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ABSTRACT 

EVERLY E COSEY JACK 0 

THE INFLUENCE OF CULTURAL BELIEFS AND ATTITUDES ON 
THE PERCEPTIONS OF HEALTH , BODY SIZE, AND HEALTH 

BEHAVIORS AMO GOVER-WEIGHT A D OBESE 
AFRICAN AMERICAN WOMEN 

DECEMBER 2010 

African American women experience extremely high rates of health disparities 

related to major chronic conditions uch as heart disease, hypertension , and diabetes , in 

addition to high rates of premature mortality. These problems have been directly linked to 

the extremely high prevalence of ove,weight and obesity, approximately (80%), 

decreased physical activity , and a diet high calories and fat in this group. Health care 

professionals have JittJe success in a isting African American women change or modify 

health behaviors that result in weight loss and maintenance. Culture plays an integral role 

in the day-to-clay lives of Afocan American women , which influences aJl aspects of their 

existence. Little is known about the unique life experiences of frican mencan women 

related to culture and how those experiences influence their ability to initiate and 

maintain lifestyle changes . 

A phenomenological tud wa conducted to de cribe the experiences of eight 

overweight and obese African mencan omen o er four life tages from childhood to 

middle adulthood . Data was obtained through a one-hour audio recorded, face to face 



intervjew. Data analysis was completed us ing Giorgi 's approach , w hi ch was orig inat cl 

by Husserl ( 1859- 1938) . Four categories of themes emerged from the data with a tota I of 

eleven th emes. Food, as an integral part of life , the uni ve rsa l them e category, was fo und 

to be most salient theme that ran across the three categories under study and throu ghout 

the life stages of the women. Perception of health y ielded three themes . Two themes 

emerged under body size. Five themes were found to describe perception of health 

behaviors. 

Leininger 's Culture Care Theory was used to guide the study. Several theoretical 

assumptions were supp011ed . Study findings can be useful in hypothesis testing and 

development, creation of teaching strategies for clients and health care profess ionals, and 

in illuminating the unique life experiences of this hi gh-risk group . Research implications 

and recommendations are addressed . 

Vl 
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CH PTER I 

TRODUCTION 

Health disparities among African American women (AA) are among the highest 

of all minority groups in the United States (US), and even more dismal in contrast to their 

Caucasian American (CA) counterparts. African American women have the highest 

morbidity and premature mortality rates in the nation (Department of Health and Human 

Services [DHHS] , 2008). A major contributor to chronic disease and premature deaths 

among AA women is the high prevalence of overweight status and obesity in this group. 

African American women have the highest rates of overweight status and obesity 

compared to other groups in the United States . The Center for Disease Control ([CDC] 

2007) early release estimates and numbers from the American Heart Association ([AHA] , 

2009) indicate that the incidence of overweight and obesity among AA women ages 

twenty and above is nearing 80%, a full 20 points above levels experienced by Caucasian 

American (CA) women in the same categories. Chronic conditions such as cardiovascular 

and cerebra ascular diseases, hypertension, and diabetes are directly linked to 

overweight/obesity, decreased physical activity, and high calorie diets (CDC 2006; 

DHHS, 2004) . Efforts to reduce health disparities and the incidence of o erweight and 

obesity among this group have resulted in ery limited success . 

Although the is ues surrounding the health of women are complex cultural 

attitudes and belief: are thought to pla a crucial role in conceptions of health and health-
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related behaviors in thi s group (Kumanyika , 2005: Le ining r & McFarland _ 2002 ). 

Several research studi es indicate that AA are less successfu l at weight loss and weigh t 

maintenance due to factors that are directly related to biologi ca l, cultural , socioeconomic_ 

and educational influences entrenched in families over centuries ( Weinsier, Hunter, 

Schutz, Zuckerman , & DarneU , 2002 ; Nies & Kershaw, 2002) . Expe ri ences unique to AA 

women may impede the initiation and maintenance of positive health behaviors. Pender, 

Murdaugh, and Parsons (2002) asserts that learned behaviors over the lifetime of an 

individual influence the manner in which individual s view hea lth and make li fes tyle 

choices. Further, Leininger (2000) proposes that cultural attitudes and beliefs influence 

the manner in which individuals view health and choose whether to engage in hea lthy 

behaviors . 

Many AA women may not recognize the inherent health risk that obesity and 

lifestyles (Hughes, 2000). Myers , Kagawa-Swinger, Kumanyika, Lex and Marki des 

(1995) contend that the lack of basic knowledge related to hea lth promotion behavior 

often impedes or prevents the creation of succe sful health promotion programs for 

women. Additionally, several studies suggest that when planning programs directed 

toward increasing health promotion behaviors in A women, indi iduall and culturally 

sensitive interventions and strategies may increase the potenti al for success (Kurnanyi ka, 

1993; Renih , Will , Thomphson-Reid, Liburd, & nderson , 1996; Rile , et al. , 1998 , 

Kumanyika, 2005). Information is essential regarding the influence of life e perience of 

AA women, and how cultural attitudes and beliefs affect their perception of health , health 
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practices , and body siz . Health care pro\·ider require appropriate information to assist in 

the development of rel enrnt , culturnlly - nsiti, ·e and succe sful weight loss programs as 

well as measures to create strat gi s in ass isting women to incorporate positive 

health behaviors and healthy lifi style changes. 

Purpose of the Study 

The purpose of this study wa to explore and acquire an understanding of how life 

experjences influence the perception of h a Ith , heaJth practices, and body jze among 

over-weight and obese A women 35 to 54 yea rs of age. The goal of the study was to 

provide qualitative data which may be used in hypothesi s development and testing; and 

developing culturally sensitive programs to as ist AA women with weight loss and 

maintenance and integrating positive lifestlye changes . 

Rationale for the tudy 

Current statistics indicate that women have the highest incjdence of obesjty 

and obesity-related diseases in the nation ( H , 2009; CDC, 2006). Deaths from heart 

disease, diabetes, and ce1tain cancer are also high among females (CDC, 2006; 

DHHS, 2008). dditionally, tanhope and Lancaster (2004) relate that many women 

are heads of single-parent household and tradionally the influence decisions related to 

health care choices and practice among other famil member ( lien, 1995 ; Benin & 

Keith, 1995; Maynard, Galuska Blanck , & erdula 2003) especialJy children ho are 

experiencing obesity and cet1ain obesity-related disea es (CD , 2004; ational Center 

for Health Statistic [ H ], 2004). ccording to Paeratakul hite, illiam on R an , 
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and Bray (2002) th di ease burden associated with obesity increase a th e everity ot 

obes ity increa ses (DHH , 2004; T il ghman, 2003 ). 

During the earl y 1990 national organizations acknowledged that minority 

populations in the United States were increasingly experiencing health conditions and 

premature deaths at much higher rates related to obesity than the national average 

(DHHS , 2004, 2008; ational Institutes of Health [ IH] , 2004) National goals were thus 

developed under the Healthy People 2000 agenda that were directed toward decreasing 

the health di sparities in minority populations (2004) . The primary goa ls were to increase 

the quality of life and decrease mortality in targe t populations. 

Recognizing that minorities were also disporpo1iiately not included in research 

studies, the NTH passed a mandate in 1993 (amended in 200 l) requiring that minorities 

be included in research funded by governmental organizations unless there were clear and 

convincing evidence which existed to the contrary (Flaskerud & yamathi , 2000) . 

Moreover, the report of the IH Obesity Task Force (2004) indicated that a need existed 

for research studies to identify cultural factors that influence perceptions, attitudes and 

beliefs of high risk groups; these may be factors that contribute to obesity and can assist 

health care prov iders to understand how health education is percie eel by certain groups . 

This study seeks to identify cultural influences related to perceptions of health, 

health practices and body size among women b exploring the life experiences of this 

population . T he purpose of the tudy is to identify aluable information for health care 

provider to u e in planning, deve loping and implementing culturally ensiti e programs 
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to ass ist A women in atta ining h al th y Ii~ stl y change · which may in crease th e 

potentiaJ fo r successfu l we ight loss and we ight management. Lastl y, the study foc uses on 

AA women between the ages of 35 and 54 because implementing hea lth y lifesty le 

changes during the cycle of middle age can be effec ti ve in decreasing th e potential of 

developing certain diseases later in life, or at least, delaying the the onset of impending 

diseases (DHHS, 2004; Tilghman, 2003). 

Researcher's Relationship to the Topic 

This proposed topic has great interest to thi s researcher because of personal 

experience in this specific area. Born into an AA family whose fe mal e relatives were 

either overweight or obese and where most of them eventually developed chroni c health 

problems related to obesity, has prompted a need to seek information that may ass ist in 

decreasing the incidence of the problem. Personal experience indicated that many 

indivduals within the family circle practiced health behaviors that were passed down fo r 

generations. For example, the belief that persons who are larger are healthier has 

persisted over time. Research has shown however, that the opposite is true and in rea lity, 

and could potentially be detrimental to health. Further, results from studies indicate that 

many obese babies and children grow up to be obese adults with an increased risk for 

chronic illness and premature death (Daniels, 2006- Flegal , Carro ll Kuczmarski , & 

Johnson, 1998; Gorden-Larsen <lair, & Popkin 2002 ; Kuman ika, 1987). 

Theoretical Frame ork 

Leininger 's Culture Care Theory of Di ersity and m ersali ty onen referred to as 
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the Cultur Car Theory (C T) s rved as the theoretical framework to guide the 

proposed study. Leininger began the cone ptual work on the theory in the late 1950s as a 

foundation for sc holarly knovvledg cleveloprn nt in nursing ( 1998). Five decades later, 

the CCT i currently being used as a framework to guide nursing research ; nursing 

education ; and nursing practice worldwide (Leininger, 2000). Today, Leininger 's theory 

has evolved into a broad , comprehensive model that is holistic and culture specific, and 

can be used to serve as a theoretical foundation to support and guide nursing education, 

nursing practice, and nursing research equally. Although Leininger has often employed 

the ethnographic method , the theori st has conducted research using the phenomenologic 

approach as well. A large number of qualitative research studies using different methods 

such as phenomenology, grounded theory, historical , and case study (including 

ethnography) have employed the CCT and the transcultural care perspective has 

generated a wealth of knowledge on national and international levels over the previous 60 

plus years (Leininger, 1997, Leininger, & cFarland, 2002, 2006) . 

The CCT framework was chosen to guide the study because it provides a 

foundation for examining cultural attitudes and beliefs among people of different 

ethnicities in relation to a ariety of phenomena which may influence the health of 

individuals, families , and groups (Leininger, 1997). ewton (2005) affirms that cultures 

shape one 's beliefs about the value of beha ior and influence deci ion and actions 

related to diet and phys ical activity habit . The prerni e of this tud is that culture could 

significantly impact the health of frican merican women b cau of their unique 
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cultural values , beliefs, and attitudes . There is a historical significance in th li D 

experiences of African American women that may provide va luable in sight into how to 

approach nursing care for this group. Emphasis in sirnilariti e and differences w ithin 

cu ltural groups is an impo1iant component of the CCT theory. Leininger uggests that 

although not all individuals subscribe to culture practices from their respective group, the 

"tenacity of cultural values cannot be underestimated in understanding . . . the meaningful 

information and the justification for behaviors of the constituents" ( Leininger, 1991 , p. 

55). 

African American women are uniquely different when compared to women of 

other ethnic groups because of their sociocultural history; long-standing distrust of the 

western health care system; and their traditional belief ; attitude ; and cultural practices 

passed down over generations. George (2001) suggests that experiences in health and 

illness are unique to the individuals, and their perception of that occurrence will 

ultimately influence the outcome of the health situations . Research has shown that the 

inclusion of cultural factors in nursing result in more positi e outcomes (Leininger, 1997 

Leininger, & McFarland 2002 , 2006). The CCT, based on the premise of holistic nursing 

care, is multidimensional and focused not only discovering differences, but also 

commonalties among and between persons and group . lthough groups tend to have 

more health aspects in common than not, knowledge of significant ariation are e sen ti al 

to safe and effective care. Leininger ( 1997) relate that imposition practices, cultural 

conflicts and stresses reflect a lack of professional and culturally congruent care. 
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The Culture Care Theory propo e that a number of int rrelat cl pattern and 

facto rs engage in a dynamic forc e whic h nc ompas es the cu ltu ral and ocial tructure 

dimension s of the lifeways of indi viduals, groups, and comrnun iti e . Among th factors 

considered to influence the hea lth perceptions, hea lth behaviors and how body ize is 

perceived by an individual or illness , and well-being of the person relate to (but are not 

limited to): social, economic, environmental , cultural, and religious va lues. As such , the 

Culture Care Theory of Diver ity and niversality provides an appropriate guide to 

explore the phenomena of this study. Application of the CCT, affo rds a basi for an 

organized , comprehensive guide to frn1her the understanding of cultural attitudes and 

beliefs of peoples from different ethnic backgrounds, which underlie hea lth perceptions 

and health practices. 

s umptions 

The assumptions which underlie the CCT that will provide grounding for this 

study are based on the following premise of culture care {Leininger, 1997 , 1998): 

1. Eve1y human culture has generic care knovt ledge (lay, folk, or indigenou ) 

and practices, and profe siona/ care knm1'ledge and practice ·, H'hich vm~v 

/ransculturallJ. 

2. Individuals' beliefs, \ ct!ue. ·, and practices related to health ancl 1-1 1ell-heing 

arise.from within the context qf a pec?fic rnllure and are grounded in all 

aspects of l[fe, which inclucle the vt orldview, as well as cultural and .. ocial 

structure dimeR ioR . 
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3. ( 'ult11re rnre Pol11es, helie_f, a11c/ prnctices ore i1~/lue11ced hy cmd fend to 

he emheclclecl i11 lhe.fr)llo11 ·i11g: 1rnrlch'ie1,r: la11g11uge,· philosophy: religion 

(011cl spirituali1_1 ) ,· kinship ,· . ·ociol,· politiwl,· legal,· ech1colio11ol,· economic,· 

1ech11olog ical: elh110-hislorical,· a11c/ e111 1in)11me111al co111exl ofcullztres. 

4. ( '11l1urally congruent or beneficial nursing care can only occur w hen cm 

indi\Jic/ual, family, group, community or inslilulional care vol11es, 

expressions, or pal/ems are known one/ used explicitly in appropriate and 

meoni11gfi1I ways. 

5. ( '111/uralfv-based care based care is the broadest holistic means lo knov. ·, 

explain, i11le1pret, one/ preclicl nur ing care phenomena and guide nursing 

decisions and actions. 

Research Question 

This phenomenological study 'Will seek to answer the following question, "What 

are influences of cultural attitudes and beliefs related to perceptions of health, body size 

and health behaviors among overweight and obese women 35 to 54 years of age?" 

Theoretical Definition 

For the purpose of this study, the following terms are defined: 

J. I11f111ence i defined as causing an effect upon an individual or group of 

people indirectly, or without active participation in the proces . . Thi. 

proce may ex/encl lo organi::.ations, communitie ·, or entire ·ocietie. · 

(Mish , J 9R4). 
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1. Health is cm e\ olving concepl wilh m11/1idin1<.:11sio110I co1JJJJ011e111s . In 1/Jis 

slucfv , health is simp(1· clefj11ed usu /e,·el or s/u/e <d'ph_1·sicul. menlul. one/ 

socialfz111ctio11i11g u11cl we/1-heing (/ )enc/er, el al. 2001). Hea/1h is u 

relative m easure uffz111ctio11i11g (0 ' foo/e, /99 7) that may he cle.flnecl hy 

individuals within the context of ![le exp eriences and individual 

perceplions. 

3. Health behavior re/ale lo any behavior indi\ •idual. engage in lo mai11toi11 

or improve !heir stale or level ofphysical, social, or m e11/al.fi111ctio11i11g. 

4. Body size refers to the physical magnitude or dimensions of a humcm 

being and will be measured by using the hody mass index (weight/height 

squared /Kg/n/}). 

5. Overweight is categ01y used lo describe the hoc{v si::e of a person , and is 

defined by body mass index ¼hich may indicate a higher ri ·kfor 

developing health problem · compared to a person in the regular s i::ed 

categ01y. A body mass index of _5. 0 to 29. 9 is considered 01 erweight 

(DHHS 2004). 

6. Obese is the body i::e caleg01y defined a · a bod) ma, s index of 30. 0 or 

abo e (DHHS, 2004). 

Ljmitation 

Limitations of this study include the following : 

Participants in the tudy were restricted to o erweight and obe e omen 
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between 35 to 54 years of age . Thi s stud y represe nts the co ll ec tive xp ri ences of AA 

women and therefore may not be generalizab le to AA men , ado! sc nts, and children , or 

AA women of different age or , , E groups, or other women of the same group. 

Because of different cultural orientat ions , study findings may not be applicable to 

individuals of other ethnic groups. 

umrnary 

The purpose of this study was to explore and describe the influence of the 

phenomena, cultural attitudes and beliefs on perceptions of health , health care practices 

and body size among AA women. A qualitative, phenomenological method developed by 

Giorgi ( 1985) was used to describe the li ved experience of women over four life 

stages. This study may be of value in providing relevant and timely information for 

theory development to guide practice that will assist nurses in designing and 

implementing culturally sensiti ve and effective strategies to assist A women in adopting 

positive health behaviors and life style changes. 

The researcher approached the tud as required by the phenomenological 

methodology, using naive description (Giorgi , 1985; oustakas 1994) without 

hypotheses or operational definitions. convemence ample included eight women, 

aged 35 to 54 years old. 11 preconception or judgement related to the phenomena of 

interest were su pended through bracketing to allo the researcher to approach the raw 

data without bias or prejudice. 
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CHAPTER II 

REVIEW OF LIT RA TURE 

A review of the literature shows that African American women ( ) experience 

an overwhelming burden of health disparities that is greater than that of any other ethnic 

group . The problem is well established by national organizations such as the AHA, 

(2009) , CDC (2007) and the DHHS (2006, 2008) who report extremely hi gh prevalence 

of acute and chronjc conditions among thjs minority population. Many of these 

conditions are linked to different issues that cause African merican women to see health 

through cultural aspects of life which does not give them a true meaning of what 

constitutes health. 

Presently, AA women are at the greatest risk for the d velopment of serious and 

life threatening disorders associated with obe ity uch as diabetes heart disease, troke 

and a number of different cancers ( dderly-Kelly & illiams- tevens, 2003 · CD 

2007 · H , 2009) . an of these conditions are related to the high incidence of 

verweight status, obesit , and a edentary lifestyle . John on aha rb laez, Beach & 

ooper (2004) report that diet high in fat, due to cultural! laden perceptions that larger 

bod size are more acceptable. In additjon li ing a high! tr ful exi tence combined 

with lo ocioeconomic 1 vel and p r istent raci m ar major factors in ol ·ed obe it 

epidemic among frican m ncan omen. be i and over ei oht statu among 

m1non p pulation dir ctl related to morbibit and mortalit rat in the nited 
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States and contribute significantly to the wid ning gap of hea lth di panti e amo ng 

minority groups and particularl y in African Americ an women. (Groe sl Kaplan , Ba rrett -

Connor, & Ganiats, 2004; NHLB I, 2002 , 2004: CDC , 2006). Ea rl y releas timates and 

data released by the AHA (2009) indicate that the incidence of overweight and obesity 

among AA women aged 25 and above is much higher (almost 80%) than their European 

American (EA) counterparts. 

Obesity among African American population is more gender-oriented; with th 

propo11ion of women who are obese are approximately 80% higher than that of obe ·e 

men (AHA, 2009; CDC, 2007). Obesity is a major hea lth haza rd and is frequentl y used as 

one of the primary markers in evaluating a person 's level of ri sk for leading causes of 

death and disability. According to the CDC (2007), DHH (2006) , and th fHLBI 

(2002) body mass index (BMI) is the primary method currently used to assess obes ity 

status. In 2007 the CDC established the following categorie for standard B 11 le els : 

underweight = 18; regular weight = 18.5 - 24 .9; o erweight = 25 - 29 .9: and obese = 

30.0 and above (CDC, 2007). The CDC furth er obesity into three di tinct ubgroup , 

Class I = 30.0 - 34.9; Class II = 35 - 39.9· and 402 i con idered a Cla III (DHH , 

2004). According to current reports from the CD up to 80% of frican men can 

women have a BMI of 25 and above. There i also e idence that a ubstantial decrea e in 

weight reduce the risk of mortali ty and the de elopment of obe it -r lated di sease 

( H 2009· CD 2007; DHH , 2006; Tilghman, 2003) . 



Background 

The literature \vas revi ewed to ascertain tucli e , related to thi s subject that has 

been conducted previously. However, in keeping with principles of qualitative re earch , 

no in-depth review of the I iterature wa done until after data collection was completed . 

Review of related literature began as stated in the research question . The variables , 

chosen for the study were Cllltural attitudes and beliefs, perceptions of health, health 

behaviors and body size. Subtopics may be included as necessary to ensure adequate 

coverage of the available evidence. Although significantly earlier studies will be 

included, the majority of the literature will focus on studies completed over the last five 

to six years . 

The ljterature indicates that there i increa ing concern for the high rates of 

overweight status and obesity in women which have existed for more than 25 years 

(Gillum, I 987 ~ Dawson , 1988 · Kuman ika, 1987, 2002 ~ Wright & Whitehead l 987) . 

However, very little has been accomplished in reducing the incidence of o ·erweight 

status and obesity among this population . Rather, the pre alence of overweight tatus and 

obesity continue to rise ( H , 2009 ; DHH 2004· DC 2007). 

Because most studies focused prirnaril on indi iduali tic-ph ical explanations 

for health behaviors, the result ha e not be n ucces ful in explaining health gap 

between omen and other ethnic group . e era! cultural-based tudies ha e found 

that the ocial stem in which one live ma have a major impact on one health belief: 

and health statu ( brurns 2004 · Barne t al. 200 7· Ora ton-Brook bite 2004; 



Hawkins Gorgey, Williams, & Dudley, 2007 ; Mastin & Campo, 2006: Sc housboe t al. , 

2004; Ti lghman, 2003 ; Weng, Bastain, Moser, & Ostbye , 2004) . oc io log ica l studi es of 

obes ity ha ve also found that low-SES persons with lower level s ot activity ha ve hi gher 

rates of obesity (Braveman, 2008; Chang, 2006; James, Fowler-Brown , Ragbunathan , & 

Van Hoewyk, 2006). 

A major barrier in the management of obesity and health conditions among AA 

women is ljrnited knowledge among health care providers in relation to cultural aspects 

of health (Jones, Cason, & Bonds, 2004; Majumar, Browne, Roberts , & Carpio , 2004 ). 

Wiginton and Baker (1997) assert that nurses often iew attjtudes and beha ior of 

clients through the contexts of their own cultural va lues and belief systems. Therefore, 

inadequate knowledge and understanding of the client ' s worldview greatly impairs the 

capacity of health care professionals to provide effective health service that meet the 

needs of the person in the current health care en ironment. Health care practitioners 

require specialized knowledge and skills to develop culturall rele ant strategies; to 

cornmunjcate effectively with individuals of ariou ethnicities; and to pro ide aid and 

support needed to assist in weight loss and to de elop a good maintenance plan o er time . 

Kurnanyika (2005) asserts that gaps jn knowledge exi t among health care profe sionals 

related to the understanding of what may be required to initiate major changes in eight-

related behaviors such as eating and exerci e among 

and economic conditions. 

v omen in li ght of e isting social 

Engebretson and Littleton (2001) maintain that health-r lated beha 1or ar ba ed 

15 



on cultural traditions and beliefs whi ch influence the "fo r whom. \\·hen, or what" an 

individual seeks assistance or information outside of the famil y structure. Generall y, 

members of AA fa mili es maintain deep ly rooted cultural ideas, beli efs, and attitudes 

passed down through generations regarding hea lth and health care (Brown , 1994: Harri s, 

1992; Johnson, Elbert-Avila , & Tulsky, 2005 ; Kurnanyika, Ma uger, Mitchel, Phillips, & 

Smiciklas-Wright, 2003; Newton, 2005) . Frequently, cultural beliefs and attitudes may be 

expressed in a number of actions or behaviors that shou ld not easil y be di mi ssed . For 

example, the manner in which various health problems are perceived, are greatly 

influenced by cultural beliefs and values (Leininger. 199 l). Cultural beliefs may 

moderate perceptions of various illnesses ; how one interacts with health care 

professionals ; and actually supersedes or di spl aces genera l! accepted health practices 

(Majumdur, et al. , 2004 · ewton, 2005 ; Taylor, 2005). 

Several qualitati e studies identified that cultural attitude and beliefs related to 

body image and perception of body size ma impede the abilit of women to engage 

in positive health beha iors ( rd Durant Edv ard , & etke 2005 · Baturka, Hornsby, 

& choling, 2000; Gore , 1999; Kuman ika ilson Guilford-Da ·enpo11, 1993). 

