities. Findings suggest that research and health promotion approaches that 

consider a variety of network members and mechanics and development of health 

behavior-related interactions may be important to better understand how relationships 

shape making changes to manage diet-related chronic health conditions among these 

underrepresented and at-risk populations. 
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 CHAPTER 1  

INTRODUCTION 

 

Black and Latino adults are at increased risk for diet-related chronic health 

conditions such as excess weight, type II diabetes, and cardiovascular disease 

(Blackwell & Villarroel, 2018; Flegal, Kruszon-Moran, Carroll, Fryar, & Ogden, 

2016; Graham, 2015; Pool, Ning, Lloyd‐Jones, & Allen, 2017). Additionally, black 

and Hispanic adults are disproportionately affected by chronic illness-related 

complications and mortality (Agency for Healthcare Research and Quality, 2016; 

Miller, Smith, Ryerson, Tucker, & Allemani, 2017; National Center for Health 

Statistics, 2016). Eating behaviors and dietary intake are important factors in these 

disparities (Satia, 2009). Research demonstrates that compared to non-Hispanic 

whites, black and Latino adults tend to have less healthful dietary behaviors and 

nutrient intake profiles (Rehm, Penalvo, Afshin, & Mozaffarian, 2016), with overall 

diets lower in fruits, vegetables, and whole grains and higher in salt and fat 

(Casagrande, Wang, Anderson, & Gary, 2007; Rehm et al., 2016; Satia, 2009). 

Additionally, managing chronic illness entails complex and ongoing regimens of self-

care, of which dietary improvements are a central tenet, to prevent complications 

related to chronic health conditions and improve quality of life (Funnell et al., 2011; 

Powers et al., 2015; Riegel et al., 2017).  Accordingly, it is important to gain a better 

understanding of factors that shape diet-related health behaviors to manage chronic 

health conditions and that might contribute to disparities in diet-related behaviors by 

race and ethnicity. 
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Work to manage chronic illness occurs largely outside of the healthcare setting 

and is embedded within individuals’ social and environmental contexts. This study 

assumes that management of chronic illness is experienced within an individual’s web 

of social relationships, or social network, itself shaped by broader cultural (norms, 

values), socioeconomic (inequality, economics), and environmental conditions 

(Berkman, Glass, Brissette, & Seeman, 2000; Bronfenbrenner, 1995). A large body of 

research demonstrates that social relationships and relational interactions significantly 

shape chronic illness self-care and health outcomes in facilitative and obstructive ways 

(Gallant, 2013; Gallant, Spitze, & Grove, 2010; Holt-Lunstad, Robles, & Sbarra, 

2017; Rook, 2015). These social relationships work to shape health behavior and 

outcomes directly and indirectly through a variety of functional mechanisms, 

including social support, control, norms, engagement, and access to resources 

(Berkman et al., 2000; Cohen & Wills, 1985; Gallant, 2013; Gallant et al., 2010; 

Rook, August, & Sorkin, 2011; Thoits, 2011). One of the most widely studied 

mechanisms in chronic disease management and outcomes has been social support. 

While conceptualization of social support and measurement vary widely (e.g. 

perceived vs. received;  general social support vs. health-behavior specific), a large 

body of empirical evidence suggests that helping involvement and support from 

spouses, family, and friends is positively associated with performing chronic illness 

management behaviors, better health outcomes such as better diabetes control, and 

reduced mortality (Brody, Kogan, Murry, Chen, & Brown, 2008; Gallant, 2003; 

Gallant, Spitze, & Prohaska, 2007; Stopford, Winkley, & Ismail, 2013; Strom & 

Egede, 2012; Tang, Brown, Funnell, & Anderson, 2008). There is also a growing body 
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of research exploring complexities in the association between support and behaviors 

and outcomes related to chronic health conditions finding that the positive impacts of 

support may differ by relational factors such as relational quality (August, Rook, 

Franks, & Parris Stephens, 2013), closeness (Rogers et al., 2014), expectations for 

involvement of others (Rook, August, Stephens, & Franks, 2011). Similarly, research 

is also focusing on the impact of a variety of less positive interactions including unmet 

support (Tang et al., 2008), positively intended interactions with negative 

consequences (Stephens et al., 2013), and obstructive interactions such as sabotage or 

undermining (Chesla & Chun, 2005; Henry, Rook, Stephens, & Franks, 2013; 

Mayberry & Osborn, 2014). Although measures and conceptualization of network 

characteristics and functional mechanisms such as support and obstruction vary widely 

across studies, the literature generally supports the conclusion that support and 

involvement from spouses, family, and friends are associated with positive diabetes-

related behaviors and outcomes when that involvement is genial, satisfactory, and 

welcomed (Gallant, 2013; Gallant et al., 2007; Strom & Egede, 2012; Wiebe, 

Helgeson, & Berg, 2016). However, unmet expectations for involvement, obstructive 

behaviors, and even well-intentioned interactions marked by tension or intrusiveness 

are negatively associated with diabetes-related behaviors and outcomes (Gallant, 

2013; Gallant et al., 2007; Strom & Egede, 2012; Wiebe et al., 2016). 

However, specific mechanisms by which social relationships and relational 

interactions impact health are varied, complex, and are currently being elucidated. 

Some variability in studies examining the mechanisms linking social relationships to 

health behaviors and health outcomes may be due in part to how relationships, the 
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resources they provide, and timing of interactions are conceptualized. For example, 

when considering relational conceptualizations, many studies tend to lump together 

sources of support, for example, by examining support provided by all friends or all 

family. However, family configurations, for instance, may be differ by race, ethnic, 

and socioeconomic groups. Black adults, for example, are more likely to live in 

intergenerational households than white adults (Cohen & Casper, 2002; Goldscheider 

& Bures, 2003; Peek, Koropeckyj-Cox, Zsembik, & Coward, 2004), such that the 

context of regular family interactions may be quite different. When thinking about the 

resources that social relationships provide, many health behavior studies focus on 

social support, sometimes conflating perceived and received support or exploring only 

one kind of support (e.g. emotional, practical) when different conceptualizations are 

not necessarily related (DiMatteo, 2004; Wethington & Kessler, 1986). Additionally, 

other resources provided by relationships may be neglected including social control 

and role guidance/demands, both of which have been demonstrated to shape health 

experiences (Berkman et al., 2000; Thoits, 2011). It is also possible that varied kinds 

of relational interactions may be differentially beneficial across racial or ethnic groups 

(Gallant et al., 2010). Finally, research about chronic illness and social relationships is 

usually cross-sectional and does not always pay attention to stage of illness (Uchino, 

2009; Vangelisti, 2009). However, evidence suggests that relational resources and 

interactions may change over time in relation to, for instance, illness duration, illness 

symptoms, and relational interaction history (Iida, Parris Stephens, Rook, Franks, & 

Salem, 2010; Iida, Stephens, Franks, & Rook, 2012).  

While research demonstrates the importance of social context and social 
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relationships on health behavior and health outcomes, the ways in which social 

relationships shape chronic illness self-care and health outcomes among minority 

populations are understudied and not well understood. It is unclear how applicable 

existing studies among primarily non-Hispanic White adults are to groups of minority 

individuals at higher risk for many chronic conditions and comorbidities.  

This research aimed to qualitatively understand how social relationships shape 

experiences making health behavior changes to manage chronic conditions among 

minority adults.  A qualitative approach was used to explore how participants 

construct their experiences in making health-behavior changes, with an intended 

emphasis on eating behavior changes, and how interactions are constructed with 

family, friends, and other social network members about chronic illness and health 

behavior changes. The qualitative approach allowed participants to share rich 

descriptions of complex phenomena such as the relationally situated process of diet-

related behavior change experiences.  A qualitative approach also allowed participants 

to nominate and describe who mattered to them and how, addressing potential issues 

related to researcher-defined groupings of important others or researcher labeling of 

specific interactions as helpful. Attention was also given to the process and potential 

dynamics involved in making health behavior changes in a relational context through 

interview guide design and scheduling of interviews. Use of qualitative methods, 

including probing and follow-up interviews, allowed the researcher to follow the 

development of unique and emergent events over the course of the study. 

 This research aimed to contribute to a better understanding of how the social 

and relational context shapes the experience of health behavior change among 
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minority adults. Having a better understanding of the complexities of the social 

context will allow researchers and health professionals to support more socially and 

culturally appropriate health behavior change plans and strategies to reduce the 

disproportionate burden of chronic illness and related morbidities and mortality within 

this population. This research sought to inform the ways in which the social context is 

conceptualized and provide a richer understanding of the dynamics of health-related 

interactions in the context of health behavior change. 

 Two separate, but related studies were conducted to address this aim. Chapter 

2 presents a qualitative analysis that explored how overweight black and Latino adults 

in a low-income urban setting experience making small eating behavior changes to 

lose weight as part of a pilot weight loss intervention. The objective of this research 

was to explore the feasibility of small eating behavior changes in this population. This 

study temporally precedes the latter chapters and motivated the latter research in the 

following ways. Findings in Chapter 2 demonstrated how carrying out small eating 

behavior changes to voluntarily manage weight was experienced as a process 

characterized by navigating unsupportive social relationships and complex and 

ongoing negotiations with family.  The researchers wanted to know how the process of 

making eating behavior changes in the context of social relationships was described 

when making eating behavior changes could be conceived as less voluntary and more 

urgent, when levels of formal support (i.e., from intervention staff) were removed, and 

when making changes and the involvement of others could be described prospectively. 

Accordingly, the analyses described in Chapters 3 and 4 use data from a study of black 

women recently diagnosed with type II diabetes who were interviewed three times 
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over the course of a year. The goals of this study were to explore, in the context of a 

recent diagnosis with type II diabetes, (1) how social relationships shaped black 

women’s day-to-day diabetes experiences, (2) how black women experienced the 

influence of their diabetes (diagnosis and management) on their social relationships, 

and (3) how this changed over the course of a year.  Chapter 3 details how women’s 

close and important relationships shaped their diabetes experiences, including making 

changes to eating behaviors. Ways in which diabetes and related behavior changes 

impacted relationships is also described in Chapter 3. Chapter 4 explores how women 

actively managed the involvement and influence of their social relationships on their 

diabetes experiences and provides concrete examples of how health-related 

interactions can change over the course of a year. Together, these findings extend the 

literature on social relationships and health behavior change to manage chronic 

conditions in minority populations. 
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CHAPTER 2 

 

ENVIRONMENTAL INFLUENCES ON SMALL EATING BEHAVIOR CHANGE 

TO PROMOTE WEIGHT LOSS AMONG BLACK AND HISPANIC 

POPULATIONS 

 

This chapter was originally published in Appetite. As per Elsevier policy, the author 

retains the right to include the paper in a dissertation, given proper citation as follows: 

Eldridge, J. D., Devine, C. M., Wethington, E., Aceves, L., Phillips-Caesar, E., 

Wansink, B., & Charlson, M. E. (2016). Environmental influences on small eating 

behavior change to promote weight loss among Black and Hispanic populations. 

Appetite, 96, 129–137.  

 

Abstract 

Small eating behavior changes are proposed as more feasible to achieve and 

maintain than larger changes used in traditional behavioral weight loss studies. 

However, it is unclear whether overweight Black and Hispanic adults in a low-income 

urban setting experience small changes as feasible and what might influence 

feasibility. Participants' experiences in a 12-week pilot weight loss intervention were 

explored qualitatively to determine the feasibility of making small eating behavior 

changes in this population. After the intervention (69% retention), semi-structured 

interviews with 46 men and women (mean age 51, 50% Non-Hispanic Black, 43% 

Hispanic) revealed that making small eating changes was a process shaped by 

participants' intrapersonal and interpersonal eating environments. Participants 

responded to intrapersonal and interpersonal eating environmental challenges by 

adapting small change strategies, navigating eating environments, and negotiating 

household eating practices. Findings highlight how even small eating behavior 

changes called for adaptation, navigation, and negotiation of complex eating 
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environments in daily life. These findings were used to improve the trial that followed 

and underline the importance of feasibility studies to inform community trials. 

Findings also add to understanding of contextual challenges and the skills needed to 

implement small changes in a low income, ethnic minority population. 

 

Introduction 

Initially proposed as a method to prevent weight gain, a small change approach 

advocates small, but cumulative, lifestyle changes that may be easier to achieve and 

sustain than larger changes endorsed in traditional behavioral weight loss studies (Hill, 

2009). Examples of typical large behavioral changes recommended to reduce weight 

include reducing caloric intake by 500 to 1000 kcal/day or increasing step count by as 

much as 8,000 steps a day (National Heart, Lung, and Blood Institute, 2000). The 

small change approach has demonstrated effectiveness for weight loss among men and 

women in community (Lutes et al., 2012; Lutes et al., 2008) and veteran populations 

(Damschroder, Lutes, Goodrich, Gillon, & Lowery, 2010; Damschroder et al., 2014), 

and in one-on-one, group, telephone, and worksite settings (Zinn, Schofield, & 

Hopkins, 2012). Successful small change interventions have also engaged vulnerable 

and medically complex populations (Damschroder et al., 2014), though in 

predominantly non-Hispanic white populations.  

A small change approach may be appropriate in low-income and racial and 

ethnic minority populations (e.g. Tate et al., 2012) who, despite disproportionately 

high prevalence of obesity (Flegal, Carroll, Ogden, & Curtin, 2010), have been 

underrepresented in randomized controlled trials to reduce weight and have tended to 

achieve less weight loss in traditional behavioral interventions compared with their 
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non-Hispanic White counterparts (Kumanyika, Obarzanek, Stevens, Hebert, & 

Whelton, 1991; West, Prewitt, Bursac, & Felix, 2008). These outcomes have raised 

questions about transferability of interventions across socially, culturally, and 

economically diverse populations (Diaz, Mainous, & Pope, 2007; Kumanyika, 2008; 

Kumanyika et al., 1991).  Differences in treatment effectiveness across diverse 

populations (e.g. West et al., 2008) may be due, in part, to difficulties making and 

sustaining large behavior changes called for in traditional weight loss interventions in 

environments particularly unsupportive of managing weight (Swinburn & Egger, 

2004). In low-income and racial and ethnic minority populations, these unsupportive 

environments may include the increased likelihood of living in neighborhoods with 

limited access to stores with affordable healthful food options and safe places to be 

active (Taylor, Poston, Jones, & Kraft, 2006).  

The pilot weight loss intervention in the present study, Small Changes and 

Lasting Effects (SCALE), specifically targeted overweight Black and Hispanic adults 

in a low-income urban setting. SCALE was anchored in behavior changing strategies 

informed by food psychology, behavioral economics, and prior experiment. The 

strategies comprised health-promoting simple decision rules and modifications to the 

home eating environment (Wansink, 2004; Wansink, 2010; Wansink, Just, & Payne, 

2009) aimed at disrupting habitual and environmentally driven unhealthy eating 

behaviors (Cohen & Farley, 2008; van’t Riet, Sijtsema, Dagevos, & De Bruijn, 2011) 

and building a bias towards healthy eating. One home eating environment 

modification strategy in SCALE advised storing snack foods out of sight (in a 

cupboard or pantry), to remove the environmental cue to eat when foods are 
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conveniently in sight (Painter, Wansink, & Hieggelke, 2002). One SCALE simple 

decision rule strategy was to drink noncaloric beverages in place of sugar sweetened 

beverages, whose consumption is higher among Blacks and Hispanics and low-income 

populations (Han & Powell, 2013) and is linked to weight gain (Malik, Schulze, & Hu, 

2006). 

It is worth noting that, to date, small change studies have used two different 

but related approaches to operationalize “small”. The first approach operationalizes 

“small” by focusing on achieving small caloric deficits (100-200 kcal/day) through 

minimal reductions in food intake or boosts in energy expenditures (e.g. Damschroder 

et al., 2010; Lutes et al., 2008), usually tracked through food and exercise logs.  The 

second approach equates “small” with simple behavioral strategies designed to be 

convenient and minimally demanding to implement. These strategies usually attempt 

to address specific environmental cues and pressures to eat (Gorin et al., 2013; 

Wansink et al., 2009) and might also result in more than a “small” caloric deficit. For 

example, Tate et al. (2012) evidenced a caloric deficit of ~270 kcal/day when 

individuals swapped caloric beverages for diet beverages. SCALE used the second of 

these two “small” change approaches, operationalizing “small” with simple behavioral 

strategies. Though the small eating behavior change strategies employed in the 

SCALE pilot intervention were proposed as more feasible, feasibility studies in real-

life settings had not been conducted in this population and it was unclear whether 

participants would experience small changes as qualitatively easy to implement.  

The objective of this research was to explore the feasibility of small eating 

behavior changes for overweight Black and Hispanic adults in an urban low-income 
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setting. Using semi-structured qualitative interviews conducted at the end of the 12 

week pilot intervention, this work examined participants’ experiences making small 

eating behavior changes in the SCALE pilot with the aim of understanding small 

change feasibility and what influences that feasibility. To the authors’ knowledge, this 

project is one of the first studies to qualitatively examine small eating behavior change 

feasibility in Black and Hispanic adults with the goal of building a better 

understanding of what shapes real world dietary change in this population. This study 

adds to understanding of environmental influences on eating behavior change to 

promote weight loss among Black and Hispanic populations. The pilot findings were 

used to modify and adapt the intervention procedures for the randomized control trial 

that followed. 

 

Methods 

SCALE setting and design 

The data presented in this paper come from a semi-structured survey following 

the SCALE pilot study. The SCALE pilot study was a 12-week behavioral 

intervention designed to examine the feasibility of making small changes in eating and 

physical activity behavior to promote weight loss in a sample of overweight Black and 

Hispanic adults from two lower-income neighborhoods in New York City, where 

more than 25% of residents are obese (Roberts, Kerker, Mostashari, Van Wye, & 

Thorpe, 2005).This analysis used data from participants’ experiences making small 

eating behavior changes, henceforth referred to as small changes. 

 At enrollment in the pilot study, participants were asked to select one of six 
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small change strategies. The small change strategies were informed by previous 

research on habits and environmental cues that promote unhealthy consumption 

(Cohen & Farley, 2008) and potential counteracting heuristics and home eating 

environment modifications (Downs, Loewenstein & Wisdom, 2009; Wansink, 2004; 

Wansink et al., 2009; Wansink, 2010). A list of small change strategies was first 

evaluated and adapted for sociocultural acceptability and feasibility by focus groups 

conducted in a similar population (Phillips-Caesar et al., 2015).  The finalized 

strategies were: (1) use a smaller (9” diameter) plate at main meal; (2) make sure 

vegetables comprise half of the plate at main meal; (3) substitute water for sugar 

sweetened beverages; (4) keep snack foods out of sight (for example, in cupboards); 

(5) eat breakfast every day; and (6) eat dinner at home at least six days a week. For a 

detailed description of each of the strategies, see Phillips-Caesar et al. (2015). 

Participants worked with trained race- and ethnicity-matched community health 

workers (CHWs) and, using a standardized protocol, selected a small change strategy 

they were confident they could carry out, after considering potential challenges. With 

a CHW, each participant then set a small change goal (for example, “I will use a small 

plate every day for lunch”). Participants were contacted by their assigned CHW via 

telephone once weekly for 12 weeks and CHWs were trained to utilize problem-

solving therapy to identify and define challenges, brainstorm a range of solutions, and 

select a desirable alternative to achieve participants’ goals (Perri et al., 2001). This 

study was approved by the institutional review boards at Lincoln Medical and Mental 

Health Center, Weill Cornell Medical College and Cornell University.  

Participants were recruited from two churches and three healthcare sites via 
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flyers, tabling at events, and referrals through site gatekeepers (such as a pastor or 

nurse). Participants were recruited from August 2010 through February 2011. To be 

eligible for the study, participants had to self-identify as Black or Hispanic, be adults 

at least 21 years of age, and have a body mass index higher than 25 kg/m2 but less than 

50 kg/m2.  Exclusion criteria included pregnancy, current enrollment in another weight 

loss program, planning to undergo weight loss surgery within the year, active cancer, 

inability to control own meal content, and presenting with other advanced or untreated 

illnesses that might prevent full participation. All participants provided written 

informed consent. 

 

Survey design and data collection 

At the end of the 12-week pilot intervention, participants were interviewed by 

a different CHW (or research staff, as needed), to reduce the likelihood of providing 

socially acceptable responses. The goal was to gather information about participants’ 

experiences making small changes to their eating behaviors in the context of daily life 

to shed light on the feasibility of these changes. The open-ended semi-structured 

interview guide was informed broadly by the socio-ecological framework by probing 

for individual as well as social influences on small change (Sallis & Owen, 1997) and 

more specifically by themes from the preliminary focus group findings related to the 

sociocultural acceptability of the small change strategies (Phillips-Caesar et al., 2015).  

Domains of inquiry included experiences with small change strategy: selection; 

implementation (probing especially for barriers and facilitators); reception by family, 

friends, and other acquaintances; and suggested improvements.  
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102 participants were enrolled in the pilot, 93 participants completed goal 

setting, 64 completed the final interview, and 46 participants gave informed consent to 

audio record their final interviews. Final interviews lasted between 20 and 65 minutes 

and were conducted primarily at the church or health care sites.  

 

Data analysis 

Data analysis included only those 46 participants for whom final interviews 

were recorded. Each of the interviews was transcribed verbatim. Fourteen of the 

interviews were conducted in Spanish and, after being transcribed in Spanish, were 

translated into English and verified by a second translator. All participants were 

assigned pseudonyms. Transcripts were open coded by three researchers (LA, CD, 

JE). The constant comparative method was used to identify emergent themes and to 

iteratively develop a conceptual coherence of themes to represent participants’ 

experiences with small eating behavior changes in the intervention (Strauss & Corbin, 

1998).  

Consistent with the goal of understanding participants experiences with 

making small eating behavior changes, participants’ descriptions of their experiences 

were first coded for barriers and facilitators encountered in making small changes 

(categories from focus groups) then for an additional emergent code for motivators. 

Consistent with a social ecological framework, these three codes were grouped into 

two emergent main categories: intrapersonal and interpersonal influences on 

participants’ experiences, termed intrapersonal and interpersonal eating 

environments. Comparisons across interviews revealed instances where a single code 
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might take the form of a barrier and a motivator for the same participant. Further 

analyses revealed this perceived discrepancy to be explained, in part, by the small 

change experience being characterized by somewhat distinct processes that included 

small change selection and trying out processes, whereby one aspect of the eating 

environment could motivate a participant to select a specific small change strategy, but 

subsequently pose a barrier in the trying out process. A process-oriented model was 

then developed, depicting the interrelated themes: intrapersonal and interpersonal 

eating environments acting as barriers, facilitators, and motivators along the process of 

making small changes and the tactics that were used by participants in this process. 

The quality and integrity of the analysis was strengthened by involvement of three 

researchers utilizing peer debriefing via regular research group meetings throughout 

the data analysis process and by soliciting feedback on preliminary interpretations 

from CHWs and other members of the research team. 

 

Results 

 

Participant characteristics 

Twelve men and 34 women (total n=46) participated in the audio-taped 

interviews. Participants were between the ages of 22 and 79 years (mean= 51). Half 

(n=23) of the participants identified as non-Hispanic Black, 20 identified as Hispanic, 

and 3 participants identified their race as “other.” Half (n=23) of the participants were 

not employed.  Nineteen participants were married or living with a significant other in 

a long term relationship.  Nine participants reported living alone; the median number 

of others living in the household was 2.1, but ranged from 0 to 11. Mean initial body 
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mass index (BMI, kg/m2) based on CHW measured height and weight (NHLBI, 2000) 

was 34.5 kg/m2 and ranged from 25.8 to 49.4 kg/m2. Compared to all of those who 

completed the study, those who agreed to be recorded were less likely to identify as 

Hispanic, more likely to have attended college, and had fewer people living in their 

households. More than a third of participants selected the small plate strategy (n=17), 

while a quarter selected the half plate vegetable strategy (n=11). Seven participants 

chose to substitute water for sugar sweetened beverages (n=7), five opted for placing 

snack foods out of sight (n=5), five selected eating breakfast daily (n=5), and only one 

participant chose eating dinner at home six days a week (n=1).   

 

Salient aspects of the intrapersonal eating environment 

Personal theories of weight loss, eating identity, and existing eating practices 

all emerged as important components of participants’ intrapersonal eating 

environments and were, to varying degrees, supportive or unsupportive of 

participants’ implementation of their selected small change strategies (Figure 1). 
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Figure 2.1 Conceptual model of the process of making small eating behavior changes. 

This figure illustrates how the process of making small eating behavior changes was 

shaped by salient aspects of intrapersonal and interpersonal eating environments and 

how participants responded to challenges from their eating environments. 

 

Personal theory of weight loss: While the SCALE intervention curriculum 

explained how small eating changes could lead to weight loss, participants also held 

and discussed their own personal theories about the types of eating behavior changes 

they believed could produce a desired change in weight. These theories were usually 

informed by past advice from a health professional or previous experience with dieting 

attempts and weight loss. Some theories supported a small change approach, others 

challenged it. 

  Gloria (62 years, Black woman, small plate) explained: “…if you’re going to 
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try… to cut it [unhealthy food] all together, when you get it you’re going to be greedy 

at it. I can't follow no strict diet. I said, I’m not even going to try because I’m going to 

mess up.” From her past experiences, strict dieting inevitably led to overeating. She 

hoped that “cutting down” the amount of unhealthy food, through using the small plate 

strategy, would be more sustainable. While Hector (46 years, Hispanic man) explained 

that the small change strategy he selected, eating breakfast daily, was supported by his 

doctor’s recommendation to promote weight loss through regular eating instead of 

skipping meals: “…the doctor told me: I have to eat moderate, like three times a day at 

least.”  

Some personal weight loss theories were at odds with the SCALE small 

change approach and tended to involve intensive dieting behaviors like eliminating all 

starches or red meat, or making many small changes at once. For example, Eloise’s 

(65 years, Black woman, half plate vegetables) personal theory highlighted intense 

dieting measures which she perceived as more effective than small changes. After 

expressing disappointment with her weight loss in SCALE, she responded: “…I’m 

going to be drinking [diet product] milkshakes for the next three weeks. I’m serious, 

two milkshakes a day. And just have lettuce and tomato. I’m serious.”   

 

Eating identity: Many participants communicated how self-images related to 

eating influenced their small change intervention experiences, describing themselves 

with words or phrases representing identities associated with salient eating practices, 

disease/health status, and geographic regions. Eating identity tended to inform the 

small change strategy that participants selected. For example, Eloise (65 years, Black 
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woman) explained that her eating identity supported the half plate vegetable strategy 

that she chose: “…I like vegetables. I like cabbage, broccoli and stuff. I’m a 

Southerner, we like that.” For others, eating identity discouraged them from choosing 

an incompatible strategy. For example, Deborah (51 years, Black woman, half plate 

vegetable) said, “I love to eat food. I don’t see myself eating a small plate [strategy].” 

Generally participants described selecting small change strategies that they saw as 

congruent with their eating identities. 

 

 Existing dietary preferences and practices: Intrapersonal eating environments 

were also characterized by participants’ preferences for certain foods and food groups 

(particularly vegetables, salad, and water) and general practices like how and when 

foods were usually prepared, sometimes in accordance with eating identity or with 

specific health conditions like diabetes or high blood pressure.  

“I enjoy cooking, so I cook most of it. So that’s why a lot of it- probably more 

than half of it- was really fresh, to be honest with you. So I prepare my own 

food and I prepared it the right way and it was tasty and good.”  [Walter, 56 

years, Black man, half plate vegetables] 

 

Others revealed that their selected strategy may not have been supported by 

current eating practices. For example, Gail (71 years, Black woman) selected 

substituting water for sugar sweetened beverages as her small change strategy, but 

revealed that she tended to order sugar sweetened beverages when eating outside of 

the home. And for many weeks during the intervention, she had been “mostly eating 

out.” 
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Salient aspects of the interpersonal eating environment 

Salient aspects of participants’ eating environments extended beyond 

individuals to include their interpersonal eating contexts (Figure 1). Most commonly 

discussed were household and work eating environments and the concessions made to 

accommodate those social contexts, highlighting the importance of small change 

strategy compatibility with interpersonal eating environments. 

 

Control over household food: Participants described varying levels of control 

over food related behaviors including food acquisition (or foods brought into the 

home), meal content, and food preparation. Control over food was often discussed in 

relationship to food roles, responsibilities, and caregiving duties including buying and 

preparing food for the household and extended family and acted to both constrain and 

facilitate small changes. Some participants reported having complete control over 

food, facilitating implementation of their eating behavior change strategy. For 

example, Walter reported, “I told her [his wife] what we were going to do and since I 

cook, she had no choice…She had to comply…If she wanted to eat.”   Whereas 

Deborah ruled out hiding snacks knowing that she did not have control over them:  

“That’s not possible [hiding snack strategy] because my children, my family 

have snack everywhere. So that’s a challenge for me … it’s like they’re adults 

and I have to respect them, I cannot really tell them, ‘Don’t buy this because 

this is my house.’ I can do that, but I don’t think it’s ok. So that’s the only 

thing, ‘cause they buy whatever they buy and it’s there and sometimes you feel 

like eating it.”   

 

 Household dietary preferences and cultural food practices: Participants 

described how the food preferences and behaviors of others in the household and 
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household food values created an eating context that shaped intervention experiences 

in both positive and negative ways. For some participants, watching how others were 

eating reinforced the desire to maintain their small eating behavior changes. Gloria: 

“To me it be a lot of food he [her husband] be eating… make me not want to eat when 

I look at his plate.” For other participants, usual household or cultural food practices 

undermined small eating behavior changes.  Marco (46 years, Hispanic man, water) 

commented regarding his chosen small change “…I come from a custom of not 

drinking water” and that in his household water is not always a readily available 

option, making the strategy challenging to continuously carry out: “I will continue to 

avoid all those juices, these things that you are offered sometimes, but always are not 

offered alternatives, no?”  

Complex household interactions with family members expressing verbal 

support, but also making things more challenging through their actions were common. 

For example, Diana (59 years, Hispanic woman, water) said, “Well my daughter’s 

been pretty proud of me, so. My oldest daughter, she’s the one that lives here…she 

said ‘Mom you know you’re doing pretty good.’” And also, “She’ll [her daughter] buy 

a soda or a big bag of potatoes chips…. I won’t drink it, because I know my sugar will 

zoom up. She’s noticed, you know, that I’m more determined to do things a little bit 

better.” 

 

Work schedule, demands, and eating culture: Participants’ intervention 

experiences were also shaped by work schedules, demands, and the work food and 

eating culture. Carla (60 years, Black woman, small plate) described how a demanding 
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work schedule and work assignment made it difficult for her to continue her small 

change strategy: “…I have a crazy schedule. I work evenings, Saturdays and Sundays. 

And that was the difficulty for me. My time schedule most of the time threw me off. 

And if I have a project I have to work on, that throws me off. You know I’m stressing 

with that grant, oh my God.” She also described how the work eating culture, in 

general, made it difficult to lose weight in a setting where sugary snacks and treats 

were often present, saying, “Like last week, we had all this cake.… this is the eating 

[office]; you can't lose weight in this [office].”   

 

How intrapersonal and interpersonal eating contexts shaped process of making small 

changes 

Two processes emerged as important experiences in the small change 

intervention: small change strategy selection and the trying out process. The next 

sections describe how both strategy selection and trying out processes were shaped by 

the intrapersonal and interpersonal eating environments.  

 

Eating environments shaped strategy selection: Many participants described 

how selection of a small change strategy was informed by salient aspects of the eating 

environment. With knowledge of supportive or unsupportive aspects of their eating 

environment, participants selected or purposively avoided a specific small change 

strategy. For example, Edwin (65 years, Black man) selected eating breakfast based on 

his personal theory of weight loss:  

“How did I decide this one? This way I won’t eat any, no garbage, you know 
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sweets and stuff like that… ‘Cause I know when you don’t eat breakfast you 

ready to start eating some garbage the rest of the day.”  

 

Others recognized that their existing eating environments would not be 

supportive of specific strategies and selected another instead. For example, Alvin (58 

years, Black man), who chronically skipped meals, chose not to attempt a strategy that 

would require “a conscious effort” like eating breakfast or dinner regularly, instead 

opting to try out the half plate vegetable strategy for the meals he was actually eating.   

 

Eating environments shaped the trying out process: Making small changes was 

described as a trying out process, whereby participants figured out how their strategy 

meshed with their eating environment, sometimes in a series of trial and error. 

Participants were often met with challenges from eating environments in this process. 

To respond to challenges participants described tactics that fell into three major 

categories: adapting the strategy, navigating eating environments, and negotiating 

interpersonal eating environments (Figure 1). These tactics allowed participants to 

avoid challenges and possibly capitalize on facilitative aspects. Participants then 

elected to continue or discontinue their strategy. 

 

Adapting strategies: Participants reported adapting their strategy to carry it out 

in their eating environment. Adaptations ranged from simply not buying unhealthy 

snacks at all (instead of hiding them) or even replacing snacks with fruit or vegetables 

to modifying the small plate, half plate, and eat dinner at home strategies to their work 

setting by using appropriate containers and bringing food from home.  
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Navigating eating environments: Several participants also navigated their 

eating environments and opted to try out their strategy in settings where they had 

control over food and could get around food responsibilities and others’ preferences, 

usually at work or during non-commensal meals. For some participants, having a 

supervisor or a work environment that was structurally supportive of his or her small 

change strategy facilitated the trying out process. Referring to his supervisors who 

allowed him to eat breakfast at his desk, Hector (46 years, Hispanic man) described, 

“… they know I work and I’m not goofing off so they let me do what I want to do.” 

Participants also got around their interpersonal eating environments by selectively 

disclosing their intervention participation only to specific people or only after a 

specific time period to avoid unwanted feelings of being judged or watched before 

building up confidence. 

“I chose consciously not to speak about it, me personally. Because I know once 

I tell people, ‘Oh I’m going to watch my weight’, everybody is watching you 

watch your weight. It’s too much pressure for me so I don’t. I can do it with 

my sister but I don’t do it here [office].” Carla 

 

“…before, I was not comfortable. I didn’t know what I was doing, but now I’m 

sure I’m gonna continue doing, so I can tell people.” Deborah  

 

Participants also suggested that the CHWs were an important addition to their 

interpersonal eating environments, especially when family or close friends did not 

provide support. Participants described CHWs as being an important support system, 

but also making them feel accountable to someone supportive: “… like someone 

wants to, wanted to help you reach your goal…Like you wasn’t by yourself.”  Hector 

 

Negotiating eating environments: Participants negotiated interpersonal eating 
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environments, especially control over food, to manage their food roles and 

responsibilities and household food preferences and practices and still accomplish 

their small change. Many participants described two tactics in particular: preparing 

two sets of meals or using their control over food to prepare healthy meals for the 

whole family.  

“… I do not want to deprive nobody from anything because I can't have it. 

Then we’re not going to be able to deal....I will prepare what they [her 

grandchildren] have to eat and I prepare my food and we eat. I eat my stuff and 

they eat theirs because I’m the one that’s going to get sick [diabetes 

symptoms].” Rhonda (54 years, race/ethnicity listed as Other, small plate)  

  

Deborah leveraged control over evening meals to contend with her family 

members’ less healthy food preferences and practices and support her small change 

(half plate vegetables): “The way I’m cooking and the way I’m buying food is 

helping... I cook plenty of vegetable and I bake sometimes. So they [family] have no 

choice than eat what is there.” 