Certain beliefs and attitude toward health and bod size ma actual I generate negative 

health beha ior among pecific ethnic groups. alpede et al. (2007) and rd Durant 

Ed ard , and etke (2005) contend that kno dge of cultural! h lei belief and 

attitude i imperati e for de ·eloping inter ention t a ist w men to lo e weight 

and maintain a health bod 
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Culture 

Since a major focus of this study hi ghli ghts cultural aspects of health perception 

in AA women, it is therefore appropriate to define culture and its significance on this 

particular group of people . Culture is defined as " learned, shared, and transmitted values, 

beliefs , norms, and life practices of a particular group that guides thinking, decisions, and 

actions in patterned ways" (Leininger, 1991 , p. 4 7). The need to address cultural beliefs, 

values , and health practices have been well documented in the literature (Davidhizar, 

1998; Leininger, 199 l , 1997, Leininger & Mcfarland, 2002 , 2006 ; Meleis , 1996; 

Purnell , 2000 ; Schirn, Doorenbos, Benkert , & Miller, 2007) . Leininger asserts that if 

nursing care is to be relevant and meaningful , competence in transcultural nursing is 

imperative (Leininger, 1997). The need for cultural competency among health care 

profess ional s is supported by a large body of literature (Betancourt, Green, CatTillo, & 

Ananeh-Firepong, 2003 ; Brach & Fraserirector, 2000; Leininger, 1991 , 1997, 2002 ; 

Purnell & Palunka, 2003 · Taylor, 2005) . 

Culture has been identified as an es ential component in addressing health 

problems and weight concerns among minorit population (Che annes 2002 ~ DHH 

2004· Leininger, 1991 , J 997; chim et al. 2007) . major i sue facing health care 

professionals is the lack the knowledge and kill to adequate} addres the unique 

culturally-based health beliefs and beha ior of man omen Black ook Murry 

cBride, & .utrona 2005· Field , 2001 , French 2003). ntil recent! , culture ha 

large ly b en ign red b man indi idual in o1 ed in h alth car deli e1 (Bt ant 200 ). 
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Leininger ( 1997, 1998) and Browne-Krirnley (2004) contend that cu ltural needs of 

individuals from ethnically di verse backgrounds are littl e more than a di cus ·ion fo r 

many health care scholars , researchers, health organizations and public poli cy makers. 

However, several scholars and researchers such as Leininger ( 1988, I 991 , 1997) , Purnel I 

(2000), and Davidhizar (1998) and others have been advocating the incorporation of 

cultural competence for health care professionals as a standard in clinicaJ nursing for 

decades. None-the-less, many health care providers lack basic knowJedge on cultural 

needs of people from diverse backgrounds and fail to recognize the inability to meet the 

health care requirements of the clients (Taylor, 2005) . ccording to French (2003), 

deficiency in knowledge and skill renders many health professionals unable to adequately 

provide care for clients from a variety of cultural or ethnic backgrounds. Thu , 

information which can provide a better understanding of how to improve health-focused 

programs to address the needs of A women and other minority groups is essential 

(Annunziato, Lee, & Lowe, 2007). 

Kumas-Tan, Beagan, Loppie MaCleod, and Frank (2007) uggest that 'culturaJ 

incompetence stems from a lack of knowledge and expo ure to people from cultures 

different from the personal and stereot pical biases prejudices and discriminatory act of 

the individual , "(p. 548). Cultural competence ha been defined in anou 

Generally, it is defined as the ability of indi idual to demonstrate pecific behavior that 

incorporate an awareness of sensiti i to the cultural ·a]u orld ·ie and life a of 

person of thnicities which are different from th ir o n Bo le 1999· chim et al. 



2007). Additionally, the Office of Min ority Health define cu ltural competence as the 

ab ility to recognize and re ·pond to health-relat cl beli fs and cultural , ·alues in a mann er 

that enables health professionals to work effectively in cross cultural si tuati ons ( DHH , 

2005) . The common elements found in most definitions includ the fo ll ow ing: a 

culturally competent person must possess an awaren s or sensitivity, knowledge and 

skills, understanding differences , socio-cultural aspect , socioeconomic levels, and 

environmental influences interact to impact the health condit ion of the indi vidual. In 

addition , many researchers assert that behaviors whi ch demonstrate the ab ility to assess 

and identjfy the needs of the jndi viduals or group , to fo rmulate appropriate interventi ons, 

and respond in a suitable manner are crucial (Brach & Fra erirector, 2000 ; Leininger, 

2000; Meleis, 1999; Purnell , 2000; Taylor 2005). 

Several studies were conducted with health care profes ionals to ascertain the 

level of cultural awareness and confidence in knowledge and sk ill pertaining to va ri ou 

ethnic groups. For example, Jones et al. (2004) conducted a descriptive tudy of 409 

health care workers. The community-ba eel inquir included nur e and a isti e 

per onnel, as participants. The tudy examined knowledge, kill and attitude of the 

personnel to pro ide care to three ethnjc group · and Hi panic clients. The 

study 's care pro ider consi ted of participants from four di fferent ethnic backgrounds: 

(3 1%)· sian merican(l1 %);E (36% · andHipanic(l6%) ithana rage 

age of 9 ears (range = 19-65 ear . re canied out u ing the Ethnic 

ttitude cale ( alidity coefficient for the in trument rang d from .42 to . 72); the 
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Cultura l Self- fficacy Scale (reported internal consjstency of .97); and a 12- it m 

demographic in ventory. Findings indicated that the average attitude scores toward all 

three patient gro ups were 65 (SD=8) on the AA patient porti on, 64 ( SD=6) on the E 

section , and 63 (SD=7) on the Hispanic segment of evaluation. n interesting findin g 

was that a one-way [analysis of variance] A OVA wW1 Bonferroni post hoc contrast 

revealed that a tti tu des of the EA health care providers toward His panic patjents were 

sjgnjficantly more positive compared to attitudes regarding African mericans (p= < 

.0 I) . 

According to study results, health care workers demonstrated no significant 

difference in attitudes toward other ethnic patient groups within the sample population of 

clients. Transcultural knowledge possessed by respondents from all ethnic groups was 

reported in the moderate range. n expected finding from the study was that each ethnic 

group demonstrated a higher level of confidence in providing care to patients of the same 

ethnicity as the health care workers . nother intere ·ting finding was that 1an 

mericans indicated a higher level of confidence in the knowledge and the abilit to care 

for E s than did care pro iders from Hi spanic background . Finding from this tudy 

indicate the need for a higher le el of cornpetenc for care pro iders from all ethnic 

background . The finding that E demon trated a more negati ·e attitud to ard 

client compar d to Hi panic ma pro idea po ibl e planation to the claim that many 

are treated I than acceptabl in orne health tting and during interactions ith 

health ca r pro id r . 
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An exploration of attitudes of CA participants r garding attitudes toward A 

patients may provide insight into this dilemma ; identify spec ific areas of concern : and 

possibly insight and self- awareness for care provider . The more information a\·ai lable 

on various attitudes and beliefs of AA women may al o begin to point to further 

understanding of the differences in world views and places where open dialogue can 

begin. Consequently, if practitioners are to succe sfull y address the health needs of A 

women, information that will shed light on the unique cultural attitudes and beliefs of the 

group must be available. Relevant and timely information is desperately needed to assist 

health care professionals to identify ways to deal with the urgent health concerns 

confronting AA women. Culturally determined factors cannot be ignored, b cause they 

are extremely important in terms of their influence on attitudes and belief about different 

facets of the human experience, which is the praxis of positive and negatives hea Ith 

behaviors. 

The phenomena of interest are cultural experiences of oven, eight and obese 

African American women, and the perception of health and health beha ior over four 

life stages. This study seeks to pro ide infom1ation for nur e and other health care 

professionals related to cultural attitudes and belief: of frican mencan women 

developed o er a lifetime, which may profound! affect health behaviors and life tyle 

choices. ttitudes beliefs and alue are often unconsciou l driven ( endel on 2002), 

as a result that ome indi ·idual ma not be a are of the lifes le choi e mad on a 

daiJy ba is . uch deci ion , though mad in entient ma ell ha e profound efft ct on 
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the health and welfare of that person. By engaging the person in an exploration of certain 

life experiences related to perceptions of health, health related behaviors, and body size, 

valuable inf01mation may become evident. Shambly-Ebron and Boyle (2004) suggest that 

recognizing the knowledge and experiences of African American women as "valid 

sources of information" can lead to more positive health outcomes (p.16). Further, 

Malpede et al. (2007) asse1i that an understanding of perceptions and ways of thinking 

within the African American cultural context is essential to eliminating baffiers and 

promoting a change in unhealthy weight patterns. 

This chapter addresses literature related to cultural influences on perceptions of 

health, health practices, and body size among AA women, 35 to 54 years of age that may 

influence health-related behaviors. The literature was reviewed to ascertain that studies 

related to this subj ect have been conducted previously. However, in keeping with 

principles of qualitative research, no in-depth review of the literature will be done w1til 

after data collection is completed. 

A Review of related literature will begin as stated in the research question. 

Initially, the review will focus on the independent ariables, cultural attitudes and b liefs. 

econdly, the review ill focus on the three dependent ariables perceptions of health; 

body size; and h alth b ha iors. ubtopics ma be included as nece ar to en me 

adequate coverage of the a ail ab I e id nc . lthough ignificant arlier tudi ill b 

included, th majorit of the literatur ill focus on tudi s complet d o r the la t fi e 
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to six years. A few earlier studies are contained in this review, as their clinical or 

historical significance warrants inclusion. 

Cultural Beliefs and Attitudes 

Cultural Beliefs and Attitudes are unwritten values and mores that are passed 

down through generations and are seen as sacred within a particular group. According to 

Smeltzer and Bare (2004) the components of culture in the following manner: The 

concept of ethnic culture has four primary characteristics; learn from birth through 

language [ spoken and unspoken] and, socialization; shared by members of the same 

cultural group and include an internal sense and external perception of distinctiveness; 

influenced by specific conditions related to environment and technical factors, and 

availability of resources, and ; It is dynamic and ever changing" (p. 14 ). Cultural attitudes 

and beliefs of AAs are heavily influenced by societal forces related to their unique 

history, which includes slavery and decades of discrimination, racism, and 

socioeconomic deprivation. Combs-Jones (2004) asse11s "for African Americans there is 

a social environment that heavily influences their ability to participate equall in all 

aspects of American life that includes a history of sla er and legal segregation imposed 

through Jim Crow laws of the last centur ' (p. 7 . ithin the famil , omen Ii es 

are dictated b the pressur s offamil m mber ( llen, 1995· Benin & Keith, 1995; 

Kane, 2000 . Th ha e been ocialized as car gi er to oth r hile their own need 

b ing secondary. ulturall , man are encouraged to gain and maintain ight through 

conswnption of high fat high caloric food hich hea il influ nee their eating habit . 



In a descriptive qualitative study, Blixen, Singh, and Thacker (2006) explored 

cultural values and beliefs related to obesity and weight loss using purposive sampling 

among a focus group of AA and a focus group of CA women, ages 18 to 50 years. The 

study compared values and beliefs between AA and CA women. The two groups were 

composed of four to six women per group (N = 20 for both groups). All participants were 

obese, with a BMI of 30 or greater. Data were obtained via 90 minute audio-taped, semi

structured, face to face interviews. Six themes were drawn from the analysis of data: (a) 

attitudes and perception of weight; (b) areas of life affected by weight; ( c) previous 

weight loss attempts; ( d) barriers to successful weight loss; ( e) medical knowledge related 

to obesity; (f) help from a primary care physician. All participants identified each of the 

six themes as having negative influences on lives. Primary problems related to weight 

differed according to ethnicity. African American women experienced greater difficulty 

with cultural influences; larger body sizes were less of a stigma and therefore suffered 

less self-esteem disturbance. African American women in this study also reported that 

pressure from family members to retain the weight, food era ing , and the culture of 

consuming caloric foods, heavily influenced eating habits. Altemati el 

experienced a greater sense of stigma, and attribut d d pression and a lack of 

commitment to weight problem. The women also differed in preference for the pe of 

support from primary care pro ider . African American omen chos a c llecti et pe 

atmosphere of weekly group meetings for teaching aluation and encouragem nt. 

Comparatively CA omen fa ored an indi idual kl m ting ith th primar car 
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provider in more of a paternal role similar to that of physicians of the past, where primary 

care practitioners exhibited punitive attitudes toward patients; scolding the person for 

non-adherence to a prescribed regimen (Blixen et al., 2006). 

In an exploratory study, Brezo, Royal, Ampy, and Headings (2006) examined 

possible associations between health attitudes and racial identity among a group of AAs 

diagnosed with type two, diabetes. The purpose of the study was to examine associations 

between health attitudes toward diabetes and measures of ethnic identity. Data were 

obtained using a self-rep01i questionnaire. The convenience sample consisted of 3 7 

individuals of AA ancestry who were patients, family members, or friends of the patient 

attending a health clinic at Howard University Family Health Clinic. Twenty-two were 

actual patients and 15 were family members. Ages were reported as 2'.: 45 years for 

patients and 2'.: 18 years for non-patients. Participants rep01ied themsel es as Black 

(37%); African American (24%); Black American (8%)· multipl ethnic origins (11 %); 

and the remaining equated ethnicity with countr or continent. The primary outcome of 

attitudinal measures were an awareness of predispo ing ri k factors for diabete sharing 

information about the diabetes diagnosis and health problem and one s perception of 

susceptibility to diabetes (type 2). A direct correlation as found betw en ethnic id ntity 

and health attitudes; willingness to share on ' diagnosis· kno ledge of risk factor · and 

willingness to discuss diagnosis with famil member . on-elation b een a en e of 

ethnic identity and awareness of risk factors tati ticall ignificant ith P ar n r = 

.48), willingness to hare diabetes diagno is r=.6"')) and di cu per onal h alth 
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information with family (r= 46; p=.001). The results of the study were consistent with 

cultural attitudes and beliefs among many AAs, such as being family oriented; and 

seeking support from family; frequently consulting family; and using alternative 

measures to treat health problems before seeking western medical help. Although these 

findings demonstrate support about certain cultural attitudes and behaviors among 

African Americans, further, more studies of this type are essential to buttress study 

findings, with larger population sample sizes before generalizations can be made about a 

specific population group. 

Perception of Health 

Health is a concept that is difficult to define because the meaning may vary for 

each individual. Health is an evolving concept with multidimensional components. 

O'Toole (1997) contends that health is a relative measure of functioning, a value 

judgement that is subjective (Leddy & Pepper 1989). Leininger defines health as ' a state 

of well-being that is culturally defined, valued and practiced which reflects the ability of 

individuals ( or groups) to perform daily role acti ities in culturall e pressed beneficial, 

and patterned lifeways" ( 1991 p. 48). Although health status can be assessed through 

physiological measures, the client's personal e aluation of h alth status is nece ary to 

obtain a more complete picture of health and ell-being. 

The meaning of health may ary for each indi idual. one-the-1 s research 

findings indicate the interpretations or th meaning of health tend to ha imilariti 

along ethnic and racial line . The American Heritage allege Dictionary 2000 
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describes health "as the overall condition of a person," and then adds the following: 

optimal functioning and well-being; freedom from abno1mality or disease; and being of 

sound mind and body. Owing to the state of health in the nation and the world, health 

professionals seek a more realistic view of health. Backett and Davidson (1992) relate 

that definitions of health and well-being or what is considered "being" healthy vary 

across cultures and over time. For certain ethnic groups, health is perceived as a sense of 

well-being, and can be disrupted in the absence of illness (Emami, Benner, Lipson & 

Ekman, 2000). Alternatively, well-being can persist in the presence of illness 

(Chamberlain & Zika, 1988; Emani et al. , 2000; Groot, 2003; Orem, 2001 ). 

Perception is defined as an awareness of the existence of something that can be 

discerned both physically and mentally (Mish, 1984). Perception is also a subj ective 

awareness, interpretation, and evaluation of an object or experience through conscious 

discernment (Jarvis, 2000), the process of being aware that certain things exist through 

consciousness (Mish, 2006). Perception can be influenced by the world ie of the 

individual, which includes cultural beliefs and values. ubjecti ity is a ke factor in 

understanding the health care seeker and appreciating the unique need of the person. 

Moreover, because one' s perception is subjecti e, an a ar ness of a per on' s own 

perspective provides critical reference points in hich indi iduall focused care can be 

initiated Additionally, for African Americans p re i ed health tatus i a much tronger 

predictor of health care utilization than for aucasian Am rican (Brezo t al 2006· 

Keenan, Marshall , & E e 2002). 
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Health perception and its influential factors are critical elements in the design, 

implementation, and success of lifestyle changes to improve health outcomes. For 

example, a person who perceives that health is better at a heavier weight than with one 

that is less and within the BMI range designated as normal by the health care community, 

may be quite resistant to engage in behaviors that may result in a lower body weight. 

Secondarily, providing health care for individuals deeply rooted in beliefs that have been 

passed down through generations, requires a degree of cultural competence to devise 

different approaches and follow-up strategies in order to provide culturally congruent 

care. Cultural-based care becomes essential in assisting the individuals, families and 

communities to attain, maintain, and preserve health and well being (Leininger, 1991 ). 

Meleis (1 996) proposes that, " . . . by studying health from different cultural perspectives, a 

more contextual approach to health could be developed" (Meleis, 1996, p. 7). 

Although self-perception of health has been a focus of the health care community 

for more than three decades, there is still much to explore and learn about the concept in 

relation to AA women. Over time, studies have shown that the perception of health is an 

important factor to consider when developing health education strategies (Franks Gold, 

& Fiscella, 2003; Mendias, Clark, Guevara, 200 1 · Richardson 2003). Janz and Becker 

(1984), relate that perceived health is as crucial as objecti e information in the action or 

inaction of individuals on health-related cone ms r lat d to health (Rako ki & r an, 

1990). Lee et al. (2007) found perceived health to be a reliable ind p ndent pr dictor 

among adults 18 years and older of morbidit and mortality (Deihr illiam on Patrick, 
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Bild, & Burke, 2001; Idler & Benyamini, 1997; Wolf, Armour, & Campbell, 2008). 

None-the-less, perceived health, as an entity, must be understood from the worldview of 

the patient, in order to successfully address the health care needs of the person. 

In spite of advances in technology, the vast amount of information available, 

regarding preventive strategies and treatment modalities, little progress has been made on 

the health states of AA women (Adderly-Kelly & Williams-Stephens, 2_003). There is a 

dearth of information about how AAs define or describe health states. It is interesting to 

note that little is known about AA women and how individuals perceive health, and how 

such perceptions influence the actual health status and health behaviors. The following 

timely and important study highlights the need for relevant and accurate information 

related to AA women, health status, and the level of knowledge about the subject. The 

subsequent study likewise underscores the critical need for health teaching among 

African American women. 

Sadler, et al. (2005) examined data from 1 055 AA women, ages 20 to 94 ears 

(mean age 40.1 years) to determine what they perceived as their most serious health 

problem. Results of the study were surprising. Although cardiovascular disease is the 

greatest threat to the health of AA women, paiiicipant cho e cancer as the number one 

health concern, while heart disease ranked fomih following diabetes and stroke. 

Researchers concluded that cultural belief ithin the African American communi 

regarding specific aspects of a disease such as pain disfigurement and past exp riences 

at a time when a diagnosis of cancer was almo t al a fatal ma ha infl uenc d the 
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findings (Sadler, et al. 2005). Researchers however, were unable to offer any plausible 

explanations why heart disease, a critical health threat to AA women was fourth among 

the list. Findings from this study are consistent with those from an earlier study where 

AA women were less likely to report an awareness of the fact that obesity and positive 

family history increased the risk for the development of heart disease compared to CA 

women (Mosca, et al. , 2004). Such findings highlight the need for timely, relevant, and 

accurate health info1mation among this particular group of women. 

In an earlier con-elation study, Mosca et al. (2004) examined knowledge and 

perception of heart disease, risks of developing heart disease and stroke and the level of 

knowledge related to risk factors among a tri-ethnic group of women. The sample 

included 1,000 women 25 years of age and above (13% AA, 65.8% CA, and 12.6% 

Hispanic women). Major outcome variables were knowledge of the risks of heart disease 

and stroke; and perception of heart disease and preventative measures. The sample was 

divided by ethnicity and age groups (25-34, 35-44 45-64 65 and older). A randomized 

sampling process was used where 1,000 participants were selected from 2 018 

households. Data were obtained using a 38-item questionnaire ith open ended questions 

by telephone. Responses were scored on a Likert cale ( ery ell informed· ell 

informed; moderately infonned· not at all informed· and do not kno /no ans er). 

Assessment of univariate relationship was accompli bed u ing t-test ith p< .05 et for 

alpha. mprisingl rating of knowledge of h art di ase and troke b ethnicity 

revealed no appreciable differenc b t en ethnici (p< .05 . Percepti n f kno ledge 
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of heart disease and stroke by ethnicity and age group were also similar, (p< .05) with a 

few exceptions. The highest number of responses were from the moderately informed 

level (range was 44% - 52%). Among the age categories, the 25 to 34 group scored 

lowest (heart disease 28%, and stroke 41 % ), while the 45-64 and the 65 and above age 

group had higher numbers in the top levels (41 % and 43% respectively). Group level 

scores were similar in the knowledge of stroke category as well. All three ethnic groups 

were strikingly similar in educational level, employment status, and median household, 

which may account for the parallel findings. A marked difference in marital status was 

found between the three groups. African American women reported a much lower 

marriage status compared to Caucasian American and Hispanic women (28%, 65%, and 

58% respectively). 

Moreover, the literature does reveal that misconceptions exist among the AA 

conununity, related to health risks and illnesses certain treatments for disorders and 

illness, and the actual purpose of diagnostic exams. For example in a dissertation stud 

(Combs-Jones, 2004) of 26 midlife women found that among 26 women, se eral of 

the participants considered mammograms a a pre entative measure or a cure for cancer. 

In another ethnographic study about perceptions and beliefs among 30 omen about 

hysterectomies, Augustus (2002) disco ered that culturall r lat d m h fears and 

sexual symbolism represented strong negati e connotations hich r ult din a dela m 

seeking medical care or postponing the procedur until no other ption a a ailabl . 

The life experience of AA women are uniqu 1 diffi r nt from omen f th r ethnic 



backgrounds. The literature reveals that certain factors including, but not limited to, 

cultural attitudes and beliefs, the conception of health, and available resources, 

profoundly impact the health of AA women (Barger, 2006; Williams, 2005) 

Influential Factors of Health 

Influential health factor also known as "Detem1inants of Health, ' is factors 

considered to impact the health status or level of functioning among individuals, families, 

groups and, communities. The fact that ce1iain minority groups in the U.S. experience 

poorer levels of health compared to the majority populations has been debated and 

researched over several decades. Many public health scholars and other health 

professionals appear to agree that there is no single determinant to measure the status of 

one' s health; but a compilation of rudimentary aspects interacting in different wa s to 

determine health at a specific point of time in a person's life (Kumanyika et al., 2005). 

Factors considered as major influences on health are: biologic cultural socioeconomics, 

environment, ethnicity spirituality and social support. These factors ha e also been linked 

to weight status, body size perceptions, and health behaviors. 

Lillie-Blanton and Laviest (1996) a sert that the model generall accepted for 

overall health is an inteITelationship betw en biologic and social factors lifestyl 

behaviors, and health care utilization. Principal factors considered to ha e major 

influences on health comprise two primar categori hich are: biological and ph sical 

and, those of a social and cultural nature 1 a ing h alth care utilization and life t 

behaviors as secondary (Lillie-Blanton & La i st 1996· DHH 2008· D ck lbaum t 
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al., 1999; York, et al., 2004). The physical and social aspects of health status may be 

different in many ways on individual and group levels (Kumanyika et al. 2005). 

Biologic Factors of Health 

Studies on biologic determinants of health cover a wide range of variables and 

they are beyond the scope of this study. Biological factors, considered to be major 

influences on health include age, gender, race, genetic makeup, and physiologic status. 

According to the Healthy People 2010 initiative, biology accounts for an individual 's 

genetic makeup or the presence of specific traits from parents, which may range from 

20% to 40% (CDC, 2007; DHHS, 2006). Biological factors such as the potential to have 

certain diseases, and the tendency or the risk of developing particular diseases or 

disorders are to some extent are genetic in nature. Principal biological factors include 

characteristics of the person that is innate, such as body structure, facial features skin 

color and gender, (Bortz, 2005; DHHS, 2004). Physiologic processes in the form of 

stress, and responses to behaviors are also biological in nature (Bortz 2005 · Han-ell Hall 

& Taliafen-o, 2003). 

Race. Biologically, race has been viewed as a negati e factor for so er time, 

in terms of health status; morbidity; mortality· and obesi - (CD 2006; DHH 2008). 

Studies have shown that biological differences do xist among all racial minori groups 

that place AAs and other minorit group at greater ri k for de elopment of certain 

disorders. They may also be genetically u ceptibl to c rtain abnormalities hich ma 

be shared between certain ethnicities. Yanc , B njamin Fubunmi and B n (2005 
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provide a classic example of racial differences among AAs where the physiologic 

processes in the renal sodium channel functions lead to a salt-sensitive hypertension, and, 

it is found that certain drugs are less effective in treating hypertension in this group. 

Evidently, some health providers consider that race is only a "marker" for the 

development of many of major disorders (Nesbit & Victor 2004). 

While genetic and physiological studies continue, some researchers have begun 

to question the validity of discussing health issues in terms of race. However, AAs 

actually out number their EA counterparts in death rates from the highest 15 causes of 

death in the nation (DHHS, 2006, 2008) The U.S. Institute of Medicine has advised 

doctors to "abandon traditional racial categories because they are of limited utility for the 

purpose of health research" (Abrums, 2004, p. 89). This stance is based on the premise 

that the assumption of fundamental biological differences between racial groups is 

unfounded and in actuality, health issues are more effectively grouped according to 

community or regional issues. 

Gender. Traditionally, biologic sexual differences in health tatus e ists 

(MacIntyre & Hunt, 1997; Muennig, Lubetkin Jai & Franks 2006· ingh- anoux et al. , 

2008). According to Keleher (2004), gender in relation to health i an inten-elationsrup 

between differences in biologic and psychological dimensions and sociological 

experiences. Thus gender is also direct! related to h alth condition and premature 

mortality (Deeg & Kriegsman 2003). D ckelbaum t al. 1999) a rt that ther ar far 

more commonalities between gend rs than differenc s. omen erall 
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live longer; yet AA women experience a disproportionate degree of chronic disease and 

poorer quality of life. Additionally, AA women experience health differently from AA 

men (Muennig et al. , 2006). 

Age. Among African American women weight tends to increase up to the age 60, 

after which there is a decline (Tilghman, 2003). For many years the influence of age on 

health has been ignored by the healthcare community and researchers. However, with the 

fastest growing segment of the population being 65 years and over and the group who 

consumes the largest part of healthcare dollars; the government is now taking a closer 

look at healthcare and cost. Most people would jump at the chance of living longer, after 

spending 40 years working. To many, the thought of a long, relaxing retirement seems 

appealing. But to many over 60 years of age, if a longer life meant an increase in the 

length of ill health would people still feel the same? According Pullinger (1997) the over 

80s population is predicted to double to five million by 2031. If the health of the aging 

population follows cunent trends that will mean people spend more of their Ii e fighting 

various illnesses. With the advent of technology and the focus on aggressi e treatment of 

what previously were once terminal conditions, the empha is in not Ii ing healthier but 

Jiving longer. Fortunately, in the culture of African Americans there is a tradition that 

dictates that 'there is a time to live and a time to die' and man pr par for death as much 

as for other life events. Further by age 60 th ra age of o erw ight and obe ity ma b 

ineversib]e· coupled with the poor level of h althcar , man indi idual 

particular, may resolve to the inevitable of poor h alth and ar] demi . 
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!foe(,· Si::e. Biologically persons with large body size ar more prone to health 

problems. The relati onship b tween hea lth and increa ed body weight and body ize ha s 

been we! I documented . Statistics have shown that body size as ociated with obesity 

affects the health and life-years across racial/ethnic lines ( DC, 2006; Harris, Launder, 

Madams , & Feldman, J 997; Hawkins , et al. , 2007; CH , 2007) . Daniels (2006) reports 

that weight gain of as litt le as l 5 pounds (lbs) increases a person 's risk for developing 

many chronic djseases such diabetes, hypertension and heart di ease as much as 50%. , 

whereas , a loss of I l lbs decrease one's risk by the same percentage point. Obesity is a 

complex bjo-physiologic disorder with no one single underlyjng cause ( ilJ s J 994). 

Most weight problems are said to be caused by an imbalance between energy intake and 

expenditure, where overeating and/or decreased ph sical activity are considered the 

primary causes (CDC, 2006). lli son (2005) purport that obesit i the number one 

cause of preventable deaths, close to that of smoking. 

The biologic factor or heredity ha also been implicated in man of the obe ity

related diseases . In a large, prospecti e cohort tud Llo d-Jone et al. 2004 found that 

premature cardiovascular di ease in at lea t one parent as predicti e of foture 

cardiovascular occurrences among male and female children independent of oth r 

identified risk factors suogesting a genetic link in the de elopment of heart di ea , o....... '- .,_ 

(Katmarzyk, Mahane Blangero Quek & alina 1999). Ho v r B rtz (2005) ugge t 

that the ri k for obesity\ ithin familie in not wholl due to genetic di po ition but a 

more complex ituation here genetic ulnerabiliti ar enhanc db int raction ith 
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environmenta l and behavioral factors (DHHS , 2004; parks & Frazier, 2002) . In a 

systematic review of the literature, Walker- t rling (2005) conclucl cl that a sub ·tnntial 

amount of evidence indicates a positive relationship betw n gene and the d ve lopme nt 

of obes ity. In reference to a number of sh1dies of twin , familie , and adoption , Loos and 

Bouchard (2003) concluded that the evidence indicated a ignificant link between genes 

and the development of obesity, with the genetic influence from 25% to 40% (Bouchard, 

1997). Lechleitner (2004) estimated the influence of genetic to be from 30%, to as 

much as 70% on the development of obesity. Other repo1is place the numbers at 20% to 

40, of biological influences on body size (DHH , 2006) . 

Cultural }actors and Health 

The influence of cultural factors on health has been well e tabli heel. 

significant body of literature exists on the influence of cultural factor on health beliefs 

and behaviors among AA women (Abrums, 2004; hye, De ine & Odoms-Young 

2006; Banks-Wallace & Parks, 2004· Beech et al. 2004· Cohen & Koenig 2003 · astin 

& Campo, 2006; urnmela, ulander, Rahkonen Karisto, tela, 2008 ; Pri id ra & 

Kean, 2008 ; Rozin, 2003; Whitt, Kuman ika, & Bellam 2003 . number of cholar 

and health professionals suogest that the gaps e i t in kno ledge of cultural factor that 

affect on lifestyle practices among frican merican women. The ational H art Lung 

and Blood Institute (2008) de eloped a culturall appropriate educational booklet fi r 

A on healthy li ing book entitled On the ave lo Beller Hearl If, a/th.for fri w, 

Americans. In an ea y-to-read format the booklet pro id s conci information on h art 
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disease and its risk factor . The book states that " Knowledge is povv r" . How v r it i 

just not enough to give an indi vidual of AA descent a simple book to read wh n fac d 

with powerful influences of culture that dictat e\·ery aspect of Ii ~ for c nturies. 

Everything in the lives of AA families are culturall y linked, and include but not limited to 

family member roles , food types, food preparation, child bearing, child rearing and even 

to the body sizes and weight of women are an entrenched in cu lture. Further, the events 

that shaped the lives of African American such a slavery, di sc rimination and the 

deliberate customs the group was subjected to , prevented a similation in to the maj ority 

culture as other ethnic groups, such as the Europeans and ian and some Hispanics are 

allowed to do . 

,5,'ocioeconomic Factors and Health 

Socioeconomic status (SES) is generall measured b hou ehold income and 

educational level (Liao, Tucker, & Gile , 2004) . hi ch are directJ relates life tyle that 

can affect health. Lawson (1999) maintai ns that that the relationship bet\ een E 

illness and death rates has been well docurn nted (Gorman , 2007· La ie t 1996-

Mackenbach, imon, Caspar, Looman & Joung 2002). In the g neral ense E 

influences health in se eral wa . There i a lack of, or ace s to h alth care· individual 

do not seek preventati e services such a creening practic and there are oft n dela 

in seeking actual needed critical erv1ce , or man ne r rece, e ne e sa care b r lack 

of financial resources or awar ne that the need con mi I v I al o 

influence a per on place of re id nee here c rtain life t I and . ocial fact r including 



th e environment, act as determinants of health statu and w 11 being ( de Hollander & 

Staatsen, 2003 ). An example of this is redlining used by financial in titution in the to 

prevent Afr ican American families from moving into more affluent area through hi gher 

mortgage rates and property prices (Brown & Bennington, 1993 ). Jn many AA 

neighborhoods the playground for chjldren are sidewalks- whereas the more affluent 

neighborhoods afford amenities such as swimming pools, basket balJ comis, tennis cou11s 

that keep children more safe (Do, et al , 2007, 2008) . 

Brown et al. (2004) indi cate that there is a con iderable amount of literature, 

which demonstrates an inverse re lation hip between E and health status. dditionally, 

a direct link exists between socia l deprivation , and illness incidence in the general 

population . In a national multiethnic sample study of 19,8 l 2 respondents, Franks et al. 

(2003) reported that A s reported lower le els of health compared to C and Hispanic 

adults 21 years of age and older. dditionall they found that E and lo er health 

status were predictive of higher mortality levels. The e finding ere upported in a 

study conducted by (Dowd & Zajacova, 2007 . The major difference between the two 

studies was that health statu was more predicti ·e of mortalit among indi ·idual m 

higher education and income le el are reported b Do d Zajacova (2007) . 

In a similar study Gold et al. (2006) e amined lifetime morbidit burden among a 

diverse sample of women. Findings revealed that omen and merican Indian 

\ omen of low E level had a greater likelihood of becomin° ill. Th ignificantl 

higher lifetim morbidit burden among omen are con i tent v ith national tr nd 
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showing high illness risl and mortality rates . De Hollander and . mat n (200 ) a -ert 

that "sociaJ and lifestyle factors ha ve grad ual ly becom th 1110 ·t signifi can t cau ·e or 

avoidable health loss" (p. 53) . Stanhope and Lancaster (2004) indicates that the ·ocial 

view of health reflects key social factors that influence certain trends or pattern of health 

and illness on a broad scale, within a particular population . H alth and di ea e are 

socially and historically patterned, where primary influences are economic, 

environmental , and cultural (Anderson , J 995 ~ chulz & orthridge, 2004 ). Link ( 1996) 

fu1iher suggests that social and cultural factors have an impact on health statu among all 

cultures, past, present, and future . 

According to Shambly-Ebron and Boyle (2004) women posses ocial and 

cultural perspectives that are uniquely related to their lived experiences. These 

experiences encompass the effect of ethnicity, social cla s and gender in the 

development of values , attitudes and beljefs , and nature of their exi tence in ociety. 

Thus, before the health needs of women can be adequate! addre ed, it is imperative 

that health care profe sionals acquire an under randing of the life e perience that ha e 

shaped and continue to impact the li e of thi particular group 

Environment and Health 

Vlaho et al. (2007) characterize the en ironment a the pr dominant ocial and 

cultural det rminant of health becau e it encornpas e both the social enue and th 

ph sical urroundings. hen iewed on the ma ro le ·el en ironm ntal influ nc rev al 

the cornple multile el ecos st rn that range from famil d narnic and E I I to 
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neighborhood ethnic concentration and crim e rates . For A s, th oc ial and cultu ra l 

atmosphere in many in stances negati\· ly influence hea lth , both on the s cia l milieu 

level and the phys ical res identi al surroundings. Chang (2006) relates that racial 

res idential segregation has had negative impac t on the hea Ith and we llbeing of minority 

groups. 

Historically, economic and politi cal mandates , lega ll y a cribed codes and 

doctrjnes, and co llective ideologie within the .S. have created circumscribed areas of 

affluence and poverty . Thus the res ult of such actions i an unequal di tribution of 

resources and a lack in access, that fundamentall y affec t the hea lth of minorit groups, 

including the majority of African men can (Le igh, l 998) . Disparities in acce s to 

economic resources, health care, and negati e environmental force great l impact one s 

level of health, illne s, and morta li ty (V lahov et al , 2007) . Comb -J ones (2004) a serts 

that "for Africa mericans, the social environment n gati el influence their abjlit to 

equally part-take in all facets of merican li fe ' (p. 7) . 

Both the social en ironrnent and the ph sical nvironment are con idered 

powerful influences on health tatus ( tin & For 2004· De Hollander taat en 

2003; yme, 2004; lahov et al 2007 ; ight et al. , 2007). The social n ironment is 

primarily relational but also reflects stre s producing ituation and e po ure to high ri k 

beha ior in the community workplace condition , and oc iet at larg . The ph ical 

environment influence hea lth in relation to on ' neighborhood or geographi al place of 

residence. Do et al. (200 ) advi ed that n ighborb od cont ' t and h alth tatus are at 



least in part a s ignificant function of disparities in health along racial lin s. Wight et al. 

(2007) studied a nationally representative sample of 3,442 adult aged 70 and old rand 

found that neighborhood poverty status was significantly related to poor If-rat d health 

in later life. For many AA women, limited financial resources may det rmine their place 

of residence and al l of associated health risks . Lynam (2005) relates that there i a 

common agreement that the environment and natural conditions do impact an 

individual's health status because of existing social inequalities. 

L!hnicity and Health 

The concept of ethnicity has frequently been a sociated and equated with race . 

While ethnicity is more comprehensive concept that includes more practice and 

beliefs of a particular group, race is more biological in nature. In fact a number of 

scho lars propose that the use of race is cuITentl inappropriate con idering that 

individuals have become a diverse society where man re trictions on dating and 

ma1Tiage outside of one's own ethnic group ha e become a frequent occurrence. For 

some individuals of minority status, the term rac i ie ed more negati el and ha 

been associated with oppression, racism and la er · v herea ethnicit is more ociall 

inclined and considered a more positi e and appropriate t m1 hen referring to 

individual from different ancestral backgrounds. eeramathri 2006) ugge ts that the 

use of race as a distinction between groups a an objecti e method of cla ification a 

based on the premise of biological inferiori and trat gi political e clu ion and 

domination . In addition , th cientific ba i for race ha larg l b n di er dited and 
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abandoned as a result of findings from g n tic studi . We ramathri further defin e 

ethnicity as " . .. a complex socia l variable , with cultural and political di men ion but 11 0 

biological dimension" (2006, p. 1 ). 

For AAs, race and health status ha b en linked to p or mental and phys ical 

health because of the experience of racial discrimination, compounded by slavery (Clark , 

Anderson, Clark, & Williams, 1996; Kreiger, l 990 ~ Polednak, 1993 ; William & 

WilJiams-Morris, 2000) . Disorders such as hyperten ion and heart di ea e have be n 

linked to the cumulative effects of the stres from exposure to thi s v ry idea (Borrell , 

Kiefe, Williams, Diez-Roux, & Gorden-Larsen, 2006). In a qualitativ study, Benkert 

and Peters (2005) found that participants recalled experiencing di crimination in the 

health care setting and that it profoundly affected them and their decision to eek help in 

the future . 

African-Americans are a ery heterogeneous group, ever the le : 

generalizations about family structure health beli f: and attitude toward health and 

illness are bound to suffer from stereotyping and racial bia . Having aid thi ther are 

other issues to consider· it is important that health care profe sional realize that 

characteristics among shave frequentl been attributed to ethnici or racial fact r 

that may actually be related to ocial cla and certain di ad antage no\ den Libb 

Thomas., 1997). 

'Spirituality and Health 

ccording to Jin Knafl and elku 2002 piritualit a vital I ment of 
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AA cu lture_ v,'hich may or may not include orga nized religiou practice. Hi torically, 

religion has been central in the dail y existence of AA li fe from the time of slav ry (Allen , 

1995 ; Banks-Wallace, 2000 ). Empirica l evidence has fi rml y estab li sh cl that a trong 

relationship between reli gion and spirituality and the concept of health and extended 

mortality (Hummer, Rogers, Nam, & Elli son , 1999; Larson, Larson , & Koeni g, 2002 ; van 

Olphen, et al. , 2003 ). Spirituality is frequently used interchangeably with religion and 

viewed as a component of cu lture in the African rnerican community. lthough 

spirituality had been implied in previous nur ing theories, nursing per onnel became 

aware of it an integral to practice with Wat on ' Theory of Caring (George, 1995; 

Watson, 1979). Boyle, Stygall , Mohammed, Ke h tar, & ev man (2006) note that 

religion and sp irituali ty have been pan of coping re ource for individuals experiencing 

life-threatening illnesses for quite some time. In recent ear , piritualit has gained 

attention as an influential factor in health tatus and health perception . The literature 

reveals a plethora of information on pi ritual it some of which indicated that that 

spirituality and religion play an important rol in the Ii es of man 

(Banks-Wallace & Park , 2004). 

frican mericans 

Spirituality i cuJturall shaped and conte ' tuall dependent in hich comple 

attitudes and beliefs about health and illne can b beneficia l or harmful (Delgado 

2005). In a review of literature Bo le et al. (2006 r port d that certain a pect of 

spiritual coping can actual! b detrimenta l wh rea ac Douga ll 2001 ugg t a 

more po iti e link betwe n the con truct of health and piritualit . In a tud of 2 



pati ents on the effect of spjritual beliefs on illness outcom s, King, p cl , and Th mas 

( 1999) found that "patients with stronger religious belief w re 2.3 times more likely to 

remain the same hea lthwise or deteriorate (pp. 1298). lternati vely, Tanyi c111d W rn r 

(2003) reported that spiritual well-being was positi ely as ociated with psycho ocial 

adjustment among 65 women (primarily AA) patjents diagnosed with end-stage renal 

disease . As part of the effo1i to decrease health disparities and increase the quality of life 

and well-bejng, the Healthy People 2010 program included a requirement of sensiti ity to 

spirituality and religious preferences as an element of cultural competenc for al I 

Americans (DHHS , 2000; ewlin, et al. , 2002). 

In an ethnographic study on women from a torefront church, brums (2004) 

suggest that many A women operate within a distinct ystern of beliefs related to their 

health and health practices. The women in the stud percei ed that kno ledge , hich 

comes through spirituality, is based on e perience, and thus more value ma be placed on 

practical learning rather than on a formal education. brums uggested that man 

women may use formal educa6on as a barrier to embracing new information related to 

disease prevention and health management beha ior (2004). Participant belie ed that 

the human body wa a gift from God and the practice of placin° health concern in Hi 

hands and prayer is the best wa of coping during illnes . Th e piritual-ba ed re pon es 

to illnes ere 1e db re earcher a "magical-religiou ritual that ma pro id 

coping mechani m generall ie\ ed a a palliati e method fo r th indi idual [that] 

discourage one from se king ocial change and ' . . . comp n ato and accommodati e 



rather than correc ti ve" (Abrums, 2004, p. 100). The worn 11 al so ex pre sed a D ar of the 

medica l system and doctors, and be li eved that th y '' ... will di e becau c people go in the 

hospital and never come out" (Abrums, 2004, p. 101 ). According to brums (2004) the 

study depicts a complicated picture of experien ti al and piritual beliefs converging to 

create a critical often pessimi stic stance toward hea lth ca re, with both po itive and 

negative outcomes in terms of African American fema le health is ues . brum ' (2004) 

'"pessimistic stance" is not necessarily viev.red as a nega ti ve among women. Th 1s ue 

is the belief that spirituality is more beneficial to their hea lth than western medic in 

Social Support and H ealth 

Kim, Sherman, and Taylor (2008) asse11 that oc ial support i an effective m ans 

by which people cope with stressful events and consequent! , th latter positi e l affects 

health and we ll-being. According to Cohen, Finch, Bower, and a t1 (2005 there i 

substantial evidence that social support fundamental! influences health tatus and the 

presence of ce11ain support systems po iti vel influence p chological and 

physiologically weJl being. (Hale Hannum & E pelage, 2005). Fu11her, me 200 ) 

purpo11s that the lack of social support ma ha e e n greater negati ·e effect on health 

than socioeconomic status. The most important ocial upport among frican m ncans 

is the extended family . Within the extended famil hared r ource include helter food, 

finances and most important! care protection of children. 

Resea rch study findings ha econ tentl hov n that th re are higher mortalit 

rates among indi idual wi thout suppo11 t m c mpar cl to tho \,\ ith ocial upport 
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(Gallant 2003; Ross & Mirowsky, 2002; Russel & Schwartz, 199 ). These r ults have 

been further supported by several othe r rece nt stucli e . For exa mple , Zang, orn , 

Gregg, and Beckles (2007) studied hea lth outcorn of l,437 indi viduals with diabet 70 

yea rs of age or older. Results showed that individual s wi th low lev l of support had a 

55% hi gher ri sk of mortality compared to those wi th high leve ls of mortality and a 4 l % 

higher ri sk than persons with medium level suppo11 systems. evera l tudi s ha e al so 

found a positive relationship between social support and both physical and mental hea lth 

(Hale, et a l. , 2005; Kim, et al. , 2008 ; Zang et al. , 2007). 

Soc ial support is considered a uni versal need, yet there are profound cultural 

differences in the effecti veness of different type of support and how peop le use their 

support networks (Kim, et al. , 2008) . For AA the dynamics of supports stems ha e 

required unique approaches to maintain a degree of stability through the pres ures of 

sla very and segregati on . arkisian and Gerstel (2004) contend the famil network which 

existed in previous times have actually been destro eel b the recent economic and 

societal changes. Throughout these time worn n ha e been ie ed as a trong, 

resilient foundati on of the family . It is po ible that the de line in health tatu among 

AA women may at least be attributed to the tre e of decad of maintaining uch a role 

in the family and communit and the d terioration of communal support ithin th 

culture. 

The African American Family 

The focan rn rican farnil difficult if not imp sible to d fin . 11 n 1 9 
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relates that the AA family is depicted by a complex ys t 111 of verlapping and shared 

community, functional relationships, va lues, affiliations, blood and n n-bl ood ti es that 

transcend any one area of life (Jarrett & Burton, 2000). Although th comrnun it i 

known for an extended family support sy tern , hi storically, the fam ily unit ha b en the 

most significant source of suppo1t. Kane (2000) cited fi e characteri tics impoltant to the 

functioning of the AA fami ly unit. First, an extended family kinship has been con istentl y 

noted in the literature (Ard, et al. , 2005). Kane (2000) noted that the ext nd d famil 

support system previously allowed the pooling of resource , both financial! and per onal 

in the manner of childcare and emotional assi tanc in difficu lt time . Ho ever recent 

political , economic, and social change in societ have left the family unable to meet 

such demands (Benin & Keith, 1995). econdly parent, grandparent other adult 

relatives , and family friends historically shared egalitarian and adaptab le famil ro les. 

However over recent decades, famil y and community structure a ell a emplo ment 

patterns, have changed resulting in potentiall fe ere tended famil and friend support 

networks (Griffin, Amodeo, Clay Fa ler Elli 2006· arki ian er tel , 2004 ). 

trong religious orientation the third characteri tic i ell lrno n and has been 
..., L, 

supported in the literature; this orientation ma or ma not be a ociated ith organized 

religion, but it is also a source of formal and infonnal ocial uppori brums 004· rd 

et al. , 2005) . Fom1h the focu on olid education and ork ethic ha b en a con i tent 

theme throughout frican merican hi to . Historical! par nt ha e tre d that 

hard work and educational advancem nt are nee a to attain up ard economic 
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mobility (A rd , et al. , 2005 , Kane, 1995 ). Fina ll y, strong coping skill s hav b en n c s ary 

for surviva l through difficult periods of hard hip such a ·lave 1y, ·egregati on, and 

repeated acts of racism (A ll en , 1995 ; Kane , 2000: Sarki . ian & G rst I, 2004). 

Thus for many A women, the level of socia l support once availab le through 

family and community networks may no longer exi st. !though, certa in cultural attitudes 

and beliefs may still remain within a suppon network that ma y exe11 po iti ve influences 

as well as nega tive ones, such as preferences for larger body size and certa in dietary 

practices encouraging high caloric and hi gh fat food con umption. no\ den et al. ( 1997) 

assert that the family may influence the hea lth of a per on in a number of a s. Lifestyle 

practices include both positive and negative beha\·ior pattern , attitude toward health and 

prevention , and relationally, a buffer again t some type of di orders uch a heart 

disease, stroke and the development of cer1ain kind of can r . dditionall Gom1an 

(2007) views social support as inex tricabl link d to E v here le ocial re ource 

results in less available personal and emotional upport. 

Percepti on of Bod 1z 

Body size refers to the ph sical magnitud or dirnen ion of a human being and i 

measured by the body mas index (Mi h 19 4 ). In frican men can v omen larger 

body sizes ha e been linked to cultural and hi torical influence h re fle h omen 

were iewed as being "health and fertile ' a well a ' v II- ndov d financiall 

(Johnson & Broadna , 2003 p. 9 . Being larg al m ant that the \ om n earn from an 

affluent family "or had the potential to b a good provid r John n Broadna , 200, , 
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p. 59) . Historically, h avier AA women who had hips and were s n tat ly and wer 

,·alued a marriageable because their body type was equat d with potential to ha ve 

children and, to be good mothers. During slavery times, larger voluptuou women 

were also more valued because of their birth giving potential and a good ourc of milk 

for their slave master ' s children (Dunaway, 2003; Johnson & Broadnax, 200 

2005) . 

e ton , 

Review of the literature on body size perception and preference re ealed a 

plethora of information on studies that primarily indicated that A women preferred, or 

\vere more accepting of larger body sizes. Many of these studie included women of 

specific age and across the age span; with studi s done on older parti ipant ore, 1999· 

Stevens, Kumanyika , & Keil , 1994; Rand & Wright 2000 ; Rile et al. 1998) . 

In comparison to their CA parallel group , omen are more prone to obe it 

and less likely to lose weight and maintain weight los . po ible contributing factor to 

their lack of success i that most inter entions and trategie u ed in the pa t ha e been 

developed using the model designed for a majori population (Kuman ika et al. 2007) 

a kind of "one size fits all ', or "one model fit all de ign (Ka H u lark 2004). 

health care community member are seemingl unable to make much progre 111 

combating obesity in women health di paritie remain ate tremel high rate among 

the group. tudie that provide information on the p cific n d of v omen ma 

incr a e the potential for health care profe i nal to afft ct more po iti health-related 

outcome . 