Gloria described asserting food control within her food responsibilities to 

accomplish her small eating behavior change strategy: “… he [her husband] might say, 

‘You going to cook some macaroni and cheese?’ And I tell him I’m not cooking that 

because I’m not eating all of that …”  

 

Responding to challenges and continuing a strategy: The tactics used by 

participants to facilitate strategy implementation were usually to respond to challenges 

from the interpersonal eating environments and integrate the strategy into some aspect 

of their daily life. Some participants were able to integrate their strategies and 

continue through the course of the intervention. Deborah, for example expressed, “I’m 
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going to continue doing this [using the half plate vegetable strategy] from now on.”  

Others struggled, due in part to, overwhelming challenges from the eating 

environment.  

Some participants suggested that it became easier to make the small change 

over the course of the intervention. For example, when asked whether he experienced 

challenges in making small changes implementation, Bruce (48 years, Black man, 

small plate) remarked:  “In the beginning, not now.” 

 

Responding to challenges and abandoning a strategy: Sometimes participants 

tried and were unable to overcome their challenges, Tiffany (30 years, Black woman, 

half plate vegetables) described using several tactics to respond to a variety of eating 

environment challenges, but in the end, her strategy was not feasible: “I thought it 

would be easy, but it’s more easier said than done. ‘Cause I have children and the 

older son don’t like vegetables …So it’s hard for me to cook food according to that, 

‘cause everyone don’t eat the same thing, so I don’t wanna make too many 

meals…You know, waste food.” She did begin to make separate dishes, but eventually 

abandoned this approach due to increased effort and waste.  She also tried out her 

small change during the day, a time when she had more control over food. However, 

she described making vegetables every day as a “hard task” and opted instead to visit a 

restaurant daily, “to eat lunch and try to get a half salad.” But that “became costly.” 

Ultimately, she abandoned that adaptation and her small change. 

Cora (46 years, Hispanic woman), the main food preparer in her home, 

describes being met with conflict when trying to integrate eating behavior changes in 
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the household, “I think for my family it was difficult…almost everyone rejected the 

changes. Food that I started to eat was not received well.” She ended up selecting a 

small change strategy that did not affect her family, using a smaller plate for her main 

meal. 

 

Discussion 

 

The SCALE weight loss intervention pilot provided an opportunity to 

investigate the feasibility of making small eating behavior changes from the point of 

view of overweight Black and Hispanic adults by qualitatively exploring their 

experiences making small changes in the context of their everyday lives. This research 

describes how the feasibility of making small changes was shaped by participants’ 

intrapersonal and interpersonal eating environments. Themes highlight how even 

small behavior change strategies such as healthy eating rules of thumb or home 

environment modifications called for tactics like adapting the strategy, and navigating 

and negotiating the eating environment to carry out in the context of daily life. These 

findings are discussed and interpreted in relation to relevant literature, theoretical 

concepts, and improving the trial phase of the intervention. 

When participants described complex eating environments that reflected both 

intrapersonal and interpersonal influences on the process of selecting and trying out 

their small changes, no one contextual factor was salient for all participants and many 

themes operated simultaneously to characterize a more complex version of 

participants’ eating environments. Consistent with social-ecological models of 

influences on health and eating behaviors, themes span two proximal dimensions: 
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within-person and interpersonal; and highlight two physical settings: the home eating 

context and the work eating environment (Sallis & Owen, 1997; Swinburn & Egger, 

2004). This research helps us to identify specific aspects of these two environments 

within a socio-ecological framework that are important to consider in this population 

and address in intervention design and implementation to facilitate small change 

feasibility.  

Intrapersonal eating environment themes were consistent with previous 

research on eating identity, and food preferences, practices, and routines shaping food 

choice (Falk, Sobal, Bisogni, Connors, & Devine, 2001). The personal theory of 

weight loss theme described in the current study is related to a large and diverse body 

of qualitative research dedicated to understanding how expected outcomes from eating 

healthy foods are informed by past individual experiences in addition to experiences’ 

of friends and family and communication with health professionals (Bisogni, Jastran, 

Seligson, & Thompson, 2012; Falk, Sobal, Bisogni, Connors, & Devine, 2001).  

Though individual factors were salient and consistent with previous research, 

the current study especially emphasizes the salient pressure of the interpersonal 

environment and the interplay between intrapersonal and interpersonal factors and 

physical settings on the feasibility of small changes, in spite of the intervention focus 

on physical cues to unhealthy eating. This study adds to the growing body of research 

about how the interpersonal environment might interact with the physical environment 

to, for example, shape exposure to physical environmental influence (e.g. Gorin et al., 

2013, Sobal, Bisogni, & Jastran, 2014). For example, the worksite was an important 

interpersonal eating environment in this study. Worksite aspects such as supervisor 
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support and organization health culture and how they shape the influence of the 

physical work food environment might be considered when planning similar 

interventions (Ribisl & Reischl, 1993; Sliter, 2013).  

When participants described interpersonal eating environments, issues 

regarding household dietary preferences and practices and control over food, 

especially managing commensality, desires to get along and respect others, and food 

roles and responsibilities were especially salient. These findings echo a number of 

qualitative studies that highlight the importance of spouses and children in food 

decisions and dietary change (Brown & Wenrich, 2012; Furst, Connors, Bisogni, 

Sobal & Falk, 1996; Rydén & Snyder, 2011; Wenrich, Brown, Miller-Day, Kelley, & 

Lengerich, 2010).  These findings are also consistent with research where “lack of 

control over food preparation” (Gardner & Hausenblas, 2004) or family resistance to 

introduction of more healthful foods (Brown & Wenrich, 2012; Rydén & Snyder, 

2011) acted as a barrier to making desired eating behavior changes.  

Important findings were the tactics that participants used to respond to 

challenges from their interpersonal eating environments. Sometimes this involved 

making minor adaptations to the small change strategy to make it fit in their daily 

lives. While adaptations are sometimes discouraged to preserve intervention fidelity, 

this study provided an opportunity to learn from the adaptations participants used to 

improve the trial phase of the intervention that followed (Rogers, 2003).  In addition, 

participants used previously documented tactics like trying to negotiate changes to 

meal content to get buy-in from household members (Furst et al. 1996) or producing 

two separate meals (Rydén & Snyder, 2011). Participants also used other negotiation 
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tactics that are less often reported. While many participants were challenged by 

household food preferences and lack of control over things like snack foods, both men 

and women were able to assert control over household foods and accomplish small 

changes by taking responsibility for food acquisition or preparation of main meals. 

This finding runs counter to much research that women’s food choices may be more 

influenced by household preferences than are men’s (Brown & Weinrich, 2012; 

DeVault, 1991). Differences between previous findings and findings in the current 

study may be due, in part, to diversity in age range, life stage, number and role of 

people in the home, and expectations for partner involvement and support (Seidel, 

Franks, Stephens & Rook, 2012). Additionally, the capacity to assert control over food 

or negotiate meal content may have been limited by tight food budgets and time 

constraints for both men and women: some participants expressed reluctance to try out 

new foods with family members to avoid wasted food and time if the new foods were 

disliked. Finally, participants used an innovative tactic to navigate more challenging 

environments and household conflicts over food. This tactic was to sidestep those 

unsupportive environments and try out their strategy at work or in another non-

commensal space. This allowed participants to gain confidence with the strategy 

before subjecting themselves to others’ comments.  

 These findings suggest potential differences in participants’ experiences 

making small eating changes and environmental influences on those changes, driven 

in part by interpersonal factors that might be heavily related to broad diversity in life 

stage and age range of participants (e.g. food responsibilities, including caring for 

adults versus young children).  Future research will be needed in this population to 
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determine if the strategies and tactics described in this study apply more broadly.  

Lastly, making small changes was described as a process. Participants selected 

their strategy and most discussed responding to challenges trying it out with tactics to 

improve feasibility as discussed above or discontinuing their strategy. These findings 

suggest that even for small change strategies, there is a hurdle involved in initiating 

behavior change, where participants have to figure out how to change in context of 

daily life. Findings suggest that while challenging at first, small changes can be made 

a part of daily life over a twelve week period. Recognizing that this study relied on 

retrospective self-report, though participants were interviewed on average within two 

weeks after concluding the intervention, their responses may not necessarily reflect 

their earlier experiences during the study. Future research should explore 

prospectively, for example, during weekly CHW interviews, whether development of 

tactical skills makes it easier to make small changes as time goes on, what facilitates 

this and if small changes are easier than large changes to maintain, despite the initial 

hurdle (Rothman, Sheeran, & Wood, 2009).  

 Findings from this analysis suggest practical recommendations used to 

improve feasibility and appropriateness of this intervention for this population. First, it 

would be useful to help participants identify salient aspects of their intrapersonal and 

interpersonal eating environments that could be facilitative or pose challenges and 

then help them select a small change strategy that is compatible with that environment. 

Small change studies to date have generally used a type of tailoring process that 

involves matching small change strategies to baseline assessment of eating behaviors 

(e.g. Damschroder et al., 2014; Lutes et al., 2008; Zinn et al., 2012). However, here it 
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appears that CHWs could assist with matching strategies not just to participants’ 

current eating behavior, but also to complex behavioral settings that encompass the 

personal food environment referred to by Lowe (2003) as “the sum total of all the 

food-related situations individuals encounter, create, or seek out in the course of their 

daily lives” (p. 54S).  Matching the small change strategy to behavioral settings 

through the use of motivational interviewing (Resnicow & McMaster, 2012) or 

comprehensive food setting assessment may achieve a kind of deep tailoring where the 

strategy is compatible with salient aspects of each participants’ personal eating 

environment, including, for example, a participant’s theory of weight loss, control 

over food, and work eating culture. Increased compatibility reduces ambiguity and 

increases appropriateness to a participant’s specific situation (Rogers, 2003), hopefully 

facilitating self-efficacy and small change feasibility. For example, in a weight loss 

intervention where participants substituted either water or diet-beverages for sugar-

sweetened beverages, results indicated that it may have been harder for participants to 

replace caloric beverages with water than with diet soft drinks, which are arguably 

more compatible in taste and caffeine content than water (Tate et al., 2012). In the 

current study, many participants’ personal theories of weight loss cast doubt on the 

efficacy of small changes to produce a desirable amount of weight loss. Selecting a 

strategy more compatible with participants’ theories of weight loss, for example, a 

strategy more consistent with traditional dieting practices, such as using a smaller 

plate, might reduce the “small” change ambiguity and facilitate making a small 

change. It might be useful for this type of assessment and tailoring to go on throughout 

the intervention as many eating environment aspects are dynamic. Used in an adaptive 
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design approach, information about specific intrapersonal and interpersonal challenges 

may be applied to tailor obesity interventions to individual or group circumstances 

(Czajkowski et al., 2015). 

Secondly, participants need to develop tactics or skills that will help them carry 

out the most compatible small change in daily life. Even when participants selected a 

suitable small change, they needed to employ a variety of tactics and skills to 

accomplish it in real life. CHWs could help participants develop tactics suitable to 

them at goal setting and CHW follow up meetings by providing participants with 

examples of successful tactics from the pilot intervention narratives (e.g. navigate 

challenging household environment by trying strategy during non-commensal meals to 

begin with) or through the use of implementation intentions (Gollwitzer & Sheeran, 

2006). CHWs could also help participants strengthen general problem solving and 

tactical skills to promote behavior change sustainability after the intervention.  

This research helps to develop a more in-depth understanding of how external 

factors influence eating behavior change and emphasizes the important role social, 

cultural, and economic eating environment factors play in eating behavior change 

intervention feasibility. (Kumanyika, 2008; Taylor et al. 2006). This study also 

suggests that even though preliminary focus groups helped tailor the intervention 

strategies to this population, eating contexts vary and thus small change feasibility 

varies within intrapersonal and interpersonal eating environments. The approach of 

understanding environmental influences and incorporating them into the intervention 

process offers the potential to improve feasibility and appropriateness of studies in 

similar populations.  
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Some limitations should also be noted. There was a 31% lost to follow up over 

12 weeks, comparable to similar weight loss trials (e.g. Teixeira, 2004). However, this 

finding provided an opportunity to improve recruitment and retention techniques in the 

subsequent randomized trial by changing recruiting language and including more 

flexible follow up options (Hippolyte, Phillips- Caesar, Winston, Charlson, & 

Peterson, 2013; Phillips-Caesar et al., 2015).  While this analysis only includes 

participants who could be contacted for a close-out interview, it includes participants 

with a range of CHW follow-ups and experiences (including those who discontinued 

the small change). Additionally, Hispanic participants and participants with more 

household members were less likely to agree to have their interviews recorded, 

limiting the insight we have into potential unique experiences in this group, 

comparisons between groups, interpersonal challenges faced, and strategies utilized to 

navigate household relationships. Lastly, while this analysis explored proximal factors 

in participants’ eating contexts, considerations of broader social, cultural, physical, 

and political landscapes were not prompted. Through open-ended questions 

participants had the opportunity to discuss other upstream barriers and facilitators to 

implementing their small change, but future research should specifically probe for 

these influences and especially consider how the cultural eating environment (some 

descriptions of which are included in this analysis) also shapes interactions with the 

physical food environment.  

 

Conclusions 

Though other small change and personal environment modification studies 
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have reported quantitative weight and behavior outcomes, to the authors’ knowledge, 

this is one of the first small change studies reporting how participants experience 

making small changes. These findings suggest that intrapersonal and interpersonal 

eating environments, and especially the fit of a strategy with salient eating 

environments, shapes the feasibility of small changes for Black and Hispanic adults. 

This underlines the importance of feasibility studies to inform the design of 

community trials. These findings add to understanding of diverse contextual 

challenges and the skills needed to negotiate them that may affect the success of 

behavioral interventions in ethnic minority and low-income populations (Taylor et al., 

2006; Kumanyika, 2008).  In this way, these findings were used to modify and adapt 

the intervention procedures for the randomized control trial that followed.   
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CHAPTER 3 

 

“I WOULDN’T SAY SHE MAKES IT EASIER, SHE MAKES IT POSSIBLE”: 

BLACK WOMEN’S RELATIONAL EXPERIENCES AFTER A RECENT 

DIAGNOSIS WITH TYPE II DIABETES 

 

ABSTRACT 

Prevalence of diabetes is high and incidence is rising among black women. It is 

important to identify approaches to support long and healthy lives for the increasing 

numbers of black women with type II diabetes. Social relationships are central to 

diabetes management, however little is known about how social relationships might 

shape diabetes experiences in black women early in their diabetes trajectories. This 

study explores, in the context of a recent diagnosis with type II diabetes, (1) how 

social relationships shape black women’s day-to-day diabetes experiences with an 

emphasis on food and eating and (2) how black women experience the influence of 

their diabetes (diagnosis, management) on their social relationships?  Fifteen black 

women recently diagnosed with diabetes were purposively recruited from an urban 

area in Upstate New York. Over three individual qualitative interviews, women 

described salient diabetes experiences and diabetes-related interactions in response to 

a semi-structured interview guide and a social convoy measure which elicited 

women’s close and important relationships. Interview transcripts were open coded for 

diabetes-related relational themes using the constant comparative method. First, 

women described how social relationships shaped their day-to-day diabetes 

experiences by detailing how a variety of convoy members provided numerous and 
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diverse diabetes-related interactions including: learning about diabetes from convoy 

members with diabetes, enabling diabetes care, checking in, providing emotional 

assurances, and creating challenges to care. Second, women described how diabetes 

impacted their social relationships in terms of changes to convoy makeup (who and 

how close), threats to relational quality, threats to relational selves (social identities 

and roles), threats to social routines and scripts, and participants’ new roles in the 

convoy, specifically as diet and health behavior-related helpers. These findings 

emphasize the importance of social relationships in the day-to-day experiences of 

black women recently diagnosed with diabetes. Findings also reveal how the convoys 

of black women recently diagnosed with diabetes and their life course experiences 

with diabetes reflect broader socio-structural inequalities (e.g. diabetes density and 

resulting fatalism). Future research should explore the variety of close and important 

social relationships and diabetes-related interactions to understand black women’s 

day-to-day diabetes experiences and their implications for diabetes outcomes. 

 

INTRODUCTION 

Non-Hispanic black adults in the US are disproportionately affected by type II 

diabetes and life-altering diabetes-related complications such as end-stage renal 

disease and lower limb amputations (Agency for Healthcare Research and Quality, 

2016; Blackwell & Villarroel, 2018; Centers for Disease Conrol and Prevention, 

2016). Black adults are also twice as likely as white adults to die as a result of diabetes 

(Murphy, Xu, Kochanek, Curtin, & Arias, 2017). Black women have a higher 

prevalence of diabetes than black men and are almost twice as likely as white women 
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to have diabetes (Blackwell & Villarroel, 2018). While incidence of diabetes in non-

Hispanic white adults has leveled off in recent years, diabetes incidence rates among 

black adults have continued to climb (Geiss et al., 2014). The disparate and growing 

burden of diabetes in black women is shaped in part by large and disproportionate 

rates of obesity among black women and girls (Bancks et al., 2017; Flegal, Kruszon-

Moran, Carroll, Fryar, & Ogden, 2016). This epidemiological landscape motivates 

research to identify ways to support long healthy lives among the increasing numbers 

of black women with type II diabetes.  

 Type II diabetes is usually managed through a combination of medication and 

a variety of health behaviors including more frequent medical examinations, eating 

behavior changes, physical activity, and blood glucose monitoring (Powers et al., 

2015). Much of this complex and ongoing work required to manage diabetes occurs 

outside of the healthcare setting, with persons with diabetes conducting most of their 

own care (Funnell & Anderson, 2003; Funnell et al., 2011; Hill-Briggs & Gemmell, 

2007).  Performing these self-management activities is associated with improved 

blood glucose control and prevention of diabetes-related complications (American 

Diabetes Association, 2018) and is thus an important part of maintaining health with 

diabetes. However, few adults meet recommended levels and frequencies for carrying 

out self-management activities (Johnson, Ghildayal, Rockwood, & Everson-Rose, 

2014; Trinacty et al., 2007). Black adults are even less likely to conduct some diabetes 

self-management activities compared with white adults (Campbell, Walker, Smalls, & 

Egede, 2012; Mayberry, Bergner, Chakkalakal, Elasy, & Osborn, 2016; Shenolikar, 

Balkrishnan, Camacho, Whitmire, & Anderson, 2006; Trinacty et al., 2007).  
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Diabetes-related experiences, including making day-to-day diet and other 

health behavior changes and taking medications, are shaped by the social and 

environmental contexts within which they occur (Barrera, Toobert, Angell, Glasgow, 

& MacKinnon, 2006; de Vries McClintock et al., 2015; Hill et al., 2013; Noonan, 

Velasco-Mondragon, & Wagner, 2016). A large body of research demonstrates that 

social relationships and relational interactions play an important role in the diabetes 

experience (Gallant, Spitze, & Prohaska, 2007; Stephens, Rook, Franks, Khan, & Iida, 

2010; Vassilev, Rogers, Kennedy, & Koetsenruijter, 2014; Wiebe, Helgeson, & Berg, 

2016). This study focuses specifically on the social and interactional context of black 

women’s day-to-day diabetes-related experiences with an emphasis on food and eating 

experiences. The aim of this analysis was to better understand how social relationships 

and diabetes-related interactions shaped black women’s day-to-day experiences in the 

context of a recent diagnosis with diabetes. Understanding how social relationships 

may help shape this adjustment period early in women’s diabetes trajectories (Corbin, 

1998; Corbin & Strauss, 1991) will inform researchers and health-care providers and 

aid in creation of culturally- and relationally-relevant strategies for improving 

pathways to support healthy living with type II diabetes. 

 

Social Relationships, Diabetes Experiences, and Black Women 

This study was based on an understanding that diabetes is experienced within 

an individual’s web of social relationships, or social network, itself shaped by broader 

cultural (norms, values), socioeconomic (inequality, economics), and environmental 

conditions (Berkman, Glass, Brissette, & Seeman, 2000; Bronfenbrenner, 1995). 
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These social relationships work to shape health behaviors and outcomes directly and 

indirectly through a variety of functional mechanisms, including social support, 

control, norms, engagement, and access to resources (Berkman et al., 2000; Gallant, 

2013; Gallant, Spitze, & Grove, 2010; Rook, August, & Sorkin, 2011; Thoits, 2011). 

One of the most widely studied mechanisms across chronic disease management and 

outcomes, including diabetes, has been social support. While conceptualization of 

social support and its measurement vary widely (e.g. perceived vs. received;  general 

social support vs. diabetes specific), a large body of empirical evidence suggests that 

helping involvement and support from spouses, family, and friends is positively 

associated with performing diabetes management behaviors, better glycemic control 

and reduced mortality (Brody, Kogan, Murry, Chen, & Brown, 2008; Gallant, 2003, 

2013; Stopford, Winkley, & Ismail, 2013; Strom & Egede, 2012; Tang, Brown, 

Funnell, & Anderson, 2008). In qualitative studies, individuals with diabetes have 

described supportive behaviors by spouses, family, and friends such as refilling 

prescriptions, buying healthful foods, sharing health information, and changing their 

diet and exercise habits (Gallant et al., 2007; Gomersall, Madill, & Summers, 2011; 

Mayberry & Osborn, 2012). There is also a growing body of research exploring 

complexities in the association between support and diabetes behaviors and outcomes 

finding that the positive impacts of support may differ by relational factors such as 

relational quality (August, Rook, Franks, & Parris Stephens, 2013), closeness (Rogers 

et al., 2014), expectations for involvement of others (Rook, August, Stephens, & 

Franks, 2011), satisfaction with the support provided (Gleeson‐Kreig, Bernal, & 

Woolley, 2002; Song et al., 2012; Tang et al., 2008) and proximity and frequency of 
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contact (Vassilev et al., 2013; Vassilev et al., 2016) and diabetes factors such as types 

of self-management behaviors (Mayberry, Rothman, & Osborn, 2014; Rosland et al., 

2014). 

Adding to the complexity of relational influences on diabetes, limited but 

expanding work has explored and espoused the importance other aspects of social 

relationships. For example, empirical studies have demonstrated the impact to diabetes 

management of social network structure such as size (Kaplan & Hartwell, 1987; Rees, 

Karter, & Young, 2010; Vassilev et al., 2016) and diversity of relationship types 

(Barrera, Toobert, & Strycker, 2014; Denham, Manoogian, & Schuster, 2007; Gallant 

et al., 2007; Vassilev et al., 2013), social network characteristics such as 

predominance of family members (Vassilev et al., 2016) and family cohesiveness 

(DiMatteo, 2004), and characteristics of social network members such as diabetes 

status (Beverly & Wray, 2010; Madden et al., 2011) and psychological functioning 

(Brody et al., 2008). Additionally, work has expanded to explore the impact of other 

relational mechanisms on diabetes experiences such as social control (Rook, August, 

Stephens, et al., 2011; Stephens et al., 2013; Stephens et al., 2010). Similarly, research 

is also focusing on the impact of a variety of less positive interactions including unmet 

support (Tang et al., 2008), positively intended interactions with negative 

consequences (Stephens et al., 2013), and obstructive interactions such as sabotage or 

undermining (Chesla & Chun, 2005; Henry, Rook, Stephens, & Franks, 2013; 

Mayberry & Osborn, 2014). Researchers have also begun to explore complexity in 

interactions by studying the interplay between multiple network mechanisms, 

demonstrating, for example, that support can moderate the negative impact of 
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obstructive or intrusive behaviors on glycemic control and self-management behaviors 

(Khan, Stephens, Franks, Rook, & Salem, 2013; Mayberry & Osborn, 2014). 

Although measures and conceptualization of network characteristics and 

functional mechanisms such as support and obstruction vary widely across studies, the 

literature generally supports the conclusion that support and involvement from 

spouses, family, and friends are associated with many positive diabetes-related 

behaviors and outcomes when that involvement is genial, satisfactory, and welcomed 

(Gallant, 2013; Gallant et al., 2007; Strom & Egede, 2012; Wiebe et al., 2016). 

However, unmet expectations for involvement, obstructive behaviors, and even well-

intentioned interactions marked by tension or intrusiveness are negatively associated 

with diabetes-related behaviors and outcomes (Gallant, 2013; Gallant et al., 2007; 

Strom & Egede, 2012; Wiebe et al., 2016).  

Though limited, research about the role of social relationships on diabetes in 

black populations mirrors work in the larger population. In black adults, as in the 

larger population, social support is the most widely studied mechanism with a general 

consensus that social support is associated with positive self-care behaviors and 

diabetes outcomes (Brody et al., 2008; Rees et al., 2010; Rosland et al., 2008; Tang et 

al., 2008) and negative and obstructive interactions are associated with not performing 

self-care behaviors and poorer outcomes (Brody et al., 2008; Mayberry & Osborn, 

2014; Tang et al., 2008). However, it is important to note that many sophisticated 

studies outlining how specific network mechanisms are related to diabetes behaviors 

and outcomes have been conducted largely in the marital context of white populations 

which may lessen the relevance of this research for black women who are less likely to 
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be married (U.S. Census Bureau, 2016a). Furthermore, the life course experiences of 

black women in the US include repeated and accumulated exposure to racial 

inequality, discrimination, and marginalization in social and economic arenas (Collins, 

1998; Geronimus, 2001; Woods-Giscombé, 2010). Socio-structural factors related to 

race and gender shape black women’s social convoys, broader health and diabetes 

experiences (Berkman et al., 2000; Woods-Giscombé, 2010).  

 Additionally, research suggests that a variety of relationships may be 

significant for the diabetes experience of black adults who, compared with white 

adults are more likely to provide primary care for grandchildren (McAdoo, 1998; 

Perry, 1999; Tucker, Subramanian, & James, 2004), live in intergenerational 

households (Cohen & Casper, 2002; Goldscheider & Bures, 2003; Peek, Koropeckyj-

Cox, Zsembik, & Coward, 2004), to expect assistance and support from adult children 

(Burr & Mutchler, 1999; Lee, Peek, & Coward, 1998), and to report more instances of 

both supportive and harmful family involvement in diabetes care compared with white 

adults with diabetes (Mayberry & Osborn, 2014). Previous research with black women 

with diabetes also highlights the important roles of young and adolescent children 

(Laroche, Davis, Forman, Palmisano, & Heisler, 2008; Laroche et al., 2009) and 

grandchildren (Carthron, Bailey, & Anderson, 2014), adult children (Brody et al., 

2008), other family members (Carter-Edwards, Skelly, Cagle, & Appel, 2004; Jones et 

al., 2008), and even coworkers (Carter-Edwards et al., 2004) and the primary 

caregiving role for multiple family members (Samuel-Hodge et al., 2000; Samuel-

Hodge, Skelly, Headen, & Carter-Edwards, 2005). Hence it is important to explore the 

variety of relationships and interactions that may, specifically, be important for black 
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women with diabetes.  

These presently available findings illustrate the important role that social 

relationships have in the diabetes experience and suggest that relational influences on 

diabetes may vary by contextual and situational factors which may include both 

diabetes and relational circumstances. Two important, related, but underexplored 

circumstances include (1) the life course and diabetes trajectory as a temporal context 

and (2) bi-directionality in the associations between social relationships and diabetes 

experiences, that is, that diabetes may also impact relationships. The importance of 

these research gaps to understanding the significance of social relationships in the 

black women’s diabetes experiences is detailed below. 

 

Temporal Contexts of Life Course and Diabetes Trajectory 

Part of the type II diabetes experience is characterized by an initial diagnosis 

and series of interactions with health professionals giving guidance about health 

behavior changes followed by a long period of time where individuals attempt to 

follow advice by making and maintaining health behavior changes. It is understood 

that much of this work happens in the context of social relationships, however the way 

social relationships, for example, influence behavior change versus behavior 

maintenance (Gallant, 2013) or respond at initial diagnosis versus a year later may 

differ. However our understanding of these differences is limited because most 

research on social relationships and diabetes is characterized by non-specificity and 

inattention to the stage of disease duration and etiology under examination (Uchino, 

2009) and how that forms a temporal context for relational interactions (Neufeld & 
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Harrison, 2003; Newsom, Mahan, Rook, & Krause, 2008). Conceptual frameworks in 

chronic illness and empirical evidence suggest that disease duration matters for 

understanding the role of relationships in diabetes. First, the Corbin and Strauss 

Chronic Illness Trajectory model describes an illness trajectory as a variable and 

fluctuating course of events that unfold over time and posits these events as being 

shaped not only by the physiological illness aspects but also by ongoing relational 

interactions and diabetes management work (Corbin, 1998; Corbin & Strauss, 1991). 

This model suggests that attention to chronicity, in illness development and the 

broader life course (Wethington, 2005), is central to understanding chronic illness 

experiences. Second, researchers have empirically documented important 

intraindividual changes over the first year with diabetes. For example, whereas many 

studies have illustrated that black adults tend to have lower medication adherence 

(Mayberry et al., 2016; Shenolikar et al., 2006; Trinacty et al., 2007), Trinacty and 

colleagues (2009) found that black patients are just as likely as white patients to begin 

taking oral medication to manage their diabetes, however disparities in adherence 

appear and increase throughout the first six months post-diagnosis. In another study, 

individuals newly diagnosed with diabetes modified their conceptions of the meanings 

and causation of diabetes as they gained more experience living with and managing 

diabetes in their sociocultural landscapes (Lawton, Peel, Parry, & Douglas, 2008).  

There is also evidence that spousal diabetes-related interactions can change 

over the diabetes trajectory. For example, Miller and Brown (2005) reported that 

eating behavior strategies that married couples use to cope with one partner’s diabetes 

can change drastically over the course of a year, with some couples going from 
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sharing responsibility for meals to a completely disjointed strategy. Iida and 

colleagues (2012) found that the longer a spouse had a diabetes the stronger the 

association between diabetes symptoms and low enjoyment of daily spousal 

interactions. Other work by Iida and colleagues (2010) also showed how a temporal 

diabetes-informed relational context informs diabetes-related interactions. For 

example, day-to-day severity of diabetes symptoms and daily enjoyment with 

relational interactions predicted spousal provision of emotional support. Taken 

together, these findings suggest that in order to maximize our understanding of the 

role of social relationships in black women’s diabetes experiences it is important to 

give adequate attention to women’s life course and diabetes trajectory.  

 

Bi-directionality: Diabetes May Impact Relationships 

Most research on the influence of social relationships on diabetes is cross-

sectional, although it is generally conceptualized such that influence moves from 

social relationships to health behaviors and diabetes outcomes. However, theory and 

emerging research suggests that a more appropriate depiction of influence may be 

more bidirectional, with diabetes-related behaviors and symptoms shaping patterns of 

diabetes interactions (DiMatteo, 2004). 

There is some empirical evidence to suggest that diabetes and subsequent 

diabetes-related interactions may affect social relationships (Knutsen et al., 2017; 

Vassilev et al., 2014; Wiebe et al., 2016), although this research has predominantly 

focused on spousal interactions with white populations. For example, spousal 

involvement in diabetes management is associated with martial quality, such that 
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diabetes-related social control was associated with marital conflict (Trief et al., 2003) 

while diabetes-related social support was associated with pleasant high quality spousal 

interactions (August et al., 2013). Similarly, diabetes symptoms and distress have been 

associated with more marital tension (Iida et al., 2012) and lower marital quality (Trief 

et al., 2006). Data about how diabetes, diabetes management, and diabetes-related 

interactions influence relationships other than spouses is limited. However, some 

evidence shows that  negotiating diabetes-related eating behavior changes in 

relationships can lead to tension with pre-adolescent and adolescent children (Laroche 

et al., 2008; Laroche et al., 2009); frustrations among family members (Denham et al., 

2007; Knutsen et al., 2017); and tension with broader personal network (Knutsen et 

al., 2017). We can use predictions from previous empirical studies among spouses and 

young children (Laroche et al., 2008; Laroche et al., 2009), relational sociology, and 

convoy theory (both discussed below) to predict that exploration into how diabetes 

might affect a variety of relationships, including with adult children and friends, is an 

important and fruitful undertaking to understand the importance of social relationships 

in the day-to-day diabetes experience among black women. 

 

The Current Study 

In the present study, we extended and elaborated previous research about the 

operation of social context and social relationships in chronic illness management to 

explore how black women experience socially- and relationally-situated management 

of type II diabetes and how their experiences change over time. Specifically, 

prospective qualitative and social convoy methods were used to gather and analyze in-
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depth interview data from 15 black women recently diagnosed with type II diabetes 

with the goal of understanding (1) How social relationships shaped how black women 

experience diabetes in their day-to-day lives and (2) How black women experienced 

the influence of their diabetes (diagnosis, management) in their social relationships. 

We considered the ways in which women’s social convoys formed important contexts 

that shaped the impact of diabetes on women’s lives.  Identified gaps in the literature, 

in terms of temporal context and bi-directionality in the link between diabetes and 

social relationships were addressed in the following ways. First, to address diabetes 

trajectory as a temporal context, women were recruited within 3 years of learning they 

had diabetes as previous research (Lawton et al., 2008; Peel, Parry, Douglas, & 

Lawton, 2005) and input from local diabetes educators from recruiting locations 

indicated this to be a time with several visits with health professionals and attempts to 

conduct recommended self-management behaviors making this a period of time likely 

to be marked by changes in day-to-day life due to diabetes, what Peel et al. (2005) call 

an “adjustment phase” and what the Strauss-Corbin Chronic Illness Trajectory 

Framework calls a “trajectory onset” phase (Corbin, 1998). Repeated interviews were 

conducted to maximize the potential for capturing descriptions of experiences during 

this adjustment phase (Lawton, Parry, Peel, & Douglas, 2005; Murray et al., 2009), 

specifically the role of social relationships. Second, to address bi-directionality, 

interview questions were guided by relational sociology which promotes that social 

relationships are dynamic and processual and that interactions necessarily result in 

some form of change in both the interactors and their relationship (Abbott, 1995; 

Emirbayer, 1997). Questions asked about the potential reshaping of relationships after 



 

60 

diabetes diagnosis, probing specifically for reshaping through diabetes-related 

interactions.  

The social convoy model provided a useful framework for exploring how 

social relationships shaped black women’s experiences after a recent diagnosis with 

diabetes. The convoy model posits that a person is surrounded by close and important 

others who shape the individual, in supportive and sometimes adverse ways, as they 

sojourn together throughout the life course (Antonucci, Fiori, Birditt, & Jackey, 2010). 

According to the convoy model, through growth and development in individual 

characteristics related to the lifespan (e.g., maturation) and situational characteristics 

related to the life course (e.g., roles) the makeup of the convoy itself is shaped and 

changed (Antonucci et al., 2010). To elicit social convoys, researchers use a convoy 

measure that asks individuals to name close and important others while placing them 

in three concentric circles representative of differing levels of closeness, that is: very 

close, somewhat close, and less close (Antonucci, 1986; Kahn & Antonucci, 1980). In 

this way, the convoy model is an efficient representation of the structure and quality of 

participants’ complex web of social relationships, capturing the size of the convoy and 

closeness of each relationship. Additionally, as opposed to some relational measures 

that group relational types (e.g., family, friends), the convoy allows for exploration 

and analysis of the diversity of specific convoy members because individual names 

and relationship types are identified (e.g. mother, sister, coworker). This is important 

because, as stated earlier, the study focused on the potential variety of social 

relationships that women themselves nominated as important. This also allowed for 

follow up specification questions about convoy member characteristics such as age, 
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gender, or diabetes-status and relational characteristics such as contact frequency and 

proximity. Furthermore, the use of the convoy measure allowed for visualization of a 

participants’ convoy of relationships and serves as a visual cue to assist discussion in 

in-depth interviews and yield rich descriptions of relationships and interactions 

(Dobbie, Reith, & McConville, 2017; Hogan, Carrasco, & Wellman, 2007). 