0 



Wilbur, Ch~ndler, Dancy, Choi , & Plonczynsl i (2002) a sen that health 

perception has profound effects on a person 's Ii fest I cho ice ·, and whether or not an 

individual adheres to a prescribed health regimen. However, thi do not happen in 

women lives, frequently the health regimen is prescribed by the nvironment. The 

assertion made by Wilbur, et al. (2002) is well taken , howev r prescribed hea lth 

regimens for many AA women is dictated by what takes place in home. Few studie have 

focused on how African American women define or percei e health and how ocial and 

cultural factors impact weight status and body size perceptions. 

In a recent qualitative study by Befo11, Thomas, Dale , Rhode, & hlu ala 

(2006) findings were mixed in relation to body ize perception and ati faction . The 

participants were 62 obese AA women aged 35 to 56 ears from a communit health 

clinic. Themes that emerged from the data were: ( a) b li ef that all people can b attracti ·e 

and healthy at larger sizes, (b) dissatisfaction ith current bod eight and self-

consciousness with body size, (c) eating beha ·ior ere the primai cause of eight 

gain, ( d) the view that pregnancy, motherhood and care gi ing a major precur ors to 

weight gain, (e) view health a the mo t impo11ant rea on to lo e \ eight 1 f) mi ed 

experiences and expectation for social upport and weight lo and g prefer tr atment 

that incorporate long term lifestyle change rather that fad di t and medi ation . 1an 

of the theme from thi tud ere upported b finding in anoth r tud b B li en et al. 

(2006) on values and belief r lated to bod 1z that cornpar d p r ption b t en 

middle cla and omen. 



The Blixen, et al. (2006) tudy supported finding that s participant 

experienced stronger body image in compnri on ,vith their A c unterpatts. 

Dissatisfaction vv ith body ize was incons istent with most of the literature review. 

However, the perception appears to be ga ining momentum in the communit . lt must 

be said though , that these women were on the hjgh end of the weight sca le with a BMI of 

40.3 ± 9.2 kg/111 2 average. Concerns over health, functional abilities, and the impact of 

weight on social life as we ll as poor s If image we re mirrored by participant in the tudy 

by Blixen, et al. (2006) . Participants in the latter study were slightly ounger and 

comprised a sma ll er sample, compared to ones included earlier in thi s rev iew. The belief 

that AA women can be attracti ve at larger sizes is consistent with findings from other 

studies (Lynch, Chang, Ford , & 1brahrn , 2007). 

In another comparative qualitative tud alpede et al. (2007) explored ho\ race 

influenced weight-related beliefs of (30 and 30 C ) female uni er i student aged 

19 years and older. Participant , ere a ked pecificall ' HO\ doe being bla \ bite 

affect your weight? ' For women primary theme focu ed on (a) traditional and 

cultural food preparation, eating behavior and bod ize ideal ; (b) poor food election 

and limited access to healthier food ; ( c) lack f information and ducation on health 

eating and body weight maintenance and in rea ed ri k for chronic di a e ith 

associated medical co ts· (d) highl demanding and stre sful lifi le ; th influence 

of genetics. For women, more con ideration \ ere giv n to ( a) e pe cations of th 

perfect bod and ideal of thinne : (b) thouoht that uc d p nd d on b au d fined 
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by thinness (yet having a negative body image) ; (c) , ociocultural pre sur t b thin and 

preferences for thin women by male counterparts ; ( d) different app arance tandard fo r 

men and other racial groups; (e) having access to health care and health clucation 

increased possibilities to be thin; and (f) genetjcs. Findings in this tud dem n trat d 

that deep social and cultural differences do exist between ome AA and 

require careful consideration when designing weight los intervention for th two groups 

as we! I as the need for further study of this issue. 

Thomas, Mosley, Stallings, ichols-Engli h, and Wagner (2008 examined 

perceptions of obesity among a group of obe e women (17 ' l ) 21 to 67 ear of 

age. Participants experienced common situations related to being obese, uch as cultural 

influences , poor food choices and low self-esteem. Common barrier were famil i ue 

lack of time , money and environment. frican mencan omen ·oic d e ·eral barrier 

not considered an jssue among C women such a access to exerci e facilities and 

healthy food choices, hair style, and suitable exerci e clothing issue . T o theme unique 

to the A women provided support for findings reported in oth r tudi o er time- that 

their ideal body size should be larger and the ere ati fied \ ith their e i ting larger 

body size. The one unique feature for ob e omen v as a de ir fi r upport from 

other individuals experiencing obesity. Differ nee not d among participant in th abo 

tudy indicated that ocial and cultural factor are irnpo11ant but that imilariti are 

pr ent in the tv o group a ell. 

o t of the pr tou quantitati tudi amm d bod 1111a bod 1z 



perceptions and attitudes among AA women group, orb twe 11 and · \\'O m n. 

However, an early mixed meth od study done by ltabe ( l 998) examining \\'eight-related 

body image among women ( 185) and men ( 150) from seve ral differ nt ethnic gr up 

(AA, Asian American, Caucasian , Hispanic), found that all minorit participant repo11ed 

more posjtive attitudes toward their bodies when compared to tho in the group. 

Participants from both genders and all ethnic group were all imilar in ideal bod size, 

though no actual body size or weight range was pro ided in th report . frican rnencan 

women repo11ed the most positive overall se lf body image and ize attitude while 

women had the highest body discrepancy score . Jn contra t, nook and Hall (2002) 

explored ethnicity and body size/image attitude among a 5 l middle cla , C and 

Mexican American women. Although signifi cant di ffe renc s re found in actual B 1I 

between AA and CA women, no significant di fferen e , as found among the three group 

in ideal or real body size, body image, and elf-e teem core . Finding hould al o be 

viewed with the consideration that women in thi stud \ ere ignificantl heavier 

compared to the two other groups, ugge ting that a differ nee tjll e i t in actual bod 

size satisfaction. In addition similaritie in bod image among the three group of 

women were upported in an earlier tud b Fitzgibbons Blackman, and el I ne 

(2000) who compared body image among omen in a tri-ethni ample of 2 6 

CA, and 95 Hispanics. Compari on of B I and bod imaQ di er pan 

significant difference bet een the three group of\ om n. 

h v d no 

ach lin Rebeck, hung Pela o 2002 al r port d finding that did n t 



support the traditionally held position of A worn n d siring, orb ing m re ace pting of 

larger body sizes. The study examined body s ize and body image prefi rence am ng 

groups of men and women from four different etlmiciti s ( , s1an , 

The samp le population of 1,229 (n= 801) women and (n= 428) men, 17% 

, and Hi panic). 

, 23 % 

Asian, 15 % CA, and 45 % Hispanic, ranged in age from 18 to 83 years (mean age of 24.3 

[SD = 8.9]). Nine siJhouette figure drawings of men and women were u ed to a ess body 

ideal discrepancy, which ranged from attractive female and mal figure and acceptable 

female body size and perception of weight from four different categories (under eight, 

normal weight, overweight, and obese) . While the tudy sample had ignificant age 

gender and educational differences, the women in the stud were ounger, had lo er 

BMJs, and were less educated than the other groups in the stud . thnic differ nee ere 

also present; Hispanics were less educated, had significant! higher BMI compared 

to Asians who had lower B [I . o ignificant difference as found bet een the three 

ethnic groups in acceptable body size. onetheles the mo t ignificant finding as that 

no difference wa found among ethnicities for bod ize pre:fi r nee once aoe gender and 

education had been controlled. surpri ing finding \ as that hile omen did not 

prefer larger bod sizes for them el e the did lect the hea ie t fi male drav ing as the 

most appealing female to men. European m ncan omen cho the thinn t of all th 

silhouette . This finding sugge t the po ibili of ambivalence on thi 1s u among 

women, and that traditional! held beli f ab ut larg r bod 1z ar m m part pre ent 

in this particular group. 



There is also a perception that A women ar ove1w ight and obe partly 

because for generations, AA men have preferred hea vier wo rn 11 , or are more ac pti11g 

of larger body sjzes (Greenberg & LaPorte, I 996 ~ Hargrove & K II r 1993: Jacl 11 & 

McGill , 1996; Kumanyjka, I 993 ; Po1ier, 2001). uch values of appr ciating fuller fi gur 

have been shaped by traditional views from \vithin the famil and community where 

fuller body sizes were considered physiologically health (Bi se ll , 2002 · Webb Loob , 

& Fults-McMurtery, 2004). Furham, Petrides, and onstantinide (2005) suggest that 

men place more emphasis on physical attributes in relation to women than thew men did 

for men, and that physical attraction between men and women has long been influential 

in how women viewed themselves . · ewton (2005) in ist that trong cultural value and 

past life experience over generations still affect the preference of man 

Information related to body size preferences among m n i mall. 

men toda . 

fe\ earlier 

studies have reported findings that frican merican men demon trat d a prefi rence for 

women with larger body sizes. For example, a cla ic \ ell-referenced earl tud b 

Greenberg and LaPorte ( 1996) indicated such re ult . Th tud e arnin d bod t p 

preference in women be een a group of men (n = 6 ) and men n = I 16 . 

Participants ranked women 's bod ize preferenc in order of the most de ir d from a 

set of nine silhouettes of arying ize from und rweigbt to obe e. Re ul d that 

C men preferred ignificantly maJler female b d figur c mpared to the m n. 

I though ample sizes were small the finding were imilar to tho fr ma tud b 

Thomp on, argent, and Kemp r ( 1996 of 7 and l 7 adol c nt . Thr 



other, more r cent studjes had simil ar findi1rn:s (Bi ss 11 , 2002: W bb , et al. , 2004 : 

Schippers , 2009) . 

Recently the idea that AA men prefer worn n with larger bod , 1z ha b n 

questioned , suggesting the assumption that wo men ar because it i more desirable to 

AA men has little validity. Research findjngs on thi issue hav be n mi ed. 

Additiona lly , the argument is that as AA men become more acc ulturated th ir pr fe rence 

for women 's body size value changes. For example, di ertation tucl by Port r, 

(200 I) examined female body size preferences among 196 matched pair of 

undergraduate students (n = 388) from Hovva rd 111 er ity (maintained a an , Hi toricall 

Black University [HBU]) and the Uni ·ersity of a1 land ( con idered a, Hi tori call 

White University [HWU]). Result re ealed no di fference in bod ize prefer nee for 

women between the two participants from the HB and th H urnv r itie _ 

Surprising to the researchers, men from both HB and H uni v r iti s cored high on 

racial identity suggesting that they had retained a high d gree of traditi nal cultural 

beliefs and attitudes, and the en ironment of the prirnaril Europ an m ri an college 

environment had little influence on the tuden t . Howe · r the imilaritie in racial 

identity cores suggest that Jarge differ nee and imilaritie m n en 

with high le els of traditional cultural alue ugg ting that traditional! held beliefs 

about large r bod size preference among m n ma not be a firm! e tabli h din 

the community a pre iou I thought. Th e finding wer upp rt db r ult fr m 

a similar tud b e hreki and Han en 200 and r dman, Cart r, bro o, and ra 
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(2004) . In th e study by Freedman et al. (2004) , the sa mpl e includ d and men 111 

\,vhi ch aJso compared wai st and hip ratjo preferences . ]though men ho\ ed no 

difference in body size preference, they did choose women figure that w r more 

curvaceous, compared to their CA counterpa1is. 

The review of literature on body size revealed that thjs is a complex is ue among 

AA women and where confl ictjng attitudes and beliefs exist. Research tudies how that 

many AA women of all ages and economic leve ls report preferences or ati faction with 

larger body size, though to a lesser degree among those with higher income and 

education levels . The fact that fewer A women of higher E either d sired or ere 

comfortable at larger sizes cou ld jndicate a greater exposur to health infom1ation and 

social pressures to Jose weight from the majority population and the media. hile man 

AA women may not desire or be satisfied\ ith a larger bod ize, thee amination of the 

literature does show that many women experjence pres ure from ithin the families and 

community to remain o enveight or obese. 

everal studies reponed that a high percentage of s v omen in particular 

reported underestimation of actual bod ize compared to C counterpart . The results 

ma be correlated to another finding , that the standard for normal bod ize in the nation 

does not accurate! reflect the differenc in bod tructure amon° \ om n compared 

to the majority population of th ir ounterpan . an of th tudi 

higher th l el of o en eight tatu or ob , th great r the d gr fund re timation 

of bod ize. The latter ma indicate that om n do ha di fD r nt vi on\: ight 



status: it may also indicate tbat the large r the individua l become, the I ne ,ir able to 

acc urately se lf-identify with ex tremes of we ight. Thus th per ·on ma , p nence a 

di sto rtion of what is viewed in the mirror, similar to the ma I-adaptive nclrorn ~ in 

anorexic women. 

Research findings were mixed on women 's body siz preferenc am ng 

men. Thus the impetus to remain heavy may still be a factor rnce w men primaril 

date and marry AA men . Several studies indicated that man men had preferenc for 

women of normal and smaller sizes. Thi s finding ma be an e ·ol ·ing trend that could 

possible affect the attitudes regarding A women 's weigh t sta tus. major con ern for 

this researcher is that overweight status and obesity among 

simplistic phenomenon of cultural preference for larger bod ize and a comple is ue 

that deserves careful and extensive examination of certain i ue that ar al ient too much 

of the African American family and comm unit life . 

Certain researchers argue that hile the larger bod 1z ideal for ma 111 

fact be protecti e measures again t eating di order of "thinne primaril among 

girls and women, the ri ks of increas d morbidi and mortali as ciated with larg r 

body sizes has become a critical is ue of health . mith 2006 a rt that It i critical 

that research is conducted to determine the d gr e of influ n e that id ntification, ith the 

culture ha on body image, 

ph siological size or bod ma 

eight manag rnent b haviors and ultimate! one 

inde p. 27 . 
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Heredity and Hoc(v Si::.e 

Heredity is the transmi ss ion of characteri tic · from one generation to th next. It 

is the proce s that causes the biological similarit between parent and th ir off: pring. 

Genetics is the process by which heredity is studied . Genetic has be n impli cated in 

large body size among Afrjcan American vvomen . In evera l studi a famiJial 

correlation was found in BMI among adults . Twin tudie show that the e imilarities are 

«attributable mainly to genetic influences rather than to effect of a shared nvironrnent" 

(Schousboe et al. , 2004, p. 39). In a study of the impact of environm nt ·er u gene on 

truncaJ , skin fold thickness , BMI wa ist and hip circurnfer nee among adult t rn , 

researchers found a high heritability of all trait , leading to the conclu ion that gene , not 

the environment are largely responsible for man _ a p ct of bod iz . Hav kin (2007) 

purpo11s that while there are large increase in obe i among adult : th am i al o 

occurring in children and young adults , leading researcher to con id r g n tic 

soc iological and physiological factors ar re pon ible for obe i in the group. Gen tic 

revealed that heredity has also been indicated in man obe it -related di a e uch a 

hea1i disease and diabetes (Katmarzyk t al. , l 999) . Fore ample in a larg pro p ctive 

cohort study Lloyd-Jone , et al. (2004) fi und that pr mature cardiova cular di a e in at 

least one parent was predicti e of future cardio a cular ccurr nee among their male 

and female children independent of other identifi cl ri k factor . Thi ug.:= t a genetic 

link in the de elopment of h art di ea . H we\· r. atmar k et al. ugge t that 

the ri k of obesity ithin famili i not h IJ du t g n ti di p iti n but a mor 
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complex situation, where genetic vulnerabilities are nhanc cl by int ra ti n with 

environmenta l and behavioral factors such as poor dietary habit and e I nta1 , life ·t 

(Bortz, 2005~ DHHS, 2004; Finch & Tanzi , 1997; park & Frazi r, 2002) . 

Another area of genetic research found that some populations who ha ·e 

experienced famine or food scarcity in history developed a "thrifty gene" that store 

energy as fat during times of prosperity in order to be ready for another famine ( lleyne 

& Laport, 2004 ; Hawkins, 2007). As part of the genome project studies hav di covered 

a link of leptin (the protein that is highly correlated with total adiposity) le els on 

chromosome 2 in AAs (Hawkins, 2007). Howe er, the pre al nee of this predi position 

in the AA population is not currently known (DHH 2004). ea urable ph iological 

differences have been noted , which could partly e plain the high rate of obesit among 

African American women. Particularly ith the abundance a ailabili of energ -dense 

foods and low le els of physical activity the situation leads to a con tant battl against 

excessive weight gain. 

e eral studies have compared the resting metabolic rate R be en E 

and in relation to larger bod ize and fi und that the latter ITToup do s e penenc 

lower levels RMR (Gannon, DiPietro & Poehlman 2000· lb t al. 2000 · rn 1 r 

et al. 2000). In a brief literature re 1e Luke Kramer and Duga (2007 maintain d 

that there i e id nc that ma al o ha e 1 v er acti energ p nditur 111 

addition to their lo\ er re ting metaboli rate au ed b a mailer highl acti e internal 

organ mas . , author conclud d that th v r in uffici nt to 
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accoun t for much of the higher rates of obesity among African men ca n w 1m 11 . 

Genetic predisposition and di ffe rences in metabolic and phy ·i logic proc sse arc 

only two influential factors of overweight status and obe ity. Thus the socia li za ti on 

process among families , groups, ancestral cultural va lue and belief ha ve begun to 

receive credibility as an important factor in the development of obes ity \ omen . 

Baltrus, Lynch, Everson-Rose, Raghunathan, & Kaplan (2005) explored b cl weigh t 

among a large group of AAs and CAs (1 ,186 men and l , -i 75 wo rn n) ages l 7 t 40 over 

the course of 34 years. The study found that s tended to be hea ier and gained mor 

weight during adulthood, which placed them at the greatest risk for rnorbidit and earl ., 

mo11ality compared to the CA counterpart . ttitude related to the ideal bod ., ize and 

cultural differences in body image may have lead 

caloric intake more so than frican American \ omen. 

Socioeconomic Status and Bodv i~e 

women and girl to reduce their 

Socioeconomic status ( E ) general! mea ured b combining educational leve l 

income, and occupation, and it represents a farnil ocial and economic po ition relati v 

to others ( merican Ps chological ociation 2010) . I ndiYidual ma be at 

increased risk for o erweight tatu and obe i due to unhealth b ha ior . ccording to 

E erson Mat , L nch and Kaplan (2002) 'factor ranging from limited a ailabilit f 

affordable nutritiou food in local upermarket and tre that accompani 

uncertaintie faced b low E indi idual ma c ntribut to p r r diet and m re 

eel ntary lifes le ' p.89 1 ). Th ir en ironment fo t r th t nd n to\: ard b it and 
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overweight in A . There is a lack of phys ic81 Jcti vity combined with high-cal rie , low

cost foods a positive energy balance. ·ocioeconomic lev I i a major contributor to 

weight gain , which suggests that th core issue, may have begun during earl lifi and i a 

potential contributor to childhood ovenveight status and obesity. The major implication 

for SES is that AAs have lower purchasing power and have to buy le s heaJthy food . 

Notably , the socioeconomic dimen ion of obesity has not been a consistent factor, 

when considering studies of the international level that ha e spread to all ociaJ I els in 

both underdeveloped and developed countries ( cLaren, 2007). Thus, income level is 

not a consistent predictor of obesity. In certain countrie , "a certain body shape/ ize may 

have prestige that is not necessarily in keeping with its economic dimensions ' ( cLaren, 

2007, p. 36). However, in the Sand among \ omen in particular, E , i an 

important factor in the development of obe ity because income and education(\ hich are 

primary components of ES) frequ ntly dictate here and how people e ist in ociet 

ocioeconomic status more often than not determine the neighborhood \ here one Ii e 

and thereby the quality and type of food a ailabilit as\ 11 a acce and affordability of 

recreation and ph ical activity facilitie (Do, et al. 007 200 ~ E er on, t al. 2002 . 

Generally have lo er educational le el affect purcha ing po er hich 

limit their ability to pro ide appropriate food for th ir famili and afford h u ing in 

en ironmentally ound neighborho d . Re arch has al o hO\: n a ignificant relation hip 

between obe i and ocio conomic tatu among \ om n. The t ndenc t \ ard 

o er ight and ob 111 i fo t red b our n ironment. Th r a lack f ph ical 



activity combined with high fat , low cost foods result in a po iti e en rg balance. 

Socioeconomic leve l is a major contributor to weight ga in which ugge t that th core 

iss ue may bave began during early bfe and is a potential contributor to childhood 

overweight status and obesity. The major implication for 

purchasing power, and have to buy Jess healthy foods. 

is that 

Rundle , et al. (2008) investigated the relationship b tween 

have low r 

and bod size 

among a large population group in ew York City (4610 men and 8492 women). The 

sample included individuals of AA, Caucasian, sian, Caribbean, and Hi panic d scent. 

American, Researchers found a significant in erse relationship between E (as 

measured by income and education) and body ize among the women in the tud . Zip 

code poverty level was also strongly as ociated with body siz . Re earcher ugge t that 

a possible explanation for these findings is that indi iduals with higher incomes ha ve 

more resources to purchase healthier food and get more e ercise. Thi tud clear! 

shows the relationship between low E and condition that could lead to obe i among 

AA women . ince women tend to b !es educated and earn le th are more 

vulnerab le to the de elopment of obesity (Robert Reither 2004). Thi po ition i 

further supported by a meta-anal is conduct d b ang B doun 2007) u ing a 

large cross- ectional ample of adult . Data from the Beha ioral Ri k Factor urv illance 

stem and ational Health and utrition 'amination u BRF H E v a 

u ed to examin the relation hip thnici and bowed that had 

\,\ om nag 0 ear or 
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above were ove,wejght and more that 50% of the \VOrn n v\·er obe · . clclitionall _, 

resulted demonstrated that minority groups and incli\·idual in low _ ES le\·el - had higher 

leveJs of obesjty in all age groups. 

James, Fowler-Brown, Raghunathan , & an Hoewyk (2006) conducted a 

longitudinal study of] 112 AA women , ages 25 to 50 yea rs and exa mined th relation hip 

of SES, childhood and adult obesity level s. Education , occupation , income le I , and 

home ownership were used to determine E level . Re ults demonstrated that th odds 

of being obese were 50% higher among women in 10\ compared to tho e in high 

SES levels in childhood and 25% higher during adult years . Compari on of worn n in 

high-low and low-high levels re ealed a 55% greater potential to\ ard obe it . The odd 

doubled for women in low-low SE levels compared the high on during childhood 

and adulthood years. Researchers concluded that the cumulative burden of deprivation 

during critical periods and the risk for long term obe it related to ere consi tent with 

previous research findings. 

E11vironme11/ and Bod), Si~e 

For A many women much of the e jdence indicate that th e fact r e e11 a 

negati e influence where an in erse r lation hip e i t b tv n E le el and 

en ironment and the de elopment of o erv eight tatu and ob it ( a agrand hitt-

Glo er, Landca ter Odoms- oung a1 200 hang, 20 6: Do t al. 20 7, 200 

Jame , et al. , 2006· Robert Reither 200 . Environm ntal influ nc n bod 1z 

app ar to interact ith oc10 conornic tatu me mcom oft n di tat 111 man ca 



geographi c locat ion. In a study of neighborhood nv1ro11m nt and body ize, Boardman , 

Saint-Ornge. Rogers , & Denney (2005) examined diffi rences in obe ity on neighborhood 

levels using data from the 1990-1994 ationa l Health Inter i w ur ey. fjnding 

indicated that each neighborhood's level of obesity rate demon trated a strong po iti ve 

association with a grea ter ri sk of higher BMis on th indivjdual level , leading to the 

conclusion that indi vidual s are more likely to be obese if they reside in a neighborhood 

that has a high proportion of obese residents. The e findings were upport d b a meta

analysis by Do, et al. (2007) which examined research tudies on the relation hip 

between BMl , neighborhood, and ethnic ity using the H E Ill data from 1988 to 

l 994. Results demonstrated a significant relationship bet\ een neighb rhood 

di sadvantage and high BMT levels among. surprising finding was the lack of 

significance in the association of BMI and education ind ice among women. 

Casagrande, et al. (2009) conducted a literature revie on the relationship 

between the built environment diet, ph ical acti ·i and obe i among frican 

Americana. Overall finding ugge ted that the presence of percej ed barrier to ph ical 

activity and decreased ocial upport \ ere a ociated \ ith obe i . ighter traffic the 

presence of sidewalks, and percei eel safet ere as ociated v ith increased ph ical 

activity. The presence of upermarket in neighborhood \i a po iti 1 as ociated, ith 

meeting fruit and egetable di ta guid line . Finding from th r viev upport 

pre ·iou I held argum nts that n ironrnental fact r ma b of gr at importan e in the 

de elopment of ov r eight tatu and ob 
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Health Behaviors among African m rican Women 

Health behaviors among African . merican women ha ve becorn an ar a of major 

concern over recent years as chronic health conditions, premature deaths oven: isdn rn1cl 

obesity continue to increase in this group. Health behavior are defined a an action , 

conscious or otherwise, has an effect on the health of an individual , v hether th activit 

is positive or negative (Orem, 2001). For the purpose of thi review health practices wi ll 

be considered consistent with health behavior . The bealth behavior most direct! linked 

to health status is that of regular physical activity followed by dietar practic a both 

directly impact body weight and influence clisea e burden, premature rnonalit , and 

quality of life (DHHS, 2006). ational health organizations health profi ionals and 

scholars from other related areas have generally agreed that h alth beha iors great! 

impact the health of the nation (CDC, 2006 DHH , 2006). The merican H art 

Association (2009) and the Department of Health and Human r ices (2006) reponed 

that actively participating in certain positi e health beha ior decrea e morbidit and 

mortality, including those related to obe ity and o e1 eight tatus . The data from the e 

three institutions show that 59% of merican are sedentar 

being AAs at approximately 16% nationall 

ith the highe t percentage 

To under tand health beha iors of frican mencan v om n ne mu t car full 

study their history~ a mentioned befor in thi literatur r i v . Thi group fi r man 

generations has a long well-documented hi to of di crimination po rt poor o ial 

kill and lo le el of education lo mcorn and inad quat h alth ar . cc rding to 
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Johnson, e t a l. , ( 1995) hea lth behc1viors , oft 11 viewed a. a nrntter of p r onal choic , are 

the primary determinants of cli sea e development. I 1owe,·er, the many benefit of 

susrnined regulc1r phys ical act ivity c1 11cl di ets low i11 fat c1 11 cl sc1 lt i a luxur that man 

women could not cannot afford , hence under difficult condition the fed them elve and 

their families with what was available to them whi ch demonstrat s that these habits wer 

passed down through generations due to uncontrollabl e circum tance , ithin th 

family. This is supported by Whitt et al. (2003) who sugg t that the I l of 

physical activity among African American women tend to begin «earl in life and 

continue throughout adulthood" (p. 1887) , sugge ting that b haviora l patt rn s begin in 

childhood and adolescence may become li fetime habits. a ie (2002) e amined th 

relationship between phys ical acti ity during childhood and adolescence and current 

levels among a randomly se lected multi-ethnic group of 4 19 adult from a large 

Midwestern alumni database. Results of the stud indicated that a ignificant correlation 

exists between childhood and adole cence ph ical activi and adult ph_ ical acti ·i 

levels, suggesting an early en ironmental familial and cultural li11k to adult ph ical 

activity. 

lthough ri k factor for the de elopm nt f chronic h alth di ord r and 

premature death exist for women the fo u ha b en direct d to\ ard modifiable ri k 

factors , e pecially for man minority population in rn rt to d er a e the v id ning 

health di paritie gap . Then ed for ri k-fact r r ducti n r main upp rrno t for frican 

mencan omen . Ho e er primary, barri r to modificati n f h alth b ha ior in 



African Ame ri can women rema ins Jow clucational lev I and low inc 111 . Bra vernan 

(2009) reported that A shave extremely low educationa l attainm nt I v l and inc rn 

compared to Caucasia n Americans. This has been a con i t nt trend o er cl cade ( , 

Census Bureau , 2008). The US Census Bureau (2008) fu11her reveal d that mean 

earnings for AA women are much lower than both maJe and female 

with the sa me leve ls of education across degrees earned. 

sand men 

Physical activity and diet are the primary factors in the development of obesit 

and major influences on health status. Data from the BRF were examined related to 

self-reported health behaviors (Lewis & Green 2000) .The findings indicat d that 

have not been successfu l in changing overall health beha iors. long ith health tatu 

health behaviors are reportedly influenced b a number of factors . Lo le el of ph sical 

activity and dietary habits have consistent! been as ociated with poorer health tatll and 

increased body weight, overweight tatus and obe ity ( D 2006; DHH , 2006 2008 · 

Mora , Lee, Buring, & Ridker, 2006). ince obe it overweight i con idered to primaril 

stern from an imbalance between food intake and energ e penditure activi among 

women has become a problem of great concern ( hitt et al. 2003 . long tanding 

problem ha been the inabilit of the h alth care comrnuni to identi d lop and 

implement policies and trategie to increa indi ·idual ph ical a ti i and affect a 

po iti e change in dieta1 habit among v om n. 

The man b nefits of su tained regular ph ical acti it ha be n in · tigated 

and upported in a number of laborato and epid miolo 0 ic tudi and d cum nt db 
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national health organizations (G retebeck, 2003 ~ Grzywacz & Key s, 2004 ). Regular 

physical activity has been hown to help prevent cardiovascular di ea ·e, hyp rten ion. 

type 2 diabetes , obesity, and osteoporosis , and clecrea mortality (DH HS , 2004 ). Regular 

physical exercise has also been positively associated with p ycho logicaJ health ( 1 e 

Adams-Carnpbel1, Palmer, & Rosenberg, 2006). Even at modest acti ity level s of 

activity, walking and bicycling as little as 30 minute a day four or fi e times a w ek, for 

instance, have proven to be beneficial (DHHS, 2006). Hawkin (2007) relate that 

although physical activity has also been linked to improved metabolism and good 

cholesterol, 68% of AA women reported less than 20 mi nut s of lei ure-time ph ica l 

activity per week. 

Recent studies have also reported re ults that cultural and health belief direct! 

impact health behavior (Annunziato et al. 2007 · Barnes et al., 2007; Da ·is, lark , 

Carrese, Gary, & Cooper, 2005 · Drayton-Brooks & hite 2004· Dutton [anin el h, 

& Brantley, 2007; Farmer, Reddick, go mo, Jack on, 2007 · Guilfo le Franko , 

Gorin, 2007; Koch, 2002; Lynch et al. , 2007). number of tudie ba e indicat d that in 

general " frican American\ omen reported less h alth-promoting beha ior erall ' 

including Jess "self-actualization, e erci e and nutrition acti iti a compar d to other 

groups " (Drayton-Brook & hite, 2004 p. . Other tudie ha e D und that 

women are l ss like! to exercise, quit making eight and hav a mamm gram t 

te t for brea t cancer' (Dra ton-Brook hit p. 

e era! qualitati e tudie conduct do r rec nt ar indi at that man 
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still hold to beli efs , attitudes, and pract ices pas eel down through gen rati n . In a 

dissertation stud y, Combs-Jones (2004) expl ored the oc ial and cu ltural meaning of li fe 

situations related to hea lth , hea lth b haviors and aging amo ng 27 worn n ages 6 to 

74 years. Key findings of the study were: (a) eat ing and diet, er connected to culture 

and that food played a central role in day to day lifi through eat ing and haring, (b , 

Images of self which included a tolerance for overweight, (c) different standard for 

weight that wa related to s If-image, and their own standards fo r bod v eight (d) the 

stress of raci sm and di scrimination which occuned outside of their segregated 

communities and the resultant hea lth-related effects accurnu la ted o er time ( e) barrier rn 

access to healthcare and the per istent di sparate treatment of , and (f) the role of 

spirituality in conception of hea lth and illne and coping itb stres e of dail li fe. 

These results illuminate the complex i sue women face in dail life ituation · and 

how those situation exact an effect on the health and eating beha ior of the omen 111 

this study. 

In a qualitati e ethnographic tud Liburd 200 e plored hi torical and cultural 

perspectives on food among 2 ovef\ eight and obe e men and \ m n i th pe 2 

diabetes. Thematic categorie that emerged related to~ a food preparation and 

consumption, (b) ymbolic meaning of fi od uch a " ealth pr parati n of fo d a 

an arti tic performance, and ( d) communication of ace ptanc fri nd hip and 

community through food. Finding al 

food and the eating ritual ithin th 

ield d th me on th hi tori al p r p cti e of 

culture: a fi od in th femal id ntit b 
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food and the AA ethnic identity, and ( c) food in th relati on hip of wom n. These 

findi ngs demonstrate that AAs ha ve a unique re lati on hip with food which influence 

I ife tyles cho ices, health behaviors, and more fr quentl y than not , bod siz and health 

sta tus. 

Research on how life situations or factors influence physical activity behavior 

among AA women 1s limited. This is an impo11ant area to consider becau e of the unique 

life circumstances in the lives of AA women. Four qualitat ive tudie (Richt r , ilcox, & 

Grea ney, 2002 ; Sanderson, Littleton, & Pulley, 2002; Wilbur, et al 2002 · Young, He, 

Harri s, & Mabry, 2002) were found that were conducted in e era! location within the 

US among AA wo men from rural and urban areas and ranged in age 20 to 50 ars . 

Focus gro ups were conducted with two to nine women in each group. ample 1ze 

ranged from 39 to 50 participants in each tud . Results from the e tudie indicated that 

the women identified both social and physical en ironmental i ue cultural and polic 

factors as influences on activity beha iors . ocial is ue related to limited re ource 

affordability, and family role and respon ibilitie hich requir d th m to place 

themselves last, and by the end of the da the had little nerg or d ire left to e erci e. 

Fami ly and communities re ponsibilitie ere id ntifi d a ignifi ant barri r to 

engaging in physical activity. En ironmental i ue related to a lack of afe area to walk 

and limited ace s to exerci e facilitie in their r idential ar a . Th major cultural 

factors for decreased ph ical acti ·it re that 

aucasian culture and the acceptanc of larg r bod size ithin th 

7 
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most sa ]j ent point in the finding from these tudi i the i mi I ari tie i 11 th e tac tor · 

identified as important influences on the abi lity or potential for thes women tn engage in 

physical activity. These findin gs support the contention that women encounter unique 

and different circumstances which influ ence their hea lth behavior · coupled \,\·ith long 

standing cultural beliefs and attitudes. 

Yarcheski , Mahon, Yarcheski , and Cannella (2004) conducted a m ta-an a I on 

the predictors of positive health behaviors. Results of the study cl monstrated a trong 

negative effect for loneliness and a moderate negative effi ct for str . Perceived h alth 

sta tus, social support, and future time orientation had moderate positive effi ct . For 

African American women, loneliness may be a concern ince a high numb r of 

women are living in single households. ocia l suppo11 and future time orientation are 

extremely important as predictors since man \i omen ma have I ocial upport 

than in past generations due to the disintegration of the 

systems. 

fami I and \ eaker upport 

According to Beech et al. (2004) li fe t Je and health behaviors relat d to di t, 

exercise, and body image are influenced b the culture of th main tr am nYironrn nt 

and that of specific ethnic group which ma differ reatl . tudie 

indicate other factors also influence the participation or lack thereof in h a Ith po iti\·e 

beha iors. The principal influence not d could b cla ifi d a tho of a ocio ultural 

nature. For women, ocial factor primaril relat to nvir nm nt piritualit 

and cultural attitude and belief: . 

7 



Kumanyika et al. (2005), posits " . .. food intake and physical activity are 

profoundly influenced by situational, socioeconomic, and cultural variables (p. 2038). 

The researchers also convey that "There are gaps in our understanding of what it might 

take to foster major changes in the weight-related eating and activity profiles of AAs, 

especially regarding economic and social contexts" (2005 , p., 2042). Hartley (1961) 

supposed that psychologically, behavior is dete1mined by three primary forces, the drive 

to satisfy one's needs, the individual 's view of the world, and what the person has 

learned. The infom1ation can only be obtained from the persons of concern, AA omen. 

Major gaps remain in the understanding of how certain sociocultural factors influence 

diet and exercise (Shaw, O'Rourke, Del Mar & Kenardy 2009). 

Summar 

This chapter focuses on the literature review related to cultural influences on 

beliefs and attitudes related to perceptions of health bod size and h alth b ha iors 

among AA women, undertaken to identify gaps in kno ledge in this area. hile aluable 

insight about certain factors influence the health tatu , the high incidence of o e eight 

and obesity, and the ability or lack thereof of om n to practice po iti e h alth 

behaviors, little information is a ailable on the uniqu , p 1ience of th omen and 

how those experiences influence the a th 

behavior . Considering the high pre al nee f 

1e health bod 

ight and 

and the increasing incidence of chronic h alth c nditi n ith it 

7 
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death rates among AA women, there is a need to identify and develop measures which 

will assist in combating this problem. 

The literature clearly documents that over time certain factors strongly influences 

the lives of AA women and their existence in the world in which they live. Certain 

factors unique to the AA experience, which dates back to slavery, continue to impact the 

lives of AA women. This literature review visibly demonstrates that cultural factors 

passed down through generation, in a number of ways influence the manner in which AA 

women view themselves, their health, and certain behaviors, including those related to 

health. Failure of the health care conununity to address the problems of declining health 

status and increasing levels of obesity is partly related to a lack of under tanding of the 

unique experiences of the AA woman, and the inability to address the culture care needs 

of this group. Leininger and McFarland (2002) contend that health care policies and 

practices will be unsuccessful unless the cultural beliefs alues and practices of the 

receiver of care are known and used. Thus life experiences and p rceptions of tho e 

events are of extreme importance because the influence attitudes and belief: hich 

underlie positive and negative health beha iors. The r 1e d mon trate that 

infonnation related to cultural belief and attitude of 

of health, body size, and health beha iors are e ential. 

omen r lat t per ption 

The literatur review al o d mon trat s a criti al ne d for informati n n h 

certain cultural belief: and attitud s influenc th p r ption f m n ith r gard 

to health bod siz and health beha i or . fi tudi r D und hi h th p r ption 

7 



of AAs related to health. However, to the researcher' s knowledge, no study has explored 

the influence of cultural beliefs and attitudes related perception of health, body size, and 

health behaviors among AA women. Results from this study may provide information 

that can be used, in the development of hypothesis, and testing and contribute to the 

understanding by health professionals with regard to the unique experiences of AA 

women, which may be helpful in the daily interactions with this group. 
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CH PT R lll 

PROCEDURE FOR DAT OLLE ,TIO 

A qualitative phenomenological approach was used to explore and d cribe the 

lived experience of A women in relation to how cultural attitude and belief: influence 

perceptions of health , health practices and body size. The qualitati e ph nom nological 

method is particularly well-suited for this tudy because the approach i directed toward 

exploring the human experience, which is " ... a central concern of nursing cience ' 

(Lobiondo-Woods & Haber, 1994, p. 258) . In phenomenolog the presumption is that 

each dimension of a person's history, including pa t experience e i ts in the pre ent 

(Husserl , 1982 ; Lobiondo-Woods & Haber, 1994). Parse 1999) contend that 

knowledge about human experiences is dra n from personal de cription of e peri nee 

provided by the indi idual. This study wi 11 co er four life tage of participant 

( childhood, adolescence, young adulthood and middle adilthood to unco er th essential 

structures related to cultural beliefs and attitud and ho those belief and attitude 

impact certain perception of each indi idual. 

The phenomenological method appl i d in thi tud \ a fir t developed b 

Husserl ( 1 859-19 8) and further refin d b Giorgi 19 ~ . Hu rl art mpt d to de ign a 

method of viewing human being and their life- orld ont th 

e ential uniquen s of the human \ odd Hu rl 197 · lcPhail 199 . 10rg1 
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( 1997) asserts that Husserl 's descriptive method of inquir require th r ~ archer to 

pursue th e most invariant descriptive end u ing the proce of red uction . The cl cripti,·e 

method , offers a c1ear-cut progress ion of inqui ry , which provid tructur to th critical 

process of analysis (Whiting, 2001 ). Like Hus er l, Giorg i' method eek t di cov r 

essential themes of a phenomenon as ex perienced by th pers n. Th rn s n ed not 

necessarily be repetitive to remain crucial to the indi ·idual' experi ence (Giorg i, J 985; 

Rose, Beeby, & Parker, 1995). 

Nursing has used the phenomenologica l method to guide re arch ov r the pa t 

two decades (Parse, 1999; Polifroni & Welch , 1999). Giorg i (2000) contend that the 

phenomenological approach provides scientific guideline for nursing re earch . The k 

to appropriate application of the phenomenological method i to use th language pecific 

to the di sc ipline in question . The researcher mu t emplo ensiti i to th phenomena 

under study and proceed with an acute le el of igi lance to ard th per pee ti e of the 

particular area of study (Giorgi, 1997). 

ursing, as a practice di scipline and a human ci nee e i ts to meet health care 

needs of individuals who experience or ha e the potential toe p ri nee h alth care 

problems ( e lei , 199 1 ). In order to meet the health car n ed of lient nur e must 

ha e an awareness of the client ' per pecti e . a human cience nur ing i concern d 

with gaining an understanding of a per on perception of p n nc a th ar lived 

b the indi idual. (Giorgi 1997; elei 91 ). unhall 00 l and a n 

contend that qualhati e research is important to kno ledg aqui ition and th o 
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development in nursing. Parse purports that "· the under tanclings ga in cl fr 111 r ar h 

expand the know ledge that nurses u ·e in practice" ( Par e, 1999, p. 13 4 ). Further, 

Macnee (2004) relates that the hallmark of a profe iona l nur e i keeping abr a t f 

current research, and using those resea rch finding · in practice . 

Exploring personal experiences of individual s is e enti al becau aluable 

information may be gained that could impact how nur ing car i d igned (Price, 2003). 

Rose, et al. ( 1995) emphasize that both nur ing and phenomenology utilize ob rvation , 

interviewing, and interaction to explore and acquire an appreciation of a per on 's 

perception of certain experiences. rnold and Bogg ( 1999) contend that ha ing cli nts 

tel I their stories allows the nurse to acquir an under randing of the cu ltural conte t of an 

individual 's health care needs. Emplo ing the phenom nological method to uncover the 

essence of culturally related experiences of individual permit thee pan ion of nursing 

knowledge wi thout the use of pre criptive quantitative methodol g (Par e o n & 

mith, 1985). 

The purpose of this tud is to de cribe the lived peri nee and the meaning of 

cultural influences on the perception of h alth in frican merican women and th 

reflecti e disclo ure of health practices on bod ize in r lati n to obe it and o r\: ight 

in this population. The approach i a phenomenological ne conduct d through emi-

structured face-to-face intervie of th p nenc of the wom n ov r fi ur life 

tages in referenc to perception of health h a Ith pra tice and bod 1z . Th pr 

focu e on fi ur life tage b 
0

inning v ith childh d through ad le c nc fi llov db the 
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yo ung adulthood , middle adulthood, and the final ection ofth int r iew includ th 

present stage of I ife. 

ettjng 

The tudy will take place in a large southwestern city in th nit d tate . 

Locations and times of written interviews and audjo recording will be agre cl upon by 

the participants, according to their availibiJity and le el of comfo1i. To ensure pri ac , 

the interviews will be conducted in a secure area to minimize di ruption and minirniz 

distortions of audio recordings. 

Participants 

The target population for the study consisted of o erw ight or obe e frican 

American women between the ages of 5 and 54 ho ere born and raised in the nited 

States. The study sample was drawn from the target population. Participant ere 

recruited through advertisement from a home health agenc a local church and a 

physician 's office . Flyers were posted at trategic place ithin the e location and 

snowball sampling was also employed to enhancer cruitment of participant ppendi 

E). 

Purposive, snowball arnpling a used in the stud to enabl the in e ti gator to 

select participants ha ing characteri ti of the phenom non of int r t. Randomization 

of ubject a not indicated ince the ampl a dra n from a population group that i 

Ii ing the e peri nc of the phenomenon. ccording to D nzin 197 an parti ipant 

belonging to a pecific group i d a r pr ntin ° th ent1r gr up . rit ria f; r 

0 



determining sample size of the study are: (a) the purpose fthe re earch : (b) a\ailability 

of resources ; ( c) reasonable coverage of the phenomenon of i ntere ·t a ncL (cl) cla ta 

saturation . 

A sample of 6 to IO participant is genera l I con idered acceptabl to obtain 

adequate coverage for a phenomenological study or until data saturation i r ached 

(Munhall, 200 l ; Patton, 1990; Polit & Beck, 2004; peziale & arpenter, 200 ). ight 

pa11icipants were interviewed for thi s study. s the focu of thi stud frican 

American women who are ovenveight or obese, per on de ignated a being of normal 

weight for height or underweight were excluded a l I as indi idual of non- frican 

lineage. The cultural influence of the women of non- frican de cent ma be \·er 

different due to differences in cultural heritag and backgrounds and ocializati n 

processes within and among family groups. omen of frican d scent who w r not 

born in the United tates were also excluded from the tud for the am rea on. 

Protection of Human ubject 

To ensure protection of human ubject \ ho a0 reed to participat tud approval 

was obtained from the Texa ornan ' Institutional Re ie B ard prior to data 

collection; The guideline of the In titutional Re i Board at Te a lornan 

Universi ty were followed .Participant er a k d to gi econ ent to participat in th 

study and for audio recording of th inter iev prior to initiati n of th int rvi \ 

Participants in the tud ere inform d f the g n ral natur f th tud and the 

approximate amount of tim r quired for ach int r . Pot ntial b n fit 



explainedancl ri ks as a result of participating in th study wer tate I n the co ns nt 

form and reviewed with eac h participant To red uce the ri sk of lo of confid ntialit , 

code numbers were used on the Demographic Data Form and qu tionnair . 

Demographic data has been reported in the aggregate to maintain confidentiality. 

The researcher maintained a separate li st identifying the participant 's nam with 

the code numbers . The li st and elate are in a locked file in the re earch r' s home and wil l 

remain for a specified number of years and then di sposed of in an appr priate manner. 

Participants were advi sed that there i no pa ment for agreeing to be in the stud 

however, each received a $25.00 Wal-mart gift card for participating in the tud 

Participants were informed that elected quote or pa age will be u ed for th purpo e 

of profess ional presentations and/or pub! ication . oneth le , no infi rrnation that can 

identify them wi ll appear in the text of an pub! ication. Parti ipant w re also informed 

at the beginning of the interview that the had the right to ithdrav from the stud at an 

time without penalty or loss once the inter ·iew began. 

In trurnent 

n instrument wa de igned for intervie\ to reflect four lifi tag a) childhood~ 

(b) adolescence; (c) young adulthood: d) middle adulthood ppendi , 

demographic Data beet wi ll include\ eight and height \ hich \ a u ed t calculate 

body mass index) ork statu incorn and ag pp ndi . Th in trument a 

e aluated for content completene , and con i t nc b 

experienced d ctorall pr par d nur 

fi !low graduat tud nt and 

arch r . 



An interview guide was also developed by the re archer t pr vid 

of the interview process (Appendix D). The guide a i ted the r arch rt follow a 

specific protocol during the interview process. n instruction form wa d I p d fo r 

the participants, to provide information about the study, the variabl e und r tud , and the 

interview proces (Appendix B). The in struction sheet pro id d definition of terms hich 

may have been unfamiliar to the study pa11icipant and ensured that each pa11icipant 

received the same information about the interview and the ariables under stud · and 

provided a more consistent exchange of in fo rmation during the inter 1ew proce 

Data Collection Proc dur s 

The written instruction sheet was re iewed ith each participant pro iding 

general information about the interview process; definitions of health health practic s 

and body size. A consent form was signed before initiation of the int r iew and 

demographic data were collected ( ppendix F). One 60-rninute int rvie 

with each participant. The interview proceeded from the participant earli t memo of 

childhood through adolescence, young adulthood and middle adultho d. 11 intervie 

were audio recorded. Interviews were tran cribed b a profe ional tran ription r ice. 

Pilot tud 

A pilot study of the methodolog and in trument a completed during the 

summer of 2004 using a con enience ample of four frican merican v om n. The 

purpose of the pilot study was toe ·aluate and r fine th tud pr t ol and int 

process. dditionally, the pilot tudy pro id d th r arch r ith th opp rtuni to 



improve the accuracy of data co ll ect ion and minimi ze lo s r time nn I r . ourcc . The 

pi lot study offered the opportunity to conduct a 111 r tru l\\ Orthy an I niluable ·tud) . 

During rev iew and analysis of the pilot tucl , data , the follO\\ing theme · emerg d: 

deprivation , resignation , and resilience. 

Deprivation is defined for the purposes of the final vers ion of the tud a 

withholding or taking something away from an individual , rerno al of om dignit 

(Mish, 1984). Words that share the same or similar meaning are trip , d poi! , div t. 

Examples of supportive participant statements are : 

" Well you know what? 1 wondered at that age hO\; com w clicln t know a famil 

doctor.. .but I don ' t think we ever had one'. 

"There are so many of u that do not have health in surance that top u from 

seeking medical attention." 

«Financially that 's another thing, ou don ' t alwa have en ugh mone .. . to bu 

Splenda or utra sweet or weet and LO\; . . . Th o milk i high (e pen ive or 

those of us in rnenopau e. 

Resolve is defined a to eparate one elf from om thing i h I 9 ). ord 

that share the same or irnilar meaning are re ign adapt and r concil . Participant 

suppo11ing statements are: 

" I know I ill ne er be a mall per on b cau of m m di ation [ h i an 

a thmatic who during flare-up tak predni ffi ct th drng i 

increa ed appetit ], so I ha learn d thr ugh ut m lifi t d al\ ith that. 



" I have accepted thi s plight. I just don ' t ever think ofb ing a thin p r on . 

'" I was ahvays comfortable with my ize becau e that ' all I kne\ _" 

Resilience is defined as an ability tor cover from or adju t a ii to mi fortune or 

change (Mi h, 1984 ). Words that sha re the same or simi lar meaning as re ilience ar 

rebounding, hardy, and adaptab le. A participant response follow : 

"She was an old lady that could go outside in the winter time and wash her hair 

and never had a cold. 1 think that he felt Jik he wa ind tructible . he as the 

toughest woman 1 knew ." 