 

METHODS 

 

Participants 

This study relied on a purposive sample of 15 black women who had been 

diagnosed with diabetes by a physician within three years of recruitment. Women 

were recruited via referrals from diabetes educators, as well as through flyers and 

tabling at health sites (1 hospital, 2 community clinics), grocery stores, and churches 

in a low-income urban area in Upstate New York where the percentage of black 

women residents is three times the New York State average (25.2% vs. 8.4%; U.S. 

Census Bureau, 2016c). Additionally, in this area, the proportion of the population 

living below the federal poverty line is twice the New York State average (36.6% 

vs.14.2%; U.S. Census Bureau, 2016d). Women at least 18 years of age who identified 

as African-American or black were included in the study. Additionally, women were 

recruited who were willing to refer the researchers to at least one member of their 

social network to whom they had disclosed their diabetes because a secondary aspect 

of this research was to explore diabetes from the perspective of women’s social 

network members. Lastly, women who were pregnant or nursing or had previously 
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been advised to rigorously change their diet to manage a health condition other than 

diabetes were excluded because of perceived difficulties in discerning eating-related 

managing activities specific to the recent diagnosis with type II diabetes.  

As initial recruitment progressed, theoretical sampling was employed such that 

participants were recruited to vary in romantic partnership and employment status. 

Variation in romantic partnership status was pursued in order to explore differences in 

experiences such as partner disclosure and support outside of partner relationships.  

Meanwhile variation in employment was sought to explore variation in the 

experiences of women with days structured by employment compared with those 

whose days were without an externally imposed schedule, because the timing of 

diabetes-related activities such as medication, blood sugar monitoring, and meals 

emerged as salient for initial participants. 

Participating women had been diagnosed with diabetes between 1 month and 

2.25 years at the time of the first interview. Two-thirds of participants had diabetes for 

less than a year at the time of the first interview. About one-third of women were 

employed, one-third were retired, and about one-third were unable to work (due to 

disability). Half of the women were in long-term romantic partnerships. Comorbidities 

were common among participants and included high blood pressure, depression, and 

work-limiting physical disabilities. A more complete list of participant characteristics 

is included in the findings (Table 1). 

 

Data Collection 

Interview protocol. Three in-depth interviews were conducted with each 
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participant. Prior to the first interview, all women provided written informed consent. 

Upon completion of the third interview, women received a $60 grocery gift card. All 

women were interviewed by JDE who was trained in qualitative methods. Interviews 

were conducted two to three months apart in participants’ homes (with the exception 

of one initial interview, which was conducted at the home of JDE at the request of the 

participant). Interviews lasted between 30 and 105 minutes and were audio-recorded.  

In the first interview, participants were interviewed using the initial semi-

structured interview guide with the convoy measure embedded within the guide and 

administered halfway through. As part of the interview guide, immediately following 

the convoy measure and using the convoy as a visual display of potential interactional 

partners, participants were asked a series of questions about diabetes-related 

interactions, including enacted support, conflict, and other positive and/or negative 

interactions and participants’ evaluations of those interactions (e.g. how it made them 

feel). The semi-structured interview was followed by a brief demographic 

questionnaire to record participants’ age, ethnicity, education level, financial situation, 

employment status, previous weight loss attempts, and comorbidities. Finally, 

participants were administered a name interpreter to elicit detailed information about 

their convoy members. The name interpreter and the demographic questionnaire were 

administered only at the initial interview. All study procedures were approved by the 

Cornell University Institutional Review Board. 

 

Semi-structured interview guide. The interviewer followed a semi-structured 

interview guide which included open-ended questions about women’s experiences 
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being diagnosed with diabetes, managing diabetes in daily life, and if and how anyone 

else in their lives impacted their diabetes management, probing specifically for eating-

related behavior changes and diabetes-related interactions such as support, control, 

and conflict. Open-ended questions were guided by previous work on the role of social 

relationships in diabetes management (e.g. Carter-Edwards et al., 2004; Chesla & 

Chun, 2005; Gallant et al., 2007; Laroche et al., 2008; Miller & Brown, 2005; Rook, 

August, & Sorkin, 2011; Samuel-Hodge et al., 2000), the social convoy model 

(Antonucci, 1986; Antonucci & Akiyama, 1987; Antonucci et al., 2010; Leffler, 

Krannich, & Gillespie, 1986), relational sociology (Abbott, 1995; Emirbayer, 1997), 

and life-course perspectives (Devine, 2005; Wethington, 2005). Interview guides were 

pre-tested with a similar group of black women and with diabetes educators for 

comprehension.  Interview guides may be found in Appendix A. 

The follow-up interview guides (administered in the second and third 

interviews with each participant) used an emergent design whereby the authors (JDE, 

CMD) listened to recordings of the each individual’s initial interview, discussed 

emergent issues, and developed tailored questions to ask in the follow-up interviews. 

Additionally, based on the review of initial interviews, broader emergent theoretically 

relevant questions were added to all questionnaires. One such emergent question, for 

example, was probing for convoy members with diabetes, as participants in the first 

three interviews spontaneously described several diabetes-related interactions with 

convoy members with diabetes. Another emergent question was asking how having 

diabetes had changed how participants thought about the eating behaviors of close 

convoy members (probing for specific convoy members, and any actions taken to 



 

65 

impact eating), as participants tended to sporadically comment on eating behaviors of 

convoy members.  

 

Social convoy measure: Hierarchical mapping technique. Participants’ social 

convoys were elicited using the hierarchical mapping technique (Antonucci, 1986; 

Kahn & Antonucci, 1980). This technique has been used to successfully identify close 

and important relationships across populations diverse in age, race, ethnicity, and 

country of origin (as reviewed in Antonucci, Ajrouch, & Birditt, 2014). This method 

of elicitation was particularly appropriate for this study because it allowed participants 

to identify close and important individual network members (e.g. sister A, sister B vs. 

grouping family together) which convoy theory suggests would be the set of 

relationships most likely to provide the diabetes-related interactions of interest in this 

study (Antonucci, 1986; Antonucci et al., 2010). This approach also allows for 

description of individual network member characteristics (such as age, relationship 

duration, frequency of communication, and diabetes status) and supports description 

of specific relational transactions.   

Participants were provided with a large (8.5” X 14”) “map” with three 

concentric circles with the word “YOU” written in the center (Antonucci, 1986; Kahn 

& Antonucci, 1980). Participants were told that the three circles included “people who 

are important in your life right now” but who were not equally important or close. 

Participants were asked to write the first names and last initials of people who were so 

close and important that it was difficult to imagine life without them in the innermost 

circle. In the next circle, women placed people who were less close but still important. 
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In the outermost circle, participant placed those who were close and important enough 

to be named but had not yet been included in participants’ convoys.  

 Participants were also instructed to label the relationship (e.g. mother, 

daughter, partner, etc.). Discussion throughout the interview often led participants to 

remember relationships they had forgotten during the convoy elicitation and 

participants were allowed to return to the convoy document (which remained in view 

for the duration of the interview).  

 Participants were also asked to fill out the convoy model at each of the follow-

up interviews. Participants’ previous social convoy models were reviewed ahead of 

the interview and also present at the follow-up interviews. Once participants 

completed their convoy model in a follow-up interview, the interviewer immediately 

compared the convoy to the previous model and probed the participant regarding any 

differences during the interview. 

 

Name interpreter. At the end of the interview, the interviewer administered a 

name interpreter to elicit convoy member characteristics, modeled after the General 

Social Survey network instrument (Burt, 1984). The name interpreter detailed the 

following characteristics of each convoy member: age, gender, race/ethnicity, 

employment status, and diabetes status, as well as the following relational 

characteristics: relationship duration, frequency of face-to-face contact, frequency of 

contact via telephone or electronic device, frequency of commensality, and proximity. 

To systematize the approach and reduce respondent burden, the name interpreter was 

completed for all individuals in the innermost circle in the order they were named, 
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then moved to the outer circles. Name interpreter information was completed for at 

least ten convoy members or all convoy members if fewer than ten were named. 

Because this was done as the final step of the interview, the interviewer then judged 

respondent fatigue to determine how many more convoy members to query after the 

first ten were completed.  

 

Data Analysis 

Interviews were transcribed verbatim, verified for accuracy (by JDE), and 

organized and coded using Atlas.ti (V7). Pseudonyms were used for all participants 

and convoy members. The constant comparative method was used to develop a set of 

conceptually integrated codes (Strauss & Corbin, 1990). Field notes were written 

immediately following each interview, documenting the setting, nonverbal cues, and 

participant impressions, these notes were used to assess the quality of the interview. 

Steps in the analytic process included: (1) Team review of initial interviews and 

convoy data (integrated with selected name interpreter data) to develop theoretically 

relevant follow-up questions and to document emergent themes; (2) grouping 

interviews and convoys for each participant into a case and open coding for emergent 

themes; (3) iterative axial coding of emergent themes related to diabetes-related social 

interactions, changes, and threats; (4) re-examining the case data to explore how 

diabetes-related social interactions developed over the course of the study; and (5) 

identifying and exploring negative cases (e.g., for some participants’ diabetes 

diagnosis was not relationally threatening, exploring how this manifested differently 

for different participants, led to fleshing out salient contextual themes). Data were 
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analyzed to saturation (Lincoln & Guba, 1985), that is, until no additional information 

emerged regarding the higher-level concept of diabetes-related social impacts. 

The quality and integrity of this analysis were strengthened by peer debriefing 

with research team members, member-checking interpretation of salient concepts with 

participants at follow-up interviews, and triangulation of methods to describe 

participants’ social relationships and relational interactions (i.e. relationally focused 

semi-structured interview questions, social convoy measure, and name interpreter; 

Lincoln & Guba, 1985). 

 

FINDINGS 

The 15 black women who participated in this study aged from 39 to 79 years 

(median 54 years) and had diabetes between 1 month and 2.25 years (median 5 

months) at the time of the first interview (Table 3.1). Half of participants were married 

or in a long term romantic relationship, the rest of participants were either widowed, 

single (never married), divorced or separated. Thirteen participants shared a household 

with at least one other person for the entire study period while two participants were 

living alone at the time of one of the interviews. Participants’ household makeup 

varied, with most participants sharing a home with an adult child, though partners, 

young children, grandchildren and other adults were also part of participants’ 

households. One-third of participants had graduated from college, the rest had finished 

high school or completed some college. Half of participants reported their money 

situation as comfortable with some extras, while the rest reported having enough but 

no extras, having to cut back, or not being able to make ends meet. About a third of 
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women lived in low-rent public housing apartment buildings and about a third 

received health insurance through Medicaid. While half of participants reported their 

money situation as comfortable with some extras, the socioeconomic characteristics of 

the surrounding communities as well as housing and insurance indicators suggest most 

participants were living in low income households. 

Participants named 373 convoy members over the course of the study (see 

Table 3.2). Participants’ social convoys varied in size, with the largest having 34 

members and the smallest having 4 members; the median convoy size at the first 

interview was 17 members. The median convoy size at both the second and third 

interviews was 18 members. Participants tended to place the most convoy members in 

the innermost circle (very close), followed by the middle circle (somewhat close), 

followed by the outermost circle (less close).  Almost two-thirds of participants’ 

convoy members were women and more than half were family members. Friends were 

the most commonly named convoy members. One subset of friends included close 

others regarded in kinship terms, but who were not related by blood, marriage, or legal 

ties (Stack, 1974; Chatters, Taylor, and Jayakody 1994): sister-friends and brother-

friends. Siblings and children were the next common types of convoy members 

named. Nieces, nephews, grandchildren, and other family members were also 

common. Coworkers and other non-kin relationships (other than friends) were rarely 

named, but included ministers, health professionals, and ex-romantic partners. 

A detailed name interpreter was conducted for a subset of each participants’ 

social convoy members, findings from that instrument are presented in Table 3.3. 

Name interpreter data is presented for 136 social convoy members. Because of the 
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nature of the name interpreter protocol, the social convoy members represented in 

Table 3.3 were primarily placed in the innermost circle. Findings illustrate that these 

very close and important convoy members tended to be female, family members, and 

black. These very close convoy members also tended to be a similar age or younger 

than the index participant, very few close convoy members were older. About half of 

these convoy members were employed, half finished high school, and forty percent 

graduated college. Many of these very close convoy members also had diabetes 

themselves. A quarter of these very close others shared a home or apartment building 

with the index participant, while almost half lived within a thirty minute commute. 

Participants did not report eating daily with many close convoy members. About half 

of convoy members were in at least weekly face-to-face contact with the index 

participant, however three-quarters of convoy members were in contact with the index 

participant by phone or electronic device at least weekly.  
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Table 3.1. Demographic characteristics of participating black women with type II diabetes 
(n=15). 
 
Age (years) 

 

Median 54 

Range (39 - 79) 

Diabetes duration at first interview 

Median 5 months 

Range (1 month - 2.25 years) 

Romantic partnership status (n) 

Widowed 3 

Divorced or separated 2 

Married or in a long term 
relationship 

8 

Single and never married 2 

Household situation (n) 
 

Young children 4 

Adult children 9 

Partner 5 

Other adults, family 1 

Other adults, non-family 2 

Employment status (n) 
 

Retired 5 

Unable to work, disability 4 

Part-time 3 

Full-time 3 

Education (n) 
 

Finished high school 5 

Some college 4 

Graduated from college 6 

Money situation (n) 
 

Comfortable with extras 8 

Enough but no extras 3 

Have to cut back 2 

Cannot make ends meet 2 

Insurance type (n) 
 

Private 5 

Medicare 6 

Medicaid 4 

Participation in low-rent 
public housing program (n) 

6 
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Table 3.2. Characteristics of all named social convoy members (n=373)1 

Characteristics No.  

Median convoy size, members (range)2   

First interview 17 (4, 29) 

Second interview 18 (8, 28) 

Third interview 18 (10,34) 

Number of convoy members by placement, %  

Very close 200 (54%) 

Somewhat close 116 (31%) 

Less close 57 (15%) 

Women, % 231 (62%) 

Kin, % 223 (60%) 

Fictive kin, %3 24 (6%) 

Number of convoy members by relationship, % 

Friend 114 (30%) 

Other friend4 102  

Sister-friend 10  

Brother-friend 2  

Siblings 56 (15%) 

Sister 33  

Brother 23  

Child 57 (15%) 

Daughter 29  

Son 28  

Niece/Nephew 40 (11%) 

Grandchild 32 (9%) 

Other family5 30 (8%) 

Godchild 9 (2%) 

Partner 8 (2%) 

Minister 3 (1%) 

Coworker 2 (0.5%) 

Other6 22 (6%) 
1This table summarizes information for all convoy members ever named and only includes information 
collected via the social convoy measure. Data collected via the name interpreter for a subset of convoy 
member is presented in Table 3.3.  
2There was no limit to the number of convoy members each participant could name.  
3“Fictive kin” refers to close and important others regarded in kinship terms with corresponding respect 
and responsibility but who are not related by blood, marriage, or sociolegal ties (Stack, 1974; Chatters, 
Taylor, Jayakody, 1994). For this sample, fictive kin included sister-friends, brother-friends, 
goddaughters, and godsons. 
4“Other family” includes parents, cousins, aunts, uncles, and in-laws. 
5“Other friends” refers to any convoy member labeled as a “friend” as well as fellow church members and 
friends from other social organizations 
6“Other” convoy members includes school principals, doctors, nurses, landlords, community health 
professionals, and ex-partners (romantic).  
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Table 3.3. Convoy member and relational characteristics (n=136): Convoy members 
with name interpreter data1 

Characteristics No. (%) 

Convoy member characteristics 

Women 84 (62%) 

Kin 91 (67%) 

Fictive kin 14 (10%) 

Age relative to index participant   

Younger  59 (43%) 

Similar (+/- 15 years) 69 (51%) 

Older 8 (6%) 

Black 124 (91%) 

Has diabetes 38 (28%) 

Employed 76 (56%) 

Education   

Did not finish high school 12 (9%) 

Finished high school 70 (51%) 

Graduated from college 54 (40%) 

Relationship characteristics 

Distance from index participant   

Same home or building 33 (24%) 

 ≤30 minutes away 60 (44%) 

31-60 minutes away 7 (5%) 

>60 minutes away 36 (26%) 

Frequency of eating together  

Daily 9 (7%) 

Weekly 32 (24%) 

Monthly 20 (15%) 

Occasionally 43 (32%) 

Rarely/Never 32 (24%) 

Frequency of face-to-face contact 

Everyday 40 (29%) 

Weekly 31 (23%) 

Monthly 18 (13%) 

Occasionally 32 (24%) 

Rarely/Never 15 (11%) 

Frequency of phone/device contact  

Everyday 48 (35%) 

Weekly 54 (40%) 

Monthly 20 (15%) 

Occasionally 9 (7%) 
Rarely/Never 5 (4%) 
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1 Name interpreter information was completed for at least ten convoy members for each 
participant or all convoy members if fewer than ten were named. After ten, if the respondent 
was fatigued the name interpreter was curtailed. For this table a maximum of 10 convoy 
members (the first 10 completed) per participant were included. 

 

Participants shared unique perspectives as they described their day-to-day 

experiences after a recent diagnosis with diabetes. Women described a variety of 

diabetes-related experiences including diagnosis events and coming to accept diabetes, 

learning how to do the work of diabetes management, developing and updating 

diabetes beliefs and expectations, and coping with diabetes-related consequences in 

relationships. The focus of this analysis is describing the salient way that social 

relationships impacted and were impacted by these diabetes-related experiences. In 

this way, aforementioned diabetes-related experiences are not detailed on their own, 

but described in connection to social relationships. 

 With regards to the first research question (how social relationships shape 

women’s diabetes-related experiences), women described how several types of convoy 

members provided numerous and diverse types of diabetes-related interactions that 

shaped their day-to-day experiences with diabetes.  Emergent categories of diabetes-

related interactions with convoy members were learning about diabetes from convoy 

members who have diabetes, enabling diabetes care, checking in, emotional 

assurances, and creating challenges to care. 

With regards to the second research question, women described how diabetes 

impacted their social relationships in terms of changes to convoy makeup (who and 

how close), threats to relational quality, threats to relational selves (social identities 

and roles), threats to social routines and scripts, and participants’ new roles in the 
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convoy, specifically as health behavior-related helpers. In the following sections, these 

findings are presented with illustrative quotes.  

 

How Social Relationships Shaped Day-to-Day Diabetes-Related Experiences 

Throughout the interviews and social convoy elicitation, women described how 

a variety of convoy members provided numerous and diverse diabetes-related social 

interactions that worked to shape their day-to-day diabetes-related experiences. This 

section first details types of convoy members involved in diabetes-related interactions. 

Next, this section describes types of diabetes-related interactions in terms of how they 

shaped women’s diabetes-related experiences.  Descriptions are illustrated with quotes.  

 

Types of convoy members involved in diabetes-related interactions. 

Participants reported diabetes-related interactions with several types of convoy 

members. Adult children represented the most common interactors and were described 

by thirteen participants, nine of whom shared a household with an adult son or 

daughter. About half of participants described diabetes-related interactions with sister-

friends and half described diabetes-related interactions with sisters.  Meanwhile, 

though half of participants were married or in a long term romantic partnership, only 

half of those partnered described diabetes-related interactions with their partners, and 

two participants did not tell their husbands about their diabetes.  Finally, diabetes-

related interactions with several convoy members with diabetes including mothers, 

fathers, sisters, brothers, aunts, uncles, close friends, and church members were 

described by all but one participant.  
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Types of diabetes-related interactions. Several kinds of diabetes-related 

interactions were described, including (1) learning about diabetes from people in the 

convoy who had diabetes, (2) enabling diabetes care, (3) checking in, (4) providing 

emotional assurance, and (5) creating challenges to diabetes care.  These interactions 

are described and illustrated with quotes below. 

 

Learning about diabetes from people in the convoy who have diabetes: “I 

have a lot of diabetes in my family.” Diabetes-related interactions were grounded for 

all but one participant in interactions, past and present, with convoy members who had 

diabetes. Women recounted interactions with both living and deceased members of 

their social convoy with diabetes, most commonly sisters, mothers, and aunts.  

Women described a range of experiences with diabetes in their convoy that informed 

their day-to-day diabetes-related experiences, including (a) diabetes talk or lack 

thereof about the intricacies of diabetes management and symptoms, (b) active 

involvement in the convoy members’ diabetes management, and (c) observing positive 

diabetes management or complications sometimes leading to death. Women described 

how these experiences with diabetes in their close relationships provided intimate 

views into others’ experiences with diabetes that shaped their own diabetes-related 

beliefs, expectations, and understandings of diabetes and diabetes management.    

 

Diabetes talk (or lack thereof) among convoy members with diabetes: “…my 

oldest brother has diabetes, but I never really talk to him about it.” Although most 
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participants had a close convoy member with diabetes, only some reported discussing 

diabetes with their convoy members, while others did not. Diabetes talk among 

convoy members with diabetes was focused on diabetes management activities, no 

participant described discussing causes or prevention of diabetes. For those that did 

discuss diabetes, convoy members with diabetes were described as a rich source of 

practical and lived diabetes-related advice and information for many facets of diabetes 

management activities from medication recommendations to interpreting blood sugar 

readings to food preparation. For example, Evelyn described interpreting her own 

diabetes medication experiences through talking with her sister about her sister’s own 

negative experiences with diabetes medication:  

…in the beginning I think they gave me too much, ‘cause my sister tell me that 

that medicine can be dangerous. And if you take too much- ‘cause she had an 

experience where they gave her too much and she had a stroke…So she said to 

me, be very careful, you know. (Evelyn, aged 61 years, at 3rd interview had 

diabetes for 7 months) 

 Whereas Marilyn (aged 44 years, at 2nd interview had diabetes for 3 months) 

described how her friend with diabetes showed her how to test her blood sugar: “She 

[friend with diabetes] showed me how to, when you poke, ‘cause you got the machine 

with the little thing an’ how to read (/read the blood glucose meter/). That’s how I 

learned.” 

Similarly, Annie (aged 79, at 1st interview had diabetes for 3 months) 

described how her family members with diabetes helped her to make her prescribed 

diet more palatable: “My family helping me [three sisters and son with diabetes]. 
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Setting up that bland food to make it look attractive enough to even try to eat it.”  

Some participants described feeling more comfortable or even obligated to 

discuss their diabetes with close members of the convoy who also had diabetes. Some 

participants only disclosed that they had diabetes to others in their convoy with 

diabetes. Two participants specifically decided not to tell their husbands, but told other 

convoy members with diabetes. Joyce (aged 46 years, at 2nd interview had diabetes 

for 1 year 10 months) told her brother with diabetes, as she described: “I have four 

brothers. And out of the four brothers, I told Lawrence because he’s the one I went to 

see when he was in the hospital [diabetes-related toe amputation] and I felt like I 

should tell him.” While Evelyn told a sister-friend: 

Well I wasn’t gon’ tell her [sister-friend], but she was one person that I thought 

about telling, but just so happened…her last visit for her primary doctor told 

her something about her glucose and they gave her the monitor and everything. 

And that’s when I opened up to her and told her. (Evelyn, aged 61 years, at 2nd 

interview had diabetes for 4.5 months) 

Other participants did not talk about diabetes with convoy members with 

diabetes. Some described not talking about diabetes as expected or well-mannered in 

their convoy: 

“Now, some people cheat a lot. Again, it gets on your nerve they [referring to a 

sister] always say, ‘Oh it’s [blood sugar] so high today. I don’t know what I 

did wrong.’ Well my god, you just ate half a pint of ice cream! But you can’t 

say that, ‘cause you gonna make somebody angry. So you just don’t say 

nothing…” (Annie, aged 79 years, at 1st interview had diabetes for 3 months) 
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Whereas, Marilyn (aged 44 years, at 1st interview had diabetes for 1 month) 

described her mother as a role model, mirroring her mother’s approach in refraining 

from diabetes talk: “She [her mother] was the type of lady, she would never complain. 

You would never know if there’s anything wrong with her, she will not tell you… I’m 

kinda like that too, I don’t complain a lot, you know.”  

 

Active involvement in the diabetes care of convoy members: “I would…take 

her sugar…and then give her her pills… so I knew how to do that.” Other interactions 

with convoy members with diabetes included being actively involved in diabetes 

management activities for a convoy member, usually a mother but fathers and aunts 

were also mentioned. Women described how this involvement shaped their beliefs 

about the manageability of diabetes and expectations for how it could impact their 

lives. As Frances (aged 55 years) described in the first interview after having diabetes 

for 1 month, being involved in her mother’s care made her fearful of “progressing” 

from pre-diabetes to diabetes (as Frances had already done), to having to take insulin, 

and potentially having further complications: 

I remember when she first got diabetes she was pre-diabetic …she handled it 

well, you know, but then that progressed…I used to take, shoot her in the arm 

or in the stomach [with insulin]  and stuff like that and she taught me how to 

do that. She actually taught me how to do that. And I pray to god I never get 

that far…‘cause she used to have blackouts because she wasn’t eating right, 

you know, she pass out in the house quite a few times, what they call it? 
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Insulin shock? She had insulin shock. My mother went through a lot with 

diabetes…They wanted to cut her foot off, all of that. She wouldn’t let ‘em. 

She died too. ‘Cause of gangrene. 

Administering medication, both insulin shots and pills, was commonly 

described. Participants described how these previous experiences made them familiar 

with the process for their own diabetes. 

“I would go down in the morning and take her [mother] sugar before she had 

breakfast. You know, she was an early eater, I’m an early riser…. …And then 

give her her pills and stuff, so I knew how to do that. (Betty, aged 61 years, at 

2nd interview had diabetes for 5 months) 

Similarly, participants described preparing healthy meals for their convoy 

members with diabetes and how those experiences equipped them to make healthy and 

tasty meals once learning of their own diabetes. For example: 

I know how it is because I used to, when my mother was alive, I moved in with 

her because she was not adhering to her diet. She would binge on …pound 

cake and… ice cream …‘cause she went into diabetic comas and all of the 

stuff, you know. And so, I moved in with her, and I actually controlled her 

diet. But I made it taste good, where she didn’t complain about it. You know, 

she worked, I worked too, but I’d come home and make her dinner for her…. I 

have diabetic cookbooks and recipes and what have you. (Helen, aged 66 

years, at 1st interview had diabetes for 2 years 3 months) 

 

Observing others in the convoy with diabetes: “I seen my aunt go blind…” 
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Other times, participants were not directly involved in diabetes-related care, however 

they observed social convoy members conducting managing activities or dealing with 

complications. These observations often directly informed participants’ beliefs, 

expectations and overall meaning ascribed to diabetes. Some participants described 

trying to understand how they came to have diabetes in terms of their family members 

with diabetes. For example, Denise located her own diabetes diagnosis in the context 

of both her mother and aunt’s diabetes and series of health conditions, wondering what 

it meant for her future health:  

I was like, ‘Wow, your grandmother, she had this when she was about my age, 

too.’ She had cancer, she had that when she was like thirty-somethin’. Diabetes 

when she was like forty-something. And high blood pressure, she basically 

always had… And I told my boy, I said, ‘That’s funny how a lot of sicknesses 

grandma had, I’m getting it.’ At the same age… I think about that. Especially 

with diabetes- damn, my mom had it, my aunt had it, they both died… You 

know what I’m saying? It crosses my mind, like, ‘I hope this don’t happen to 

me.’ (Denise, aged 49 years, at 1st interview had diabetes for 3 months) 

Participants often described trying to make meaning out of their observations, 

comparing the experiences of multiple convoy members with diabetes to contextualize 

observations, especially complications. For example, Lynn described fatalistic 

expectations after being witness to two recent and severe instances of complication: 

Now I’m like, well if this is what diabetes do to you, when it killed my friend a 

couple a months ago, and when I seen my aunt go blind, um, last July, I’m like, 

I’m gonna do what I wanna do. Because I feel like it’s a killer disease: It’s 
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gon’ take you out, you gonna go out one way or another with this disease. 

(Lynn, aged 47 years, at 1st interview had diabetes for 1 year 7 months) 

In contrast, Joyce attributed her brothers’ diabetes-related complications to 

alcohol misuse, but described her father as faring well because he has no 

complications. 

I know I have a family history of diabetes. My father has diabetes. My brother- 

one of my older brothers has diabetes, well one of ‘em has- one of them at the 

time was diagnosed with diabetes and a stroke, but he drinks. He drinks and he 

smokes weed. You know, I figured, eh, why not? And then I have another 

brother that just got diagnosed with diabetes and he prolly had it all along and 

he wasn’t taking care of himself and he lost two of his toes this year….my 

father’s diabetes is well controlled, he passed out once when I was like twelve. 

And then after that he’s been right on point. Everything’s been together, he 

hasn’t lost any limbs or anything like that. He’s on insulin, but he’s eighty-six. 

(Joyce, aged 46 years, at 1st interview had diabetes for 1 year 8 months) 

Similarly, Betty compared observations of her mother’s health-related 

behaviors to her aunt’s  to make sense of why her aunt had to take insulin, while her 

mother did not. However, comparing her mother’s experience to her own also made 

her associate diabetes with amputation. 

She [mother] never had to take the needles. My aunt had to take the needles…. 

But she didn’t take care of herself though. You know, like eating what you’re 

supposed to eat and stuff… and she didn’t try to lose weight or anything you 

know. And she was short like my mother and short like me... My mom lost 
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weight, so that’s why she never had to take the needles. (Betty, aged 61 years, 

at 2nd interview had diabetes for 5 months) 

 

My mom had both of her legs taken off, below the knee. She had her foot taken 

off. And then they took off to her leg there. My momma lived a full life when 

she got sick. But I’m saying, ‘Is that what’s gonna happen to me now?’ And 

every time something hurts you, you say, ‘Oh my goodness, is that a sign that 

the blood stopped circulating there?’ You know? ‘Are you gonna have to have 

that amputated?’” – Betty (aged 61 years, at 1st interview had diabetes for 3 

months) 

Similarly, Frances, described attempting to make meaning out of her 

observations of convoy members getting sicker, while telling her that they have been 

taking care of themselves, leading her to wonder if it is possible to live healthfully 

with diabetes: 

Um, it’s so much pressure, to me just being, having diabetes is pressure. You 

know, just the thought of the what-ifs and what’s gonna happen, you know. 

And a lotta people I know that take care of their self is, gets really sick from it, 

you know… I know quite a few people that has gotten really sick, even though 

they were eating right you know, taking care of theyself, going to doctors’ 

appointments and stuff like that, but still, it just decrease it got worse and 

worse. It makes me afraid. (Frances, aged 55 years, at 1st interview had 

diabetes for 10 months) 
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The preceding section described participants several interactions with convoy 

members with diabetes that worked to provide specific and intricate insights into 

living with diabetes and shaped participants diabetes related beliefs, expectations, and 

practices. The next sections describe additional diabetes-related interactions with all 

convoy members (with and without diabetes) and include attempts to help, as well as 

ways in which convoy members hindered, diabetes care. 

 

Enabling diabetes care: “She makes it possible.” Many participants described 

how their convoy members shaped their day-to-day diabetes experiences by enabling 

them to carry out diabetes-related management activities by providing physical 

assistance and information, changing their own health behaviors, and attending 

healthcare appointments to ask questions. For example, Betty described how her 

daughter “makes it possible” for her to care for her diabetes: 

…if it wasn’t for them [youngest daughter and daughter’s boyfriend], I don’t 

think I’d be able to accomplish much. Because they were, they were the ones 

that was running with me, and sticking with me, you know? Going to the 

doctors, getting my prescriptions, um, making sure I have my medicine, 

making sure I have food in the house. ‘Cause there’s a long time I couldn’t 

drive. So they made sure I had food in the house.  (Betty, aged 61 years, at 1st 

interview had diabetes for 3 months) 

 In another example, Gail, described how her husband helped her take care of 

her diabetes by changing his diet and asking helpful questions at her nutritionist’s 

appointment: 



 

85 

I mean soon as we found out he [husband] helped me change my diet and 

everything, so. He eat the same food I eat, go walking….He went to my 

doctor’s appointment with me, went to my regular doctor then when to my 

nutrition with me. He was asking questions too, because like some of the back 

of the food it’s like you got the carbs and the sugar and, you know, he was 

asking some good questions. Like I woulda thought, you know, the carbs and 

the sugars is different, which it’s not. (Gail, aged 39 years, at 1st interview had 

diabetes for 3 months) 

 

Checking in: “What was your sugar this morning?” Participants also 

described how convoy members influence day-to-day diabetes-related experiences by 

attempting to monitor, check up on them, and provide warnings to make sure the 

participant is performing recommended diabetes management activities, as described 

in the following quotes, for example: 

Would you believe she call me every day, say, ‘Grandma Annie– whacha 

doing? Now tell me really, how you really doing?’ When I say, ‘Oh I’m doing 

fine.’ ‘How you really doing?’ And she tell me, ‘Oh, did you eat 

today?’(Annie, aged 79, at 3rd interview had diabetes for 8 months) 

 

Because he [close friend with diabetes] gets up, 'What was your sugar this 

morning?' He'll ask. And make me conscious of my readings, so, I know not to 

mess up. (Helen, aged 66 years, at 1st interview had diabetes for 2 years 3 

months) 
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… she [her sister with diabetes] always keep it up front, ‘You gotta be careful 

with what you eat…because you don’t wanna hafta go through the part of 

taking the insulin’…She said it’s a really drastic change in your body. 

(Frances, aged 55 years, at 1st interview had diabetes for 10 months)  

 

Emotional assurance: “It’s gonna be all right.” Participants described how 

convoy members shaped their everyday diabetes experiences as they provided 

emotional assurance and encouragement, insisting that the participant would be all 

right. Betty, for example, described how important it was to have a least one person 

who kept a positive outlook after she was hospitalized: 

It was over with. I was gone. This was it, you know. You know, I cried a lot. 

The only one that didn’t think that way was the baby [her youngest daughter], 

she was like, ‘Oh, Ma, you gonna be alright. Don’t worry about it, you’re 

gonna be all right.’ So I don’t know if she went in the car and cried or did 

whatever, but she was trying, you know, to convince me that it’s gonna be all 

right, you know. (Betty, aged 61 years, at 1st interview had diabetes for 3 

months) 

Similarly, Evelyn described how she specifically turned to her sister for 

support because she knew she would be “encouraging” and “optimistic”: 

She’s [her sister] just, she’s very knowledgeable about things and she has a, 

um, optimistic way of seeing things, like I said.  So she would be more helpful 

and encouraging to me.  Rather than seeing it as, you know, something 
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debilitating, or whatever. (Evelyn, aged 61 years, at 1st interview had diabetes 

for 1.5 months) 

 

Creating challenges to care: “It’s stress”. When discussing day-to-day 

diabetes experiences, some participants also described ways that convoy members 

made it more challenging to carry out diabetes-related managing activities, including 

preparing foods too high in salt or fat, making hurtful comments about weight, and 

being a general source of stress. For example, in her second interview, Evelyn, 

recalled how keeping her blood sugar numbers where she wanted them was a 

challenge when visiting her friend: 

I went to Atlanta to visit my girlfriend…And I was there for about five days, 

and I took my, um, monitor. My blood glucose- I don’t know what it was, if 

it’s what she cooked or because I didn’t have the schedule that I would have 

when I’m home, there could be a number of things that contributed to it going 

up so high…But whenever she would cook – she loves butter, and she likes 

salt. So I didn’t see how much she would put in her food, but I’m attributing 

that to why my body did what it did. (Evelyn, aged 61 years, at 2nd interview 

had diabetes for 4.5 months) 

Whereas, Helen, relates how her children and grandchildren sometimes stress 

her so much that she does not take care of herself like she believes she needs to: 

I don’t eat. And I hafta eat. Um, it’s stress. Stress makes you don’t eat. With 

me, it makes me. Yeah, my kid’s going in and out of jail and my 

granddaughter’s having babies and not married and stuff like that. Personal 
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problems. (Helen, aged 66 years, at 1st interview had diabetes for 2 years 3 

months) 

Similarly, Annie described how her son’s recent diagnosis with prostate cancer 

made it challenging for her to keep her blood sugar in her desired ranges even though 

she was still eating healthfully: 

Since my son has come down, which is three weeks, now with cancer, even 

though I’m still watching what I eat and drink I’m fighting to keep it under that 

150. I get up in the morning like 145, 147. Where I was running 119, 126. I 

guess just during the night when I’m sleeping I’m thinking about, not only do 

he have diabetes, now he got prostate cancer. And even though you sleep, I 

think it’s still going on in my head – my god. So, a lotta things has happened 

like, just fighting to keep my diabetes at an average count.  (Annie, aged 79, at 

3rd interview had diabetes for 8 months) 

The preceding section outlined how social relationships shaped participants 

day-to-day diabetes-related experiences. First, the variety of types of convoy members 

with whom participants had diabetes-related interactions were described. Then, the 

numerous types of diabetes-related interactions that participants recounted were 

described in terms of how they shaped participants’ diabetes-related experiences. 