Areas of weakness were identified b the re ult of the pilot tud . 

strenthen the study are as fo llows : 

a ure to 

Maintaining a journal wi ll provide additional data hich hopeful! could upport the 

participants responses and add to the richnes of the proce . 

An instruction sheet ha been developed for u e before and during the int 

process to decrease the potential for mi interpretation of the meaning of the ariable and 

important concepts in the tud such as cultur . otetaking during intervi ws ill be 

more detailed . 

The participant ' s non- rbal behavior ill b observ d more clo l and a e sed 

for consistency bet\ een the participant erbal r pon e and non- rbal b ha ior. 

Limitations of the pilot tud v re th mall amp] iz \J hich includ d four 

participant (the r commended numb r f parti ipant fi r the tud wa i t I 0 

participant ). In addition marital tatu th \J iglit or bod 1z f th parti ipant and 



income level decreased the potentiaJ of finding mor div r 

Treatment of Data 

, p n nces . 

Descriptive statistics were used to urnmari ze the cl mographi c data ( tati tical 

means and ranges). Income has been presented in m dian and range for compar i n. 

Height and weight were used to compute the body ma index. Th B Is w re aluated 

by descriptive statistics. The procedure u ed for qualitati ve data anal 1 , a out] ined by 

Giorgi (1985) employed for purposes of thi s tudy. The are a folio 

1. Read the entire description qf the experience lo gel a sense r?f the H'hole. 

2. Reread the description. 

3. Jdentffy the lransitio11 cons! ituenl · of the experience. 

4. Clartfy and elaborate on the meaning by relating con. liluel7/s lo each 

other and to the whole. 

5. Re.flee/ on the constituent ;,, the concrete language of the participant. 

6. Tran~form concrete la,wuage into the langua 0 e or con ?pf.· of ·cience. 

7. Jnteorate and s;nthe ·i::e the in ·ight into a ·/ruc/ure de crihing th :J 

meaning of the experience. 

Data analy is proceeded as outlined abo through a t p-b - t p proc and 

methodical analysis of pecific tatement and id ntificati n of them . Brack tino v a 

used to help the researcher identify pre uppo ition and u p nd h r O\: n p 

pecific, objecti e data a id ntified and includ d from th participant ' raw data to 

upport findings . onfirmation of tran crib d data and the impli d m anmg v r 



clarified with participants during th e data anal ysi ~ pr cess lo ~· upp rt th data . 

The meth od used to guide data analy ·is require that th initial I ha · c mmenc 

with the bracketing and reducti on of an y pr ious experi nc an I idea nc rn1n g 

cu ltural beliefs and attitudes of A women that the r earcher ha know I clge for 

awareness. Once the presupposjtjons of the researcher wer id ntifi cl and brack ted , the 

second stage of data ana lysis began. 

During phase two of the proces , th even- t p procedure d Ii n at d b rg1 

( J 985), the researcher followed a deliberate cour e \vhich directed th re archer to 

initially become familiar with the data by reading and rereading th mat rial to gain a 

sense of the total li ved experience. 

The next step in the process dealt with id ntification of tran ition unit or 

"constituents ." . Key constituents were compared and clarified in light f the concrete 

language of the participants. In the final step of the proce , the phra v ere tran formed 

into the concrete language and tructure of the participant \v hich cornmunicat d the 

whole of the experience. A logical progr ion of continued di cov r \\ h r intimat 

involvement, described as immer ion Par 1991 with th data occur d. During th 

next phase , the procedure requjred reflection on th data in the cont t of th participant 

specific wording of phrases or taternent . La ti th proce proceed d t de cribing the 

essence of the phenom nab er ating and incorp rating tru tural unit of rn anmg. 

Trustworthi11e. sand Threat.· to Validity 

ince the re earcher act d a th in trum nt of data ol I cti n, full di I ur f 
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relen111t information and re earcher qualification wer pro iclecl to ach participant t 

ensure cred i bi Ii ty of data . Transcribed data wa confirmed with ix particpant f th 

study . An external reviewer of the tapes and transcribed data wa emplo ed t support 

dependability of the research process. To addre s objectivity and n utrality of data , an 

inquiry audit of taped interviews and transcribed data wa al o conducted . 

ummary 

The empiricaJ literature document the paucity of studies that ha examrn d the 

cultural beliefs and attitudes of frican rnerican women related to health , health 

practices and body size. A qualitative, phenomenological tud rn thod v a u d to 

describe the lived experience and the meaning of perception of health , h alth practice , 

and body size in relation to cultural beliefs and attitudes of frican rnerican omen. 

one-hour, face-to-face , semi-structured inte1 ·iew a conducted ith eight frican 

American women, ages 39 to 54 ear . Data a anal zed using 1org10 even- tep 

process to uncover themes and will be pre ented in the data anal sis in hapter four. Th 

data will represent the essence of the ' lived exp ri n e" a told b the participant . 



CH PT RIV 

A ALY 1 OF D T 

This chapter details the finding of thi phenomenological tucl , v hich e plorecl 

the lived experiences of cultural beliefs and attitud s related t the perception of h alth , 

body size, and health behaviors in AA women. The ample con i tee! of eight ov rweight 

and obese African American women ages 39 to 54 ear . In anal i according to 

Husserl , the first and best known i the epoche or "su pension" that he d crib in ideos 

in which the phenomenologist "brackets" all question of truth or reaJit and impl 

describes the contents of consciou ne s. Intenti onal it is accompli h db con ciou 

directing the one 's thoughts towa rd an object, in thi ca e, the phenomena of int re t and 

focusing on the essential feature , the meaning of th e perienc as told b participant 

(Priest, 2002). Thus, Husserl ( 19 2) refer to a notion of "intuition" that differ from and 

is more specialized than the ordinary notion of" perience but intuition that ar 

eidetic, marked by extraordinaril detailed and ·i id r call of i ual imag that , 

recognize as meanings and nece sar truths in th m refl cti e and not rn r I th 

contingent things of the natural orld (pre-refl ctive). 

ing the phenomenological approach thi tud gu tion v hat i th ential 

structure of the li ed e perience of influenc of ulniral attitud and b Ii f: r lat d t 

perceptions of health bod iz and h alth b ha 10r among ov rw iQht and ob 
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African American women ages 35 - 54 '? ight worn n pt1rticipat d in an pen- nd cl , 

aud iotape-recorded interview, de cribing their ubj cti, e xpe ri nee of b 111g 

overwe ight/obese. The descripti ons wer anal z cl by phenom n log . ign ificant 

sta tements were extracted , meaning fo rmul ated, and th m identified. en theme 

clusters in four categories emerged from whi ch an d n d. 

Themes extracted from in depth content ana ly is repre nt in totalit of the shar d 

experiences lived by these women over fo ur li fe tage , beginning with th ir earli t 

memories in childhood (pre-reflecti ve) throughout adole cence and oung adulthood, up 

to their current phase in life - middl e adu lthood (reflective) . During data anal i era! 

themes were uncovered , which illuminated ach of the three area e plored . Thi chapter 

includes a description of the sa mpl e and findings from e t n i in-depth anal i of the 

data, using the approach de veloped b., Giorgi ( 19 _ ). Theme \ ere rganized ac ording 

to the areas explored and pre ented according! v ith the 'C ption of one uni er al 

theme that involves all three components of the tud . 

Description of ample 

Descriptive infonnation on the pa11icipant , a obtain d from data coll cted ·1a a 

Demographic form designed b the in estigator prior to the initiation of the inter i 

This information is pre ented in Table 1. Ei 0 ht 

city in the nited tates participated in th tud 

, om n from a major outh\ e tern 

g of th worn n rang d fr 117 9 to 

54 ears, ith an a ·erage age of 4 7 ear . Three f th "' om · rw ight and fiv 

women wer obe e ith B I ranging fr 117 2 .0 to .0 (a\ rag B .2 . Fi 

0 



of the women were single , two were divorced, and one wa rnarri d. ducational I v ls 

va ried from one participant with a high school diploma to tw participant p t ma ter' 

degrees with an average of 16 years of education . ev n participant worked full tim 

and one was unemployed, but currently in a job-training progra m. wid di tribution of 

income was noted, which ranged in intervals from 5,000 - 20,000 le I to the 70,000 -

80,000 with five of the eight women earning greater than 50,000 per ear. 

Family life situations during childhood and adolescenc were complex for a 

number of the women in the study. One participant pent a good part of her late 

childhood and early adolescence in foster care. Two other participants w re rai ed in 

urban areas of other states and moved to the city of in e tigation a adult . Thre 

participants grew up in the rural nearby areas, and t o participant were rai sed in th 

city. Most of the women were from households with two parental figur and on] one of 

the eight women was raised in single-parent home. 

participant is included in the table that follo 

summary of demographic data 



Table I: Participant Demographi c Charac t n tics 
Part icipant Age BMl Marital I ncomc -Thou ancl Education Empl oyment 

Statu s Y car_ 

P0 I0 5 1 28 .3 Divorced S40.000 - 50.000 16 Full Ti rn c 
P0 I l 39 29.8 Single S 5,000 - 1 0,( )0() I) n rnploycd 
P0 12 39 50 .2 Sin n- le S30,000 - 40,000 , .... 

_) Full 1 ime 
P0l3 46 37.8 Di vo rced S60,000 - 70,000 17 Full Ti me 
P01 4 52 52.0 inglc S70,000 - 80,000 16 Fu ll Time 
P015 53 26.0 ingle S40,000 - 50,000 15 Full Time 
P016 43 45.5 Marri ed S70,000 - 80,000 ,~ Ful l Time 
P017 54 27.8 Sin o le $70,000 - 80,000 2 1 Full Time 
Mean 47 .1 37.2 $48 ,000 - 59,000 ]6 

Range 39 - 26- 52 I 2-2 1 

54 

Findings 

Data analys is of the co ll ective experi ence of the women in thi descriptiYe 

phenomenological study yielded one mega theme and ten major themes . Food emerged a 

a universal theme that was a constant thread that dom ina ted much of the life exp ri ence 

of the women in thi s study. They viewed health a hov ou look and feel~ KnO\\ I dge 

deficit, and awareness of health emerged as the es ence of participant ' e peri nee 

related to the perception of health ; elf satisfaction ith ph ical appearance and the 

preferences of AA men toward large size, omen (like omen, ith meat on their bone ), 

were the themes deri ed from perceptions of bod size. Finall fi theme were 

extracted from the data related to health beha ·ior · cared for guided upported: 

di sassociation~ struggle to regain balance· r liance on traditional cultu ra l prac ti c and 

mistrust. 
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Table 2: Table of Themes 

CATEGORIES AND THEMES 

CATEGORY 

1. Universal Food 

2. Perception of Health 

3. Perception of Body Size 

4. Perception of Health Behaviors 

THEME 

Food a an integral part of life. 

Health i how you look and feel. 
Knowledge deficit of health. 
Awareness of heal th needs. 

Self-perception of physical appearance 
Size Prefi rence - African Am rican men prefer 

larger more curvaceou women 
Care provided guided and upported b 

parental fi gure while at home. 
Disassociation - lo s of control f learned health 

habit . 
truggle to regain balance of health beha ior 

Reliance on traditional cultural health practice 
Mi trust of the healthcare s tern 

Category 1 : Food the ni versa! Theme 

Food as an Integral Part of Life 

Food is an integral part in all facets of life among the om n in thi stud 

represented a variety of functions and s mbolic meaning , hich t nd d aero s the 

variable explored and tlu·oughout the life tages of the om n in th tud . It i trul th 

center of entertainment within the famil . xp nence 

memories recalled by paiiicipants during the int r i . It 

om of th fir t 

ntati 

mea ure against illne s. Paiiicipant recalled meal b ing pr par d fr m cratch hich 

was consider din its purest state wh n grown and prepar din th h m n ir nment r 
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purchased from organic food markets. Eatjng well or h alth wa viewed a health 

prevention . Certain foods were considered taboo and thu , harmful to h alth . For 

example, food cooked with tomato sauce was a sociated d with a woman ' s month I 

biologic process. The types and amount of food consumed \ as recogniz d a a 

contributor to gajning excess weight. 

Food was also used as a source of comfo11 to help in dealing with tres ful 

situations and ljfe events such as loss ofloved ones . Partjcipants recalled event wh r 

they and/or other family members engaged in emotional a ting. For ome of the worn n, 

limited resources during childhood meant food carcjt and limited choices, thu the 

expense of eating healthy food was perceived as a barrier to weight lo throughout the 

lifespan which impacted the li es of some of the women in th is stud . The traditional 

high fat meals consumed such as fried food , were mbol of cultural practice pa ed 

down through generations. Food was relational a well a soc ial and s mbolic of 

celebrations and family rituals. Every event wa built around c 11ain meal . Becau of 

these cultural and social practice , food a definite! a barrier to eight lo . In 

addition, limited financial resource meant health food \ ere more p n 1 e and 

therefore, eating le nutritiou and higher calorie food as the norm . upporti 

statements of the subtheme include: 
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Food os heolth pre1'entio11 . «I gu · th y JU t feel you like hell - if yo u w re 

kind of fat- they were convinced that that it would 'lOp yo u from getting ick" 

(Gabby). 

1 eat heaJthy. Ninety percent of my mea ls that I eat I prepar my If I' m not a big 

meat eater. The meat that 1 do buy i from a fan11 . I don't eat chick n uni s th 

are farm raised. A lot of vegetab les ~ we eat more vegetabl e than \ e do meat. I 

don ' t eat anything white. 1 eat brown rice and u e brown sugar, and we eat r d 

potatoes. So I ha ve changed a lot and acquired a lot of m mother ' , a ( nn) . 

Food as a symbol <l rnllura/ belief~· and toboo. M dad v,·a from Loui iana, o 

he didn 't like anything that was red, [it reminded him of a certain month! tim 111 

a woman 's life] so my mother rea11 y had to cook t\ o di he . If it a goulash 

we would ha ve plain goulash and then we had red goula h. Red indicated tomato 

sauce, and he did not eat anything with tomato auce in it (Iv ). 

Food choice as contributing lo overweight and ohesily. mother m th r 

promoted heavy eati ng. Her table ah: a s looked like the table in the movie oul 

Food ' ... before she sta11ed dietino e had fried chi ken and macaroni and ch e 

and stuff like that er u - bak d chick n ith alad or bak d chjcken" ith ric 

and salad or something like that (Gabb ). 

"My grandfatb r alwa s got doughnut from a doughnut plac . It wa hipl 

back then . But I' got to tell ou that in ord rt at tho doughnut , w would 

put butt r on them toa t them and w tb ught, w r in h g h a\ n (Iv ). 



Food as a source of comfort. "Me, personally-like I said, I am an emotional eater, 

so if I'm stressed or something is bothering me, then I'll eat junk, probably 

something sweet, something I'm not supposed to. That would probably be my 

biggest barrier. If I am under stress, yeah, I'm going to try to eat through my 

problem. And I think that's been one of my biggest issues from childhood to 

now" (Dana). 

"My momma ate when she was sad--food was a comfo1i thing. And also food was 

a big deal for us to gather around. She felt happy when she had a lot of food 

(Gabby). 

Food deprivation as a symbol of poverty. Well, as a child I ate whate er the 

cooked 'cause, you know, if you don' t eat- if ou don teat it oujust go home 

hungry- go to bed hungry. And we onl ate stuff like ell grits or cereal or 

toast and stuff like that. And then as I got older e started ha ing like meat nee, 

a lot of vegetables, and cornbread (Gabb . 

During that time of my growing-up era it a to clean our plate ast not ant 

not. And that's because they grew up in a time here, ou kno m grandfath r 

said they carried biscuits in a s rup contain r or omething t ing to alk to 

school (Fay). 

But they ere also from the Gr at Depre 10n h r ~ od as ah t omm di 

and it was ery easy for them to be thin b cau e as a matter f fa t th didn t 
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have any food. But so it was easy for my mom to be thin when she was growing . 

up. There was no other way for her to be (Ann). 

Food cost as a barrier to weight loss. I feel like sometimes that losing weight is 

very expensive because when you cut out that junk, then you know you need to 

go-well, I want to go to whole foods. I see it like - you don't have to go to 

whole foods. I would prefer to go to whole foods but that's very expensive. But 

you know, it is hard just trying to keep that diet balanced (Fay). 

And even though it costs a little bit more money at the end of the day it is well 

worth it. But I know some people and their kids are overweight because they 

can't afford it. Really- they can' t. I mean you can really go and get a whol 

bunch of junk food for real cheap but arugula and leafy lettuce and all that stuff is 

expensive. It's really expensive. And the drinks the right drinks for ou and 

things like that, those things are expensive. But if ou can t afford it, it s hard to 

tell somebody what to do in their household if the ju t can' t afford it and the 

have kids .. .it's more expensi e to eat healthier. And with me because I ha 

diabetes and things like that the want ou to eat healthier o I found out h n I 

started trying to do better that it co t more mon to eat h althier. And I c uld 

see why people eat a lot of junk because it heap r Dana . 

Food as a celebration, family ritual, e ne er ate a meal ithout pra ing er it. 

We alway prayed for ther to al a b plentiful £ d for P, ,P,..,, ,A planet 

and for food to b good. On Thank gi ing 
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father and my mother would cook, and any and everybody who wanted to come 

by to get a plate of food ... Fried chicken- that was a treat, on payday- We 

couldn't wait for my dad-he got paid every two weeks, and when he got paid 

we'd all pile up in the car and we'd go to the store and get a chicken and watch 

my mom cut it up. You know, I still cannot cui up a chicken today. It's really 

sad. But we'd have fried chicken on the days that he got paid because it was a big 

whoop. It was a big deal (Ann). 

Food as a symbol of caring and security away from home. I can be exact. I left 

home in 1974, but I went to a w1iversity that also grew everything on the grounds. 

It was Sam Houston State University. It had an agricultural department, and hat 

they produced there they brought to the different donns and the cafeteria people 

cooked. It was mostly Blacks in the cafeteria and I m going to tell ou e had 

some fine food. Homemade doughnuts every morning grits bacon ggs sausage 

cut up fruit fresh. Lunch could be some ort of ca erole that the baked breads 

were always present and, salads. And then dinner as th am . had a I t of 

beef-steak, good steak chicken pig and co 

Food as a symbol of rebellion. Because m si t r consid r d th m as 

having an eating disorder as well and becau m m th r ant d them t b thin 

they just kept eating. They could control hat th re doing and th 

would say 'I don t ant to b thin. I don t ant to b hat u ant m to b 

(Ann). 
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Category 2: Perception of H alth 

Anal ys is of data revealed three theme which em rged under th p rcepti n f 

health ; health is how you look and feel, know] dge defic it, and awarenes . 

Heu /th is How Yo11 l,,ook and Feel 

Although several perceptions of health were gi en by participants, the notion that 

health was experienced through how one felt and looked was a con istent recurring 

theme. Health was perceived as a feeling of emotional and phy ical wellbeing her one 

is able to experience I ife in good mental and physical functioning. Health sta tu was also 

considered a visible commodity, which can be determined by cbaracteri tic that are 

revea led through one 's appearance. This theme also repre ents the attitude or belief that 

how one lool is an important factor in determining one s health tatus in relation to 

overall health as it relates to body size, which ma or ma not indicate whether a person 

is healthy or not. Supportive statements are: 

"My ideas and thought as related to health. e hould all be in good health . 

Health is not just what you eat but it how ou feel and ho ou look and v hat 

your mental abilities are ." (Eden 

"HeaJth i a state of being- how ou feel ho ou look and v hat ou do . . . 

Health to me means waking up e ery morning ti eling 0 ood Fa . 

" It ju t mean that ou 're in good hap ou fi 1 °ood. ot ju t look good but 

ou feel good and ou are in good hap good health. 1 di all Im an (Iv 

Health children ju t look d lik all th kid in rn n ighb rhood. v didn ' t 
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know we were unhealthy, so we all thought we were healthy ... I looked like, I 

guess the average young person growing up. I wasn't chubby or anything, so they 

looked like me---happy, fun-loving, wanting to play, interacting with other 

children. You really didn't know what a definition of sick was---you would hear 

parents say, that Johnny is not coming to school today. You kinda say I guess that 

means he's not feeling well, but why he 's not feeling well, you don 't know. And 

the concept that he 's healthy, he 's not healthy, at that age you don't know (Fay). 

"I was really not concerned with it [health as a teenager]. Yeah. I just was 

concerned with looking good." (Ann) 

Knovvledge Deficit Related to Health 

Paiiicipants experienced a lack of knowledge related to health du to a lack f 

exposure to the appropriate information. Ackley & Lagwig (1999) defines kno ledge 

deficit as a deficiency or absence of cognitive information concerning asp cific ubje t 

or topic. Access to health related information was limited in the communit during 

the time pa1iicipants were growing up. Most of th omen did not ha e routin health 

check-ups, nor did parents or guardians. Participants as childr n and teenag r lack d the 

knowledge and information about health, hich continu d for om into ung 

adulthood. This theme revealed that concepts and the a ar nes of h alth r difb r nt 

in early life stages compared to the later one . Pere ption of h alth r limit d to hat 

was expressed by parents or guardians. Kno 1 dg limitation f par nt and uardian 

influenced participants thoughts and id as about h alth. upp rti tat m nt in lud : 
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When you are growing up and nobody is teaching you how to eat healthy, it's like 

the movie Soul Food. On Sunday, everybody is cooking everything, that's kind of 

how it was. As we got older, when my grandmother was sick and things like that, 

that's when they wanted to start talking to you about weight. But then when 

you're a teenager or in your 20s, it 's a little late to kind of try to change 

somebody's lifestyle when they've lived their whole life one way ... as far as when 

I was growing up, it wasn't. And I actually had this conversation with my mom, 

and it was like it's a learning process. It wasn't taught to me when I was little. 

So now I'm learning it for myself as an adult, and the only thing I can do is take 

that and reflect it on my children because it wasn t taught to me (Dana). 

[I] didn't really think a lot about it as a child. You heard the ord 'healthy. I 

think growing up, in the era that I grew up, ou didn't reall - I guess kno ing 

what it took to remain healthy or what it took to sta health . It asn't discu sed 

a lot (Fay). 

When I was a child, again back in those times ou if ou re a littl thick a little 

stocky, they thought you were reall - reall a health child. That asn t 

necessarily trne nor was it untrue but that s hat- hat th beli e- if our 

child was kind of fat and plump oh eah that' a health child right there. oda 

that's just ignorance (Gabb ). 
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Awareness of Health 

Awareness is defined as having a realization, a perception, or knowledge of 

something through personal experience or exposure to the information (Mish, 1984). 

There was a process that occmred during the transition into adulthood. This theme 

reflects the recognition of the need for information about health and the acquisition of 

knowledge, although with limitations, during primarily young adulthood and the current 

middle adult stage. For most of the women, health information was not readily available 

as children and adolescents because of the limited knowledge of parents and guardians 

and restrictions on access to healthcare. Few of the participants were e er seen b health 

care providers as children and only as if a pressing health concern arose as oung adults. 

Frequently, the realization of the importance of being healthy was prompted by 

pregnancy or the occurrence of health problems among themsel es other famil 

members, and friends. Supportive statements are: 

Becoming a young adult as I started aging then it b came a little more important 

or you became a little more aware of hat as in our famil line. ike hen 

you would go to the doctor and ma e filling ut a medical hist r ur 

parents or whate er. It finall started clicking hat th m an ab ut th 

bloodlines or what geneticall runs in our famil , o it started making me 

sense ... Probabl as I started getting a littl mor matur and r ading and I ou 
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the emphasis on health and how to stay healthy or how to become healthier. I 

found that just reading and, in general, talking to people made me more aware 

(Fay). 

I learned that as you got older, that the kinds of food you ate had a lot to do with 

it. When I was younger, of course I did not care. I ate candy, any kind of fried 

foods there was, but as I got to be an older adult I knew that I couldn't do that or 

I shouldn't do that (Hana). 

Category 3: Body Size Perceptions 

Analysis of data yielded two major themes in body size; self-satisfaction with 

physica] appearance and African American men prefer larger more curvaceous omen. 

The two themes reflect the fact that most of the participants in this study had experiences 

and perceptions that are outside of the generally held opinions of mainstream society. 

They also suggest that experiences of the majority of the women in the stud follo 

along traditional cultural beliefs and attitudes about omen s bod size held o er 

generations within the African American culture. 

Self Satisfaction with Physical Appearance 

The overwhelming majority of participant in the stud did not gaug th ir ideal 

body size by body weight or traditional size standards such a a pecifi iz of a pi c of 

clothing. Ideal or acceptable bod size as judg d ace rding t ho 

clothing or how physically comfortable the per on as. Ith u0 h 

oked in th ir 

ral fth m n 

were larger than the desired onl two of the participant ascrib d to nati nall 
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recognized body weight standards. The women also cited influences from Aftican 

American community in the form of role models and popular media. upportive 

statements include: 

I don't really try to look at weight. What I look at with me is that I want to be 

comfortable in my own skin, in the clothes that I wear, not how much I weigh 

because I can weigh 180 and look like a stunner (laugh). And that s just the truth. 

To me, like this, these extras (fat rolls around the midriff) that bothers me. o ifI 

don't have these extras but I have these hips; that, could work for me. If I can 

lose some of these hips, that will work for me. But it's how I fit in m clothes 

how my trousers hang on me, how a shirt looks on me. That's what matters to 

me, not how much I weigh because if my clothes look good on me I feel good, 

then it is what it is. I was happy at a size 22-24. I had a little stomach but it 

wasn't real big. I had hips, but they were nice, the were curv , and I a happ 

with that. I didn't have a desire to be an mailer. o to me eight, it' just ho 

I feel in my clothes. When people sa "Oh ou e lo t eight I don t ee it. I 

never see it. I' ll be like 'I did? Thats ju t kind of ho I am. I don t see it. I 

don t see it in my clothes; I d n t lo kin the mirror and ee it. But that j t 

(Dana). 

As I get older, you see sometimes gaining eight i not a bad 

or you see it as a normal form of life b caus ut f high ch 

pounds ery quickl college ear ou put on the p und . 
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deal with some realities. You also see just because you' re a larger size do sn't 

mean you're just so unhealthy. Or we go through the trends like when we went 

through things about fat is not as ugly as we thought it was, especially with the 

Moniques and advertising in the magazines that you don' t have to look like that, 

like with Queen Latifas and them, so you start being kind of influenced by the 

media also (Hana). 

I feel absolutely thin now. I'm overweight, I know. I have been overweight all of 

my adult life. I have at least canied about 15- I ve gone up 20 pounds more than 

what I-and I don't sweat about it. I real! don 't. I buy clothes to fit my body, 

and I keep moving as long as when I go to the doctor the doctor sa s I am fine 

(Ann). 

Size Preferences-Aji-ican American Men Prefer Larger, More Curvaceous Women 

The perception that most AA men have preferences for omen of larger bod 

sizes than normal, and/or women with fuller bod figure t p s appears t be culturall 

embedded into the AA way of life. Other description included oluptuous plump 

curvaceous, and big. Shared experiences ere primaril related the m n of a 

potential or actual partners. However some the omen r call d ituation relat _ d t 

body size preferences or acceptance, which includ d men in oth r ignificant role su h 

as a parent, other famil member or a friend. Thi th me as upp rt d b data fr m i, 

out of the eight women intervie ed. upporti stat m nt in lude: 
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I think black men like women that have something that they can hold on to. They 

don't want them to slip through their fingers. I just think that being voluptuous or 

whatever is acceptable, being plump is acceptable. If you're too petite, 

something's got to be wrong with you (Cami). 

I think with a woman who has a little bit more weight on her what the scales 

consider overweight for size, they don' t see that as ove1weight. They see that if 

you're a little bit overweight, it's fine by them- then you're considered to be fine 

[ emphasis added]. . .let's say like the boyfriend or boyfriends over time. ince I 

have always dated black men, black men in my experience have never really 

complained about having a little bit more weight on us compared to another 

nationality (Hana). 

It depends on what culture you are. I think different cultures ha e different 

perceptions of what pretty is and what bod type is acceptable r th norm for 

beauty. So I really think it's what culture ou are, becau some cultures that 

think women who are a little thicker are more beautiful and some cultures think 

the thinner you are the more beautiful ou are. ome like petit omen . . .I think 

African American men reall do lik hipp [large hip ] omen. I reall d . I 

know my dad says legg but I reall do think the re either leg gu r mo t of 

them like hips. The majorit of them don t lik littl bone thin m n- but m 

do. You ha e your norm e e h re but Id n t think 

Two of the eight omen in th tud pr d pp ing . Th t 
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women were the smallest of the group and both expressed going through periods where 

they were obsessed about gaining weight and actually experienced problems with 

bulimia. One of the participants suffered with both anorexia nervosa and bulimia ince 

childhood but she currently felt stable and is doing well. It is important to note that both 

women had one parent who was extremely negative about overweight women. The 

following statements demonstrate this fact very clearly: 

My parents-my mother instilled the fact that fat is horrible and in ord r to not be 

fat you had to eat less and exercise, and that was a part of my mental pro bl m, o 

that's where it all staiied. She constantly said "You have to eat les . You ha e to 

eat a lot of fiber. My mother was a very healthy person. But I was th ounge t of 

five girls, and I was the only one that asn't hea 

eating disorder...For my mother, she liked T igg 

I as th onl on ith an 

1gg as a model hen I 

was growing up, and Twiggy was thin- ultrathin-and m m m uld sa 

" ow, that's how you re supposed to look Ann). 

My daddy didn t like no fat woman- He as a ery tall and 1 nder man. He did 

not want to gain weight. He ate but he didn t g t big and he as e tr m 1 acti 

My momma had problems ith m dad b au ot fat on him and h didn t 

like it. .. I observed how m dad looked at m mom and I und r tood that h 

needed to lose it (thew ight). o that r all influ nc d m 

when I get older ... Men do not ant a fat oman. Th r 

they've got a bad attitude and I think th ha ea bad attitud 

1 7 
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say today's men or today a man does not want a woman that is ov rw ight - they 

express that in everything they do (Gabby). 

Category 4: Health Behaviors 

Five major themes that relate to health behaviors surfaced during the analysis 

process, which spanned from childhood to the cmrent life stage of middle adulthood. The 

themes were: (a) care provided, guided, and supported by parental figure while at home, 

(b) disassociation - loss of control of learned health habits, ( c) struggle to regain balance 

of health behaviors, ( d) reliance on traditional home remedies, and ( e) mistrust of the 

American healthcare system. All participants were born between the mid l 950's through 

the early 1970' s where many African American families consisted oft o-parent 

households and most often an extended family (Allen 1995). 

Care Provided and Supported by Parental Figure While at Home 

Seven of the eight women in the study gre up in a home en ironment here 

there were two parental figures. There was also some support and guidance from ne or 

more extended family members. Most participants recalled that po iti child-r aring 

practices were employed, which included pro iding balanced meal and 0 uid d ph sical 

activity to the extent of the knowledge of the parent /guardian . ultural attitude and 

beliefs about family and child rearing practices ere pas ed down grandpar n ere 

often called on act in the role of parents hen er th occasion aro . he 

up in an era where the family unit as th primary urce f 1 , and upp rt· 

supplemented by the extended famil and communi . upp rting tat m nt m lud 
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My grandparents were the main caregivers for me ... "they were v ry positive role 

models. They provided balanced diets, like I said, the extra-curricular activities 

books, magazines to read. We always had well-balanced- the only thing, I mean, 

I liked- I would eat my vegetables because we had a garden so there was always 

plenty of grains, beans, peas, carrots, whatever grew in that geographical area. 

We had meat. We had chicken, the basics, chicken, beef, pork, and fish. It was 

fried, baked, boiled (Fay). 

You could participate in a choir or dance or whatever, but you always had to 

participate in some athletic activity. So I ran track. They didn t care if ou 

danced or sang or whatever, cheerleader, whatever it as but ou al a shad to 

participate in an actual physical sport. So I was on the track team ju t because I 

had to be on the track team. But I really lo ed dancing, and Ir alize I as doing 

two active things, but they didn t consider dancing acti 

(Eden) . 

o that as different 

An atypical practice among African Americans at the time the e men gre up 

was the practice of vitamin use. Ann who as rai ed in a ortheastem stat , r calls that 

her mother instituted certain preventati e beha iors b cause fin£ rmati n h btained 

from a weekly radio broadcast. 

My mom listened to a radio station aft r he had h r fir t child and th r as a 

doctor arlton Fredericks that u d to com and h t Id h r that 

you could change bad health in one gen rati n· and b pr m tin g d ating 
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habits and supplementing your meals with vitamin , that you can get th ultimat 

in health for your children and for yourself. And that's what my mother did. We 

had a regimen of vitamins, we had healthy food, we had to drink a certain amount 

of water, and this is always while we stayed in her home ... My mother us d to 

always cook and prepare a healthy meal ... he always made sur that we had 

vitamins and that we were well taken care of. We always went to the doctor 

(Ann). 

Disassociation - Loss of Control of Learned Health Habits. 

Pickett (2006) and Mish (2006) define disassociation as the pr ces of parating 

or detaching, to break apart. For most of the women the young adult ears ere a time to 

leave home for either college or to establish a life apart from the famil of origin. 

However, participants experienced a loss of control in relation to their lifestyle and health 

behaviors, once they were away from the safety and ecurit of the home n ironment 

and the influence, guidance, and support of parent and the t nd d famil en ir nment. 

Suppo1iive statements include: 

During your college years you tend to eat hat cheap hat' a ailabl . e 

used to go down the street here fi r 25 ou uld g t hat call d a 

sweat burger but it as hamburg r or ah tdog. In b t n tud ing \J at ut 

of stress. The tres oft ing to pas t c mfi rt fi d b am a g d fri nd; 

chips popcorn soda out of the ma hin and f ur th Ii 

(Fay). 
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My health practices changed at the age of 19. I tried to eat very h althy. I was a 

model -I was a size 6 then. I stayed at that size for a long time. I was laid off 

from my job and out of work and dating a guy with an eating problem and I just 

sat at home and ate. That's when I sta11ed to gain weight" (Gabby). 

"I guess during my 20s I lived the fast food life, and I'm paying for it right now 

(Eden). 

"I think that 's when my health started to deteriorate - around 27of age. I just kind 

of let go of everything. And I think for the last ten years- becau I'm 3 9 now

I have been really just struggling" (Cami). 

Struggle to Regain Balance and Control of Health Behm iors. 

After a period of time, these women recognized the need to change health habits 

from primarily young adulthood, where negati e health beha ior had resulted in eight 

gain and the development of chronic disease. For two of the obe e pa1iicipant , this as 

the point of decision to work toward decreasing their bod eight. The omen are 

currently working towards regaining control of their h alth and health beha ior but 

encountering some difficulty in achieving their goals. Thi as the case for all om nm 

the study. upportive statement include: 

It's just like drug abuse alcoholi m· ou probabl got 12 tep that u n d t 

go through that you fall off ou re tart th m. that I don t £ el li I m t aling 

food or anything. I m doing things graduall . That m the or 

me ... "It has to be done ou ace pt th fact th n u d m thing about it. 
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So I am gradually, like I said, I decreased my sodium intake. I am not ating 

French fries everyday; I am not eating the whole chicken every day. I limit 

everything in moderation. I walk at work. I'mjust slowly trying tog t into a 

better exercise of diet. But I don't want to call it diet. I guess a better r -t aching 

of what I need to do to correct and lose some of this weight (Fay . 

"For my health habits now are I exercise, I tend to kind of be a littl mor 

cognizant of my foods such as cutting out the fried foods and tr to increas 

vegetables. Of course that's always a struggle. I still wre tle with thing that I 

had difficulty with in my childhood which are s eets. I ha e decreased the 

amount of fatty foods because I am starting to s e an increase of the high blood 

pressure, the cholesterol, and the blood sugar le els o therefore it s kind of like 

I'm getting scared because I m trying to a oid the medications to b cau I kno 

so many people, as well as family members ho do take tho medication 

(Hana). 

[As a middle adult] It 's important. Its er ery 1m ortant. It ju t that I e 

lost control, and I'm grasping to get that back no . I lo t-it mor 

psychological now. Its like I kno that I m uppo d to d ertain thin° but 

I'm not doing them and I fe 1 not helpless n t po rl 

the self-discipline to go forward ith a health r gim n. It p 

(Cami). 
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Reliance on Traditional Cultural Health Practices 

The reliance on health practices passed down through generations was common 

among the families of the women in this study. The reason in part is due to lack of access 

to traditional western and health care providers. But it is also deeply entr nched w re the 

attitudes and beliefs about self-reliance and help seeking of care from within the tended 

family, community, and friends. Health prevention was practiced through things such as 

Cod Liver Oil, laxatives such as Castor oil and yrup of Black Draught u d £ r 

cleansing. Often visiting a doctor or hospital was the last res01i when h me rem die 

were ineffective. Experiences revealed that there is still at nd nc to rel on long 

standing concepts of home remedies for health conditions before acces ing th health 

care system. Suppo1iive statements include: 

When we got sick, we always had to ha e that old-fashioned--old kind f 

whiskey. It had an "old on the label. It as a brown bourbon or hi k - I 

don' t know which one- and ou had to take ajigg r of that with 1 m n and 

honey and boil it on the stove, and then ou had to drink it. .. an br athing 

problems, sinus, or whatever that hat ou had to ha . And th n u had to 

take a bath, and then you put on ick - ou kn that gr n 1c in th blu 

jar--on your hands and our feet and ou had t put n k . d I think after 

that ou just didn t want to b ick anymor . ou to 

the doctor. I m going to a thi h n I had pn um nia in th 
th 

grad th 

reason kn I had pneum nia tri d all f th thin and 
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they still did not work. And so I had to go to the doctor becau e my mom was 

like, "There's something really wrong with you." And so I had to get antibiotics. 

But I was-what?-13 before I even had antibiotics. o it 's not something I just 

do. This Hispanic lady told us about olive leaf, that you should take to get rid of 

all that sinus and change of the weather things so since my 20s maybe wh n ver 

change of season comes along, I start taking two olive leaf extract 'if you did get 

sick they gave you some medicine like Black Draught or something like that 

Vicks Formula 44 and Pepto Bismol. We only went to a hospital if we had to. 

My grandparents did not have access to health care growing up. You ent to the 

midwife to have babies, and if you were sick, ou went to some herbalist. The 

didn't call them that then; they called them a little old lad in the ood. And so I 

guess we stayed healthy, knowing that e didn t ha e ace ss to health ar . 

Those were their thoughts, and so they rais d all of their children to think like 

that. And so like I said, when I get sick e en toda I put on that i k and I 11 

put on those socks (Eden). 

· The only cultural practices ere rup of Black Draught on a kt clean 

out the body, a bo el movem nt. om time if ou lik if u had a 

fever, but one ould go to the doctor al o Fa . 

Mistrust in the American Healthcare y tern 

The theme of mistrust de elop d out of a c mpl t f i ue parti ipant 

family member or the frican American thni r up r tr at d unfa rabl th 
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healthcare community or were not given due consideration for health concerns. 

Participants experienced a lack of trust related to the historical maltreatment of African 

Americans over time or personal situation experiences with the healthcare system. Issues 

surfaced SlllTounding decisions about research directed toward problems confronting 

African Americans; a lack of trust in researchers of different ethnicities· and the failure of 

those in healthcare to provide necessary information and safe, effect car . upporti e 

statements are: 

When I was in high school, we studied the Tuskegee experiment and we talked 

about a lot of the things that happened to African American people back before 

we were even looked at as people. I was pretty discouraged and scared and 

always thought that, I'm not going to give the doctor the upper hand. I uld 

definitely go to an African American doctor before I ent to a aucasian d ctor 

just believing that the [African American] doctor ould not hurt m and his 

whole race (Ann). 

I've been given medications that almost killed m so I ta1i d d ing tri tl 

preventive care. You really don t trust doctors that mu h b cau om fth m 

are not that informati e. And you kno u ha to read up n ur hi t and 

stuff and follow th~ history. I think thi 

really care about- in m mind, Im g 

m opm1 n I 1 that th d n t 

frican Am rican . I 

feel that they just deal ith ou half a - n ugh t et u out O t th 

and that s that. o that h I do pr nti n. r d alt ith t m n d 
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different nationalities that, uh-mm, are pretty cold. You know, when I had a 

hysterectomy they didn't explain anything to me. They just threw me out there 

and I was, like, okay. And then they don't really- I don't feel that you're really 

being helped so there's a lack of trust with the healthcare system on my part 

(Gabby). 

Summary 

The chapter detailed the findings of a phenomenological study describing the 

lived experiences of influences of cultural beliefs and attitudes related to percepti ns of 

health, body size, and health behaviors in African American women. The sampl 

consisted of eight African American women ages 35 to 54 years of age. Before data 

collection all participants were given full disclosure of what th study entailed, hich 

included a contact of the person responsible for the guidance of the in estigat r. Data 

were collected during a one hour, face-to-face intervie ith each participant. Th ere 

allowed to speak freely about their lived experienc s ithout in stigator prompting. 

Questions were asked only for clarification. A total of ten major theme and on 

universal theme were extracted from the data. The coll cti e finding repr nt th 

subjective experiences of the eight women from childhood to middl adultho d 

concerning the research variables. 
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CH PT ER V 

D1SCU IO OF FI DI G 

The qualjtative research study was used to im· tigat a ph nom n n f int r t 

related to health issues in African American Women . Th method of phenom nol g wa 

employed to explore influences of cultural attitudes and belief: related to perc ption of 

health ; body size~ and health behavior among eight over-weight and obe e \ 0111 11 

35 to 54 years of age. The rationale for using a qualitative approach i that th aim of th 

project is an attempt to make sense of the phenomena through meanings p op! bring to 

them. The method uses a naturali st ic approach that seek out under randing th 

phenomena in specific settings or contexts. Fu1ther the method can b u d to b tter 

understand any phenomenon about which little i t kno\ n. Ther are man tudie 

which investigated health issues such a obe it ov n eight h alth b ha ior and the 

perceptions of health in African merican women but there ar 

with a deep approach of the meaning of the e problem and hO\ the I ue ar 

intertwined with the ery fabric of the Ii ofth e \VOl11 11. 

umma1 

total of 11 theme were extracted fr rn informati n brain d from int rv1 w 

with participants. Four categori of theme merg d (Table,_ . Th th me \\' r r lated 

to the three variable tudied and r pr nt d diffi r nt p ri d f !iv d 'P n n for 

the women from childhood to th current tag (middl adulthood . Th har d 
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experiences of participants revealed cultural attitude and b li efs a quir dover time 

th ro ugh socia li za ti on deeply influenced how they viewed hea lth , their one ption · f 

body s ize and body image values, and the way they practiced h alth . R ult al o 

revealed that social and environment condition unique to s, interacted \ ith cu ltural 

influences and resu lted in a reality that is different from the dominant population . 

Discussion of Findings 

Findings from the study resulted in four separate and di tinct cat gon of 

themes. Category one emerged as a universal theme; food a an integra l part of life . The 

theme was fou nd to have symbolic meaning for the worn n that began earl in life and 

extended to their current station in life and over the three area explor d. The ubthem 

whi ch surfaced under category one are: (a) food a health pre ention b food a a 

symbol of cultural beliefs and taboo, (c) food choic a contributing too erweight and 

obes ity, ( d) food as a source of comfort, ( e) food d pri ation a a s m bol of po rt ( f) 

food cost as a barrier to weight lo s, (g) food as a c lebration and famil ritual, h) food 

as a symbol of caring away from home and (i) food a as mbol of reb llion. 

Category two, perception of health produced three them · health i ho\ ou 

look and feel , knowledge deficit and awar ne of health . he theme illu trated that 

perceptions of health were culturall related and e pen nc from hildhood influ need 

current thought and id a about health . In cat go thr e p re pt1on 

theme em rg d hich r lated to bod iz , elf- ati faction v ,ith ph 

IZ 

al app aranc 

and that m n prefi r om n v ith larg r rn r u aceou bod 12 r fl t 
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traditional cultura l beliefs within the AA communit , which are pa d do\\'11 0\'er 

generations . Five themes surfaced under the categor four perc pti n ot' h a Ith 

behaviors . The first three themes in the fourth and final catego1y, chr ni cl d th pr cc 

of growing up in an AA family where, for most of the participant , children\ re lo\·ed , 

valued and cared for , yet with limitations of resources~ hea lth knowledg and a c to 

health care. Dissociation followed during young adulthood a the worn n encount r d th 

stresses that accompanjed leaving home and attempting t establish a life ou t id f the 

family. The third of five themes related to health behaviors truggling t rega in balance , 

describes the current stage of Jjfe, where long randing habits, life tre or , and 

situational factors make establishing and maintaining po itive health behavio r difficult. 

The reliance on traditional cultural health practice and a mi trn t of the m rican health 

care system revealed experiences and perceptions from earl childho d and continu d to 

the current life stage unique to A s which influence curr nth alth b havior . 

discussion of each theme category follow . 

Category 1: Food 

Food as an Integral Part of L!fe 

Food is a complex phenomenon among 

111 ersal Th rn 

b caus o much of th lifi it If i 

wrapped up in food . s a univer al theme food a an int gral pa1i of life wa a thr ad 

that ran across the three area of p rception of health b d 1z and h alth b ha\'i r 

and over the life span of the om n. Leining r and far land 00 a rt that 

culturally food ha e en urn r al function and u . Th v n functi n and u f 
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food as described by Leininger & McFa rl and (2002) in lud : (a) maint nanc of bod 

functions and produc ti on of energy, (b) e tabli hand maintain ocial and cu ltu ra l 

relationships with relatives , friends , strangers, and other (c) a s cia l r lati n hips 

or persona l closeness or di stance between people, ( d) to cope with emoti ona l tr 

conflicts, and traumatic life events, (e) to rewa rd , punish, and influence the b havior of 

others, (f) to influence the political and economi c status of an indi idual or group, and (g) 

access , treat , and prevent illnesses . 

The findings deri ved from the meta-theme of food were consi tent ith culture 

care knowledge and practices. The subth erne that emerged repre ented i of the e en 

cul tural practices and beliefs related to food as described b eininger and cfarland 

(2002). [ n addition to the basic u e of food fo r meeting bioph ical need the women 

recaJied multiple symbolic and functional meaning food held over life e penence 

which aligned with Leininger theory . The ubtheme food a health pr nti n and food 

as a symbol of cultural taboo (avoiding foods belie ed to b harmful) are repre entati ·e 

of the function , to access, trea t, and prevent illne . Food choic a c ntributing to 

overweight and obesity reflect a cultural tradition which i oppo it to the abo ·e 

prescribed function , et descripti e of a contributing fact r to th v ight tatu of th 

women in thi s stud . Third food a a ource of comfort i con i t nt ith th fun tion 

that food i u ed to cope wi th tre s trauma or conflict. F rth . food deprivati n a a 

symbol of po ·ert and food c t as a barri rt \ ight l ar a iat d \ ith a mbol 

of political and economic tatu . Fifth, fo d a a c I bration and famil ritual and a 
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symbo l of caring and securjty away from home ali gned with th funct i 11 f Lab Ii hing 

and maintain ing relationships. Food as a so urce of rebe llion i refl cti · f rewar I · and 

punishments. The subthernes were also supported by fi nding fr 111 tv o oth r qualitati ve 

studies (Combs-Jones, 2004; Liburd, 2003) . Leininger and cfarl and (2002) indicat 

that although variatjons jn food uses and function exist among and b tw en cultural 

groups, food is a uni versal phenomenon with biological, oc ial , conomic, and political 

charac teristics. Knowledge of certain cultural aspects of food place the care pr icier in. 

" ... a unique position to help clients establi sh and maintain good health through food u e 

dail y and throughout the life cycle" (Leininger and 1c arland, 2002, p. 206) 

Category 2: Perception of Health 

Health is How You Look and Feel 

ccordin g to Leininger health i a tate of ell-being\ hi hi cultural! defined 
'-- ..., ' 

through the lens of the person ' world iew Leininger 1997 . The them h alth i ho 

you look and feel" represents the perception being health or unhealth can be 

determined by the way one looks and feel . The meaning of health a d cri bed 

si milarly in an earlier phenomenological stud of 0 \ omen 0 ear and abo e. 

Russell, w nson , kelton , and hedd- teele 200 ho r port d that lookin good 

was a major category with two component · a feelin per p ctive and ph ical 

appearance a p rception of health . Thes ar important finding con id 1111.::: th fa t 

that healthcare acce a limited for man of th omen parti ularl during th t1m 

they wer gro mg up ugg t that indi idual n f d t rmining th h alth 

I 1 



status of self and loved ones. Hence, they learn ed method t determine the n cl for 

health intervention . Leininger and Mcfarland (2002) re lat th at trncliti c nall y trican 

Americans frequentl y sought health ass istance from fami ly, friend , and, r f lk 

practitioners before accessjng the American health car system. major drawback to the 

practice however, is that the condition may be very se ere or adva nced b the time one 

enters the health care system. The proposed theme provide one po ·ible xp lanat ion fo r 

the delay in help seeking, especially the reluctance to parti cipate sere ning am ng 

African Americans . Using the frame of reference of how one -fi I or look could 

represent a false sense of wel lbeing and act as a barri r to health ere ning and 

prevention. 

Knowledge Deficit Related to Health 

Information about health was generaJI limited to the e t nt f parenta l 

knowledge in childhood and during adolescence~ the added e po ur to \ hat ver wa 

taught in public schools . Access to knowledge about h alth v a forth r r tricted b 

absence of routine visits to healthcare pro icier and the reli anc n h m rem di 

Many of the women had no thought of hat health \ a and thu unabl r late t the 

human condition. Leininger and cFarland 2002 purpon that cu ltur ar b Ii f: , 

values , and practices are embedded in the orld i \ a \ e lJ a influ nc d b th o ial 

economic, en ironmental, and ethnohi tori al cont ' t of on culture. Panicipant gr \\' 

up amid turbulent time for here u i al of the indi,·idual and famil r quired an 

orientation tov ard the pre ent. unentl th cone pt of h a Ith i futur ori nt d wh r 
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one must plan and practic certai n behavior that are preventive in natur . The paradigm 

is incongru nt with the hi storical oc iocultural view among the culture ( Leininger & 

Mcfarland , 2002 ). 