Next, we describe how diabetes impacted participants’ social relationships. 

 

How Diabetes Impacted Social Relationships 

 One salient aspect of participants’ day-to-day diabetes experiences was how 

diabetes and subsequent diabetes-related interactions impacted social relationships. 
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Participants described (1) changes in convoy makeup, (2) threats to relational quality, 

(3) threats to relational selves (social identities and roles), (4) threats to social routines 

and scripts, and (5) new diabetes-related roles in the convoy. These diabetes-related 

impacts on relationships and relational selves are described with illustrative quotes 

below. 

 

Changes in makeup of convoy: “Concern” bringing convoy members 

together. Some participants described how relationships previously left off of the 

convoy or in outer circles on the convoy appeared in later interviews for the first time 

or moved to inner circles based on diabetes-related interactions that had occurred in 

the preceding months. For example, the first time Annie’s granddaughter appeared on 

her convoy diagram was in the second interview. And in that diagram she appeared in 

middle circle (somewhat close), by the third and final interview she was in the 

innermost, very close circle. When probed about this appearance and shift in 

closeness, Annie described that her granddaughter had been making an effort to reach 

out to her since Annie was hospitalized with diabetes months earlier: “Almost been 

since I got out the hospital with diabetes. She call me ‘fore she go to work an’ when 

she get from work. I think she’s the sweetest thing, to be that concerned.” (Annie, 

aged 79 years, at 3rd interview had diabetes for 8 months) 

 Similarly, Helen’s close friend appeared on the convoy for the first time in the 

second interview and he was depicted in the innermost circle. When probed about his 

appearance and closeness, Helen (aged 66, at 2nd interview had diabetes for 2 years 6 

months) described how he “stepped up” when she had been hospitalized for her 
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diabetes in between the first and second interviews: 

 Interviewer:  Um, ok, and then actually Walter wasn't on this diagram… But 

he's on here now, why's that? 

Helen: Because, um, he sort of does my errands for me when I can't. Um, he's 

shown concern about my health and welfare. Um, there really isn't anything I 

couldn't ask him and he wouldn't do…When I got sick, he kind of stepped up. 

Lastly, Evelyn described, in her third interview, how her sister being 

concerned for her health had been deliberately making an effort to spend time and “pal 

around” together, bringing them closer: 

I think it’s because she knows that, uh, we’re both getting older and, um, she 

looks at me as her little sister. So, with her knowing I have diabetes, I think she 

kinda thinks like she should be more concerned about spending more time with 

me. (Evelyn, aged 61 years, at 3rd interview had diabetes for 7 months) 

 

Threats to relational quality. Participants described how diabetes posed a 

threat to their relational quality, describing how it might disrupt the ability to have 

“pleasant” and “respectful” interactions with certain convoy members. For example, 

Joyce described how if she were to tell her father about her diabetes, he would “lecture 

her to death”: 

My father? Oh no. He would never shut up… Cause every time I see him he’s 

like, ‘You know you need to do something about that weight.’… He would just 

never, ever shut up and I just don’t wanna hear it. It’s just easier not to tell 

him…. you know I’m aware that I’m overweight, you know. I see that every 
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day when I look in the mirror, you know, ‘I’m very aware of that, Dad. So, 

shut up.’ But you can’t tell your 86 year-old father to shut up. So instead of 

getting mad about it, I just don’t tell him. That way I can maintain that level of 

respect and have a pleasant visit with him only telling me that I am chubby. 

(Joyce, aged 46 years, at 1st interview had diabetes for 1 year 8 months) 

 Whereas other participants described how new diabetes-related interactions 

threatened relational quality. For example, Betty described how her daughter’s 

“bossy” approach to helping, for example, physically removing food items she thought 

were unhealthy from her pantry, led to conflict:   

Stop being so bossy…So, she: ‘Oh you don’t need this. You don’t need that. 

You don’t need this. Get rid of this.’ [Imitating her daughter] Oh, when I first 

came home from the hospital, it was ridiculous. You know. But my thing was: 

Give me a chance to do this on my own. Don’t just like, you know, like you 

gotta come in here and force me to do this.” (Betty, aged 61 years, at 3rd 

interview had diabetes for 8 months) 

While, Betty was initially positively overwhelmed by her daughter’s outpouring of 

assistance, in her second and third interviews she made a distinction between the 

instrumental assistance she received and the conflict surrounding it, summarizing: “I 

wouldn’t say she makes it easier. She makes it possible.”  

 

Threat to relational selves: “I would never have the life that I had before.” 

Participants described how diabetes posed a threat to their relational selves, 

specifically their social identities and roles. Diabetes and diabetes-related management 
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activities were described as threatening identities such as being a baker or the cook in 

the family and self-concepts such as being an independent person or healthy eater. For 

example, Betty described how her social identity as a baker was threatened by 

diabetes. She recalled thinking: 

It was just the end. I would never be the same again; I would never have the 

life that I had before. You know, it was like I’d have to start changing my diet, 

I couldn’t eat the things I wanted to eat. Um, and I’m a big baker, and I love 

sweets. You know, I love to bake cakes, and pies, and cookies, and stuff like 

that and I used to always do that, you know. (Betty, aged 61 years, at 1st 

interview had diabetes for 3 months) 

 Similarly, Joyce referred multiple times throughout the interview to her self-

concept as a “healthy eater”, especially among her coworkers and family members, 

and doubted how she could have diabetes: 

I’m like, ‘I eat right. I take walks every day at lunch. Why do I have diabetes?’ 

And all these people I work with, they drink like fishes, they smoke cigarettes, 

they eat fast food every Friday, I don’t understand. I was kinda irritated. 

(Joyce, aged 46 years, at 1st interview had diabetes for 1 year 8 months)  

Whereas, Evelyn described how disclosing her diabetes to husband would 

threaten her self-concept as an “independent” person. 

And like I said, I don’t tell my husband because he’ll be trying to cure me. 

Trying to control what I eat and what I do….I wanna continue to feel that I’m 

independent and I can take care of myself.” (Evelyn, aged 61 years, at 3rd 

interview had diabetes for 7 months) 



 

93 

 

Similarly, Joyce related how being “a diabetic” just did not and could not fit 

with how she viewed herself, as someone who has other, more salient self-concepts: 

…I don’t think it’s a big-I mean it [diabetes] is a big deal, but I don’t make it 

my whole life. I’m not consumed by it. It’s just one small part of who I am. 

Because, if I make it my whole life, then I can’t live.  I mean, I have things to 

do, I have a family to take care of, and I can’t become this walking thing that I 

am this diabetic. I mean, I’m Joyce, I’m not a diabetic. I’m a person who has 

diabetes, diabetes does not have me. So, if I become, if diabetes has me, then I 

can’t do anything else…. I don’t wanna be that person that’s sitting at the party 

and all I can talk about is their diabetes or their liver or their illnesses. I want 

what I present to people, the first thing they see is just a person, not some sick 

person… (Joyce, aged 46 years, at 1st interview had diabetes for 1 year 8 

months) 

 Participants also described how diabetes and subsequent diabetes-related 

interactions posed threats to socioculturally defined roles, namely as mothers and 

grandmothers: 

And then I got one little daughter that’s so fussy. Oh, she gets on your last 

nerves. She’s so fussy and I had to tell her, I said, ‘Now wait a minute now. I 

know I’m sick, but I’m still the mother and you’re still the daughter. Don’t 

start trying to boss me around telling me what I can have and what I can’t 

have.’ (Betty, aged 61 years, at 1st interview had diabetes for 3 months) 
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She's still concerned though, I know she is. It's just her. But I have to teach her 

that she's the grandchild and I'm the grandmother, you know. And, um, you 

have to stay in your place. Don't step over that line and think you so grown that 

you can disrespect me, so. (Helen, aged 66 years, at 2nd interview had diabetes 

for 2 years 6 months) 

Lastly, it is important to point out that for a minority of participants, diabetes 

did not represent a threat to their social identity and roles. As threats were a prominent 

emergent theme in early interviews, those who did not mention it spontaneously were 

probed about it specifically in later interviews. Participants for whom diabetes was not 

a threat described how the sequencing of diabetes relative to other health and life 

events could make diabetes seem like less of challenge or threat to their identity or 

role. For example, Gail (aged 39 years, at 1st interview had diabetes for 3 months) 

described being upset, but unfazed, she already knew how to manage insulin 

medications at work and at home, if need be: “It was something told me that I prolly 

would get it because a majority of my pregnancies I had gestational [diabetes], and 

then with my last daughter, I had to take the insulin.” For Nora (aged 53 years, at 1st 

interview had diabetes for 4 months), diabetes was not a significant threat in light of 

other “medical problems” she had experienced, she remarked: “I have a lot of pain, a 

lot of injury... And diabetes is just my new thing.” For Denise, a previous struggle 

with cancer revealed to her that she was a “fighter” and a “strong person”, minimizing 

the impact of diabetes in her life. When asked how she was able to resolve to “keep 

going on with your daily life as if you didn’t have diabetes” contrasted with other 

participants, she remarked: 
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Maybe I’m stronger than them…I had to go to counseling and everything for 

my cancer. And I still go to counseling for it… And I’ve had my breast 

removed since 2009… Come on now. Diabetes, to me, is nothing, ‘cause of 

what I already been through… That’s why I think it’s easier for me to deal 

with and accept because I done accepted I had cancer, I accepted it had came 

back, I done accepted I got one breast now. (Denise, aged 49 years, at 1st 

interview had diabetes for 3 months) 

 

Threats to social routines and scripts: “I didn’t want to say anything 

about her cooking.” Participants described how diabetes management activities 

threatened eating out routines and scripts involved with eating at others’ homes or 

events. Participants specifically described how diabetes threatened a sociocultural 

script to eat whatever is served to avoid being offensive. For example, Evelyn 

described how, when staying with her friend for a week, she noticed her cooking was 

high in salt and fat and worried it was affecting her blood sugar. However, she 

refrained from directly confronting her friend about her cooking: 

I didn’t wanna say anything about her cooking. Because I didn’t wanna offend 

her. But I think one time I did- the first time I noticed it, I did kinda comment 

on it, and I was telling her what I think it was, to kinda give her like a, like a 

indirect hint. (Evelyn, aged 61 years, at 2nd interview had diabetes for 4.5 

months) 

Similarly, Annie described how she could not bring herself to let her church 

retreat organizers know that she needed a “special diet” because she did not want to 
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inconvenience the hosts: 

And then I abused myself that day because I pretty much ate what they had for 

three meals a day, I didn’t eat like I’m used to eating home…because I’m not 

used to putting nobody out like that. I’d rather punish myself a little bit, eat 

what they had, and try to make up for it the next day. (Annie, aged 79 years, at 

2nd interview had diabetes for 5.5 months) 

Established social routines, like getting together with friends, were also 

impacted. For example, in her first interview, Gail (aged 39 years, at 1st interview had 

diabetes for 3 months) described how diabetes represented a “big adjustment” for her 

routine hangouts at her friend’s house, now opting to “drink a lot of water” in place of 

the usual beverages:  

Interviewer: How do you think it might have changed your day-to-day life? 

Gail: Big time. Because, I’m always like over at my friend house drinking a 

beer or whatever drink a little liquor or whatever, sodas. I always keep sodas 

and…I love going out to eat. But it [diabetes] change everything. 

 

Participants’ new roles in the convoy: “I think I’m helping her.” 

Participants described assuming new roles in their convoys by becoming a provider of 

support specifically as a resource for diabetes-related information and advice in their 

convoys. For example, Annie, described how her sisters now turn to her for advice, 

since Annie was able to manage her blood sugar without insulin: 

We talk about it [diabetes] even more now. Because I’m not on insulin. They’ll 

[her sisters] call me daily, ‘What did you eat for breakfast this morning?’ 
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…they going with my menu now, because they felt like if I had it that high and 

I done got it down, you went from 625 to 126 [blood glucose levels, mg/dL], 

you working. So they’s call and say, ‘What did you- what are you gonna eat 

this morning?’ Or, ‘What did and what are you gonna have for lunch?’ ‘Cause 

they wanna do the same thing that I’m doing ‘cause mine’s is cutting that sugar 

down. (Annie, aged 79 years, at 1st interview had diabetes for 3 months) 

Similarly, Evelyn described how she brought her sister-friend with pre-

diabetes to one of the diabetic education classes that Evelyn attends to help her friend 

better interpret her blood sugar numbers: 

I took her to one of the classes I had…I was tellin’ her about it and I took her 

with me. And she was very impressed with it, an she was like happy she went.  

Because she said it was gonna, um, help her to realize more, but um….Just the 

way, well they was telling everybody’s body’s different. ‘Cause her brother’s 

diabetic and he was telling her where her glucose reading should be, and I 

think she kinda felt a little anxious about it. And when she went with me, it 

gave her a better idea- the group that we were in that day, it really was enough 

for her to really see that everybody’s body is different. (Evelyn, aged 61 years, 

at 2nd interview had diabetes for 4.5 months) 

Lastly, some participants described passing on health advice and information 

to their children and grandchildren. For example, Betty described how she thinks her 

having diabetes has positively influenced her daughter: 

… matter a fact, I think I’m helping her. Now she’s eating more healthier, and 

she’s conscious of eating, um, what she’s eating. And that she’s conscious of 
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exercising, how important those two things are, you know. So that-that brought 

that to her conscious. ‘Cause she used to didn’t get exercise at all.” (Betty, 

aged 61 years, at 2nd interview had diabetes for 5 months) 

While, Denise described how she began to advocate that her grandson get 

checked for diabetes: I’m very concerned…keep telling his mom take him to 

get tested ‘cause he drinks a lot- that’s one of the signs. He drinks everything 

like I do, like I did before I got diagnosed. So I keep tellin’ his mom, keep 

telling his mom, ‘Please take him.’ ‘Cause diabetes don’t have no age on it. 

(Denise, aged 49 years, at 1st interview had diabetes for 3 months) 

 

DISCUSSION 

 This study explored black women’s relational experiences after a recent 

diagnosis with type II diabetes using a, social convoy approach examined with repeat 

interviews. Findings illustrate how an array of diabetes-related interactions with a 

variety of convoy members shaped women’s diabetes experiences and specifically 

highlight the substantial role of other convoy members with diabetes. The operation of 

these processes also demonstrate bi-directionality in the relationship between diabetes 

and relationships, illustrating how diabetes impacted social relationships and 

participants’ relational selves as well as convoy relationships shaping diabetes 

management.  

 This study addressed some limitations of existing research on social 

relationships and diabetes in black individuals. First, many studies on social 

relationships and diabetes among black populations tend to employ measures of social 
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relationships that lump together all family members or all friends and their functions. 

Using a convoy approach allowed for identification of specific convoy members 

(which may include family, friends, fictive kin and other relationships), their 

individual and relational characteristics, and their particular diabetes-related 

interactions.  Second, most studies tend to include participants with a range of time 

since their diagnosis with diabetes, with many studies purposively requiring 

participants have diabetes more than a year. However, in practice, relevant individual 

(e.g. diabetes beliefs, treatments) and relational factors (e.g. coping styles) can modify 

over time with diabetes. Accordingly, this study attempted to consider time since 

diabetes diagnosis and focus on a potentially sensitive time period, the adjustment 

period immediately following diagnosis, to facilitate comparisons between participants 

and maximize the potential for capturing women’s reflections of any changes they 

experience. Study findings are discussed and interpreted below in relation to relevant 

literature, theoretical concepts, and practice implications. 

 

Variety in Diabetes-Related Interactions and Convoy Members 

 Women described a variety of diabetes-related interactions with their convoy 

members, interactions that shaped their diabetes experiences by sometimes enabling 

diabetes care but other times working to create challenges to care. Previous research 

on social relationships and diabetes in black populations has reported similar kinds of 

diabetes-related interactions with close family and friends including a range of 

supportive interactions such as instrumental support (e.g., grocery shopping, 

transportation to medical appointments), emotional support (e.g., talking, 
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encouragement), informational support (e.g.,  help making decisions), and social 

control (e.g., providing reminders to check their blood sugar) (Carter-Edwards et al., 

2004; Chlebowy, Hood, & LaJoie, 2010; Denham et al., 2007; Gallant et al., 2007; 

Laroche et al., 2009; Miller & Davis, 2005). Findings in this study are also consistent 

with previous research in black individuals with diabetes that demonstrate how family 

members create challenges to care. Family members challenge diabetes care through 

obstructive behaviors such as preparing and eating foods that women are trying to 

avoid (Gallant et al., 2007; Laroche et al., 2009; Mayberry & Osborn, 2012, 2014), 

and through interactions marked by a lack of understanding (Carter-Edwards et al., 

2004; Gallant et al., 2007). Black women also describe how their diabetes care is 

challenged by demands and stress stemming from being a primary caregiver for 

several, sometimes extended, family members (Carthron et al., 2014; Samuel-Hodge 

et al., 2000; Samuel-Hodge et al., 2005).  This study elaborates this literature by 

demonstrating that similar examples and types of diabetes-related interactions and 

potential mechanisms of convoy influence on diabetes management are also salient 

early on in the diabetes trajectory. Findings also reveal how even in the context of a 

recent diagnosis with diabetes there are salient relational challenges to care such as 

stress from the family and unwittingly obstructive behaviors. This is reminder that 

diabetes diagnosis and management enter into existing settings, contexts, and usual 

routines of convoy relationships and interactions. It may be useful for future research 

to explore development of programs that teach convoy members skills to provide 

supportive interactions and avoid unwittingly obstructive behaviors.  

Women described diabetes-related interactions with a wide variety of convoy 
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members including young and adult children and grandchildren, partners, sisters, 

brothers, mothers, fathers, close friends, church members, and coworkers. While 

diabetes-related interactions involving partners (August et al., 2013; Beverly, Miller, 

& Wray, 2008; Henry et al., 2013), children (Carthron et al., 2014; Laroche et al., 

2009) and unspecified family members (e.g., (Mayberry & Osborn, 2014; Rosland et 

al., 2008) are commonly discussed in the literature, this study extends the growing 

literature on social network member involvement in diabetes work (Gallant et al., 

2007; Vassilev et al., 2013) by describing salient examples of interactions among a 

wide range of types of convoy members including family members who do not share a 

household, most notably siblings and fictive kin such as sister-friends. “Fictive kin” 

refers to close, trusted, respected, and reciprocally important others unrelated by 

blood, marriage, or legal connections (Chatters et al., 1994; Stack, 1974).  Previous 

work has demonstrated that fictive kin such as sister-friends are important members of 

black women’s support networks (Chatters et al., 1994; Stack, 1974). Additionally, 

while much research emphasizes the role of spousal involvement in diabetes work, our 

findings suggest that partners, even when present, are not universally described as the 

most salient relationship with respect to diabetes. Taken together, these findings 

highlight that who women turn to for support may not be who is expected by 

researchers or practitioners a priori based on structural network details (e.g. marital 

status), alone. Instead, findings emphasize the importance of eliciting who matters for 

women’s diabetes experiences in such a way that participants generate culturally and 

contextually relevant relational categories. This has implications for future work with 

black women and chronic illness management,  suggesting researchers may wish to 
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avoid using methods that broadly categorize relationships in the elicitation phase, for 

example as friends or family, which may not provide enough specification to support 

meaningful research understandings and practice decisions. 

 One of the more important emergent findings regarding the variety in convoy 

member characteristics and diabetes-related interactions were the salient descriptions 

of unique involvement of convoy members with diabetes. Consistent with previous 

research on social relationships and diabetes (Gallant et al., 2007; Gorawara-Bhat, 

Huang, & Chin, 2008; Manoogian, Harter, & Denham, 2010; Miller & Davis, 2005), 

participants described learning about specific diabetes-related concepts such as 

diabetes medications and side-effects, how to interpret blood sugar numbers, and what 

complications could arise through the experiences of others with diabetes, either co-

experienced, witnessed, or communicated. In this study, convoy members with 

diabetes served as empathetic and informative discussants and role models who 

informed participants’ diabetes-related beliefs, offered lived advice regarding 

management practices and care decisions, and served as role models for expectations 

of manageability and complications.  Findings describing these intense and intricate 

diabetes-focused interactions extends and elaborates literature about who matters and 

how during this early stage with diabetes, in the following ways.  First, while previous 

research has focused on current and recent interactions with others with diabetes 

(Gallant et al., 2007; Gorawara-Bhat et al., 2008; Miller & Davis, 2005), this study 

suggests that participants are able to readily call to mind experiences and events 

involving diabetes throughout their life-course (many described instances were 

decades in the past) and that these remembered events readily shape current 
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experiences with diabetes (Manoogian et al., 2010; Yamasaki & Hovick, 2015). 

Second, as opposed to research describing interactions such as witnessing others or 

communicating with others, participants here uniquely described being actively 

involved in the care for other convoy members with diabetes. This unique caregiving 

vantage point provided some participants with confidence and others with fear about 

managing their own diabetes. Third, some intense experiences with diabetes in the 

convoy over the life-course must be contextualized in historical time (e.g. mothers and 

aunts experiencing “insulin shock”) because, for example, current popular oral 

medications were not approved for use in the US until the mid-1990’s (White, 2014). 

It is possible that older participants may have felt more threatened by diabetes 

compared with younger participants because of the numerous negative convoy 

experiences they had witnessed during a period of time before advances in 

understanding and treatment of type II diabetes (White, 2014). These findings suggest 

that it may be important, in a practice setting, for medical staff to discuss and address 

the very specific experientially grounded understandings and beliefs black women 

may have about diabetes in order to support management and prevention activities.  

Notably, no participants talked about causes or prevention; their interactions 

focused on disease management. Histories of the health-related silences described by 

participants may prevent family members who are themselves at risk for diabetes from 

learning about diabetes and taking steps to prevent, delay, or screen for it. Silences 

related to diabetes prevention in the face of dense history of diabetes in the convoy 

suggest that the social networks of participants may be lacking access to “new” 

information about diabetes treatment and prevention measures (Paasche-Orlow & 
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Wolf, 2007; McKee & Paasche-Orlow, 2012). That is, even if women wanted to seek 

out information for diabetes prevention, they may not be able to find it through their 

current web of social relationships.  

 Lastly, this research provides an empirical example of a conceptual hypothesis 

outlined by Thoits (2011) stating that the effectiveness of support to buffer stress may 

vary by the type of support, but also importantly, by characteristics of the source of 

support. Thoits (2011) groups sources of support into two groups: significant others 

(important others with close emotional ties) and similar others (not necessarily close, 

but having personal experience with the stressor of interest). Significant others may 

care, express concern and sympathy, and provide instrumental support, however their 

diabetes-related information and advice, not being grounded in direct experience, may 

be perceived as too generic, inappropriately optimistic, or misguided which may lead 

to resistance or alienation.  Whereas similar others, with lived experiential knowledge 

of the stressor, may provide empathetic responses and encouragement, validation of 

experiences, and tailored information and advice, and serve as role models (Gage, 

2013; Suitor, Keeton, & Pillemer, 1995; Suitor & Pillemer, 2000; Thoits, 2011) 

though not necessarily “personally invested” in the individuals outcomes. Thoits 

(2011) hypothesized that individuals who have experientially similar significant others 

“will obtain a wider range of effective help”.  Though this analysis cannot demonstrate 

whether or not support was effective, findings support the notion that experientially 

similar significant others play a unique role in women’s diabetes experiences and that 

sometimes women prefer to turn to close and empathetic others when possible for 

diabetes-related support. 
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The Impacts of Diabetes on Convoy Relationships and Women’s Relational 

Selves 

 Women described how diabetes, diabetes management activities, and diabetes-

related interactions with convoy members had anticipated and experienced impacts to 

their relationships and relational selves. Women’s descriptions of threats to their 

routines, scripts, and relational selves, specifically self-concepts, identities, and roles 

are consistent with previous research on the disruptiveness of chronic illness 

challenging one’s “normal” life and threatening one’s sense of self (Bury, 1982, 1991; 

Charmaz, 1983; Corbin & Strauss, 1985).  Importantly, in this sample, diabetes 

management work, experiencing symptoms, or loss control over body (Bury, 1982, 

1991; Charmaz, 1983) were not always the genesis of diabetes as a disruption or 

threat, instead it was the meaning of diabetes in the context of a specific set of convoy 

relationships with specific anticipated and experienced unwanted convoy responses 

(e.g. over-attentiveness, monitoring, and criticism in close relationships) that were 

described as threatening the relational self. Threats to relational quality and closeness 

were described in relation to anticipated and experienced negative diabetes-related 

interactions with convoy members such as criticism and policing. This is also 

consistent with previous work on diabetes-related interactions such as use of pressure, 

criticism, and policing negatively impacting the spousal relationship, for example by 

generating conflict, tension, and feelings of burden among spouses (August, Rook, 

Parris Stephens, & Franks, 2011; Miller & Brown, 2005; Trief et al., 2003) and 

relationships with some family members (Carter-Edwards et al., 2004; Denham et al., 
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2007).  This study expands that research by providing examples of how both 

anticipated and experienced unwanted diabetes-related interactions with adult children 

and parents negatively impact relational quality early in women’s diabetes trajectories.   

 It is here that we should note that for some women in the study, diabetes did 

not pose threats to their relational selves. For many of these women, diabetes was not 

seen a disruptive to their self-concepts and roles because of other health issues they 

had already endured. This is consistent with research on individuals who experience 

stroke in the context of multimorbidities or men infected with HIV through medical 

treatment for hemophilia (Carricaburu & Pierret, 1995; Pound, Gompertz, & Ebrahim, 

1998). Similar to these studies, for some women in this study diabetes was described 

as reinforcing their health trajectory (e.g. gestational diabetes, physical impairment). It 

is also possible that other timing issues related to women’s life course experiences, for 

example, how long participants had diabetes (up to three years) or their biographical 

time (off-time, on-time events, Elder, 1995) may be important to understanding the 

experiences of black women with diabetes. Though this sample was too small to 

explore these concepts in depth, future research may benefit from attending to these 

types temporal contexts to understand black women’s diabetes experiences.  

 Women also reported how diabetes-related interactions with convoy members 

were related to positive impacts on relationships including making existing 

relationships relevant for inclusion on the convoy and bringing some existing convoy 

members closer together through their expressions of emotional and physical 

assistance and concern. Provision of support improving relational quality is consistent 

with research in spouses (August et al., 2013; Gleason, Bolger, Iida, & Shrout, 2008; 
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Gleason, Iida, Bolger, & Shrout, 2003) and this research extends that work by 

uniquely describing how similar processes take place among siblings, adult children, 

and close friends. That new convoy members were added to the diagram based on 

their new and importantly functional diabetes-related interactions is in dialogue with 

studies on tie activation as a coping mechanism, in response to, for example, a health 

crisis (Gage, 2013; Perry & Pescosolido, 2015; Wellman & Wortley, 1990).  

 For some women, the accumulation of diabetes-related knowledge and practice 

carrying out management activities over the course of the study and time living with 

diabetes, yielded new positive roles in the convoy becoming resources, and sometimes 

advocates, for diabetes-related behavior change This finding is consistent with 

concepts in role theory suggesting that some experiences may enhance one’s self-

concepts or identity and has been discussed extensively in caregiving literature, as a 

positive effect of caregiving (Sanders, 2005; Thoits, 1991). This finding also adds 

supports to the concept that negative life events might not only have negative impacts 

on well-being, but might instead present opportunities for some positive effects. 

Turner and Avison (1992) specifically suggest that if individuals can “resolve” life 

events through problem solving and creating positive meaning for their current and 

future selves that they may come out of the experience having gained, for example, 

new skills, confidence, coping mechanisms, and positive emotions (Folkman, 2008). 

Our findings extend this concept by suggesting that these individual experiential gains 

may positively influence the convoy, as well, as participants described influencing 

others through sharing their new skills and confidence for healthy food preparation 

and recognizing and interpreting diabetes-related symptoms. This finding also has 
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implications for disrupting potential familial pathways to diabetes through discussion 

of prevention and screening. These findings are in dialogue with literature about 

familial intergenerational legacies of diabetes and this study provides specific 

examples of how relational experiences can shape diabetes understandings, practices, 

and legacies within a convoy (Manoogian et al., 2010; Scollan‐Koliopoulos, 2004).  

Broader socio-structural factors connected with race and gender shape the 

social convoys and diabetes experiences of black women in the US. Black women’s 

life course experiences include repeat and accumulated exposure to racial inequality 

and discrimination, marginalization in social and economic arenas, and inadequate 

access to healthcare (Collins, 1998; Geronimus, 2001; Woods-Giscombé, 2010). 

These inequalities shape black women’s social convoys and access to resources 

(Smith, 2016; Stack 1974; Umberson et al., 2017). Findings from this analysis reveal 

how the convoys and experiences of black women recently diagnosed with diabetes 

reflect this broader context. For example, a climate of race-and gender-based 

disenfranchisement has historically compelled black women to assume multiple roles 

of primary earner, mother, and extended caregiver (Woods-Giscombé, 2010) and in 

this sample challenges to diabetes management posed by competing life priorities such 

as multiple caregiving roles and related family stress suggest one pathway by which 

living healthfully with diabetes is challenged. Furthermore, the dense convoy history 

of diabetes provided women with conflicting and confusing advice and many negative 

role models illustrating a range of diabetes-related complications. The context of 

dense and disproportionate experiences with deaths and bereavement due to diabetes 

and other causes in this population (Umberson, Olson, Crosnoe, Liu, Pudrovska, & 
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Donnelly, 2017) may contribute to fatalistic expectations for health decline which may 

further promote continuity of poor diabetes management and outcomes in the convoy. 

Fatalism, for example, may occlude discussion of diabetes prevention and contribute 

to histories of the health-related silences described by participants. Health silences 

may prevent family members who are themselves at risk for diabetes from learning 

about diabetes and taking steps to prevent, delay, or screen for it. Furthermore, while 

low-income black women may have access to others who can enable diabetes care 

through practical support and emotional sustenance through their construction and 

maintenance of adaptive networks of support (Stack, 1974), low-income black women 

may have less access to relationships that may act as leverage to improve their health 

conditions, for example, through access to members with adequate health literacy or 

knowledge of preventive care skills  (McKee & Paasche-Orlow, 2012; Smith, 2016; 

Vassilev et al., 2014).  However, there were also examples painting the convoy as a 

pathway to disrupting diabetes-related inequalities. For example, some participating 

women themselves described becoming positive diabetes and health role models in 

their convoy, by managing their diabetes well (e.g. reducing need for medication), 

promoting healthy eating, becoming sources of diabetes-health information, and 

sharing this information with others in the convoy, including children. In this way, 

women became potential disrupters of diabetes-related health inequalities. 

 

Strengths and Limitations 

 The strengths of this study include the use of in-depth interviews wherein 

participants described salient experiences and interactions in their own terms coupled 
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with constant comparative methods from grounded theory that allowed findings to 

emerge from participants’ point of view. Similarly, the use of the social convoy 

measure allowed for an efficient and systematic elicitation of close and important 

others in a manner consistent with a grounded theory approach by allowing 

participants to nominate who matters in their diabetes experiences. Additionally, the 

convoy measure served as a visual cue and prompt during the in-depth interview 

allowing for rich discussion of many relationships, not just those top of mind. Another 

strength of this study is the attention to temporal aspects of diabetes experiences. First 

this study only includes women in similar stages of diabetes duration in efforts to 

facilitate more meaningful comparisons. Second, this study is strengthened by its use 

of repeat interviews, which, in addition to building rapport, allowed the researcher to 

follow-up on preliminary themes and follow progression of situations over time to 

yield insight into adjustment-type experiences. 

 This study’s limitations included a small sample in a northeast urban area with 

mostly unemployed women without young children in the home. Relatedly, this study 

required women to talk about their diabetes in-depth for a few hours in total, meaning 

women without time to spare (e.g., with full-time employment and/or more intensive 

caregiving duties) would self-select out of the study. It’s unclear how transferable 

study findings are to black women in other areas of the country and who provide 

caregiving for children, especially grandchildren as is not uncommon among black 

women in age ranges of the women in this study (U.S. Census Bureau, 2016b). Also 

the sample did not allow for comparison to reference groups of white women or black 

men, so it is unclear how findings may differ by race or gender or among women with 
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longer durations of type II diabetes. Furthermore, this study included women with 

diabetes for up to three years. While recommendations from local health professionals 

suggested that this was still well within individuals’ “adjustment period”, it is possible 

that including this range in diabetes duration may have limited insight into nuances of 

diabetes experiences and interactions involved in a recent diagnosis with diabetes.  

Similarly, women without close or important others to whom they could turn for help 

were excluded from this study at recruitment, meaning we are missing the perspective 

of individuals without diabetes-related interactions with convoy members. 

 In terms of measurement, although we attempted to capture day-to-day 

diabetes experiences, interviews may elicit responses more concerned with conveying 

narratives of “repair and restoring of meaning” than the everyday routine experiences 

involved with managing diabetes (Bury, 2001), although repeat interviews allowed for 

researchers to follow-up on briefly mentioned mundane aspects and afforded multiple 

attempts to elicit details of everyday life. This study takes a relational perspective, but 

does not explore intraindividual factors, such as personality or outlook, or broader 

sociocultural and structural factors such as racism, neighborhood inequality, and 

healthcare experiences known to influence the experience of living with chronic 

illness and diabetes, in particular. Additionally, although this study takes a relational 

perspective, this analysis considered convoy members but not convoy characteristics, 

taking a dyadic and not structural focus to exploring relational mechanisms. Similarly, 

this analysis does not take into account the role of the other, which is important in 

providing a more complete understanding of the relational interactions. Because 

women’s social convoys were mapped halfway through the interview, it is possible 
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that the resulting convoys are more diabetes-centric than they would otherwise have 

been had convoy members been elicited at the beginning of the interview. It is 

possible that these elicited relationships reflect those more involved in diabetes and 

health interactions than women’s more general set of relationships which could have 

implications for the types of convoy involvement and relational impacts described. 

Finally, this analysis did not specifically attempt to link diabetes management 

activities or diabetes outcomes with diabetes-related interactions. Rather, this analysis 

seeks to understand how social relationships shape women’s day-to-day experiences in 

the context of a new diagnosis with type II diabetes. 

 

CONCLUSIONS 

 This study used a prospective qualitative and social convoy approach to 

explore how black women experience the influence of social relationships on diabetes 

and diabetes on their social relationships in their day-to-day lives in the context of a 

recent diagnosis with diabetes. Black women are at increased risk for diabetes and 

related complications and diabetes management activities to control blood sugar and 

prevent complications take place in the context of personal relationships and 

interactions of everyday life. It is important to understand how this relational context 

is experienced early on in women’s diabetes trajectories to promote pathways to long 

and healthful lives with diabetes. The convoy perspective adopted in this study 

highlighted how in this early period with diabetes black women experienced a variety 

of diabetes-related interactions, some that enabled and others that challenged care, 

from a variety of social convoy members including partners, adult children, siblings, 
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and close friends. Women also described how diabetes, through management activities 

and diabetes-related interactions, worked to negatively impact and to enhance some 

social relationships and valued relational factors, such as roles and relational quality. 

Findings corroborate many studies that find the day-to-day experience of diabetes and 

diabetes management reaches beyond the individual to include convoy members and 

life course experiences with diabetes and highlight how convoy dynamics illustrate 

both pathways to support women’s health and to reinforce health inequalities. This 

research provides information about black women with diabetes that may help inform 

the development of strategies to support the relationally situated processes involved in 

diabetes self-management.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

114 

REFERENCES 

 

Abbott, A. (1995). Things of boundaries. Social Research, 62(4), 857-882.  

Agency for Healthcare Research and Quality. (2016). [Table summarizing Lower 

extremity amputations among admissions for diabetes per 100,000 population, 

age 18 and over, by race/ethnicity, United States, 2014]. Available from 

https://nhqrnet.ahrq.gov/inhqrdr/data/ 

American Diabetes Association. (2018). 6. Glycemic targets: Standards of medical 

care in diabetes. Diabetes Care, 41(Supplement 1), S55-S64.  

Antonucci, T. C. (1986). Hierarchical mapping technique. Generations(Summer), 10-

12.  

Antonucci, T. C., Ajrouch, K. J., & Birditt, K. S. (2014). The convoy model: 

Explaining social relations from a multidisciplinary perspective. The 

Gerontologist, 54(1), 82-92. 

Antonucci, T. C., & Akiyama, H. (1987). Social networks in adult life and a 

preliminary examination of the convoy model. Journal of Gerontology, 42(5), 

519-527.  

Antonucci, T. C., Fiori, K. L., Birditt, K., & Jackey, L. M. (2010). Convoys of social 

relations: Integrating life‐span and life‐course perspectives. In R. M. Lerner, 

M. E. Lamb, & A. M. Freund (Eds.), The Handbook of Life‐Span 

Development. New York, NY: John Wiley & Sons, Inc. 

August, K. J., Rook, K. S., Franks, M. M., & Stephens, M. A. P. (2013). Spouses’ 

involvement in their partners’ diabetes management: Associations with spouse 

stress and perceived marital quality. Journal of Family Psychology, 27(5), 712-

721. 

August, K. J., Rook, K. S., Parris Stephens, M. A., & Franks, M. M. (2011). Are 

spouses of chronically ill partners burdened by exerting health-related social 

control? Journal of Health Psychology, 16(7), 1109-1119.  

Bancks, M. P., Kershaw, K., Carson, A. P., Gordon-Larsen, P., Schreiner, P. J., & 

Carnethon, M. R. (2017). Association of modifiable risk factors in young 

adulthood with racial disparity in incident type 2 diabetes during middle 

adulthood. The Journal of the American Medical Association, 318(24), 2457-

2465.  

Barrera, M., Toobert, D. J., Angell, K. L., Glasgow, R. E., & MacKinnon, D. P. 

(2006). Social support and social-ecological resources as mediators of lifestyle 



 

115 

intervention effects for type 2 diabetes. Journal of Health Psychology, 11(3), 

483-495.  

Barrera, M., Toobert, D. J., & Strycker, L. A. (2014). Relative contributions of 

naturalistic and constructed support: Two studies of women with type 2 

diabetes. Journal of Behavioral Medicine, 37(1), 59-69.  

Berkman, L., Glass, T., Brissette, I., & Seeman, T. (2000). From social integration to 

health: Durkheim in the new millennium. Social Science & Medicine, 51(6), 

843-857. 

Beverly, E. A., Miller, C. K., & Wray, L. A. (2008). Spousal support and food-related 

behavior change in middle-aged and older adults living with type 2 diabetes. 

Health Education & Behavior, 35(5), 707-720.  

Beverly, E. A., & Wray, L. A. (2010). The role of collective efficacy in exercise 

adherence: a qualitative study of spousal support and type 2 diabetes 

management. Health Education Research, 25(2), 211-223.  

Blackwell, D. L., & Villarroel, M. A. (2018). Tables of Summary Health Statistics for 

U.S. Adults: 2016 National Health Interview Survey. National Center for 

Health Statistics. Retrieved from 

https://ftp.cdc.gov/pub/Health_Statistics/NCHS/NHIS/SHS/2016_SHS_Table_

A-4.pdf. 

Brody, G. H., Kogan, S. M., Murry, V. M., Chen, Y.-f., & Brown, A. C. (2008). 

Psychological functioning, support for self-management, and glycemic control 

among rural African American adults with diabetes mellitus type 2. Health 

Psychology, 27(1, Suppl), S83-S90. 

Bronfenbrenner, U. (1995). The bioecological model from a life course perspective: 

Reflections of a participant observer. In P. Moen, G. H. Elder, Jr., & K. 

Lüscher (Eds.), Examining lives in context: Perspectives on the ecology of 

human development (pp. 599-618). Washington, DC: American Psychological 

Association. 

Burr, J. A., & Mutchler, J. E. (1999). Race and ethnic variation in norms of filial 

responsibility among older persons. Journal of Marriage and Family, 61(3), 

674-687.  

Burt, R. S. (1984). Network items and the general social survey. Social Networks, 

6(4), 293-339.  

Bury, M. (1982). Chronic illness as biographical disruption. Sociology of Health & 

Illness, 4(2), 167-182.  



 

116 

Bury, M. (1991). The sociology of chronic illness: A review of research and prospects. 

Sociology of Health & Illness, 13(4), 451-468.  

Bury, M. (2001). Illness narratives: Fact or fiction? Sociology of Health & Illness, 

23(3), 263-285.  

Campbell, J. A., Walker, R. J., Smalls, B. L., & Egede, L. E. (2012). Glucose control 

in diabetes: The impact of racial differences on monitoring and outcomes. 

Endocrine, 42(3), 471-482. 

Carricaburu, D., & Pierret, J. (1995). From biographical disruption to biographical 

reinforcement: The case of HIV‐positive men. Sociology of Health & Illness, 

17(1), 65-88.  

Carter-Edwards, L., Skelly, A. H., Cagle, C. S., & Appel, S. J. (2004). “They care but 

don’t understand”: Family support of African American women with type 2 

diabetes. The Diabetes Educator, 30 (3), 493-501.  

Carthron, D. L., Bailey, D. E., & Anderson, R. A. (2014). The “invisible caregiver”: 

multicaregiving among diabetic African-American grandmothers. Geriatric 

Nursing, 35(2, Supplement), S32-S36.  

Centers for Disease Control and Prevention. (2016). [Table of diabetes related ESRD 

incidence, age-adjusted rate per 100,000, diabetic population all ages, race-

ethnicity, 1980-2014]. Available from 

https://gis.cdc.gov/grasp/diabetes/DiabetesAtlas.html 

Charmaz, K. (1983). Loss of self: a fundamental form of suffering in the chronically 

ill. Sociology of Health & Illness, 5(2), 168-195.  

Chesla, C. A., & Chun, K. M. (2005). Accommodating type 2 diabetes in the Chinese 

American family. Qualitative Health Research, 15(2), 240-255.  

Chlebowy, O. D., Hood, S., & LaJoie, A. S. (2010). Facilitators and barriers to self-

management of type 2 diabetes among urban African American adults: Focus 

group findings. The Diabetes Educator, 36(6), 897-905.  

Cohen, P. N., & Casper, L. M. (2002). In whose home? Multigenerational families in 

the United States, 1998-2000. Sociological Perspectives, 45(1), 1-20.  

Collins, P. H. (1998). Intersections of race, class, gender, and nation: Some 

implications for black family studies. Journal of Comparative Family Studies, 

29(1), 27-36. 

Corbin, J. M. (1998). The Corbin and Strauss Chronic Illness Trajectory model: An 

update. Scholarly Inquiry for Nursing Practice, 12(1), 33-41. 



 

117 

Corbin, J. M., & Strauss, A. (1985). Managing chronic illness at home: Three lines of 

work. Qualitative Sociology, 8(3), 224-247.  

Corbin, J. M., & Strauss, A. (1991). A Nursing Model for chronic illness management 

based upon the trajectory framework. Scholarly Inquiry for Nursing Practice, 

5(3), 155-174.  

de Vries McClintock, H. F., Wiebe, D. J., O'Donnell, A. J., Morales, K. H., Small, D. 

S., & Bogner, H. R. (2015). Neighborhood social environment and patterns of 

adherence to oral hypoglycemic agents among patients with type 2 diabetes 

mellitus. Family & Community Health, 38(2), 169-179.  

Denham, S. A., Manoogian, M. M., & Schuster, L. (2007). Managing family support 

and dietary routines: Type 2 diabetes in rural Appalachian families. Families, 

Systems & Health, 25(1), 36-52.  

Devine, C. M. (2005). A life course perspective: Understanding food choices in time, 

social location, and history. Journal of Nutrition Education and Behavior, 

37(3), 121-128.  

DiMatteo, M. R. (2004). Social support and patient adherence to medical treatment: A 

meta-analysis. Health Psychology, 23(2), 207-218.  

Dobbie, F., Reith, G., & McConville, S. (2017). Utilising social network research in 

the qualitative exploration of gamblers’ social relationships. Qualitative 

Research, 18(2), 207-223.  

Emirbayer, M. (1997). Manifesto for a relational sociology. American Journal of 

Sociology, 103(2), 281-317.  

Elder, G.H. (1995). The life course paradigm: Social change and individual 

development. In P. Moen, G. H. Elder, & K. Lüscher (Eds.) Examining lives in 

context: Perspectives on the ecology of human development (pp. 101-139). 

Washington, DC: American Psychological Association; 1995.. 

Folkman, S. (2008). The case for positive emotions in the stress process. Anxiety, 

Stress, and Coping, 21(1), 3–14. 

Flegal, K. M., Kruszon-Moran, D., Carroll, M. D., Fryar, C. D., & Ogden, C. L. 

(2016). Trends in obesity among adults in the United States, 2005 to 2014. The 

Journal of the American Medical Association, 315(21), 2284-2291.  

Funnell, M. M., & Anderson, R. M. (2003). Patient empowerment: A look back, a 

look ahead. The Diabetes Educator, 29(3), 454-464.  



 

118 

Funnell, M. M., Brown, T. L., Childs, B. P., Haas, L. B., Hosey, G. M., Jensen, B., . . . 

Weiss, M. A. (2011). National standards for diabetes self-management 

education. Diabetes Care, 34(Suppl 1), S89-S96. 

Gage, E. A. (2013). Social networks of experientially similar others: Formation, 

activation, and consequences of network ties on the health care experience. 

Social Science & Medicine, 95, 43-51.  

Gallant, M. P. (2003). The influence of social support on chronic illness self-

management: A review and directions for research. Health Education & 

Behavior, 30(2), 170-195.  

Gallant, M. P. (2013). Social networks, social support, and health-related behavior. In 

L. R. Martin, M. R. Dimatteo, & M. P. Gallant (Eds.). The Oxford handbook 

of health communication, behavior change, and treatment adherence. Oxford 

University Press. Retrieved from 

http://www.oxfordhandbooks.com/view/10.1093/oxfordhb/9780199795833.00

1.0001/oxfordhb-9780199795833-e-016.  

Gallant, M. P., Spitze, G., & Grove, J. G. (2010). Chronic illness self-care and the 

family lives of older adults: A synthetic review across four ethnic groups. 

Journal of Cross-Cultural Gerontology, 25(1), 21-43.  

Gallant, M. P., Spitze, G. D., & Prohaska, T. R. (2007). Help or hindrance? How 

family and friends influence chronic illness self-management among older 

adults. Research on Aging, 29(5), 375-409.  

Geiss, L. S., Wang, J., Cheng, Y. J., Thompson, T. J., Barker, L., Li, Y., . . . Gregg, E. 

W. (2014). Prevalence and incidence trends for diagnosed diabetes among 

adults aged 20 to 79 years, United States, 1980-2012. The Journal of the 

American Medical Association, 312(12), 1218-1226.  

Geronimus, A. T. (2001). Understanding and eliminating racial inequalities in 

women’s health in the United States: The role of the weathering conceptual 

framework. Journal of the American Medical Women’s Association, 

56(4),133–136. 

Gleason, M. E. J., Bolger, N., Iida, M., & Shrout, P. E. (2008). Receiving support as a 

mixed blessing: Evidence for dual effects of support on psychological 

outcomes. Journal of Personality and Social Psychology, 94(5), 824-838.  

Gleason, M. E. J., Iida, M., Bolger, N., & Shrout, P. E. (2003). Daily supportive equity 

in close relationships. Personality and Social Psychology Bulletin, 29(8), 

1036-1045.  



 

119 

Gleeson‐Kreig, J., Bernal, H., & Woolley, S. (2002). The role of social support in the 

self‐management of diabetes mellitus among a Hispanic population. Public 

Health Nursing, 19(3), 215-222.  

Goldscheider, F. K., & Bures, R. M. (2003). The racial crossover in family complexity 

in the United States. Demography, 40(3), 569-587.  

Gomersall, T., Madill, A., & Summers, L. K. M. (2011). A metasynthesis of the self-

management of type 2 diabetes. Qualitative Health Research, 21(6), 853-871.  

Gorawara-Bhat, R., Huang, E. S., & Chin, M. H. (2008). Communicating with older 

diabetes patients: Self-management and social comparison. Patient Education 

and Counseling, 72(3), 411-417. 

Henry, S. L., Rook, K. S., Stephens, M. A. P., & Franks, M. M. (2013). Spousal 

undermining of older diabetic patients’ disease management. Journal of Health 

Psychology, 18(12), 1550-1561.  

Hill-Briggs, F., & Gemmell, L. (2007). Problem solving in diabetes self-management 

and control: A systematic review of the literature. The Diabetes Educator, 

33(6), 1032-1050.  

Hill, J. O., Galloway, J. M., Goley, A., Marrero, D. G., Minners, R., Montgomery, B., 

. . . Aroda, V. R. (2013). Scientific statement: Socioecological determinants of 

prediabetes and type 2 diabetes. Diabetes Care, 36(8), 2430-2439.  

Hogan, B., Carrasco, J. A., & Wellman, B. (2007). Visualizing personal networks: 

Working with participant-aided sociograms. Field Methods, 19(2), 116-144.  

Iida, M., Stephens, M. A.P., Rook, K. S., Franks, M. M., & Salem, J. K. (2010). When 

the going gets tough, does support get going? Determinants of spousal support 

provision to type 2 diabetic patients. Personality and Social Psychology 

Bulletin, 36(6), 780-791. 

Iida, M., Stephens, M. A. P., Franks, M. M., & Rook, K. S. (2012). Daily symptoms, 

distress and interaction quality among couples coping with type 2 diabetes. 

Journal of Social and Personal Relationships, 30(3), 293-300.  

Johnson, P. J., Ghildayal, N., Rockwood, T., & Everson-Rose, S. A. (2014). 

Differences in diabetes self-care activities by race/ethnicity and insulin use. 

The Diabetes Educator, 40(6), 767-777. 

Jones, R. A., Utz, S. W., Williams, I. C., Hinton, I., Alexander, G., Moore, C., . . . 

Oliver, N. (2008). Family interactions among African Americans diagnosed 

with type 2 diabetes. The Diabetes Educator, 34(2), 318-326.  



 

120 

Kahn, R. L., & Antonucci, T. C. (1980). Convoys over the life course: Attachment 

roles and social support. In Life-span development and behavior (Vol. 3, pp. 

254 – 283). New York: Academic Press. 

Kaplan, R. M., & Hartwell, S. L. (1987). Differential effects of social support and 

social network on physiological and social outcomes in men and women with 

Type II diabetes mellitus. Health Psychology, 6(5), 387-398.  

Khan, C. M., Stephens, M. A. P., Franks, M. M., Rook, K. S., & Salem, J. K. (2013). 

Influences of spousal support and control on diabetes management through 

physical activity. Health Psychology, 32(7), 739-747.  

Knutsen, I. R., Foss, I. C., Todorova, E., Roukova, P., Kennedy, A., Portillo, M. C., . . 

. Rogers, A. (2017). Negotiating diet in networks: A cross-European study of 

the experiences of managing type 2 diabetes. Qualitative Health Research, 

27(3), 299-310.  

Laroche, H. H., Davis, M. M., Forman, J., Palmisano, G., & Heisler, M. (2008). What 

about the children? The experience of families involved in an adult-focused 

diabetes intervention. Public Health Nutrition, 11(4), 427-436.  

Laroche, H. H., Davis, M. M., Forman, J., Palmisano, G., Reisinger, H. S., Tannas, C., 

. . . Heisler, M. (2009). Children's roles in parents’ diabetes self-management. 

American Journal of Preventive Medicine, 37(6 Suppl 1), S251-S261.  

Lawton, J., Parry, O., Peel, E., & Douglas, M. (2005). Diabetes service provision: A 

qualitative study of newly diagnosed type 2 diabetes patients’ experiences and 

views. Diabetic Medicine, 22(9), 1246-1251.  

Lawton, J., Peel, E., Parry, O., & Douglas, M. (2008). Shifting accountability: A 

longitudinal qualitative study of diabetes causation accounts. Social Science & 

Medicine, 67(1), 47-56.  

Lee, G. R., Peek, C. W., & Coward, R. T. (1998). Race differences in filial 

responsibility expectations among older parents. Journal of Marriage and 

Family, 60(2), 404-412.  

Leffler, A., Krannich, R. S., & Gillespie, D. L. (1986). Contact, support, and friction: 

Three faces of networks in community life. Sociological Perspectives, 29(3), 

337-355.  

Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic inquiry. Beverly Hills, CA: Sage. 

Madden, M. H., Tomsik, P., Terchek, J., Navracruz, L., Reichsman, A., Clark, T. D., . 

. . Werner, J. J. (2011). Keys to successful diabetes self-management for 

uninsured patients: Social support, observational learning, and turning points: a 



 

121 

safety net providers' strategic alliance study. Journal of the National Medical 

Association, 103(3), 257-264.  

Manoogian, M. M., Harter, L. M., & Denham, S. A. (2010). The storied nature of 

health legacies in the familial experience of type 2 diabetes. Journal of Family 

Communication, 10(1), 40-56.  

Mayberry, L. S., Bergner, E. M., Chakkalakal, R. J., Elasy, T. A., & Osborn, C. Y. 

(2016). Self-care disparities among adults with type 2 diabetes in the USA. 

Current Diabetes Reports, 16(11), 113. 

Mayberry, L. S., & Osborn, C. Y. (2012). Family support, medication adherence, and 

glycemic control among adults with type 2 diabetes. Diabetes Care, 35(6), 

1239-1245.  

Mayberry, L. S., & Osborn, C. Y. (2014). Family involvement is helpful and harmful 

to patients' self-care and glycemic control. Patient Education and Counseling, 

97(3), 418-425.  

Mayberry, L. S., Rothman, R. L., & Osborn, C. Y. (2014). Family members' 

obstructive behaviors appear to be more harmful among adults with type 2 

diabetes and limited health literacy. Journal of Health Communication, 

19(sup2), 132-143.  

McAdoo, H. P. (1998). African-American families: Strengths and realities. In H. I. 

McCubbin, E. A. Thompson, A. I. Thompson, & J. E. Fromer (Eds.), 

Resiliency in African-American families (Vol. 2, pp. 17-30). Madison: 

University of Wisconsin. 

Mckee, M. M., & Paasche-Orlow, M. (2012). Health literacy and the disenfranchised: 

The importance of collaboration between limited english proficiency and 

health literacy researchers. Journal of Health Communication, 17(Suppl 3), 7–

12. 

Miller, C. K., & Davis, M. S. (2005). The influential role of social support in diabetes 

management. Topics in Clinical Nutrition, 20(2), 157-165.  

Miller, D., & Brown, J. L. (2005). Marital Interactions in the process of dietary change 

for type 2 diabetes. Journal of Nutrition Education and Behavior, 37(5), 226-

234.  

Murphy, S. L., Xu, J., Kochanek, K. D., Curtin, S. C., & Arias, E. (2017). Deaths: 

Final data for 2015. National Vital Statistics Reports, 66(6), 1-75.  

Murray, S. A., Kendall, M., Carduff, E., Worth, A., Harris, F. M., Lloyd, A., . . . 

Sheikh, A. (2009). Use of serial qualitative interviews to understand patients' 



 

122 

evolving experiences and needs. BMJ: British Medical Journal, 339(7727), 

958-960.  

Neufeld, A., & Harrison, M. J. (2003). Unfulfilled expectations and negative 

interactions: nonsupport in the relationships of women caregivers. Journal of 

Advanced Nursing, 41(4), 323-331.  

Newsom, J. T., Mahan, T. L., Rook, K. S., & Krause, N. (2008). Stable negative social 

exchanges and health. Health Psychology, 27(1), 78-86. 

Noonan, A. S., Velasco-Mondragon, H. E., & Wagner, F. A. (2016). Improving the 

health of African Americans in the USA: An overdue opportunity for social 

justice. Public Health Reviews, 37(1), 12.  

Paasche-Orlow, M.K., & Wolf, M.S. (2007). The causal pathways linking health 

literacy to health outcomes. American Journal of Health Behavavior, 31(Suppl 

1), S19-26. 

Peek, C. W., Koropeckyj-Cox, T., Zsembik, B. A., & Coward, R. T. (2004). Race 

comparisons of the household dynamics of older adults. Research on Aging, 

26(2), 179-201.  

Peel, E., Parry, O., Douglas, M., & Lawton, J. (2005). Taking the biscuit? A discursive 

approach to managing diet in type 2 diabetes. Journal of Health Psychology, 

10(6), 779-791. 

Perry, B. L., & Pescosolido, B. A. (2015). Social network activation: The role of 

health discussion partners in recovery from mental illness. Social Science & 

Medicine, 125, 116-128.  

Perry, C. (1999). Extended family support among older Black females. In S. R (Ed.), 

The Black family: Essays and studies (6th ed., pp. 232–240). Belmont: 

Wadsworth Publishing Company. 

Pound, P., Gompertz, P., & Ebrahim, S. (1998). Illness in the context of older age: the 

case of stroke. Sociology of Health & Illness, 20(4), 489-506.  

Rees, C. A., Karter, A. J., & Young, B. A. (2010). Race/ethnicity, social support, and 

associations with diabetes self-care and clinical outcomes in NHANES. The 

Diabetes Educator, 36(3), 435-445.  

Rogers, A., Vassilev, I., Kennedy, A., Blickem, C., Reeves, D., & Brooks, H. (2014). 

Why less may be more?: A mixed methods study of the work and relatedness 

of ‘weak’ ties in supporting long term condition self- management. 

Implementation Science, 9, 19.  



 

123 

Rook, K. S., August, K. J., & Sorkin, D. H. (2011). Social network functions and 

health. In R. J. Contrada & A. Baum (Eds.), Handbook of stress science: 

Biology, psychology, and health (pp. 123–135). New York, NY: Springer. 

Rook, K. S., August, K. J., Stephens, M. A. P., & Franks, M. M. (2011). When does 

spousal social control provoke negative reactions in the context of chronic 

illness?: The pivotal role of patients’ expectations. Journal of Social and 

Personal Relationships, 28(6), 772-789. 

Rosland, A. M., Kieffer, E., Israel, B., Cofield, M., Palmisano, G., Sinco, B., . . . 

Heisler, M. (2008). When is social support important? The association of 

family support and professional support with specific diabetes self-

management behaviors. J Gen Intern Med, 23. doi:10.1007/s11606-008-0814-7 

Rosland, A. M., Piette, J. D., Lyles, C. R., Parker, M. M., Moffet, H. H., Adler, N. E., 

. . . Karter, A. J. (2014). Social support and lifestyle vs. medical diabetes self-

management in the diabetes study of Northern California (DISTANCE). 

Annals of Behavioral Medicine, 48(3), 438-447.  

Samuel-Hodge, C. D., Headen, S. W., Skelly, A. H., Ingram, A. F., Keyserling, T. C., 

Jackson, E. J., . . . Elasy, T. A. (2000). Influences on day-to-day self-

management of type 2 diabetes among African-American women: spirituality, 

the multi-caregiver role, and other social context factors. Diabetes Care, 23(7), 

928.  

Samuel-Hodge, C. D., Skelly, A. H., Headen, S., & Carter-Edwards, L. (2005). 

Familial roles of older African-American women with type 2 diabetes: Testing 

of a new multiple caregiving measure. Ethnicity and Disease, 15(3), 436-443.  

Sanders, S. (2005). Is the glass half empty or half full? Reflections on strain and gain 

in caregivers of individuals with Alzheimer's disease. Social Work in Health 

Care, 40(3), 57-73.  

Scollan‐Koliopoulos, M. (2004). Consideration for legacies about diabetes and self‐

care for the family with a multigenerational occurrence of type 2 diabetes. 

Nursing & Health Sciences, 6(3), 223-227.  

Shenolikar, R. A., Balkrishnan, R., Camacho, F. T., Whitmire, J. T., & Anderson, R. 

T. (2006). Race and medication adherence in Medicaid enrollees with type-2 

diabetes. Journal of the National Medical Association, 98(7), 1071-1077.  

Smith, S. (2016). Job-finding among the poor: Do social ties matter?. In D. Brady & 

L. M. Burton (Eds.), The Oxford handbook of the social science of poverty 

(pp.438-461). New York: Oxford University Press. 



 

124 

Song, Y., Song, H.-J., Han, H.-R., Park, S.-Y., Nam, S., & Kim, M. T. (2012). Unmet 

needs for social support and effects on diabetes self-care activities in Korean 

Americans with type 2 diabetes. The Diabetes Educator, 38(1), 77-85.  

Stephens, M. A. P., Franks, M. M., Rook, K. S., Iida, M., Hemphill, R. C., & Salem, J. 

K. (2013). Spouses’ attempts to regulate day-to-day dietary adherence among 

patients with type 2 diabetes. Health Psychology, 32(10), 1029-1037.  

Stephens, M. A. P., Rook, K. S., Franks, M. M., Khan, C., & Iida, M. (2010). Spouses 

use of social control to improve diabetic patients' dietary adherence. Families, 

Systems & Health, 28(3), 199-208.  

Stopford, R., Winkley, K., & Ismail, K. (2013). Social support and glycemic control in 

type 2 diabetes: A systematic review of observational studies. Patient 

Education and Counseling, 93(3), 549-558.  

Strauss, A., & Corbin, J. M. (1990). Basics of qualitative research: Grounded theory 

procedures and techniques. Thousand Oaks, CA: Sage Publications, Inc. 

Strom, J. L., & Egede, L. E. (2012). The impact of social support on outcomes in adult 

patients with type 2 diabetes: A systematic review. Current Diabetes Reports, 

12(6), 769-781.  

Suitor, J. J., Keeton, S., & Pillemer, K. (1995). When experience counts: The effects 

of experiential and structural similarity on patterns of support and interpersonal 

stress. Social Forces, 73(4), 1573-1588.  

Suitor, J. J., & Pillemer, K. (2000). When experience counts most: Effects of 

experiential similarity on men’s and women’s receipt of support during 

bereavement. Social Networks, 22(4), 299-312.  

Tang, T. S., Brown, M. B., Funnell, M. M., & Anderson, R. M. (2008). Social support, 

quality of life, and self-care behaviors among African Americans with type 2 

diabetes. The Diabetes Educator, 34(2), 266-276.  

Thoits, P. (1991). On merging identity theory and stress research. Social Psychology 

Quarterly, 54(2), 101-112.  

Thoits, P. (2011). Mechanisms linking social ties and support to physical and mental 

health. Journal of Health and Social Behavior, 52(2), 145-161.  

Trief, P. M., Morin, P. C., Izquierdo, R., Teresi, J., Starren, J., Shea, S., & Weinstock, 

R. S. (2006). Marital quality and diabetes outcomes: The IDEATel project. 

Families, Systems & Health, 24(3), 318-331.  



 

125 

Trief, P. M., Sandberg, J., Greenberg, R. P., Graff, K., Castronova, N., Yoon, M., & 

Weinstock, R. S. (2003). Describing support: A qualitative study of couples 

living with diabetes. Fam Syst Health, 21(1), 57-67.  

Trinacty, C. M., Adams, A. S., Soumerai, S. B., Zhang, F., Meigs, J. B., Piette, J. D., 

& Ross-Degnan, D. (2007). Racial differences in long-term self-monitoring 

practice among newly drug-treated diabetes patients in an HMO. Journal of 

General Internal Medicine, 22(11), 1506-1513. 

Trinacty, C. M., Adams, A. S., Soumerai, S. B., Zhang, F., Meigs, J. B., Piette, J. D., 

& Ross-Degnan, D. (2009). Racial differences in long-term adherence to oral 

antidiabetic drug therapy: a longitudinal cohort study. BMC Health Services 

Research, 9, 24-24.  

Tucker, M. B., Subramanian, S. K., & James, A. D. (2004). Diversity in African-

American families: Trends and projections. In M. Coleman & L. H. Ganong 

(Eds.), Handbook of contemporary families (pp. 352–367). Thousand Oaks: 

Sage Publications. 

Turner, R. J., & Avison, W. R. (1992). Innovations in the measurement of life stress: 

crisis theory and the significance of event resolution. Journal of Health and 

Social Behavior, 33(1), 36-50.  

Uchino, B. N. (2009). What a lifespan approach might tell us about why distinct 

measures of social support have differential links to physical health. Journal of 

Social and Personal Relationships, 26(1), 53-62.  

Umberson, D., Olson, J. S., Crosnoe, R., Liu, H., Pudrovska, T., & Donnelly, R. 

(2017). Death of family members as an overlooked source of racial 

disadvantage in the United States. Proceedings of the National Academy of 

Sciences, 114(5), 915-920. 

United States Census Bureau. (2016a). [Table of Sex by marital status for the 

population 15 years and over, 2012-2016] American Community Survey 5-

Year Estimates. Available from https://factfinder.census.gov/ 

United States Census Bureau. (2016b). [Table of Grandparents, S1002, 2012-2016] 

American Community Survey 5-Year Estimates. Available from 

https://factfinder.census.gov/ 

United States Census Bureau. (2016c). [Table of Poverty Status in the Past 12 Months 

by Sex By Age (Black or African American Alone), B17001B, 2012-2016] 

American Community Survey 5-Year Estimates. Available from 

https://factfinder.census.gov/ 



 

126 

United States Census Bureau. (2016d). [Table of Poverty Status in the Past 12 Months, 

S1701, 2012-2016] American Community Survey 5-Year Estimates. Available 

from https://factfinder.census.gov/ 

Vassilev, I., Rogers, A., Blickem, C., Brooks, H., Kapadia, D., Kennedy, A., . . . 

Reeves, D. (2013). Social networks, and the ‘work’ and work force of chronic 

illness self-management: A survey analysis of personal communities. 

PlosONE, 8(4), e59723.  

Vassilev, I., Rogers, A., Kennedy, A., & Koetsenruijter, J. (2014). The influence of 

social networks on self-management support: A metasynthesis. BMC Public 

Health, 14(1), 719.  

Vassilev, I., Rogers, A., Kennedy, A., Wensing, M., Koetsenruijter, J., Orlando, R., . . 

. Culliford, D. (2016). Social network type and long-term condition 

management support: A cross-sectional study in six European countries. PLOS 

ONE, 11(8), e0161027.  

Wellman, B., & Wortley, S. (1990). Different strokes from different folks: Community 

ties and social support. American Journal of Sociology, 96(3), 558-588.  

Wethington, E. (2005). An overview of the life course perspective: Implications for 

health and nutrition. Journal of Nutrition Education and Behavior, 37(3), 115-

120.  

Woods-Giscombé, C. L. (2010). Superwoman schema: African American women’s 

views on stress, strength, and health. Qualitative Health Research, 20(5), 668–

683.  

White, J. R. (2014). A brief history of the development of diabetes medications. 

Diabetes Spectrum, 27(2), 82.  

Wiebe, D. J., Helgeson, V., & Berg, C. A. (2016). The social context of managing 

diabetes across the life span. The American Psychologist, 71(7), 526-538.  

Yamasaki, J., & Hovick, S. R. (2015). “That was grown folks’ business”: Narrative 

reflection and response in older adults’ family health history Communication. 

Health Communication, 30(3), 221-230.  



 

127 

CHAPTER 4 

 

“TO MAKE HER FEEL GOOD, I WON’T EAT THE BUTTER”: BLACK 

WOMEN’S STRATEGIES TO MANAGE RELATIONSHIPS AND TYPE II 

DIABETES 

 

ABSTRACT 

Social relationships and diabetes-related interactions, such as social support, 

are important in the management of diabetes. However, little is known about the 

complex interpersonal processes and dynamics that shape diabetes-related social 

interactions among black women, who have a high incidence of diabetes, and how 

they unfold over time. This analysis aimed to explore, in the context of a recent 

diagnosis with type II diabetes, the interpersonal processes and dynamics of social 

convoy involvement in black women’s day-to-day diabetes experiences and how this 

changed over a year. This study used a purposive sample of 15 black women who had 

been diagnosed with diabetes by a physician within three years of recruitment in an 

urban area in Upstate New York. Three individual qualitative interviews were 

conducted with each woman over the course of a year. Each interview employed a 

semi-structured interview guide and a social convoy measure to systematically 

characterize women’s close and important relationships. Interview transcripts were 

open coded using the constant comparative method for relational themes connected 

with diabetes. Women described the process of actively managing social convoy 

member involvement in their day-to-day diabetes experiences, including food and 

eating as well as other health behaviors, while also managing the impacts of diabetes 



 

128 

on their social relationships. Three categories of managing strategies emerged: 

minimizing diabetes interference with life priorities, negotiating the social convoy as a 

demanding resource, and sidestepping conflict to preserve relationships.  Additionally, 

use of managing strategies emerged as dynamic over the course of the study as 

participants described trying out new managing strategies in response to changes in 

relational feedback and contexts such as changes in health, important areas of life, and 

confidence to carry out diabetes-related managing activities. Findings demonstrate the 

importance of social relationships in the experiences of black women recently 

diagnosed with diabetes; three findings stand out. First, women described 

interpersonal agency in response to diabetes by actively managing their convoy to 

selectively assemble desired help, navigate potential conflict, and preserve 

relationships. Second, diabetes-related interactions themselves were described as 

changeable through processes and strategies of negotiation and navigation, but also in 

response to changes in circumstances. Third, findings highlight how the convoy 

dynamics of black women recently diagnosed with diabetes may act as pathways to 

both promote and challenge diabetes management. Future research should use a 

dynamic approach to explore how black women navigate and negotiate their close and 

important social relationships to further our understanding of relational implications 

for diabetes outcomes 

 

INTRODUCTION 

Black women in the US are disproportionately affected by diabetes and 

diabetes-related complications (Agency for Healthcare Research and Qualiy, 2016; 
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Blackwell & Villarroel, 2018; Centers for Disease Control and Prevention, 2016) and 

incidence rates continue to grow in the context of high rates of obesity among black 

women and girls (Bancks et al., 2017; Flegal, Kruszon-Moran, Carroll, Fryar, & 

Ogden, 2016). To prevent complications, diabetes treatment aims to control blood 

glucose typically through a combination of ongoing self-management activities such 

as taking medication, making eating behavior changes, getting regular physical 

activity, and monitoring blood glucose (American Diabetes Association, 2018; Powers 

et al., 2015). However, few adults with diabetes conduct self-care activities at 

recommended levels (Johnson, Ghildayal, Rockwood, & Everson-Rose, 2014; 

Trinacty et al., 2007) and black adults are even less likely to perform some self-care 

activities (Campbell, Walker, Smalls, & Egede, 2012; Mayberry, Bergner, 

Chakkalakal, Elasy, & Osborn, 2016; Shenolikar, Balkrishnan, Camacho, Whitmire, & 

Anderson, 2006; Trinacty et al., 2007).  

A large body of research demonstrates that diabetes management is shaped by 

social relationships and relational interactions (Gallant, Spitze, & Prohaska, 2007; 

Stephens, Rook, Franks, Khan, & Iida, 2010; Vassilev, Rogers, Kennedy, & 

Koetsenruijter, 2014; Wiebe, Helgeson, & Berg, 2016). Despite wide variability in 

measures of relational characteristics and functional mechanisms such as support and 

control, the overall literature suggests that support and involvement from spouses, 

family, and friends are associated with positive diabetes-related behaviors and 

outcomes when that involvement is satisfactory and welcomed (Gallant, 2013; Gallant 

et al., 2007; Strom & Egede, 2012; Wiebe et al., 2016). However, interactions 

involving tension, intrusiveness, obstructive acts, or unfulfilled expectations are 
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negatively associated with diabetes-related behaviors and outcomes (Gallant, 2013; 

Gallant et al., 2007; Strom & Egede, 2012; Wiebe et al., 2016). Alhough less 

extensive, research on social relationships and diabetes among black adults point to 

similar findings as those previously described in the larger population. That is, 

satisfactory support exchanges are positively associated with conducting diabetes 

management behaviors and positive diabetes outcomes (Brody, Kogan, Murry, Chen, 

& Brown, 2008; Rees, Karter, & Young, 2010; Rosland et al., 2008; Tang, Brown, 

Funnell, & Anderson, 2008) and interactions characterized as negative or unhelpful 

(e.g. sabotage) are associated with decreased likelihood of carrying out self-care 

behaviors and with worse health outcomes (Brody et al., 2008; Mayberry & Osborn, 

2014; Tang et al., 2008). 

While research demonstrates that interactions with close family members and 

friends play an important role in diabetes management, complexities of the process 

and dynamics of diabetes-related interactions have received less attention. Because 

social support is one of the most widely studied functional mechanisms through which 

networks are proposed to influence diabetes experiences, the following examples refer 

to social support but have relevance for other diabetes-related interactions. For 

example, while it is clear that obtaining support is beneficial for diabetes management, 

the process by which supportive interactions are constructed is unclear. For instance, 

research in social relationships and health suggests social support is not necessarily 

automatically offered, but instead involves a process of mobilization (Barrera, 1986; 

Eckenrode & Wethington, 1990; Gage, 2013a, 2013b; Winkeler, Filipp, & Aymanns, 

2006). Several factors that might shape the process of support mobilization include 
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relational quality (Gage, 2013a), expectations for others involvement (Rook, August, 

Stephens, & Franks, 2011), and directness of requests for support (Winkeler et al., 

2006). Relatedly, research suggests that it may be important to examine the process of 

what happens throughout the period of support (Gage, 2013a). For example, while 

intrusive support or obstructive behaviors may be associated with negative diabetes 

outcomes, little is known about how individuals might respond relationally to these 

negative exchanges. Furthermore, it is unclear how these responses might shape future 

help, as relational exchanges are embedded within and informed by the relational 

history and context (Vangelisti, 2009). 

 The dynamics, or changeability, of diabetes-related interactions following a 

recent diagnosis with diabetes is also underexplored. For example, while perceptions 

of available support tend to be stable, it is likely that enacted support may vary in 

content or frequency, for instance, in response to situational circumstances such as 

help seeking behavior (as described above), observability of symptoms (Winkeler et 

al., 2006), and illness duration (Iida, Parris Stephens, Rook, Franks, & Salem, 2010; 

Iida, Stephens, Franks, & Rook, 2012). Research, primarily in the spousal context 

among white populations, suggests that diabetes-related interactions may change over 

time. For example, Miller and Brown (2005) described how most couples who 

approached making eating behavior changes as shared responsibility at an initial 

interview had changed to a disengaged individual approach by the time of the second 

interview a year later. Whereas work by Iida and colleagues (2012) found that diabetes 

duration and symptoms are associated with interaction quality and provision of 

emotional support (2010). Additionally, researchers have documented changes in the 
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diabetes trajectory that might indicate changes in individuals’ needs for support. For 

example, Trinacty and colleagues (2009) demonstrated that black patients have similar 

rates of initiating antidiabetic oral medications, however are more likely to discontinue 

use throughout the first six months after diagnosis. This finding demonstrates how 

individuals might have different support needs to maintain taking medication than to 

initiate it.   

 

The Current Study 

This research aimed to explore, in the context of a recent diagnosis with type II 

diabetes, the interpersonal processes and dynamics of social convoy involvement in 

black women’s day-to-day diabetes experiences over a year. Besides contributing to 

the scholarly understanding of diabetes-related interactions among black women, a 

more nuanced understanding of the processes and dynamics of diabetes-related 

interactions has relevance for designing and implementing socio-culturally and 

relationally-relevant programs to support women’s diabetes management to maintain 

health. The present study built on previous research on diabetes-related interactions in 

the family and social context, by focusing on the variety of ways diverse social convoy 

members are involved in black women’s diabetes experiences and how diabetes-

related experiences with social convoy might change over time. The study examined 

the ways in which women’s social convoys formed important contexts that shaped the 

impact of diabetes and informed subsequent actions to manage the impact of diabetes 

on their lives. 
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Identified gaps in the literature, in terms of exploring the process and dynamics 

of diabetes-related interactions, were addressed in the following ways. First, to address 

exploring process of diabetes-related interactions, interview questions were guided by 

relational sociology which posits that relationships are inherently processual through 

their ongoing transactions (Abbott, 1995; Emirbayer, 1997). For example, questions 

probed specifically for participants’ responses (in terms of feelings and any actions) to 

diabetes-related interactions and queried how interactors came to be involved in 

participants’ diabetes experiences. Second, to address exploring dynamics and 

development in diabetes-related interactions, we took the following considerations. 

We recruited black women who had been diagnosed with diabetes within 3 years of 

recruitment because previous research (Lawton, Peel, Parry, & Douglas, 2008; Peel, 

Parry, Douglas, & Lawton, 2005) and discussion with health professionals in 

recruiting locations suggested that individuals tend to experience numerous changes in 

day-to-day life due to diabetes during this time (e.g. several doctor appointments 

increased by referrals to eye and foot specialists, trips to fill prescriptions, health 

behavior change attempts, etc.).  Peel et al. (2005) calls this an “adjustment phase”, 

while the Chronic Illness Trajectory Framework refers to a similar period as an illness 

“trajectory onset” phase (Corbin, 1998). To improve our chances of capturing rich 

descriptions of relational dynamics throughout this adjustment phase, participants 

were interviewed three times over a year (Lawton, Parry, Peel, & Douglas, 2005; 

Murray et al., 2009). Lastly, interview questions were guided by relational sociology 

which advances that social interactions necessarily result in some form of change in 

both the interactors and their relationship (Abbott, 1995; Emirbayer, 1997). Questions 
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asked about the potential reshaping of relationships after diabetes diagnosis, probing 

specifically for reshaping through diabetes-related interactions.  

This study employed the social convoy model to investigate black women’s 

social relationships. In the convoy model an individual moves through the life course 

surrounded by close and important others who work to influence one another in both 

helpful and potentially harmful ways (Antonucci, Fiori, Birditt, & Jackey, 2010). The 

composition of the convoy is influenced by changes in circumstances related to the life 

course (Antonucci et al., 2010). To map social convoys, researchers employed a 

convoy measure that invited individuals to identify and then arrange close and 

important others in three concentric circles used to illustrate varying levels of 

closeness: very close, somewhat close, and less close (Antonucci, 1986; Kahn & 

Antonucci, 1980). Consequently, the convoy measure represented an economical 

portrayal of both structural and qualitative aspects of an individual’ social connections 

by depicting the size of the convoy and closeness of each relationship. Moreover, the 

convoy measure supported investigating the range of potential convoy members 

involved in diabetes-related interactions because discrete relationships are identified 

(e.g. mother, sister A, sister B, coworker), contrasted with other relational measures 

that assess categorized relational types (e.g. family, friends).  This was important 

specifically for the population of interest and to address specific research goals.  First, 

several kinds of relationships may be salient for black adults with diabetes. Black 

adults are more likely than white adults to reside in intergenerational households 

(Cohen & Casper, 2002; Goldscheider & Bures, 2003; Peek, Koropeckyj-Cox, 

Zsembik, & Coward, 2004) and hold expectations for filial responsibility (Burr & 



 

135 

Mutchler, 1999; Lee, Peek, & Coward, 1998). Compared with white women, black 

women are less likely to be married (US Census Bureau, 2016a) and more likely to be 

primary caregivers for grandchildren (McAdoo, 1998; Perry, 1999; Tucker, 

Subramanian, & James, 2004). Research specifically among black women with 

diabetes also suggests that young, adolescent, and adult children and other family 

members shape diabetes experiences (Brody et al., 2008; Carter-Edwards, Skelly, 

Cagle, & Appel, 2004; Carthron, Bailey, & Anderson, 2014; Laroche, Davis, Forman, 

Palmisano, & Heisler, 2008; Laroche et al., 2009; Samuel-Hodge et al., 2000). Prior 

research suggested that an approach that allowed exploration of the diversity of 

convoy members and their diabetes-related interactions could be important in this 

population. Second, the convoy measure permitted participants to visualize their 

relational landscape and helped prompt discussion of diabetes-related interactors and 

interactions throughout the interview (Dobbie, Reith, & McConville, 2017; Hogan, 

Carrasco, & Wellman, 2007). 

 

METHODS 

 

Participants 

Fifteen black women who had been diagnosed with type II diabetes within the 

past three years were purposively recruited for this study. Participants were recruited 

via signage and tabling in grocery stores, churches, and community health sites in a 

small low-income urban region in eastern New York. In the recruitment area, the 

population of black women is three times the New York State average (25.2% vs. 
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8.4%; U.S. Census Bureau, 2016c).  Furthermore, the proportion of adults living 

below the federal poverty line is twice the New York State average (36.6% vs.14.2%; 

U.S. Census Bureau, 2016d). Only women who self-identified as African American or 

black and who were at least 18 years old were included in the study. Women were 

excluded from the study if they were pregnant or breastfeeding or if they had been 

advised in the past by a health professional to make major changes to their diet to 

manage an illness. These exclusions were outlined because of potential challenges 

participants might have either making eating behavior changes (e.g. challenges dieting 

while breastfeeding) or distinguishing specific diabetes-related eating behavior 

changes from previous changes. Also, only women who were willing to recruit at least 

one convoy member with whom they had shared information about their diabetes were 

included in the study. This inclusion criteria facilitated a secondary aspect of this 

research which was to explore diabetes-related interactions from the perspective of 

women’s social convoy members. 

Theoretical sampling was utilized throughout the recruitment process to 

achieve diversity in participants’ employment and romantic partnership status. 

Diversity in employment status was pursued to investigate potential differences in the 

experiences of women whose lives were arranged around employment compared with 

those without a steadily structured day. Daily structure arose as a potentially important 

aspect of women’s experiences as they described the importance of timing of self-

management activities such as eating, taking medication, and checking blood glucose. 

Participants were recruited to vary in romantic partnership status to facilitate 

exploration of variations in experiences such as concealing diabetes from partners and 
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support received outside of romantic relationships. 

 At the first interview, women had been diagnosed with diabetes between 1 

month and 2.25 years, with most having diabetes for less than a year. About one-third 

of women were employed, one-third were retired, and about one-third were unable to 

work (due to disability). About half of the women were married or in long-term 

romantic partnerships. Most participants described having at least one other chronic 

condition, most commonly high blood pressure, depression, and work-limiting 

physical disabilities. 

 

Data Collection 

 

Interview protocol. Each participant completed three qualitative interviews. 

Written informed consent was provided by all women preceding the first interview. A 

$60 grocery gift card was provided to each participant following participation in the 

third interview. All participants were interviewed by JDE, trained in qualitative 

methods. Interviews were 30 to 105 minutes in length, were audio-recorded, and were 

spaced two to three months apart.  Interviews were conducted in participants’ homes 

with the exception of one interview conducted at the home of JDE by the participant’s 

request. 

At the first interview, the researcher followed the initial semi-structured 

interview guide with the convoy measure completed halfway through the interview. A 

short demographic questionnaire was administered after the open-ended interview 

questions and recorded participants’ age, ethnicity, financial situation, education level, 
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employment status, and comorbidities. All study procedures were approved by the 

Cornell University Institutional Review Board. 

 

Semi-structured interview guide. The semi-structured interview guide 

included open-ended questions about participants’ diabetes-related experiences from 

diagnosis to day-to-day management, and involvement of convoy members. Questions 

purposely probed for behavior changes related to eating. Questions also covered 

diabetes-related interactions such as enacted support, control, and conflict. Other 

diabetes-related interactions and participants’ appraisal of and responses to those 

exchanges were also probed. The convoy measure, described below, was used as a 

visual cue prompting descriptions of diabetes-related interactions with several convoy 

members. Questions were informed by previous research about social relationships 

and diabetes experiences (e.g.(Carter-Edwards et al., 2004; Chesla & Chun, 2005; 

Gallant et al., 2007; Laroche et al., 2008; Miller & Brown, 2005; Rook, August, & 

Sorkin, 2011; Samuel-Hodge et al., 2000), the social convoy model (Antonucci, 1986; 

Antonucci & Akiyama, 1987; Antonucci et al., 2010; Leffler, Krannich, & Gillespie, 

1986), relational sociology (Abbott, 1995; Emirbayer, 1997), and life-course 

perspectives (Devine, 2005; Wethington, 2005). The interview guides were pre-tested 

with a similar group of black women and with diabetes educators for comprehension.  

Interview guides may be found in Appendix A. 

An emergent design informed follow-up interview guides which were used in 

the latter two interviews with each participant. The researchers (JDE, CMD) reviewed 

audio-recordings of each participants’ first interview and then discussed emergent 
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concepts, and crafted tailored questions to include on the follow-up interview guide. 

Further, more general theoretically relevant questions also emerged from reviewing 

the initial interviews. These emergent questions were added to subsequent 

questionnaires, including those to be used in future initial interviews. For example, 

one general emergent question involved asking participants how diabetes impacted 

their lives as mothers, sisters, and grandmothers because participants in the first set of 

interviews tended to describe diabetes impacts in terms of role impacts. Another 

emergent question, for example, was specifically asking about convoy members who 

themselves had diabetes, as participants in the early interviews described several 

diabetes-related interactions with convoy members with diabetes without being 

prompted.  

 

Social convoy measure: Hierarchical mapping technique. The hierarchical 

mapping technique was used to collect information about participants’ social convoys 

(Antonucci, 1986; Kahn & Antonucci, 1980). This technique has been used across a 

variety of populations differing by race, ethnicity, and age to effectively elicit close 

and important relationships (as reviewed in Antonucci, Ajrouch, & Birditt, 2014). 

Convoy theory suggests that these close and important others form a set of 

relationships most likely to provide the diabetes-related interactions of interest in this 

study (Antonucci, 1986; Antonucci et al., 2010). This approach allows participants to 

describe individual close and important network members (e.g. sister A, sister B) as 

opposed to grouping network members into categories (e.g. family vs. friends). 

Descriptions of individual network members also allows for description of individual 



 

140 

network member characteristics (such as age, relationship duration, frequency of 

communication, and diabetes status) and supports description of specific relational 

transactions. A detailed description of the convoy elicitation procedure is provided in 

Chapter 3. 

 The convoy measure was completed at the initial interview and at each of the 

follow-up interviews. Before each interview, JDE reviewed each participant’s social 

convoys from prior interviews. Prior social convoys were also brought along to each 

follow-up interview for reference. Upon completion of the social convoy measure in 

each follow-up interview, JDE contrasted the convoy to the prior diagram within the 

interview. Participants were subsequently probed concerning any variations. 

 

Data Analysis 

Audio-recorded interviewers were transcribed verbatim; accuracy was 

confirmed by JDE. Interviews were organized by participant, referred to by 

pseudonym, and coded using the constant comparative method (Strauss & Corbin, 

1990) in Atlas.TI (V7). After each interview, field notes were compiled to detail the 

interview setting and quality as well as nonverbal cues expressed by participants. 

Analysis included the following steps: (1) initial interviews and convoy data 

were reviewed by researchers (JDE, CMD) to develop emergent themes and 

appropriate follow-up questions; (2) interview and convoy data for each participant 

were grouped into a case and open coded for emergent diabetes-related relational 

themes; (3) focused, analytic coding parsed diabetes-related relational concepts, 

specifically, diabetes-related interactions and processes and their contexts, 
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antecedents, consequences, and managing strategies (Strauss & Corbin, 1990); (4) 

case data were re-examined to explore how diabetes-related interactions and related 

concepts developed over the course of the study; (5) possible negative cases were 

identified and examined; (6) managing strategies were categorized; (7) a conceptual 

model was developed to represent relevant diabetes-related interactions and processes, 

contexts, managing strategies, social/relational impacts and the dynamics of strategies 

over time; (8) managing strategies were interpreted in the context of stress and coping 

literature (Lazarus & Folkman, 1984; Pearlin & Schooler, 1978; Skinner, Edge, 

Altman, & Sherwood, 2003; Wethington, Glanz, & Schwartz, 2015) as well as the 

Food Choice Process Model (Sobal & Bisogni, 2009; Connors, Bisogni, Sobal, & 

Devine, 2001) . In this analysis, strategies are considered to be intentional and broad 

approaches to reach desired outcomes related to diabetes and relationships (Lynch & 

Bisogni, 2014; Schultz, Slevin, & Pinto, 1987). Activities employed to carry out the 

desired strategies were labeled as tactics (Lynch & Bisogni, 2014; Schultz, Slevin, & 

Pinto, 1987).  Data were analyzed to saturation (Lincoln & Guba, 1985), that is, until 

no additional information emerged regarding the concept of diabetes-related social 

impacts. 

Both the integrity and quality of this analysis were strengthened by 

triangulation of methods to characterize participants’ social relationships via open-

ended interview questions focusing on relationships, the social convoy measure, and 

use of a name interpreter (described in Chapter 3). Analysis was also strengthened by 

debriefing discussions with research colleagues and member checks of initial analyses 

at follow-up interviews with participants (Lincoln & Guba, 1985). 
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FINDINGS 

Participants were aged 39 to 79 years (median 54 years). At the first interview, 

participants had been diagnosed with diabetes from 1 month to 2.25 years (median 5 

months). About half of participants were in long-term romantic partnerships (including 

marriage), remaining participants were not currently partnered (i.e., widowed, 

divorced, separated, or single/never married). While most participants shared a 

household with one other person at a minimum during all three interviews, two 

women reported living alone at the time of one interview. Participants reported diverse 

household compositions with more than half of participants sharing a home with an 

adult child and a third sharing a home with partners. Sharing a home with young 

children and grandchildren and other adults was also reported. A third of participants 

were retired, about a third were employed, and the remaining third reported being 

unable to work due to disability. A third of participants finished high school, a third 

completed some college, and the rest graduated college. About half of participants 

reported their money situation as comfortable with some extras, the remaining 

participants reported having enough but no extras, having to cut back, or not being 

able to make ends meet. One-third of participants had private health insurance and 

about a third of participants resided in low-rent public housing apartments. 

The number of people included on participants’ social convoys ranged from 4 

to 34 individuals. The median convoy size at the first interview was 17. Most convoy 

members were family members, female, and black. Many convoy members also had 

diabetes. All participants reported having at a minimum weekly face-to-face 
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communication and communication by telephone or electronic device with at least one 

convoy member. Lastly, half of participants reported sharing a meal with at least one 

convoy member every day, while the remainder reporting sharing a meal with at least 

one convoy member at least once per week. 

Participants shared unique perspectives as they described their day-to-day 

experiences after a recent diagnosis with diabetes. Women described how a variety of 

diabetes-related interactions with several types of convoy members impacted their 

day-to-day diabetes experiences in ways that both facilitated and challenged diabetes 

management. Women also described how diabetes diagnosis and management 

impacted their social relationships, for example, bringing some convoy members 

closer while negatively impacting interactions with others. These findings are detailed 

in Chapter 3. The focus of the current analysis is describing the ways participants 

reported managing the social and relational impacts of diabetes and how this 

developed over the course of the study. 

 

Managing Strategies 

 Participants described several strategies used to manage the impact of diabetes 

on their social lives. Managing strategies highlighted participants’ desire to maintain 

agency in the context of uncertainty surrounding a recent diagnosis with diabetes and 

reflected their relationally-situated day-to-day lives. Managing strategies were 

grouped into three emergent categories: minimizing diabetes interference with life 

priorities, negotiating the convoy as a demanding resource, and sidestepping conflict 

to preserve relationships. Participants reported using multiple strategies and tactics, 
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though not all strategies or connected tactics were employed by all participants. 

Managing strategies and related tactics were also employed in a dynamic way, as 

participants described trying out new managing strategies and tactics in response to 

relational feedback, convoy and life changes, diabetes-related and other health issues, 

and confidence carrying out diabetes-related managing activities. These concepts are 

described using illustrative quotes below.  

 

Minimizing diabetes interference with life priorities: Getting “back to 

normal”. This strategy was conducted with the goal of managing and minimizing the 

impact of diabetes management activities and symptoms on participants’ lives. These 

tactics were usually conducted without the direct involvement of others though they 

were sometimes intended to shield others from the impacts of diabetes. Tactics 

included managing diabetes, disregarding diabetes, social comparisons to reassess 

threats, and prayer. 

 

Managing diabetes: “My goal…is to get it in control…for it to not be a part 

of my life.” The managing diabetes tactic, specifically refers to actively and 

aggressively conducting diabetes-management activities to minimize negative impacts 

(e.g. role loss, challenge to sociocultural scripts) that diabetes might have on valued 

social parts of life. For example, Gail (aged 39 years, at first interview had diabetes for 

3 months) remarked: “It’s like I knew I had to do something, you know, cut back 

everything, because I’m too young to be leaving my kids.” Similarly Betty, the 

caretaker, but not custodial guardian, of her two great grandsons, described how being 
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the normal presence in their lives motivated her to get well: 

I guess my family thought I was down and out. Because I was so sick. Because 

I have my two great grandsons that I take care of, and um, when I came home 

from the hospital, I found out that…they had told their mother to take ‘em 

back. That, you know, I wasn’t gonna be able to take care of them. And they 

were heartbroken. ‘Cause they didn’t understand what was goin’ on. You know 

they were like, ‘Oh my god. We gotta leave you, we don’t wanna leave you.’ 

The little one, he never has been with anybody but me, he’s eight years old. 

He’s never been with anybody but me. So he was like, ‘Well, can’t you go to 

court, and get me? And just keep me? You can’t, you can’t take me?’ And I 

kept telling him, I said, ‘No, I’m sick now but when I get well, everything will 

be back to normal.’ (Betty, aged 61 years, at 2nd interview had diabetes for 5 

months) 

In another example, Evelyn described how she hoped to manage diabetes so 

that it would not be an impactful part of her life at all, specifically so that she would 

not need to involve her husband: 

Well he [husband] still doesn’t know. Because I don’t feel like it’s somethin’ 

he necessarily needs to know unless it get to a point where it’s really out of 

control or something like that then I would tell him so he could be aware of 

certain things. But I don’t intend for it to come, become out of control. My 

goal, I guess you would say, is to get it in control and to, for it not to be a part 

of my life. (Evelyn, aged 61 years, at 2nd interview had diabetes for 4.5 

months) 
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Disregarding diabetes: “I go out, I drink…I’m not gonna stop living my life 

because of diabetes.” This tactic involved disregarding diabetes as a way to manage 

the impact of diabetes-related management activities on one’s life. For example, Lynn 

(aged 47 years, at first interview had diabetes for 1 year 7 months) described 

disregarding diabetes as a global (that is, non-situational) managing tactic, adopted 

partly in response to witnessing serious diabetes-related complications among social 

convoy members, experiences that left her with a fatalistic view of diabetes as a “killer 

disease”: 

Lynn: She [her mother] was upset when I told her that I have diabetes because, 

um, you know I go out, I drink, you know. And she’s like, ‘You can’t 

drink’…And I’m like, ‘I’m not gonna stop living my life because of diabetes.’ 

In a way I’m not really afraid. You don’t wanna say that you wanna leave your 

family but, um, in a way I’m not afraid to die. Death never scared me. I work 

with people that die every day.  So that never scared me…I’m not saying I 

wanna die, but…Like I would go… That type of thing. When I found out I’m a 

diabetic, I’m like I’m not gonna stop doing whatever I do, just because I’m a 

diabetic.  

Interviewer: So, I mean, you’re fitting diabetes into what you do? 

Lynn: Not really. 

Whereas, others described disregarding diabetes as more of a situational tactic. 

For example, as Joyce related, in order to effectively manage other priorities, she 

needed to temporarily disregard diabetes: 
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And it depends- I get on a really good streak, I take it [blood glucose reading] 

and then, like if something happens like with the shoulder surgery I fell off the 

wagon. And that was like the last thing on my priority list, to take my blood 

sugar. So I figured, ‘Ugh. I’m not gon’ worry about it ‘til I start feeling better.’ 

(Joyce, aged 46 years, at 1st interview had diabetes for 1 year 8 months) 

 

Social comparisons to reassess threats: “All these people are diabetics and 

they still living a normal life. So I can too!”  Participants described using social 

comparison processes to reassess and reinterpret perceived threats and challenges 

posed by diabetes to their bodily and relational selves. For example, Joyce reasoned 

that while two of her brothers experienced diabetes-related complications, she was not 

a risk because, unlike them, she avoids alcohol:  

Yeah he had two toes cut off because he got an infection and his sugar was out 

of control and he- it went right to the bone and they had to amputate two toes. 

But you know, I’m like, that’s them. I don’t drink, you know, they still wanna 

get their drink on, even though they’re diabetics. That, you know, I said that, I 

am definitely never gonna do. I’m not tryna put myself in an early grave, so. 

(Joyce, aged 46 years, at 1st interview had diabetes for 1 year 8 months) 

Similarly, Helen remarked that while her friend with diabetes has to take high 

blood pressure medication, she can avoid that because she has a healthier diet: 

Like he eats potato chips. I would never eat potato chips like him. He eats a 

bag of potato chips a day. A day! A day! That's why he take blood pressure 

medicine and I don't. (Helen, aged 66 years, at 3rd interview had diabetes for 2 
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years 8 months) 

Additionally, Betty described how her initial comparisons to social convoy 

members with diabetes led her to expect a lifetime of tedious self-care and severe 

complications such as amputation. However, after interacting with her nurse 

practitioner with diabetes, she was able to reassess and reinterpret the bodily and 

social threats posed by diabetes:  

I was talking to Nancy [nurse practitioner]…she’s a diabetic, too. I’m like, ‘All 

these people are diabetics and they still living a normal life. So I can 

too!’…she was telling me how she liked to ride horses and how she have a 

stable with horses in it, stuff like that. And I’m like, ‘Really?’ She said, ‘What 

did you think?’  Well I thought, when you’re a diabetic, you gotta watch what 

you do, you can’t step on nothing, you gotta wash your feet and keep your feet 

clean, you gotta, you know, keep your feet soft, and you gotta check your feet 

and hands every day. If you get a cut, you know, it won’t get well. They’re 

gonna have to amputate it. She said, ‘It’s more to it than that…You’ve been 

listening to the wrong people.’ (Betty, aged 61 years, at 1st interview had 

diabetes for 3 months) 

 

Prayer. Lastly, participants reported praying as a tactic to minimize  the 

impact of diabetes on their lives, as illustrated with the following quotes: 

You know I do a lotta praying. A lotta spirituality. It’s just like, just staying 

still, and whatever’s going on, just letting it go, gotta give it to god, because I 

don’t know where I’d be right now, you know what I mean. ‘Cause I been 
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through a lot. And it’s not easy just…dealing with diabetes, it’s a lot, it really 

is a lot.  (Marilyn, aged 44 years, at 1st interview had diabetes for 1 month) 

 

I don’t wanna be sickly, so the hardest part was accepting the fact that I had it 

[diabetes] – and how am I gonna take care of it… Well, I prayed a lot. ‘Lord, I 

got this, what am I gon’ do?’(Annie, aged 79 years, at 3rd interview had 

diabetes for 8 months) 

 

Negotiating the convoy as a demanding resource: “…to make her feel 

good I won’t eat the butter." This strategy involved engaging with convoy members 

as a potential resource to facilitate diabetes-management activities and coping. 

However, participants described needing to actively navigate and negotiate their 

diabetes-related interactions with convoy members in order to assemble and receive 

the help they desired. This strategy also involved attempting to maintain relational 

closeness and minimize negative impacts to relationships and relational selves. Tactics 

to negotiate the convoy included seeking out help, accepting “help”, challenging 

“help”, and modifying the situation.  

 

Seeking out help: “I call everybody…can you come over and help me out?” 

Seeking out help involved actively asking for and soliciting the desired kinds of 

helpful interactions from convoy members. For example, Annie described how, upon 

learning she had diabetes, she immediately sought information and assistance from her 

family members with diabetes regarding diabetes-related management activities: 
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And with me having diabetes in my family, naturally I call everybody, ‘cause 

you got two different machines and you done forgot what they said do with 

them and, ‘Can you come over and help me out? Please! I’m near committing 

suicide!’ That’s how you felt… I have my son to come over to show me how 

to work the machine ‘cause now I have to give myself a shot and I’m not sure 

I’m gonna do it right, ‘cause they been doing it there [hospital staff] with me 

every time. (Annie, aged 79 years, at 1st interview had diabetes for 3 months) 

In addition to seeking assistance with management activities, participants also 

sought out emotional support. For example, Denise described how it was important for 

her emotional health to talk about what she was going through with close family and 

friends: 

Like some people they don’t like to talk about they sicknesses for whatever 

reason, but I feel that it’s better for you to talk about you sicknesses, instead of 

keeping ‘em on the inside, ‘cause you gonna get angry at something else going 

on and it only be because you’re sick and you don’t wanna deal with it and 

stuff like that, but that’s a part of life. (Denise, aged 49 years, at 1st interview 

had diabetes for 3 months) 

 

Seeking out “understand”-ers Some participants made it clear that they sought 

out help from specific convoy members because they knew the convoy member would 

respond in a desirable way based on the convoy members’ personality, their relational 

history, and sometimes their having diabetes. The following quotes illustrate this 

subcategory of seeking out “understand”-ers, whereby participants selectively 
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disclosed their diabetes to specific convoy members. For example, Frances (aged 55 

years, at 1st interview had diabetes for 10 months) described one sister with diabetes 

that she specifically turned to, “Denette, she’s the one I that- she’s like, she’s not 

judgmental. She listen, she’s a good listener and she gives advice, but she don’t 

judge.” Similarly, Evelyn, made it clear that she sought out a specific sister to help her 

understand diabetes: 

…I have three sisters but I only tell the one that has diabetes [about her own 

diabetes]…because I know that she’s very knowledgeable on things. And she 

would be able to help me to understand a lot of the stuff … I just told [that 

sister]. And that’s all I’m gonna tell… (Evelyn, aged 61 years, at 1st interview 

had diabetes for 1.5 months) 

 

Seeking out help was not always successful, however, and some participants 

described instances in which the support and help they sought went unmet. For 

example: 

My family…. Because they don’t communicate enough- they’re so wrapped up 

into their little lives that, they don’t care about people…they’re really like that. 

We weren’t raised that way, but since my mother passed away that’s how they 

are. (Marilyn, aged 44 years, at 2nd interview had diabetes for 3 months)  

In contrast, Frances described searching for information about diabetes 

management online, feeling as though neither her convoy nor her healthcare 

interactions provided the understanding she needed: 

I always go online, like I go online with a lot a stuff, because I wanna know, 
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but some of it I be honest I don’t understand, you know, like diabetes is rough, 

I really don’t get it …they don’t have everything online either, because I have 

been  online, you know like I said, as far as the numbers they don’t tell you 

that online, you know, I feel it should be some kinda ‘get to know diabetes’ 

[class], you know  what I’m saying? (Frances, aged 55 years, at 1st interview 

had diabetes for 10 months) 

 

Accepting “help”. Accepting “help” and other diabetes-related interactions 

involved tactics such as sometimes embracing and other times allowing and even 

compromising in order to receive the “help” that is offered, but not necessarily sought 

or offered in a desirable manner.  

 

Embracing “help”: “It doesn’t bother me at all. It shows they care.” 

Participants who described embracing help described how they were not bothered by 

unsolicited helping and influencing attempts, framing attempts as demonstrations of 

care, mattering, and newfound relational closeness that were welcomed. For example, 

Helen (aged 66 years, at 1st interview had diabetes for 2 years 3 months) described 

embracing how her granddaughter would constantly check in on her: 

Helen: She asks, you know, ‘Don’t eat this’ and “Don’t eat that grandma.’ But 

she’ll call every night, ‘Did you take your medicine?’ If I don’t have my 

medicine, she’ll go get it for me. She’s really concerned about my health, you 

know. That helps too, you know, knowing that other people know that I have 

diabetes and know what I’m not supposed to do, that helps you stay on track.  
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Interviewer: An’ so some people, I mean, they find that a little bit, like, why is 

this person always in my ear? 

Helen: It doesn’t bother me at all. It shows that they care. They’re not being 

nosy, it shows that they care. 

Similarly, Betty described how she welcomed her son-in-law’s attempts to 

prevent her from eating fried food by sharing healthy, tasty new recipes with her: 

Yeah, so I’m just finding new ways, like my son-in-law, they know that I’m 

not – they don’t want me to be eating all that fried food and stuff. And they eat 

healthy. So he, you know, he gives me recipes and stuff like that, so I’m like, 

‘Ok. That’s pretty cool.’ ‘Cause they encourage me by giving me, ‘Oh you 

know what Mama?’ Everybody calls me Mama. ‘Mama, I just tried this, try 

this! This’ll taste, it tastes so good. Come and try this.’ You know then he’ll 

tell me what he cooked, how he cooked it, and he said, ‘Try it Mama!’ (Betty 

aged 61 years, at 2nd interview had diabetes for 5 months) 

Additionally, Frances related how she does not listen to all of her boyfriend’s 

advice, but she embraced his advice to stop her “lazy” habit of continually eating 

throughout the day while laying down. She went on to describe how they now sit and 

eat meals together:  

Sometime I listen, I do [to her boyfriend’s advice]. Sometime I listen because I 

know I could go overboard sometimes. I do with the eating and stuff like that.  

You know, or just laying around. My worse thing is I’ll eat and I’ll lay right 

down. That’s, that’s the worse I’m- I got outta that though. I’ll sit up now and 

eat – I used to lay down and eat, honestly, it was laziness. That’s what it was, it 
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was just pure laziness. Now he’ll sit in here, I’ll sit in here, you know, we sit, 

we eat together every day. He’ll sit, I’ll sit and we’ll eat.  And we’ll talk and 

stuff like that, you know. I don’t lay down anymore. Frances (aged 55 years, at 

1st interview had diabetes for 10 months) 

Allowing “help”: “…you don’t want to make them think you’re a bad sport.” 

When participants described allowing “help” they tended to describe instances of 

tolerating or even conceding to convoy members helping attempts to minimize the 

impact of diabetes within their personal relationships by avoiding confrontation. For 

example, Gail described how she conceded to her daughter’s overly strict dietary 

policing of her behaviors to make her daughter feel as though she was being helpful 

and because Gail gave up on trying to inform her daughter about nuances in her diet: 

She [daughter] be thinking like certain foods that I can have, she think  I can’t 

have which I told her that I could have, but it’s like a certain, only amount. I 

told her that I could have the butter, but she won’t… If she fixing my breakfast 

she won’t put no butter on no toast. So to make her feel good I won’t eat the 

butter. (Gail, aged 39 years, at 1st interview had diabetes for 3 months) 

 Similarly, Lynn described how her husband swapped her regular candy for 

sugar-free candy in an unprompted helping attempt that she did not challenge: 

I always had candy, so he [husband] started buying me, um, diabetic [candy 

brand name] stuff like that. And I’m like who told you I wanted diabetic 

[candy]?  I like the regular [candy]. But it doesn’t taste any different, so I don’t 

say anything about it. (Lynn, aged 47 years, at 1st interview had diabetes for 1 

year 7 months) 
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Whereas the previously described helping attempts were not perceived by the 

participants to negatively impact their diabetes management, sometimes accepting 

help was described as negatively impacting participants’ desired management style. 

For example, Annie described conceding to eat outside of her normal schedule in 

order to accept a dinner that her sons had prepared for her: 

…they waiting on you hand and feet, they done cooked the dinner. ‘Oh, come 

on and eat! Come on and eat, the dinner’s ready!’ Well, I’m not ready for 

dinner yet. It’s not time for me to eat until five o’ clock, and they done made 

the dinner. Everybody wants to sit down at the table and say a prayer at three 

o’ clock and eat…I’m the mother, let me say what time I wanna eat…. I got up 

and came in here and ate. (Chuckles) ‘Cause if they done made the dinner, you 

don’t want to make them think you’re a bad sport. (Annie, aged 79 years, at 

2nd interview had diabetes for 5.5 months) 

 

Challenging “help”: “You gotta stop being bossy.” Participants described 

challenging “help” that was unwanted by asserting their independence and knowledge 

about diabetes management activities or simply rebuffing the “help”, thereby limiting 

the impact of their social relationships on their diabetes-related managing activities. 

For example, Betty described how she had to confront her daughter who would come 

to her house to search her kitchen for unhealthy foods: 

An’ then she comes down here and search the house. Go through the kitchen, 

see what I done bought. ‘You’re not supposed to have this. Well, I’m gonna 

take this from you.’ I said look, ‘The kids are not diabetics: they still have to 
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have their snacks.’ ‘Yeah, but you don’t need to be eating that, you don’t need 

to be eating that.’ I said, ‘I’m not eating it, the kids are eating it.’ And I told 

her, ‘You gotta stop being bossy. This is not gonna work. ‘Cause I’m still the 

mother, you know, and I haven’t lost all my senses, yet.’ (Betty, aged 61 years, 

at 1st interview had diabetes for 3 months) 

 Similarly, Joyce described how she responded to her daughter’s monitoring 

attempts by asserting her own diabetes-related management knowledge and 

confidence: 

You know if I ate something: ‘Are you sure you’re supposed to be eating that?’ 

I’m like, oh please. I know more about diabetes than you’ll ever know in your 

whole life. ‘Cause I used to work with a diabetes educator, so I was- I said I’m 

good. I said, you know, as long as my blood sugar is within range, you know, 

if I want a teaspoon of sugar in my coffee, I’m ok. I know what I’m doing. 

(Joyce, aged 46 years, at 2nd interview had diabetes for 1 year 10 months) 

Furthermore, Helen described how she rebuffed her sister’s unwelcomed 

attempt to reduce Helen’s stress by reducing her hours at work: 

My sister will go behind my back and do things like, when I came out the 

hospital I said I was going back to work. She called my boss, we work for the 

same company, she called my boss and told my boss she thought that I should 

have less hours. She should give me less hours 'cause that mighta been the 

contributing factor to my illness. Which it wasn't but it wasn't her place to do 

that…. So I'm like, stay out my business. (Helen, aged 66 years, at 2nd 

interview had diabetes for 2 years 6 months) 
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Modifying the situation: “You just can’t live your regular life. You gotta live 

what work with diabetes.” Participants also described attempts to modify the situation 

such that both diabetes and its social impacts are managed. For example, Betty 

described how she started to hold bake sales so that she could maintain her social 

identity as a baker and cook, an identity that was originally threatened by diabetes, but 

without the temptation to eat the baked goods by herself: 

 And it helps me because I like to bake, but I know I can’t be eating all that 

stuff…. So this way I get to bake, to do what I wanna do, you know, stay 

happy baking and get rid of it, you know, without eating it all, you know, so. 

An’ then what stuff that’s left over from the bake sale, I bring it home. So the 

kids in the neighborhood is like, ‘Oh, oh wow.’ They come over on 

Wednesdays an’ Thursdays, see if I got anything to sell for ‘em… So you 

know, now, on Wednesday an’ Thursday they know that I did a bake sale at the 

school, I bring the stuff home.… I sell it at school for a dollar, but I give it to 

them half-priced… I’m happy when I’m cooking, I like cooking. (Betty, aged 

61 years, at 2nd interview had diabetes for 5 months) 

In another example, Annie described how diabetes had disrupted her social 

routines, though she attempted to minimize the disruption by modifying the situation 

as illustrated below: 

But after a while you just tell yourself, you got diabetes and you gotta learn 

what to do with diabetes and it’s a lot to do. Like I got to even tell people what 

time I can meet them for a conversation ‘cause I eats my lunch at one 
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o’clock…. that’s how it affects you, when you say well, ‘I can’t go ‘cause I eat 

one o’clock, if you wanna wait till around two I’ll go.’ (Annie, aged 79 years, 

at 1st interview had diabetes for 3 months) 

  

Sidestepping diabetes-related conflict to preserve relationships and 

relational selves: “…I don’t call him that much now, ‘cause I don’t want him 

asking any questions. He’s nosy.” The sidestepping strategy involved disengaging 

from others or pushing them away in order to dodge undesirable diabetes-related 

interactions and their potential negative relational impacts, such as conflict, in order to 

preserve otherwise close and desirable convoy relationships. Sidestepping tactics were 

ignoring “help” and avoiding “helpers”.  

 

Ignoring “help”: “…just…get ‘em out the door and do whatever you’re 

gonna do anyway”. Ignoring “help” mainly involved disregarding unsolicited 

information, advice, and warnings offered by convoy members. Ignoring “help” was 

presented as a tactic that allowed participants to “do what you want to do” without 

being bothered with confrontation, as illustrated below: 

So then she’ll [a daughter] call me from Georgia and tell me, ‘Well I talked to 

Desiree, and Desiree said you doing this and you doing that. And Ma you 

know you can’t be doing that.’ I’m like, ‘You know what? Bye.’ Well it used 

to bother me in the beginning. But now it don’t bother me, because I just say, 

‘Oh, they’re just concerned.’ And you know you’re gonna do what you wanna 

do anyway, so just say, ‘Ok, uh-huh’ and get ‘em out the door and do whatever 
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you’re gonna do anyway, so. (Betty, aged 61 years, at 1st interview had 

diabetes for 3 months) 

 

And she makes sure that I eat three times a day, you know. She’ll make sure 

the things is done by five o’clock. My mother is one of them kinda people 

now, because her boyfriend has diabetes. So she’s like, ‘Oh no, you gotta eat 

something now.’ You know, and I’m like, ‘No I don’t.’ She’s like, ‘No, no, no 

you really do, you gotta eat.’ I’m like, ‘Ok, doctor.’ I don’t say anything to her. 

I’ll eat or I’ll just ignore her…(Lynn, aged 47 years, at 1st interview had 

diabetes for 1 year 7 months) 

 

Avoiding “helpers”: “…he would feel like he has to take over of helping 

me…I don’t want to be in that position.” Participants also described avoiding would-

be helpers by not disclosing or selectively disclosing that they now had diabetes, 

limiting social interactions, or lying to avoid anticipated negative and “stressful” 

relational impacts such as “policing”, monitoring, and threats to self-concepts such as 

being independent. These anticipated negative interactions were usually based on 

previous interactions (relational history) with convoy members. For example, Joyce 

described how she refused to tell her mother about her diabetes, given the way her 

mother had addressed her weight in the past: 

So I haven’t told her either. ‘Cause every time she sees me, ‘Joyce, when are 

you gonna lose that weight? You’re fat.’ ‘Yes, mother I’m still fat, yes, yes I 

am.’ I just go, ‘Yes, yes I am.  I’m still fat, I was fat yesterday, I am fat today, 
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and I will probably be fat tomorrow.’… I just took her weapon away. What 

else can she say? There’s nothing she can do. I mean, so I’m not going to arm 

her with anything else. (Joyce, aged 46 years, at 1st interview had diabetes for 

1 year 8 months) 

Joyce went on to describe how she even communicates less with her father now, to 

avoid him prying into health topics she does not want to discuss: “So I don’t call him 

that much now, ‘cause I don’t want him asking any questions. He’s nosy.” 

 Similarly, Evelyn described not telling her husband about her diabetes thinking 

that he would make her life more “stressful” by “policing her” and ultimately 

threatening her self-concept as an independent and capable person: 

…I- I didn’t tell my husband... My husband will see it as something that’s 

frightening too in a way, but he would feel like he has to take over of helping 

me with whatever needs to- and I don’t want to be that position. I don’t wanna 

see it as, that I’m helpless… he’ll be telling me what I should do an’ what 

needs to be done or whatever… And to me that would be um stressful, because 

it’s like, you know, I don’t want to have him policing me. (Evelyn, aged 61 

years, at 1st interview had diabetes for 1.5 months) 

Lastly, some participants described lying, usually about food, to avoid 

warnings and further policing efforts by their convoy members. For example, Lynn 

described how she lied to her daughters about her reason for having candy so that her 

daughters would stop mentioning it: 

My daughters are always like, ‘You not s’posed to eat that.’ An’ I used to have 

candy all the time, like I still have candy I would have a candy dish, I put 
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candy out, but I don’t really take it. You know, they said, always keep candy or 

something sweet in case you have an attack. So that’s my output of sayin’ 

that’s why I got it there. Because I might need it [said in a sarcastic tone]. 

(Lynn, aged 47 years, at 1st interview had diabetes for 1 year 7 months) 

 

Dynamic use of managing strategies and tactics 

 Participants’ use of managing strategies and accompanying tactics was 

dynamic. Participants described trying out different managing strategies and tactics in 

response to relational feedback, convoy and life changes, changes in diabetes-related 

and other health issues, and developing confidence to carry out diabetes-related 

managing activities. The dynamic process of using managing strategies and tactics is 

illustrated in participant quotes in the examples below. 

 

Example 1:  Allowed “help” Diabetes-related health issue: Swollen feet 

 Challenged “help”  Relational feedback: Son continued undesired cooking 

behavior Modified the situation. Annie described how her adult son (with 

diabetes) would prepare meals for her, however she was concerned with the amount of 

salt he would use. As illustrated below, at the first interview she described how she 

allowed her son to help her by making meals. She described conceding to eating the 

meals she believed were too high in salt and contributing to negative symptoms in 

order to avoid relational conflict and his removal of any help. 

…he [son] helps me with my meal, we plan it….he do the cooking and he 

brings it to me… And he’s tryna to cut down, but sometime like last week he 
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made spaghetti sauce and I didn’t mind too much when I taste the salt for I 

figured by the time you boil the spaghetti and put that it would still blend ah-

but it was still high. So I figured that might have been why my feet is swole 

up, ‘cause I can’t have no salt. And if I said to him, ‘You put that salt in there, 

my feet swolled’, he’ll stop fixing for me at all. (Annie, aged 79 years, at 1st 

interview had diabetes for 3 months) 

However by the time of the second interview she had described challenging his 

cooking style by confronting him because she was worried about negative diabetes-

related health impacts. Though he changed his cooking style for a short time, he 

ultimately went back to using salt, leaving Annie to modify the situation by beginning 

to prepare her own meals permitting her to eat healthfully and to avoid further 

relational strain that might result from continuing to challenge him. 

[Son] has diabetes – he still put an awful lot of spice in his food. An’ especially 

salt. And I told him, ‘If you’re gonna keep putting salt in your food, I can’t eat 

with you.’ He cut down for that one time, couple days he’s back to doing it. So 

the last couple of weeks, I been cooking my thing and he’s been cooking his. 

(Annie, aged 79 years, at 2nd interview had diabetes for 5.5 months) 

 Preparing her own meals was an option in part because she had gained 

confidence in her ability to manage her blood sugar through eating healthful meals 

over the preceding months: 

For one thing when I got out the hospital, I didn’t know what I really could 

have to bring it down to where I need it today.  But over this six months of 

knowing what to eat, an’ what not eat, when it get up higher than I want it, I 
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know what I can fall back on. I know what I can cut out. Like I loved baked 

potato. And I’ll put my baked potato with the butter an’ a little pepper an’ slice 

a bologna or boiled ham. So, when I’m fighting to get it back where I want it – 

forget about the baked potato, I’ll have something else.  (Annie, aged 79 years, 

at 2nd interview had diabetes for 5.5 months) 

 

Example 2: Embraced “help”  Convoy and life change: Moved out of 

son’s apartment to her own apartment  Disregarded diabetes. Denise described 

how sharing a household with her adult son was an important part of her diabetes 

management. She described embracing help that he provided to make it possible for 

her to eat healthfully and take her medication: 

…he [her son] moved in with me… he prepare all my meals. He make sure I 

went to the doctor’s, he go with me to the doctor’s, um, any ‘scripts I had to 

fill he took ‘em to Walgreens and fill ‘em and brought ‘em back. (Denise, aged 

49 years, at 1st interview had diabetes for 3 months) 

However, at the second interview, Denise described needing her own space 

and moving to her own apartment. She also described how this move meant that she 

was on her own now without help from her son or her sister-friend across the street. 

She described disregarding diabetes management in response to this major life change 

and change in frequency of interaction with helpful convoy members: 

Um, I had my son there…like when my son wasn’t able to be there, my sister 

from across the street would be there or whatever. But like, you know, since I 

moved I’m actually on my own now. It got outta control, you know that’s- 



 

164 

that’s my fault, ‘cause I just stopped eating right and stuff like that.  (Denise, 

aged 49 years, at 2nd interview had diabetes for 6 months) 

 

Example 3: Challenged “help”  Relational feedback: Children continue 

to monitor her eating behaviors Allowed “help”. Lynn described how both her 

son and daughter who share her household would “stay on” her, monitoring what she 

ate and drank. Here she recounted how she challenged their policing efforts by 

verbally pushing back. But in the end, she conceded to their attempts, allowing them 

to monitor her and reasoning that it was in her interest to yield to their efforts. 

My kids, it affect them, they jus’ stay on me. My daughter be like, ‘Um, you 

can’t have that. What you looking at that for? Why you got that, Ma? Oh, you 

bought that for me?’ And I’m like, ‘No, I bought it for myself... ‘Cause maybe 

I might want it.’ And she’s like, ‘Mmmm, no.’ I be like, ‘Kendra, leave my 

stuff alone.’ But she’ll touch it, she’ll take it. And then my son’ll come and just 

lean on over it. ‘Ma, who, who’s this for? Me?’ Stuff like that. So I’m like, 

‘Not really, but you can have it.’ You know, end up saying, ‘Just take it.’ 

‘Cause I know I’m not s’posed to have it anyway. (Lynn, aged 47 years, at 1st 

interview had diabetes for 1 year 7 months) 

 

DISCUSSION 

This study used a repeated qualitative interview and social convoy approach to 

explore the interpersonal contexts, processes, and dynamics of black women’s day-to-

day experiences after a recent diagnosis with type II diabetes. Findings illustrate how 
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participants described seeking to manage the impact of diabetes upon their day-to-day 

social and relational lives and also sought to manage convoy involvement in diabetes-

related activities. Importantly, managing strategies and tactics were depicted as 

dynamic and responsive to changes in relationship feedback, convoys, life, and 

diabetes management over time.  

This study attempted to address some limitations in current research on social 

relationships and diabetes in black populations. First, many studies use relationship 

measures that aggregate relationship type (e.g. family vs. friend) and function. 

Whereas, this study employs a social convoy measure which allows participants to list 

specific convoy members and their multiplicity of functions, while also allowing 

researchers to elicit specific characteristics of the convoy members and the particular 

relationship. Second, studies on diabetes and social relationships tend to include 

individuals having had diabetes with a wide range of duration, though research 

suggests that factors such as diabetes beliefs, treatments, and relational coping 

practices can change over the diabetes trajectory. This study attempted to include 

participants with similar diabetes durations to enable comparisons and to concentrate 

on the adjustment time period following diagnosis to promote descriptions of the 

changes that women experience.  

 Women in this study sought to actively manage the impact of diabetes to their 

convoys and relational selves while also managing and navigating the role of their 

social convoys in their diabetes experiences. Consistent with previous research 

generally on stress and coping (Lazarus & Folkman, 1984; Pearlin & Schooler, 1978) 

and particularly in diabetes management (Beverly, Miller, & Wray, 2008; Chesla & 
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Chun, 2005; Vassilev et al., 2014), women described strategies and tactics used to 

balance and prioritize (or deprioritize) diabetes management goals with relational 

objectives such as maintaining roles, identities, and relational quality and other life 

issues such as more symptomatic illnesses.  Research on food choice processes also 

describes how managing social relationships is an important value that individuals 

balance and negotiate when making food decisions (Connors et al., 2001; Furst, 

Connors, Bisogni, Sobal & Falk, 1996; Sobal & Bisogni, 2009). Findings in this study 

are consistent with previous findings demonstrating how managing relationships can 

be prioritized in the context of conflicting food-choice values such as health 

considerations (Connors et al., 2001). Descriptions of managing diabetes as a 

competing priority (i.e., disregarding diabetes in order to attend to more salient or 

demanding relational priorities) are documented in diabetes literature (Carter-Edwards 

et al., 2004; Carthron et al., 2014; Miller, Marolen, & Beech, 2010) and echoed in 

other research on chronic illness management (Townsend, Wyke, & Hunt, 2006).  In 

contrast, this study adds descriptions of managing diabetes as an interconnected set of 

priorities. That is, managing diabetes being described as priority through its 

connection with other prioritized goals that are dependent on healthy functioning. 

These findings are consistent with literature that describes how an individual’s 

motivations for not carrying out recommended or desirable health behaviors such as 

exercising or breastfeeding are not “simple opposites” of motivations for performing 

those same behaviors, instead they are attributed to separate goals (Richetin, Conner, 

& Perugini, 2010). Findings are also related to research on how individuals prioritize 

in the face of multimorbidity, for example, connecting self-care activities of 
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concordant illnesses (Pentakota et al., 2012; Piette & Kerr, 2006). These findings have 

implications for medical practice and suggest that healthcare teams could ask about 

patients’ prioritization frequently and including circumstances in daily life as well as 

other health conditions. By doing so, healthcare teams may be able to try to extend the 

concept of concordant illness by connecting diabetes activities with activities 

associated other priorities. That is, try to make links between self-care activities and, 

for example, desired social outcomes. 

 Other tactics women employed to minimize the interference of diabetes with 

valued relationships and relational life included prayer and social comparisons to 

reassess threats. Both strategies are consistent with coping literature definitions of 

meaning-based coping efforts which involve reappraising and reframing stressful 

circumstances in a way that is “personally meaningful”, for example through use of 

spirituality, values, or goals (Folkman, 2008; Pearlin & Schooler, 1978; Wethington et 

al., 2015). Additionally religious and spiritual involvement, and specifically prayer, as 

a way to deal with stress and emotional impacts of diabetes is consistent with previous 

research among black women (Carthron et al., 2014; Devlin, Roberts, Okaya, & 

Xiong, 2006; Samuel-Hodge et al., 2000; Utz et al., 2006). Participants also described 

using social comparisons to their many convoy members with diabetes to make sense 

of the links between diabetes management activities (mainly eating and substance use 

behaviors) and complications. Consistent with work on social comparisons and 

chronic illness (Tennen, McKee, & Affleck, 2000) and specifically diabetes in black 

adults (Gorawara-Bhat, Huang, & Chin, 2008), participants described comparing 

upwards (that is to people doing better than them) as motivating and comparing 
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downwards (to those doing worse) as a type of coping empowerment or reassurance, 

developing a sense of subjective well-being (Suitor, Keeton, & Pillemer, 1995; 

Tennen et al., 2000; Wills, 1987). However, the process of social comparisons 

suggests both objectively helpful and harmful outcomes. For example, downward 

social comparisons may be helpful in the sense of making one feel subjectively 

healthy compared with network members. Meanwhile both downward and “upward” 

social comparisons may be harmful if network members themselves are objectively 

unhealthy or performing unhealthy behaviors and this may place the individual at a 

disadvantage with negative role models. In this population, diabetes was common in 

women’s convoys giving them many opportunities to compare. It is important for 

healthcare professionals to recognize that social comparisons are an important form of 

information gathering and coping and to address what learnings, knowledge, and 

beliefs may be grounded in experiences of social comparison.  

 Women also described negotiating the convoy as a resource, but a demanding 

resource. This set of strategies demonstrated how women were not passive receivers of 

support, control, or obstructive interactions. Instead women were agentic in balancing 

their sense of self with needs, desire for help, and the complexities of the availability, 

acceptability, and desirability of convoy resources. Women described simultaneously 

wanting to engage with their convoy members to receive emotional and instrumental 

help while also needing to negotiate over-concern and sometimes unwanted reactions 

in order to maintain relational quality and preserve important self-concepts. These 

emergent managing strategies are consistent with previous research on social 

relationships and chronic illness management. For example, seeking out help from the 
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convoy echoes work on “marshalling support” to deal with chronic illness (Gage, 

2013a; Winkeler et al., 2006). This finding emphasizes that support is not necessarily 

automatically offered and that individuals ask for and directly engage with convoy 

members in order to assemble desirable help (Gage, 2013a; Winkeler et al., 2006). 

Furthermore, the related strategy of seeking out understanders illustrates that women 

have a selective preference not just for the kind of help they want, but have an idea of 

which convoy members can provide it, selectively engaging with ties who can fulfill a 

specific need based on relational history, quality, and the experiential similarity of the 

others (Gage, 2013a, 2013b; Perry & Pescosolido, 2015; Wellman & Wortley, 1990). 

This, too, is consistent with work on marshalling support to manage chronic illness.  

 However, helping attempts were often imperfect and involved negotiating 

within self and relationally to receive help while maintaining important relationships. 

Participants’ descriptions of undesirable helping attempts are consistent with literature 

on miscarried helping. Miscarried helping refers to helping attempts that are excessive, 

ill-timed, or otherwise inappropriate and ultimately unwelcomed (Coyne & DeLongis, 

1986; Coyne, Wortman, & Lehman, 1988). For participants in this study, miscarried 

help often referred to helping attempts that encroached on their social roles, identity, 

and valued independence. Negotiations to receive miscarried help emerged in several 

forms. Participants described accepting the imperfect help that was offered in ways 

ranging from welcomingly embracing to conceding or tolerating help, depending on 

impacts to diabetes, relationships, and relational selves. Sometimes participants 

tolerated helping attempts that they believed were detrimental to their diabetes 

management (e.g. accepting a meal high in salt) in order to maintain relationships, 



 

170 

echoing research on the mismatch between controlling illness symptoms and 

maintaining valued social roles and routines, or competing demands of illness work 

and biographical work (Bury, 1982; Corbin & Strauss, 1985; Townsend et al., 2006; 

Vassilev et al., 2014). This is consistent with previous research that has suggested that 

help that is excessive or otherwise inappropriate may contribute to the recipient 

feeling a lack of control or choice over support, potentially undermining 

independence, and highlighting the social costs of receiving help (Coyne, Wortman, & 

Lehman, 1988; DePaolo & Fisher, 1980; Matire, Stephens, Druley, & Wojno, 2002). 

However, participants in this study also described challenging or directly confronting 

providers of unwanted help, usually when help was overstepping sociocultural 

boundaries (threatening roles, scripts) or was out of synch with their growing 

understandings of diabetes and how to manage it. Challenging help was usually 

described in relationships with children and grandchildren, and was not necessarily 

equated with conflict.  These dynamics add to the literature on the sometimes negative 

reactions linked with unsolicited support (Matire et al., 2002, 2002; Reynolds & 

Perrin, 2004; Smith & Goodnow, 1999) or unexpected involvement (Rook, August, 

Stephens, et al., 2011) by providing specific examples of unsolicited involvement 

from a broad range of close and important relationships. These findings extend this 

literature, however, by suggesting that some individuals may respond to unwanted 

helping attempts by engaging the helper and attempting to educate and mold more 

desirable help for the future.  

 Through modifying the situation, participants described attempts to negotiate 

relational interactions to successfully manage both diabetes symptoms and valued 
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relational factors such as roles and routines. This managing tactic is consistent with 

the concept of problem management coping which involves employing strategies to 

change stress-inducing circumstances through, for example, problem solving and 

actively doing something (Lazarus & Folkman, 1984; Pearlin & Schooler, 1978; 

Wethington et al., 2015). As many women described in modifying the situation as a 

tactic, their optimal approach would simultaneously address the dual “problems” of 

diabetes management and undesired changes to relationships (including unwanted 

diabetes involvement) and threats to relational selves. 

 Participants also described managing the convoy by disengaging through 

ignoring or avoiding helpers and helping attempts to avoid conflict and preserve 

relationships. Avoiding and ignoring tactics have been described in stress and coping 

literature (Skinner et al., 2003) and non-disclosure to avoid conflict has specifically 

emerged in studies of social relationships and chronic illness management (Chesla & 

Chun, 2005; Miller & Davis, 2005; Vassilev et al., 2014) in black populations, as well 

(Hovick, Yamasaki, Burton-Chase, & Peterson, 2015; Yamasaki & Hovick, 2015). 

These strategies add to literature describing how chronic illness may negatively impact 

relational closeness. The patterns of non-disclosure described in this study, for 

example not necessarily telling close others (e.g. spouses and parents), but seeking out 

experientially similar others reinforces the idea that when possible women manage 

their convoy resources by carefully avoiding some and selectively engaging others to 

assemble available help.  These disengaging tactics also highlight how engaging or not 

engaging specific convoy members is not solely grounded in the need or desire for 

help, but is instead heavily informed by desires to maintain relationships and relational 
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selves, such as independence (Gallant, Spitze, & Grove, 2010; Jennings, 1999a, 

1999b). Previous research among older black adults with chronic illness, Jennings 

(1999a) found that they were less likely to draw on their available support network 

than older whites, despite reporting large support networks and discussing health 

issues with family members (Jennings, 1999b). In this sample, wanting to maintain 

independence outweighed mobilizing support from their social network (Jennings 

1999a, Jennings 1999b). Findings highlight the social costs associated with receiving 

help such as acknowledging dependence and receiving miscarried help that may be 

insensitive to women’s needs and desire for independence and suggest that future 

research should emphasize both the costs and benefits of support exchanges (Coyne & 

DeLongis, 1986; Coyne, Wortman, & Lehman, 1988; DePaolo & Fisher, 1980). 

Women also reported instances where they were unable to assemble desired help from 

their social convoys. Previous research has suggested that support among low-income 

individuals may be inadequate (Hogan et al. 1993; Jayakody et al. 1993; Smith, 2016) 

and that while these disadvantaged networks may be able to offer some forms of 

support, other forms of support that may contribute to improving one’s health or 

economic condition may specifically be lacking (Smith, 2016; Stack, 1974). 

 Finally, use of managing strategies and tactics was dynamic. This study adds to 

the literature by describing how women changed managing strategies in response to 

changes in relevant circumstances such as relational feedback, life changes, diabetes 

symptoms, and growing self-management confidence. This finding provides empirical 

support through prospective reports that development occurs in the kinds of help 

needed and wanted and assembled as women accumulate more time with diabetes. 
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This also highlights the effort, specifically balancing effort, which it takes to assemble 

the kind of help that is desired while maintaining relationships. Ultimately, findings 

demonstrate how diabetes-related interactions are changeable. That is, negative 

interactions like nagging and criticism were interrupted by women seeking more 

appropriate and acceptable forms of help. In other instances, acceptable help was 

disrupted by life changes such as change in residence or illness in a convoy member. 

These findings imply that both desirable and undesirable helping attempts are not 

stable, but changeable in response to changes in circumstances and relational 

negotiations. 

These findings also call attention to the relational contexts and processes in 

which diabetes-related interactions are embedded and highlight the interactive and 

interdependent nature of helping attempts. Future work is needed to explore how 

changes and sequences of important circumstances might shape durability of 

interactions which may ultimately shape the diabetes experience. For example, 

research might explore how assistance from the convoy might change or develop over 

time and how these developments might shape diabetes outcomes or even perceptions 

of support. Similarly, future work might explore how changeability of interactions 

might afford opportunities to intervene to help women with diabetes assemble desired 

help and help convoy members learn how to provide acceptable help. 

 Overall, findings from this analysis illustrate how black women’s social 

convoys and relational exchanges can provide pathways to both promote and 

challenge diabetes-related inequalities. First, disregarding diabetes management 

because of competing life priorities such as multiple caregiving roles or other illnesses 
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is one pathway by which living healthfully with diabetes is challenged. Another way 

in which diabetes-related inequalities may be promoted is through social comparisons 

to convoy members with diabetes who are not managing well, potentially providing a 

false sense of well-being in relation to these role models. Lastly, in considering 

promoting diabetes-related inequalities in the convoy, strategies of silence such as not 

disclosing diabetes to close family and friends, including children, perpetuates convoy 

norms and histories of the health-related silences (described in Chapter 3). Health 

silences in the convoy also preclude at-risk family members from taking action to 

prevent diabetes or undergo screening for it. 

 Findings from this analysis also revealed how women’s social convoys may 

serve to challenge diabetes-related inequalities. First some women described 

managing diabetes as a priority because of its links with other prioritized roles and 

functions, contributing to positive changes buoyed by role responsibilities and 

demands. Women also described some positive diabetes related role models who 

motivated their health behavior change and positively challenged fatalistic views of 

diabetes health trajectories. Furthermore, women described being able to seek out help 

within their convoys and described educating would-be helpers to provide more 

desirable help in the future. 

 In addition to contributing to a more nuanced understanding of support 

processes, this study sheds light on the mechanics of diabetes-related support 

exchanges. The latter has relevance for designing and implementing programs that 

draw on social networks to support individuals with diabetes. For example, it may be 

beneficial to help individuals with diabetes identify the kind of support they would 
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like and think about which network persons to engage in order to mobilize the desired 

support. It might also be helpful for persons with diabetes to be aware that they may 

need to work with support persons, potentially educating them on what is desirable or 

unhelpful exchanges, in order to ultimately assemble appropriate help.  

 

Strengths and Limitations 

  This study is strengthened by its grounded theory approach which allowed 

findings to emerge from the perspective of black women recently diagnosed with type 

II diabetes. Another strength is the use of the social convoy measure to elicit close and 

important relationships. Using this measure allowed participants to identify relevant 

others and provided a visual prompt for description of diabetes-related interactions 

with several convoy members, who may have otherwise been forgotten. An additional 

strength of this study is the focus on women recently diagnosed with diabetes. This 

focus assists comparisons because women have similar diabetes durations. This focus 

on recent diagnosis as a period of adjustment also facilitates capturing descriptions of 

changes women may experience. Similarly, this study is strengthened through its 

repeat interview approach which made it possible for the researcher to probe 

preliminary themes and examine situations that unfolded over time over the series of 

interviews. Relatedly, the repeated interview approach was instrumental in building 

rapport with interviewees. For example, it was evident that participants shared more 

personal and sensitive information in follow-up interviews, such as previously 

withheld details of household configurations that may violate housing authority 

regulations. 
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 This study’s limitations included relying on reflective interviews with a small 

sample of predominantly unemployed women in a single northeast urban area with 

fewer caregiving duties than may be expected for women in this population (US 

Census Bureau, 2016b). While the researcher intended to explore aspects of day-to-

day relational diabetes experiences, it is possible that qualitative interviews may 

promote responses that are instead governed by attempts to express “repair and 

restoring of meaning” (Bury, 2001). Repeated interviews, however, did allow the 

researcher several attempts to probe for day-to-day routine experiences. Participation 

in this study involved women voluntarily spending a few hours talking about their 

diabetes experiences. Women with considerable time pressure from full-time 

employment or regular caregiving duties might be less inclined to participate. 

Transferability of study findings to black women in other regions with dissimilar 

employment and caregiving obligations is unclear. When considering transferability, it 

is also important to recognize that women who were not willing to recruit a convoy 

member were excluded from the study at recruitment. Therefore, we are missing the 

perspectives of women who for example did not disclose their diabetes to anyone or 

who did not have access to convoy support resources. Additionally, it is unclear how 

the experiences of black women in this study might be similar or different when 

compared with black men, women of other races and ethnicities, or importantly, black 

women with longer diabetes durations. It is also possible that the social convoys 

elicited in this study are diabetes-centric, as convoy elicitation was embedded in an 

interview about women’s diabetes experiences. It is unclear how participants’ 

experiences and managing strategies and tactics may differ with other potentially less 
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health focused sets of relationships and interactions. Future research should 

differentiate between a diabetes-centric social convoy and a more general social 

convoy as a setting for diabetes-related interactions. It is also possible that the convoy 

elicitation approach promotes identification of more positive relationships and 

supportive others and not less supportive, unfavorable, or even injurious others 

(Coyne, Wortman, & Lehman, 1988; Rook, 2015), though this study did attempt to 

explicitly ask women about conflict and findings suggest women were able to describe 

both helpful and unhelpful diabetes-related exchanges with close others.  

 This study privileges the interpersonal context of diabetes-related experiences 

and does not examine factors within individuals, such as personality or outlook.  Such 

personal factors, however, might shape an individual’s access to and ability to 

mobilize help for diabetes-related activities. Additionally, this study does not explore 

larger sociocultural or structural conditions that shape diabetes-related experiences 

including healthcare experiences with racism or neighborhood social environment. 

Similarly, this study does not take a structural or pattern-centered approach to 

potentially explore how characteristics of the convoy shape diabetes experiences, 

instead this study represents a dyadic approach exploring diabetes-related interactions 

with convoy members. Relatedly, this analysis did not include the perspective of the 

interacting convoy members, which would yield a more holistic understanding of 

diabetes-related social exchanges. Furthermore, this analysis intended to describe the 

interpersonal dynamics and processes of convoy involvement in black women’s 

diabetes experiences. It did not, however, intend to connect convoy member 

involvement with diabetes management or outcomes.  
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CONCLUSIONS 

 This study explored, in the context of a recent diagnosis with type II diabetes, 

the interpersonal processes and dynamics of social convoy involvement in black 

women’s day-to-day diabetes experiences. Black women in the US are 

disproportionately affected by diabetes and diabetes-related complications. Incidence 

rates continue to rise due in part to high rates of obesity among black women and girls. 

Finding ways to limit diabetes complications is imperative for the growing numbers of 

black women affected by diabetes. While research demonstrates that social 

relationships and relational interactions are important for diabetes management and 

outcomes, findings from this study suggest that increased attention to understanding 

the nuances of help exchanges and the mechanics of how diabetes-related interactions 

develop may be important. Specifically, understanding these nuances and 

mechanisms, may help to develop programming to support women to manage their 

diabetes by giving them tools to better engage with their convoy members, whether 

that involves recruiting, educating, or avoiding specific members. Additionally, this 

research demonstrates that diabetes-related interactions are not necessarily stable, and 

may change over time in response to changes in diabetes, life circumstances, and 

relational exchanges. Findings suggest that to understand how interactions shape 

diabetes management future research may need to use approaches that can capture 

change. 
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CHAPTER 5 

 

OVERALL DISCUSSION 

 

 This research qualitatively describes how adults from racial and ethnically 

underrepresented groups experienced making diet-related health behavior changes to 

manage chronic conditions within their social context, with an emphasis on social 

relationships. Research suggests that the social context is important for health 

behaviors and health behavior change, however the social context has been 

underexplored in this high risk population (Gallant, Spitze, & Grove, 2010; Holt-

Lunstad, Robles, & Sbarra, 2017; Ory, 2008; Sorensen et al., 2003). This research 

aimed to contribute a better understanding of how the social and relational context 

shapes the experience of diet-related health behavior change among minority adults. 

Having a better understanding of the complexities of the social context will allow 

researchers and health professionals to create more socially and culturally appropriate 

interventions to reduce the disproportionate burden of chronic illness and related 

morbidities and mortality within this population. This research focuses on health 

behaviors and social relationships as a potential pathway to address health disparities, 

but recognizes that health disparities are complex and shaped by a range of 

interplaying mechanisms from social institutions to economic policies (National 

Academies of Sciences, Engineering, & Medicine, 2017). However, a better 

understanding of how social relationships influence health behaviors to manage 

chronic conditions will help researchers and practitioners develop interventions that 
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improve the social context for health behaviors to promote health equity. In addition to 

potential public health implications, this research yields research suggestions for the 

ways in which social relationships among black and Latino populations are 

conceptualized and measured as they relate to health.  

This research presented findings from two separate but related studies exploring 

how social relationships shape black and Latino adults’ experiences making diet-

related health behavior changes to manage chronic conditions. The first study, 

presented in Chapter 2, examined participants' experiences making small eating 

behavior changes in a pilot weight loss intervention study with the aim of 

understanding small change feasibility and what influences that feasibility.  The 

second study, presented in Chapters 3 and 4, worked to extend and elaborate research 

on the impact of social context and social relationships in chronic illness management 

to explore how black women experience management of type II diabetes in their social 

and relational contexts and how their experiences change over time. In the sections 

that follow, the major findings from across the three chapters are discussed in terms of 

thematic linkages and research and practice implications.  

 

Emergent and unique social convoy characteristics related to health behaviors 

 The study about black women and diabetes, presented in Chapters 3 and 4, 

revealed important insights about the nature of social relationships in this population 

related to health experiences. Specifically, the individuals who participants described 

as important in their diabetes experiences as sources of information, assistance, 

emotional assurance, and even policing of their behaviors, differed from usual sources 
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of health-related interactions discussed in the literature on diabetes and social 

relationships. Research about diabetes and social relationships tends to focus on 

spouses (sometimes expanding this to unmarried romantic partners) with some 

research including a role for other unspecified family members (for notable 

exceptions, see Denham, Manoogian, & Schuster, 2007; Manoogian, Harter, & 

Denham, 2010; Vassilev et al., 2013). Research also tends to assess interactions by 

broad categories of individuals, for instance family versus friends. This study 

demonstrated that rather than partners, sisters and sister-friends and adult children and 

grandchildren of both genders played important roles in women’s diabetes 

experiences. This is not unexpected as older black adults are more likely than their 

white counterparts to live in intergenerational households (Cohen & Casper, 2002; 

Peek, Koropeckyj-Cox, Zsembik, & Coward, 2004), to expect care from their adult 

children while also providing care for extended family themselves (Burr & Mutchler, 

1999; Lee, Peek, & Coward, 1998; Samuel-Hodge et al., 2000), and to describe fictive 

kin in their social networks (Chatters, Taylor, & Jayakody, 1994; Scott & Black, 1989; 

Taylor, Chatters, Woodward, & Brown, 2013; Stack, 1974). However, research in 

health has tended to overlook the role of these important relationships when 

investigating the role of social context in health. Involvement from friends and fictive 

kin in particular has been underexplored (Gallant et al., 2010). This research suggests 

that to better understand the social context of black women as it relates to health and 

experiences managing chronic conditions, researchers may need to employ 

conceptualizations and measurements of social relationships that can take into account 

the variety of salient relationships. Future research may also explore what patterns of 
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support and involvement from siblings, friends, and fictive kin might look like and 

how it might serve a supplementary or even substitutional function in comparison to 

partner involvement.  

  Furthermore, in addition to traditional relational categories (e.g. sister, 

daughter), another network member characteristic emerged as important in women’s 

diabetes experiences: network members who themselves had diabetes. Participants 

described intense and intricate interactions with close others with diabetes. Their 

wide-ranging advice carried weight of lived experience and they served as role models 

for expectations of manageability and complications, in the present but also 

throughout the life-course. Research in social relationships and health suggest that 

experientially similar significant others, such as the convoy members with diabetes, 

may have an outsized impact on an individual’s health-related management and 

coping experiences (Gage, 2013; Perry & Pescosolido, 2015; Thoits, 2011). This 

finding provides insight into potential ways convoys can reinforce and disrupt health 

disparities, for example through negative and positive convoy role models and 

powerful experiences with close others.  

 

Motivations to manage social relationships 

In both studies, individuals described how they actively managed social 

network member involvement in their attempted behavior changes, to the extent 

possible. Findings highlight complexity and interpersonal agency in diet-related 

interaction processes with network members, as participants described how 

interactions were constructed, negotiated, and navigated. Findings also emphasize the 
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importance of including but extending beyond assessment of the presence or absence 

of social support exchanges, as participants’ descriptions of managing both helpful 

and interfering health behavior-related interactions were salient aspects of their health 

behavior change experiences.  

The variety of strategies used to manage network member involvement seemed 

motivated by balancing participants’ sometimes competing desires related to health 

conditions and values potentially informed by culture. First, participants wanted to 

maintain relationships while balancing needs for help with values for independence. 

Whether or not to solicit assistance or conceal chronic illness or intervention 

participation was described as being motivated by desires for autonomy and values 

regarding personal responsibility rather than, or even despite, potential health-related 

needs for help. Participants described selectively avoiding would-be helpers who 

might encroach on their independence to avoid conflict that might damage their 

relationships.  This is consistent with literature that suggests black American women, 

in particular, tend to value independence and self-reliance and may feel it is important 

to take care of themselves thus preserving limited family resources for others’ issues 

and emergencies (Becker, Beyene, Newsom, & Mayen, 2003; Becker & Newsom, 

2005; Gallant et al., 2010). Findings suggest motivation for independence may impact 

help-seeking behavior, with black American women potentially being less likely to 

seek out help even when it is needed (Gallant et al., 2010; Jennings, 1999). 

Furthermore, similar motivations may lead women to conceal their conditions from 

their convoy by perpetuating health silences that might prevent potentially at-risk 

convoy members from learning about and screening for diabetes (Hovick, Yamasaki, 



 

194 

Burton-Chase, & Peterson, 2015; Yamasaki & Hovick, 2015).  

Participants also sought to balance the need for individualized self-care 

changes with values around interdependence in their social convoy. Participants in 

both studies described not wanting their attempted health behavior changes to infringe 

on or negatively impact family needs and routines, portraying potential impacts of 

their self-care activities as unfair, especially to children. This is consistent with 

research on food choice processes that describes how managing social relationships is 

an important value that individuals balance and negotiate when making food decisions 

(Connors et al., 2001; Furst, Connors, Bisogni, Sobal & Falk, 1996; Sobal & Bisogni, 

2009). This is also consistent with research suggesting that while black women value 

independence, they consider themselves as sharing in a reciprocal web of support, just 

chiefly as support providers instead of receivers (Becker & Newsom, 2005).  Thus 

many participants also expressed values regarding prioritization of family needs over 

individual needs for self-care, echoed in research on black women and diabetes 

(Samuel-Hodge et al., 2005). Literature suggests that Latinos, with cultural values for 

familial interdependence, may consider management of chronic conditions to be more 

of a shared responsibility (Carbone, Rosal, Torres, Goins, & Bermudez, 2007). 

Therefore, the more individualistic concepts presented in self-care recommendations 

(e.g. separate special diet) may run counter to cultural values and contribute to 

discomfort making individual changes that might be perceived as negatively impacting 

family life (Carbone et al., 2007; Wen, Parchman, & Shepherd, 2004). Accordingly, 

findings suggest that future research exploring culturally informed values for family 

and relational interactions will allow researchers to better understand the role of social 
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relationships in making health behavior changes to manage chronic conditions.  

 

Dynamics: Sequences and processes in health-related interactions 

 Findings from both studies highlighted the dynamic nature of relational 

interactions regarding attempted health behavior changes. Participants described 

processes of trying out strategies to manage their health-related social interactions, 

responding to relational feedback, and trying out further relational management 

strategies. These findings shed light on potential pathways to health disparities such as 

decline in medication adherence over time (Trinacty et al., 2009) as some responses to 

relational feedback were to abandon important health-related behavior changes. 

Findings also provide insight into how patterns and styles of health-related interactions 

might change over time (Miller & Brown, 2005). Through processes that represented 

negotiating with and selectively navigating their social relationships, participants 

described changing the nature of their health-related interactions (e.g. confronting and 

educating a convoy member in efforts to mold more desirable help in the future) and 

contributing to changes in convoy makeup.  

Findings suggest that future research in social relationships and health 

behavior changes to manage chronic conditions needs to pay attention to dynamics in 

the following ways. First, it may be important to look at a period of time when 

individuals are actively attempting to make changes, for example, during an 

“adjustment period” near the onset of a chronic condition. This will promote capturing 

attempted health behavior change and understanding how social relationships are 

dynamically involved in that process. Second, it may be important to investigate 
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health-related interactions over time, as this research suggests that interactions can 

change over the period of a year, with for example, supportive transactions modifying 

over the period of support. Third, examining sequences of interactions may prove to 

be important in understanding health-related interactions. Participants in both studies 

described a process and series of negotiations within relationships with unfolding 

interactions shaped by preceding exchanges. Relevant relational history such as 

previous exchanges and availability (Rosland et al., 2015) or potential exhaustion of 

support may be important to explore. Overall, findings suggest that future research pay 

attention to how health-related interactions are constructed and changed over time. 

 

Adapting health-related behaviors to fit social context 

 Adapting health-related activities or selectively carrying out health-related 

activities to fit their social contexts was described by participants in both studies. For 

some participants this meant finding ways to carry out their desired self-care activities, 

through for example, making eating behavior changes during non-commensal meals. 

For others this meant not carrying out self-care activities that were perceived as 

incompatible with their social contexts, for example, taking medication but 

intentionally not following dietary recommendations while staying with family or 

adopting dietary behaviors that did not fit work schedules. Compatibility and 

feasibility in light of prioritized relational demands were prominent. Findings 

demonstrate how some recommended health behavior changes may not be perceived 

as feasible given the realities and demands of day-to-day life, especially interpersonal 

contexts.  
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Strengths and Limitations 

 Strengths of this research include use of a qualitative approach informed by 

grounded theory. Open-ended questions and analysis using the constant comparative 

method allowed findings to emerge from the perspective of participants. Opposed to 

pre-identified interaction or relationship categories, rich descriptions of relevant 

health-behavior interactions and interactors emerged through discussion in in-depth 

interviews. An additional strength of this research involved attention to aspects of 

timing that might influence participants’ responses. Participants were interviewed 

within two weeks of completing their participation in the pilot weight loss intervention 

(Chapter 2) and within three years of diagnosis with diabetes (Chapter 3). Attention to 

timing was meant to maximize potential to capture vivid descriptions of experiences 

making recent health behavior changes and how social relationships shaped those 

experiences. 

 Suggested evaluative criteria for qualitative research involves establishing 

credibility, dependability, transferability, and confirmability (Lincoln & Guba, 1985). 

Credibility involves presenting results that are true to the participants’ perspective. In 

this research, credibility was strengthened in the following ways. This project 

employed in-depth interviews wherein participants described salient experiences and 

interactions in their own terms coupled with constant comparative methods from 

grounded theory that allowed findings to emerge from participants’ point of view. The 

use of three interviews for each participant (Chapters 3 and 4), also allowed the 

interviewer to build rapport and develop a good sense of the interviewer-participant 
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relational context. Repeat interviews also allowed for member checking as initial 

interpretations were probed during each follow-up interview. Credibility was also 

strengthened through triangulation of methods to describe participants’ social 

relationships and relational interactions (i.e. relationally focused semi-structured 

interview questions, social convoy measure, and name interpreter). Dependability 

refers to demonstrating how researchers account for the dynamic and unfolding 

research context. Dependability was strengthened through research team discussion 

and documentation of any changes and adaptations in the research process such as 

purposive sampling and addition of emergent questions to interview guides. 

Transferability describes the extent to which findings might be applicable to other 

contexts and populations. In this research, evidence of potential transferability is 

provided through in-depth description of phenomena of interest, using rich quotations 

that reveal participants’ social and relational contexts.  Finally, confirmability refers to 

how consistent the findings are with the data collected. In this study, confirmability 

was strengthened via peer debriefing with research team members during creation of 

interview guides, data collection, data analysis and interpretation. Peer debriefing was 

also conducted via oral presentation with audiences of health behavior change students 

and researchers.  

This research also included the following limitations. Individuals in both 

studies represented a small sample of people willing to volunteer their time. These 

findings may not be transferable to individuals who could not volunteer their time 

because of important social contexts such as caregiving responsibilities and regular 

employment. Though we attempted to capture participants’ experiences making diet-
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related health behavior changes, interviews may elicit responses more concerned with 

conveying narratives of “repair and restoring of meaning” than everyday routine 

experiences (Bury, 2001).  Also the sample did not allow for comparison to reference 

groups, so it is unclear how findings may differ by race or gender or for example 

among women with longer durations of type II diabetes. Furthermore, the analyses 

presented in Chapters 3 and 4 included women with diabetes for up to three years. 

While recommendations from local health professionals suggested that this was still 

well within individuals’ “adjustment period”, it is possible that including even this 

range in diabetes duration may have limited insight into nuances of diabetes 

experiences and interactions involved in a recent diagnosis with diabetes. 

Additionally, this research takes a relational perspective, but does not explore broader 

sociocultural and structural factors such as racism, neighborhood inequality, and 

healthcare experiences known to influence the experience of living with chronic 

illness. Finally, this analysis did not specifically attempt to link health behaviors or 

health behavior changes with health-related interactions. Rather, this analysis seeks to 

understand how social relationships shape experiences in attempting to make diet-

related behavior changes. 

 

Conclusions 

 Broader socio-structural factors linked with race, ethnicity, and gender such as 

accumulated exposure to discrimination, social, economic and political 

disenfranchisement, and inadequate access to healthcare shape the relational context 

and health experiences of black and Latino adults in the US (Araújo & Borrell, 2006; 
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Berkman et al., 2000; Chinn & Hummer, 2016; Crimmins et al., 2007; Geronimus, 

2001). Findings from this analysis underline how the health behavior change 

experiences of black and Latino adults reflect this broader context. First, the dense 

convoy history of diabetes provided black women with, for example, many negative 

role models, conflicting and confusing but specific advice, and fatalistic expectations 

for health decline which may promote continuity of poor diabetes management and 

outcomes. Second, disregarding or abandoning key self-care activities because of 

competing life priorities and incompatibility with the social context suggest another 

pathway by which health behavior change is challenged. Third, when considering 

perpetuating inequalities via the social context, strategies of silence such as not 

disclosing diabetes or concealing attempts at diet-related changes from close family 

and friends perpetuates norms and histories of the health-related silences. These health 

silences prevent family members, including children, who are themselves at risk for 

diet-related chronic health conditions, from learning about prevention, for example, 

through healthy eating. Furthermore, while low-income black and Latino adults may 

have access to close others who can enable health behavior changes through their 

construction and maintenance of adaptive networks of practical and emotional support 

(Gallant, 2010; Stack, 1974), they may have less access to relationships that can act as 

leverage to improve their health conditions. Low-income minority adults, for example, 

may lack access to network members with adequate health literacy or knowledge of 

preventive care skills (McKee & Paasche-Orlow, 2012; Smith, 2016; Vassilev et al., 

2014). However, there were also many examples painting social relationships as a 

pathway to disrupting health behavior-related inequalities. The dense convoy history 
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of diabetes also provided women with several positive diabetes role models who 

served as sources of suitable diabetes-related management information and assistance. 

Also some women described managing diabetes as a priority because of its links with 

other prioritized roles and functions, contributing to sustained positive changes buoyed 

by role responsibilities and demands.  Lastly, participants across both studies 

described becoming positive diet-related health behavior role models in their convoy, 

by managing their diabetes well (e.g. reducing need for medication), losing weight, 

promoting healthy eating strategies, becoming sources of diet-related health 

information, and sharing this information with family and friends. In this way, 

participants became potential disrupters of diet-related health inequalities.  

This dissertation contributes to research and practice by demonstrating how the 

social relational context shapes experiences making diet-related health behavior 

changes among minority populations. Using a qualitative approach, this study 

demonstrated that health behavior changes are negotiated and relational involvement 

is managed, with the interplay of both aspects developing over time. Findings 

demonstrate the value of delving into social relationships to explore the interactors, 

content, process, and dynamics of health behavior-related interactions in minority 

populations. Findings suggest that an approach that pays attention to the variety of 

potential network members involved and the mechanics, development, and potential 

cultural nuances of health behavior-related interactions may be important to better 

understand how relationships shape making changes to manage chronic conditions 

among these underrepresented and at-risk populations. Discussion of specific research 

and practice implications are presented below. 
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Research implications 

 Findings from this research have implications for the conceptualization and 

measurement of research in social relationships and health among minority 

populations. Participants described health-related interactions with a variety of social 

network members. Findings emphasize the importance of eliciting who matters for 

health-behavior change experiences in such a way that participants generate emically 

relevant relational categories. In research exploring similar phenomena in similarly 

understudied populations, future researchers may wish to avoid using methods that use 

broad categorizations to elicit relationships, for example as friends or family. Such an 

approach may not provide enough specification to support meaningful research 

understandings and practice decisions in similar populations.  

The role of social network members who themselves had diabetes was salient. 

Findings suggest that researchers employ relational research methods that will allow 

for exploration of the role of the experientially similar significant other. This would 

entail methods that allow researchers to describe the potential health characteristics of 

individual network members, in addition to demographic and relational information.  

Findings also call attention to the relational contexts and processes in which 

health-related interactions are embedded and highlight the interactive and 

interdependent nature of helping attempts. Future work is needed to explore how 

involvement from social relationships in health behavior changes develops over time, 

perhaps through the use of an approach that may document more detailed construction 

and developments in day-to-day relational interactions such as a use of daily diary 
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approaches.  

 

Practice implications 

 This research also has implications for diet-related behavior change counseling 

and programming. Findings demonstrate how some recommended health behavior 

changes may not be perceived as feasible given the realities and demands of day-to-

day life, especially interpersonal contexts. Accordingly, programming that reiterates 

the importance or necessity of carrying out self-care activities is likely to have a 

limited impact, given that participants’ reasons for not carrying out activities might be 

centered on balancing demands from their social contexts. Instead, health professional 

may try to link self-care recommendations with interpersonal priorities and goals, such 

that self-care activities are presented as enabling, concordant, or even part of valued 

interpersonal activities (Piette & Kerr, 2006), for example teaching grandchildren how 

to bake a healthy version of a family dish. Health professionals may also explore 

tailoring self-care recommendations for individuals’ interpersonal behavior settings 

and providing individuals with skills that allow them to negotiate self-care behaviors 

in a variety of settings, such as situational problem solving (Gucciardi, Chan, Manuel, 

& Sidani, 2013).  

 It may also be helpful to provide individuals with skills and strategies to 

effectively engage with and manage their social relationships in accordance with 

cultural values. For black women, conversations might involve how to solicit support 

that respects their wish to maintain independence (Gallant et al., 2010). Conversations 

might include helping women to identify the kinds of help they need, thinking through 
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who in their convoy might be able to provide that specific kind of help, and providing 

examples of interaction scripts.  

Finally, findings about the salient role of social network members with 

diabetes suggest that it may be important, in a practice setting, for medical staff to 

discuss and address the very specific experientially grounded ways black women come 

to know about diabetes. For example, this may involve medical staff expanding their 

concept of “family history” of illness to promote a patient’s descriptions of their 

experiential history with the chronic condition at hand. This history might include 

family, but extend to other convoy members and related interactions from the past and 

present.  
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APPENDIX A 

 

Initial Interview Guide 

 

Interviewer:___________________ 

Date:________________________ 

Code Number:_________________ 

 

I’m a graduate student at Cornell University interested in learning more about how women’s 

lives change once they are diagnosed with diabetes. I’m interested in everything that has 

changed – different foods you might eat, more doctors appointments or more hassles, and 

changes in relationships and this interview will cover a lot of things like that. First I’m going 

to ask you some open-ended questions, then we’ll talk about important people in your life and 

how they influence you and your health, and finally I’ll ask you some specific questions about 

your diabetes. Feel free to ask for clarification of questions, stop at any time, or skip questions 

that make you uncomfortable. There are no right or wrong answers, I just want to hear you 

thoughts, feelings, and opinions. Are you ready? Let’s begin. 

 

1. First, could you tell me about what happened when you first learned that you had 

diabetes? 

When did you find out? 

How did you find out (routine visit, symptoms, were you ever told that you were pre-

diabetic, etc.)?  

What was your reaction when you found out? How did you feel? 

 

I’m also interested in know how diabetes has affected your life. 

 

2. What are some of the things in your life that have changed now that you have diabetes? 

(routines, interactions with people, work schedules, eating)  

How has ___________ changed? What was __________ like before? How is it 

different now? 

How has having diabetes affected your day-to-day routines? (like getting ready in the 

morning or grocery shopping or packing a lunch) 

Thinking about your life and responsibilities, how has diabetes affected your life as 

a Mother or Sister or Grandmother or caretaker etc.? 
How has diabetes affected the way you interact with people? (does it come up in 

conversation or limit you from doing things you enjoy) 

What are some challenges to adjusting to life with diabetes? 
 

3. People with diabetes often have to make changes in their life to manage their blood sugar. 

What are some things you have changed now that you have diabetes? 

What are some of the most important changes you have made? 

What has helped you make the changes? 

What has made it harder for you to make those changes? 

Where do your children/spouse/partner/friends/siblings fit in? How do they influence 

your changes?  

How have the changes you’ve made affected others’ lives? (Probe specific examples 

from being a Mother or Wife or coworker, etc.) 
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4. Ok, so those are some of the changes you’ve been making. I’d be interested in learning, 

specifically, about any changes you’ve made to the way you eat since learning you have 

diabetes. 

What kinds of dietary changes have you made? 

Why did you make those specific changes? (Listen and probe for relationship to food 

roles in the household, doctor, advice) 

How did that work for you?  

What makes it harder for you to make changes? What makes it easier for you to make 

changes? (Probe for family, friends, food access, cost of food, food roles) 

How do you explain the dietary changes you are trying to make to your family? To 

your friends? 

How would you describe the way you ate before knowing you had diabetes? How 

about now? 

 

 

Social Network Assessment 

5. I’m also interested in what your social environment looks like because interactions with 

friends, family, and coworkers can also influence diabetes management. Now, I’d like you 

to think about people who are important in your life right now, they could be important 

because you care about them, or you can rely on them,  or you can talk to them about your 

problems. You might not get along with them all of the time though. But think about these 

important people. 

Now, look at that the 4 circles on the diagram in front of you. The middle circle represents 

you. And think about the next three circles as including people who are important in your 

life right now, but not equally important or equally close to you. 

In the innermost circle write or tell me the first names (and last initials, if necessary to 

avoid confusion) of the people you know that have the most effect on your life right now, 

either positive or negative. These may be people that you feel so close to that it is hard to 

imagine life without them. Also write or tell me their relationship to you – like mother, 

son, best friend, co-worker.  

In the middle circle write or tell me the first names (and last initials, if necessary to avoid 

confusion) of the people you know that have a moderate or reasonable effect on your life 

right now, though not as much as those in the inner circle. You may not feel quite as close 

to them as those in the inner circle, but they are still important to you. Also write or tell 

me their relationship to you. 

Lastly, in the outer circle index write or tell me the first names (and last initials, if 

necessary to avoid confusion) of the people who are close enough and important enough 

to be named as an important part of your social world, but have not been included in the 

diagram yet. Also write or tell me their relationship to you. 

General social support 

6. Think about the people you would be most likely to call on when in a pinch, emergency, 

or critical time or if you needed someone to help, please tell me their first names (and last 

initials, if necessary to avoid confusion). You can name more than one person for each 

question. If the person wasn’t named before, also tell me their relationship to you. 

 

Who are you most likely to call on in an emergency to: 

a. Look after your children or grandchildren (other dependent)? 
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b. Watch your house or possessions when you’re away from home? 

c. Help with house or yard chores or repairs? 

d. Talk to about problems with your spouse or partner? 

e. Talk with you about problems with your children? 

f. Talk with you about problems with your relatives or in-laws? 

g. Be there with you (physically) in a stressful situation? 

h. Loan you $250? 

i. Help you understand a problem or confusing situation? 

j. Is there anyone else who you would likely call in some type of emergency?  

 

7. Who would be most likely to call on you in a pinch, emergency, or critical time if they 

needed someone to help (write down or tell me their  name and relationship to you, 

remember to give relationship if a previously unnamed person): 

 

a. Look after their children or grandchildren (other dependent)? 

b. Watch their house or possessions when they’re away from home? 

c. With house or yard chores or repairs? 

d. Talk to about problems with their spouse or partner? 

e. Talk with about problems with their children? 

f. Talk with them about problems with their relatives or in-laws? 

g. Be there with them (physically) in a stressful situation? 

h. Loan them $250? 

i. Is there anyone else who is likely to call on you in some type of emergency? 

 

8. You have listed a number of people who are important to you. Looking at your diagram, 

who are the people you have told about your diabetes diagnosis?  

 

Is there anyone else? Please tell me their first names (and last initials, if necessary to avoid 

confusion) and their relation to you. 

Why did you choose to talk to these specific people about your diagnosis?  

How did they react when you told them you had diabetes? What did they say/do? How 

did you feel about that? 

(If applicable) Who are the first two people you told? Why did you tell them first? 

What did they say? What did they do? How did you feel about that? 

 

 

Diabetes-specific social support & social control 

9. Now we are going to talk about help you might get from the people in your life in regards 

to diabetes. Often times, when people are adjusting to health changes, they get help from 

others. People might help by doing things like giving you advice, reminding you to take 

your medication, helping you with grocery shopping, or listening to your feelings about 

being diagnosed.   

Since you’ve been diagnosed with diabetes, can you tell me about some of the things 

_____________ and _______________ (close person they have told about diabetes) have 

said or done to support you or help you adjust to living with diabetes? 

 

Repeat for each person. 
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(Make sure you are clear about who they are talking about; For each person) Probes:  

Ok, let’s talk about each thing a little more. You said __________ helped you by 

________. Is that right?  

 

(For each person, for each type of helpful action) 

Why was that helpful? 

How do you respond when ______________ happens? How do you feel? Does it 

make it easier to make changes? Does it ever make it harder for you? 

 

And can you tell about some times when ________ or ________________ ever tried to 

help you make changes to the way you eat? 

Why was this helpful?  

How do you respond when ______________ happens? How do you feel? Does it 

make it easier to make changes? Does it ever make it harder for you? 

 

How often does________________  do or say things to help you make changes to the 

way you eat? Probes: Seldom (Less than once a month);  Occasionally (1 -3 times a 

month); Often (1-3 times a week); Very Often ( 4-6 times a week); Every day (at least 

once a day) 

 

Who are some people that you wish would be more supportive of changing the way you 

eat?  

How are they unsupportive? 

How do they act towards you and the changes you are making now, how would you 

describe what they do now? Is it helpful? 

And how does that make you feel? How do you respond? 

What do you want them to do? 

 

Who are some people that you wish would try to be less controlling or involved in the way 

you eat?  

How are they involved in the way you eat? 

How do they act towards you (and the changes you are making now)? 

And how does that make you feel? How do you respond? 

What do you want them to do? 

 

Are there any other people who have tried to help you change the way you eat? Can you tell 

me about how they help you? 

 

 

Diabetes/Eating behavior-specific conflict & negative interactions 

10.  So far we’ve talked about times when people could help you or you could help them. 

Another important part of life is that sometimes some people who you see let you down, 

bother you or just plain rub you the wrong way. It is natural to feel this way sometimes- 

whether we find ourselves on bad terms at times with our closest friends or on good and 

bad terms with other sets of people, nobody gets along perfectly all the time. 

a. Can you tell me about conflicts or disagreements you’ve had regarding diabetes? 

What happened? Who was involved? (write down name and relationship to 

individual; if there are many, focus on eating behaviors) 
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b. How do you feel when _______ happens (for each item)? (Probes: does it make it 

easier, harder, e.g. frustrated, relieved, how does it influence your eating 

behaviors?)  

 

c. How often do you have interactions like this with ______ (for each name; Probes: 

Seldom (Less than once a month);  Occasionally (1 -3 times a month); Often (1-3 

times a week); Very Often ( 4-6 times a week); Every day (at least once a day)). 

 

d. You mentioned ___________________. Can you tell me about any conflicts or 

disagreements you’ve had regarding changing the way you eat to manage 

diabetes? (Probes: different dinners, restrictions on food in the house) 

 

Eating Behaviors and Associated Feelings 

11. Could you tell me about a typical evening meal for you?  

Is anyone else there? Do they eat with you? What do they eat? 

Where do you get ________________ from? (Home, buying out, work etc)? 

How do you decide to eat ____________________? Is anyone else involved in the 

decision? (Listen and probe for home food environment, or convenience, or roles 

related to food shopping, preparation) 

12. Often times the groceries we buy and the foods we eat at meals are influenced by other 

people. Looking at the diagram you created, who are the people who influence what you 

eat? You can add in people you have not mentioned. 

How does_____________ influence what you eat? (Probe for grocery list and 

shopping, choosing meals, food prep and cooking, going out to eat, giving up foods 

because others don’t like them) 

What do they say or do?  

How does that make you feel? 

How much control or say do you have over what you eat? 

How much control or say do you have over what other people you live with eat?  

 

13. How has having diabetes affected the way you think about your 

child/grandchild/husband/other close network member’s diet? What do you say to them 

about the way they eat?  

 

14. What foods are you unwilling to change in your diet? (Probe: Or give up? What about if it 

would improve your health?) Why? 

 

15. How important is food in your relationships?  

 

16. How important is food and eating in social events (like birthday parties, church functions, 

family reunions)? 

 

17. When you are invited to eat with a friend (or to a church gathering or something similar) 

what do you do? Do you tell your friend(s) anything about your diabetes?  

What do you do when you are served food that you shouldn’t eat because of your 

diabetes? How does that make you feel? 

When you eat together with people without diabetes, how do you feel? How do you 
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think they feel? (Probe: do you think they notice that you are eating differently?) 

 

18. If you had to give someone who was newly diagnosed with diabetes advice, what would 

you say? (In regards to communicating with friends? With family? With coworkers? Or 

other important people that have been mentioned.) 

19. Ok, then. Now let’s go back to our list of people you had told about your diabetes. I’d like 

to ask you to contact two people you said were important to you and ask them if it would 

be OK for me to talk with them about diabetes, relationships, and eating habits. You could 

contact any of these people and you can give them this information sheet. Is it OK for me 

to call you in a week to see if the people you contacted said it was OK for me to talk with 

them? 

 

20. Is there anything else you think I should know about how you’ve been dealing with your 

diabetes? 

 

21. If it seems like the participant is having trouble managing their diabetes or other health 

issues like weight, eating behaviors, high blood pressure, depression, etc.:  When we 

talked about _______ earlier it sounded like you were having some trouble with 

________. Are you currently seeing a doctor (or other health professional) about 

_________ (health issue)? 

a. If yes, ask the participant about it: How is that going? How do you feel about it? 

b. If not or if it seems like the participant may benefit from another help-source: 

Refer the participant to one of the clinics they were recruited from with 

information about specific doctors or programs depending on the issues brought 

up. 

 

 

Questions to ask if time permits: 

 

22. What comes to mind when you think of “healthy eating”? (Probes: What foods are healthy 

foods? What about unhealthy? why? How do you think you eat? 

 

23. Are there things that you notice now that you didn’t notice before? (like food labels or the 

type of food available at events) 

 

24. What are some things you have learned since your diagnosis? How did you learn them? 

(From whom or what? When?) 
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APPENDIX B 

 

Name Interpreter 

 

Interviewer:___________________ 

Date:________________________ 

Code Number:_________________ 

 

Now, I’d like to ask you a few more questions about some of the people you just 

named so I can get a better idea of the people in your life. I’m going to ask you for 

basic information about people who you have told about your diabetes or who live 

with you or who are close to you. 

Feel free to ask me questions at any time. Are you ready to start? Let’s begin. 

For each network member 
A. First Name or Initials________________________(have this written in for each network 

member previously named in advance) 

1. What is ____________________’s relation to you?  

a. Spouse or Partner 

b. Parent 

c. Child 

d. Brother/Sister 

e. Other Kin: 

f. Friend 

g. Coworker 

h. Neighbor 

i. Someone from the neighborhood 

j. Acquaintance 

k. Church Member 

l. Other Non-Kin:  

2. Is _________________ MALE or FEMALE?   (circle one) (skip if identified in the 

relation, i.e. sister or father) 

3. How old is _______________________? _______ years 

4. How long have you known ___________? (skip if family member other than spouse, 

assume they have know them since the youngest of the either the network member or 

the index participant was born) 

5. Is ______________ Hispanic or Latino?     YES or NO    (circle one) 

6. What is _____________’s race?    (circle one) 

 

 African American or Black 

Asian 

American Indian or Alaska Native 
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Native Hawaiian or Other Pacific Islander 

White 

Other (please specify): 

I’m not sure 

Would rather not say 

 
 

 

7. How often do you usually have face-to-face contact with ____________? (first 

circle a heading, then ask specifically within the heading) 

VERY FREQUENTLY 
Every day  

Usually three times or more each week, but not every day 

Once or twice a week 

FREQUENTLY 

Usually once a week, but not every week 

Usually once a month 

Three times a year or more, but not every month 

OCCASIONALLY 

Once or twice a year 

Less than once a year 

NEVER 

 

8. How often are you usually in contact with _____________________ by telephone, 

e-mail, or some other form of communication other than by face-to-face contact? 

(first circle a heading, then ask specifically within the heading) 

 
VERY FREQUENTLY 

Every day 

Usually three times or more each week, but not every day 

Once or twice a week 

FREQUENTLY 

Usually once a week, but not every week 

Usually once a month 

Three times a year or more, but not every month 

OCCASIONALLY 

Once or twice a year 

Less than once a year 

NEVER 

9. How often do you usually eat with ______________________? Any food, a meal or 

snack. 

 
VERY FREQUENTLY 

Every day 
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Usually three times or more each week but not every day 

Once or twice a week 

FREQUENTLY 

Usually once a week, but not every week 

Usually once a month 

Three times a year or more, but not every month 

OCCASIONALLY 

Once or twice a year 

Less than once a year 

NEVER 

 
 

10. Does ___________________ have diabetes?   YES or NO    (circle one) 

 

11.  As far as you know, what kind of education did ______________ complete? 

(circle one) 

 

No formal education  

Some grade school  

Finished grade school 

Some high school  

Finished high school  

Higher vocational  

Some college 
Graduated college 

Post-Graduate 

 

 
12. Does ______________ have a paid job at the moment? YES or NO    (circle one) 

 
 

13. About how long does it usually take if you go to meet _________________ 

(probes: wherever you usually meet, at home, at work, etc)? (skip if alter lives with 

the participant) 

 

14. About how many of the other people you have named in this diagram and 

throughout the interview, does ___________ know? (probe: you named _____ 

people total) 

 
 

 