Aworeness r?f"Heul!h 

Awareness is a process a wel l as a relati e term in refer nee to the concept of 

health and as it relates to the li ved experiences of the women in thi tud . indi ·iduaJ 

progresses through life , there is an acquisition of knowledge through per onal and 

professiona l experience . For one patticipant in the study, it began with the recognition 

that she had an eating disorder that could be fatal if the beha ior continued. For other 

awareness that parents, relatives, and friends developed chronic condition , often obe ity

related. For still another participant, becoming a nur e pro ided an a arenes of the 

concept of health and what was neces ary to attain and maintain health . arene of the 

need for health education and a change in health beha ior a related to situational 

health concerns , and therefore, more pre ent-focu eel a oppo eel to a future orientation 

toward health pre ention practice . The need for h alth awar ne among omen 1 

supported b e era! \ hich indicated that man omen of middle a0 e and old r 

expressed inadequate knowledge and mi conceptions related to major ri k factors 

screening exam and health treatm nt ( ugu tu , 2002· omb -Jone 200 ~ o ca et 

al. , 2000· adler t al. 2007). 
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Category 3: Body ize P re pti ns 

Se(fSati.~fac lion 11:ith Physical Appearnnce 

The theme of self- satisfaction with phy ical appearance, xp n nc cl by the 

women jn the study was similar to findings jn a number of previou tudi ( ltabe, 

1998; Flynn & Fitzgibbons, 1998; Pratt, 2003) . The findings don t ugg t that all of the 

women in the study were satisfied with their current bod ize. For the mo t part 

however, their physical appearance, and bow they looked in th ir cloth w rem re 

important than body size. Several of the women indicated a d ire to lo e weight, but not 

the extent of what is considered normal bod size according to national tandard . Th 

perception that one can be attractive at heavier bod , eights is not ne among 

women (Lynch et al. , 2007). Befort et al. , (2006) found that v hil ob se ere 

di ssati sfied being obese, they, believed that people can be attracti e and health at larger 

sizes. The women 's self-identity was centered on th cultural ori ntati n of being an 

woman, and perceptions of what one is uppo ed to look like. For the \ omen th re 

was uniqueness to being an A female, with ph sical and p chological attribut 

distinctly different from the prevailing idea of what i on idered attracti and 

desirable . 

The term close! related to the them of elf- ati fa tion \ ith ph ical appearance 

is body image. Body image is a ociall mediated con tmct of p re pti n that i int rnal 

to the individual and i influenced b cultur le Frith, 00 . ,. p nen a 

told by the participant upport the contention b John on and Br adna, 0 , that 

12 



body size and physical appearance among women 1 · not a irnpli ·tic phen 111 non . 

The very essence of what it is to be an AA woman i · ti cl up in th soc io ultural and 

hi storica l context of the uniquel y AA and indi vidual experienc . , th 

finding that two of the eight participants in the study d sired to b within th n rmal bod 

size range demonstrates that differences do exi t among women e n rn ma! I 

numbers. Several studies also supported opposite finding . In a re iew of literature 

Lovejoy (200 l) found that although AA women do experience di turbance in b d 

image to a lesser degree than CA women, they do develop eating di order . Thi findin g 

is consistent with the reported experience of two of the ight \ om n in this stud . 

Si::.e Preferences-Aji-fcan American J\i/e11 Pre.fer Larger. 1/ure Cllrrnceous Women 

The be'1ef that AA men prefer women with larger b d ize in th tud as 111 

part consistent with previous findings . Six of the eight\ omen had life penenc that 

firmly established their perception that men prefi rred v omen that ere voluptuou 

curvaceous, and larger the in bod size. tudie of female bod ize preference among 

the men were variable as well. e era! studie r poned r ult that mend ir d or 

were more accepting of women with larger bod 1ze 

Lapo11e, 1996; Schippers, 2008 · Thomp on et aJ. 

had findings to the contrary (Freedman et al. 200 : 

2001 ). Whate er the finding on hat men 

are, the experience and p 

that preference exist for worn n of larg r bod 1z . 

l -

II 002 : Gre nb rg 

ebb et aJ. _Q . \ hil other 

Han n 00 : P Ii r. 

for worn n b d 1z a tuall 

111 n in th tud indi at th b Ii f 



Category 4: Health Behaviors 

( ·ure J>m ric/ecl unc! S11ppor1ecl hy J>c1re1110/ Figw·e While al Home 

Care provided and supported by parental figure whi l at home a a th m r fl ct 

experiences recalled by the women during the chjldhood and adole cent tages of life . 

Consistent with literatu re , AA farnjlie during this period were generalJy upporti e and 

protective environ ments where extended family members often had ome degre of 

influence on the care and health behaviors of children (Leininger & cFarland, 2002). 

Limited knowledge about health influenced behaviors related to diet and ph ical 

activity. Participants were "active' but did not engage in an su tain d regular acti it 

with the exception of physical education in school and eating beha ·ior hich er 

primarily traditional in nature. Thu behavioral patterns, such a low ph ical acti it 

level s among AA girl s, establi shed early in life frequent! become lifetime habit ( hitt 

et al. , 2003) . Most pa11jcipants were pro ided hat the de cribed as "born cook d" 

and "balanced meals" where eating vegetable a encouraged and in ome ca e 

mandatory. Consumption of fruits were included but ith I ernpha i . T o 

participants experienced the ' clean our plate ph nom non \ hi h could influenc lat r 

eating beha iors . n at pical e perience v a the participant ho gre\v up in ork 

and was required to take itamin dail and con ume certain quantities oh ater and 

foods her mother perceived a health . Th pa1ticipant al o truggled ith anor ia 

nervo a and buJ irnia. 
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/)isassocia tion Loss <?l Con/ml of Lea m ed Health Hobils. 

Disassociation refers to a separati on , a di ruption , or di engage ment (~Ii h, 2006 ). 

For the women in the study, separatjon from the fa mily un it and li D tre s nco untered 

resulted in a disruption previously practiced health behaviors. Di a sociation ccurr d 

during primarily the young adult years when the women left home and er forced to 

deal with the stresses of establishing a life outside of the nuclear fam il . On \ oman 

described the situation as a "loss of control" where she lacked uffici nt per onal 

resources to gain balance and control over certain life ituati on . For me \ omen 

college life became the major stressor. For another, the los of a job; and till anoth r, 

marriage and pregnancy was the catalyst to poor eat ing habits and little r no ph ical 

activity. Two of the women were overweight or obe e from childhood. The r maining 

participants noted we ight gain primarily during thi period of time. 

Struggle lo R egain Balance and Control of Health Behm ior. 

The following theme represents the period of life wher pa11icipant recogniz the 

importance of health and the need to practice po iti eh alth beha ior . Th ha an 

awareness of the need to change certain beha ior . H0v e er old habit till ling r. The 

theme is upported by rep011s from national organization hich indicate that 

women consume diets higher in fats and engage in Im er le ·el of ph i al acti 

compared to their C counterpart ( D 2006· DHH 

newly diagnos d diabetic; two are h pertensi ·e. Th r i 

f th \ men 1 a 

ntim nt that a high r I Ye! 

of health awareness sooner ma ha e prompted th v om n t mak di ft r nt b ha\ i ral 
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choices much ear li er in the life , which may ha\· i11flu need their current h a Ith tatus . 

None-the-l ess , findinus from several tudi son inclicat cl that ne!.rntive h alth habit 
~ ~ 

acquired in chi ldhood may be r tain ed into adult th ar ( lley11e & LaPoint, 2 0 

Beech et al. , 2004~ Gorden-Lar en, et al. 2002). 

Current life situations have changed in some re pects when corn par d to th 

young adulthood stage. For some women , li fe has become more stable: for other 

situational experiences have added more stres or . change Ii ing ituation lo of a 

job, and recent loss of a parent were examples of thing that influenced h alth b havior . 

One participant revealed that her job as a nurse working with client ho had terminal 

illness was a great sou rce of constant stres for her. ome of the worn n recalled re orting 

to emotional eating, a behavior developed earl in life and lat r for others to help cope 

with stress. 

Re/;ance on T!·adilional ( 'u/tura/ Health Practices. 

The reliance on home remedie and folk medicine i a practice pa ed dov n the 

generations form slavery times. Thi practice i rnb dded in urvi al and care b ha ior 

as well as cultural traditions, values and attitude . The practice are ba don multiple 

factors~ (a) the lack of access to health car , b a hi t 1 of abu and n gl t b v e t m 

health care practices, and ( c) a be! ief t rn ground d in tru t in ne s O\ n kind 

provided little option in the mind of man 

taking care of one another i ground d in th 

frican m rican . Th latt r a cultur f 

n e of ommunit and t nd d famil 

connection hich includ blo d and non-bl od ti L inmg r fcFarland , _ 



Mis/ms/ in the A mericon Healthcare ,)),is /em 

f ss ues of trust a nd access to hea lth care are not a new phenomen n am ng th 

community (Le ininge r & McFarland, 2002). The theme of mi trust r lated to e ' peri enc 

and percept io ns of a system that in the past was harmful to , ca llus, and frequent! 

inaccessible due to limited financial resources and restricted acces to h alth car 

providers . Thus, AAs resorted to generational practices of home remedi and folk 

medicine to meet healthcare needs (Leininger & McFarland, 2002). Participant recalled 

experiences in different life stages where interaction with the healthcare tern left th m 

fearful and frustrated . A lack of trust in the heal th care system ha major negati e 

consequences. Low participation in screening behaviors~ dela ed help seeking; and 

reluctance to follow prescribed health regimens , which include a failur to take 

medications for chronic health conditions are reported example ( me 200 . Re earch 

on the issue of mistrust among A s in reference to health care upport thee p nenc of 

the women in the current study (Jacobs, Italia, Ferris hitaker, 

Lillie-Blanton, et al. , 2000; Ma1iin, et al. , 2010 . ha ers L nch 

arne k 200 ~ 

Burm i t r 2002 

found that As are much less likely to participate in medical re earch e p ciall v h n 

the doctor is of a different ethnicity. nia, and Gamble 006 add that man do 

not feel accepted or re pected by health care pro ·iders . Del ·in et al 00 reported that 

some of the participants in the study actuall " ... ond r d if th ir health car pr v id r 

were withholding treatment from them ore en a ur p. l 

Leininger ' T wa u d to guide thi tud . The a umption und rl rn° 
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Lejninger 's theory were supported by the findin gs of th tud . Them , tra tee! rrom 

the data of the shared experi ences of the parti c ipa nts provide eviden e f th e e. · i ·tence of: 

(a) cultural beliefs , values and practi ces related to hea lth tha t were rnb cl le I in th world 

view of the families and the women as well w hi ch influ nc d all a pe t of their li\·e , (b) 

culture care values were influenced by famil y, social , political, economi c, clucati onal , 

technical and environmental factors (c) generic care knowledg that wa ide l u · d 

among the families of the women in the sn1dy, and the reliance 0 11 that know! dge v n 111 

current times, but to a lesser degree compared to when they were growi ng up , ( d) the 

incongruence of health care concerns and practj ces fo r led to i ue of mi tru t, that 

still exist today and among many of the women in thi tud . 

The current study represented the subjecti ve li fe e peri ence of eight 

overweight/obese AA women. Through length immer ion, ith the data , the re earcher 

was able to extract themes which represented the rea li a p re I ed b the participant 

over the lifespan in relation to three specific areas. The ignifican e of cultural infl uenc 

on perceptions of health , body size, and health b ha ior v a illuminated in th theme 

that emerged from the data. Pacquiao Arche al hell ( 1999 note that in rd r for 

health care to ha e a positjve and lasting influenc on the Ii of th con um r, th 

context of care must be defined by the per on o n belief alue and pra tic which 

must first be identified. 

Research ha hown that cultural be li ef and attitude d 11 

perception of health and ultimateJ h alth b ha ior . H \: in~ rmati n 1 

] 0 



ava il ab l 0 11 hov,· li fe experiences help shape the cultural attitude and b Ii f: am ng 

women. Few studi es hcl\'e actuall y exp lor cl th e influence of such belief and attitud on 

perception of hea lth , body size, and hea lth behavior u ing qualitati 111 thoclol g . o 

the researcher 's knowledge no study has explored the influence of cultural belief and 

attitudes of the three variables explored collecti ely. 

Although this research presented the shared experience of eight frican 

American women , it must be sa id that frican merican are not monolithic . Leininger 

and McFarland (2002) asse1i that variation exist in all cultural group a do irnilariti es . 

This is an important concept for consideration to a oid tereot ping hich has b en 

linked to racism and di scrimination against frican mericans and other minori 

groups . 

Conclusion and Implication 

This study explored the perception and e penence of o rweight and obe e 

women. Cultural be! iefs and attitudes about bod 1ze ma be the under! ing ariable on 

how health is perceived and health behaviors are practiced. Th re ult offer in ights into 

how the complex nature of culture , ocio conomic en ·ironment and bi lo ic factor 

acted as constraint to po iti eh aJth beha ior in thi group. For 

Lukwago, Bucholtz, Clark, & ander -Thomph n 002 ugg t that ocioe onomic 

influence and cultural attitude to ard tim ori ntati n i an important cone pt to 

con icier in relation to health perc ption and health b ha ior among fri an m n an 

women . an indi idual tend to focu n cunent con rn and ma ha difficult 

I I 



directing energies toward health behaviors which may not cl rnonstrate health b n ftt 

until years later. 

The implications for dealing with quality asse sment and quality of h alth car in 

the AA population include proper education, and training of prima1 c re profe i nal , 

genera l practitioners and nurses in enabling patients to tru t th y tern. Thu a culture of 

trust will engender a more positive response to care effort from health care 

professionals. The perception that AA women do not see fat as ugl and that ob it 1s 

viewed as normal and not and unhealthy state are two misconceptions that rn to 

prevail in current literature (Gore, 1999; Kuman ika 199 J · elson, 200 ). Hov v r 

many AA women know that they are ovenveight/obes . lbeit man om n do not 

ascribe to the national standards or the popular conception of thin in the dominant 

society, they do however, desire a body size that i reali tic ' in terms of cultural 

standards of the AA community and personal alue hich at time ma be conflicting 

(Cachelin, et al , 2002; Combs-Jones 2004· nooks Hall 2002 . fri an m ncan 

women encounter difficult life circum tances on a dail ba i in tenn of ra ial and 

sexual discrimination; lower socioeconomic tatu · and hea\ famil obligation which 

include a high percentage of single mothers. 0 erweight tatu or be i i ju ton 

more reality that many learn to cope\ ith and find en e of elf-ac eptan 

participant stated, «I know I am an o erweight oman but I am a happ rv ight 

woman , who know the ri ks and side effect of b ing o · r eight. nd I fi I that 

everything hould be done in moderation. ' Th fa t that rn \: m n hav n t b en 



successful at weight loss and/or maintenance does not 111 an that th ey are n t acti" e l 

trying to lose weight. For many AA women there i a lack of re ·ou1u ·. \, ·hi ch \\' ul I 

enhance positi ve health behavio rs. Howeve r, for a number of \\'Omen in the 

population it is not a lack of resources or awarenes , but a conflict betw n \\ anting t be 

healthy and desiring a culturally appropriate body ize. uch is th a e for ev ral of the 

participants in the current study. Consequently, the challenge fo r h alth car 

professionals is to first gain an understanding of the complex fore which gov rn 

perceptions and behaviors , in order to increase the potential for ucce ful intervention . 

Research has shown that cultural , social , and en ironment factor exert a p werful 

influence in the lives of AA women (Kumanyika , et al. 2007 . Percepti n of 

participants in thi s study revealed that these factor were ignificant in their life 

experiences. one-the-less , the health care comm uni is at a lo of where to go from 

here in improv ing the state of health in thi s group. This r earcher b lieves kno l dge f 

cultural attitudes and beliefs is an essential part of addre ing health on em and h alth 

behaviors among A women . Thi information i lacking. Thu there i a ne d D r more 

research in this area to tease out and unco r the intricate fac t of the \ man 

experience from childhood through current life tag in ord r to und r tand th 

influences of beliefs and beha iors de eloped o er a li fetime . ccording to l li t r 

( l 98 1) "effecti e health promotion program r quire a d p r und r tanding of th 

factors and proces e hich gui de the d · lopm nt of health b ha\·i r (p. -

Thi study illuminate se era l jmportant n rn \ h r d v I prnent f 
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cul rural I y sensitive eel ucation strategies may be ben ficial to worn n. Jn fi rmati 11 

directed town rel changing the way hea lth i perceived by many women in thi gr up ma 

increase receptiveness of health promotion and maintenance program . ince man 

women struggle with desiring to be healthy and cultural attitudes of larger body siz , a 

focus on the I ink bet\veen modest weight cJ1ang s and cl er a e in di a e ri k rath r 

that drastic weight losses may be more acceptable. dditionally, inte1 ention directed 

toward changing the manner in which A women relate to food ma b more daunting, 

yet essentia l to the success of improving the health status of the women in thi group. 

Finally, because of lack of trust in health care pro ider within the community a 

greater commitment and invol ement of . A health profe ional 1 e ential to the 

success of such programs. 

Recommendations for Further tud 

According to Bortz (2005) , certain biological a pect of health ma beg n ticall 

determined. However, health per se i not an inherited trait. Health i on a continuum that 

is passed down throuoh many neneration and con idered to b as ociat d ith b ha ior 
b b 

that are steeped in cultura l tradition in a that are writt n and unwritten among man 

in ethnic group . Thu a certain portion of health ma b pa d d n to futur 

generations through health beha iors · beli f and attitud io conomic~ and 

en ironmental condition . Health i al o practi ed and h althcar 

providers that are more in keeping ith the majori f thni group . lthough th r ar 

many qualitative and quantitati e tudi earn d ut n w rn n r arch tudi 



have barely scratched the surface of issues which affi ct the women in thi gr up and 

what and how much needs to be done to assist the women to op n up and hon ti tru ·t 

those that are charged wjtl1 the health care of the nat ion. s an woman and ah alth 

care provider, I encountered many issues that came to the forefront inc mpl ting thi 

study that go far beyond the vjsible aspects. Further re earch i e ential hich goe 

fu1iher than the fact that AA women are overweight and obe e and that th are more w 

prone to chronic diseases that any other ethnic group; information which ha al read b en 

established. The need for fu1ther research is in the area of where little i kn \ n about the 

experiences of AA women, and how they play out in their lifi situation , h alth 

behaviors, and health care choices. Findings from a fe\ qualitative tudie identified 

findings that were consistent with several of the theme that merged from the data in thi 

study. Since results from this qualitative stud ha e limitation on generalization more 

studies related to the topics ofresearch with thi population are v arranted and nee 

Further exploration of the three areas co ered in thi tud i recomm nd d. It i 

further recommended that the life hi tory method i emplo ed b cau it provide a 

greater wealth of information over a lifetime of e p rience a oppo d t a ingl pla 

and time in one 's life . Since generalization i not the goal of qualitati r 

findings have bmited application . dditionall maller sample ize in qualitatiY 

research wi ll require a greater number of tudi for data g n rati n. It i th r fi r 

e sential, that more tudies are undertak n. 

!though generalization of finding fr m thi tud limit d. that i n t th 



goal of qualitative resea rch ( Libiondo-Woocl & Haber, 2002) . The urr nt tu I has 

provided ri ch data \v hjcl1 may be used in de\ el oping hypothe fi r furth r tud in th 

area of health perceptions, body size and health beha\ iors am ng worn n. Data from 

the study may al so be used in instrument deve lopment for further te ting and r finement. 

Qualitative data can also be used to guide nursi ng practice becaus per nal tori 

provide the voice to " __ .enlighten and enrich understanding of everycla health 

experience" (Libiondo-Woods & Haber, 2002, p. 141 ). 

ummary 

Th is study offered a glimpse into th e li fe-world of women over four tag of 

life . Participants revealed the subjective exp riences of e i ting in their life-\ arid o r 

time and space and how those conditions shaped perception of health bod 1z and 

hea lth behaviors. Health care providers must recognize that i ue of health for 

women are complex and incorporate a number of different influence in v hich cultur 1s 

a major component. 

The lived experiences of eight women related to perc ption of health bod 

size and health behaviors were explored using the qualitativ phen menol gical 

approach. Themes extracted from the data re ealed that cultural attitud and belief did 

exert influences of the perceptions of the participant of thi tud . The finding are 

consistent with the framework of th T that propo e ultural and cial tructural 

dimen ions influence and are influenced b th car , pr i n : patt rn ~ and pra tic 

of the indi idual or group. The latter ultimate! impa th alth and w !lb ing in a number 

I 6 



of ways (Leininger, 1996) . Further, the hard experi nc ofth worn n in thi tu I 

revea led that perceptions of hea lth and body s ize to some degree h Ip d hap d thought 

and ideas about health behav iors. It is hoped that findings from thi tud ill tirnulate 

discussion on the topic ~ provide some insight into the life-world of 

stim ulate further resea rch in the area . 

1 7 
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Demographic Data F rm 
Participant Code Number -----

Age: 
----- arital tatu : 

1arri d 

ingl 

parat d 

Div re d 

Educati on: ido ed 

Years of school comp leted: _____ _ 

Household Income: 

$5 ,000 - $20,000 [ ] 60001 - 70 00 [ ] 

$20,001 - $30, 000 [ ] 0 001 - 0 000 [ ] 

$30,00 I - $40 000 [ ] 0 00 I - 90 000 [ ] 

$40,00 I - $50,000 [ ] 90 0 I - I 00,0 0 [ ] 

$50,00 I - $60 000 [ ] above 100.000 [ ] 

umber in the hou ehold that ou gr , ' up m: ------

Emplo rnent tani of ur par nt or our guardian : Plea mark all that appl 

\J rite the numb r f p pl w rking in y ur par nt h me 

[ ] 

[ ] 

[ ] 

[ ] 

[ ] 

Fath r [ ] Full tjrn [ ] Part tim [ ] I . I h r [ ] ull tim [ ] Part tim 



[ 1 

Childhood - Worked: [ ] y r J o lfw rl in°: [ ] Full tirn [ 1 Part tim e 

Teenager - Worked: [ ] [ ] If w rkino: [ ] Ful l tim [ ] Part time 

Young Adult - Worked: [ ] e [ ] o If~ orkino: [ ] ull tim [ ] Part tim 

Your employment tatus a a oung adult: [ ] Ful I time [ ]Parttim [] 

Your current mpJo 'ment tatu [ ] ull tim [ ] Part time 

lea ur ment Data 

Height (stated): ____ _ eight tat d : 
------

alculat d Bod B .. I : 



PPE DlX B 

Participant Instruction heet 

I : 



Participant 1nstruction h et 
A. Overview & 1nstruction 

Thank yo u for aJlowing me to share in yo ur li fe peri n . Th titl of my tucl 
is "The Influence of Cultural Attitudes and Beli ef on Health , Health Behavior , and 
Body Size Among Middle-aged frican merican Women ". Th bjectiv f the tud 
is to look at culture as a poss ible influence on hm we ·iew h alth and v hat we d ab ut 
health . The areas I would ljke to explor wjth you are from our earli t m mories a a 
child to the present time in two, one-hour int r iews. During the two int r ie 1 ill b 
ask ing you some questions about your thought and feelings a we ll as our experience 
throughout your life. Many of these question w ill focus on what ou think r beli e 
abo ut health . 1 will also ask you what you or our parents ha e done to make ou healthy 
or keep you healthy. What did you learn from our parent and hat ideas ou ha e of 
yo ur own about staying healthy? The third thing I ill ask ou about is our th ughts , 
your beli efs, and yo ur experiences in relation to bod 1ze. 

So that we will have the same understanding about th things I am a king ou about I 
have provided a descrjption or definition of each of the pecific thing that ill be a ked 
about during thi s interview. 

Definition of Terms 

For the purpo e of thi s stud , the folio ing tem1 are defin d: 

l . Health i the le el of ph ical mental and ocial functioning or v ell being that 
ma change in one v a or another during a per n · lifetime. Each p r on define their 
health according to their lifi e perience and per nal ·ie\ . 

2. Health Behavior : an behavior an individual engage in to maintain or improv 
their state or le el of ph ical , ocial, or mental functioning. 

3. Bod ize is the total ma or bulk of a per on . \J e often equate our iz 
\ ith the ize of garment\ e \ 1ear. The mea ure fi r d , iz in thi tud i the bod 
ma inde r ferred t a th b d ma inde . 

4. fa ind I a numb r repr ntinu th ma fa p r on b d JZ . Thi 
m th height and \\ ight f the indi ·idual. Th numb r l 

tandard \ 'hich indi at the d ofri kfi rd 1elo 
. . 
mg certain 

h ar di a . high bl 0 pr ur . and diab t 

and fbo IZ r b d ma ind that 
ma indicat a high ping h r blem c mpar d t a p r ninth 



regu lar sized category. Th e overwe ight rnt g r i , b d_ ma . s i11dn r 2::; _o t ( _ <.J 9 . \ 
person is considered obe e when the b cl y ma · in I . reac h _. JO.O 0 1 nbt, c. 

6. Cu lture relates to va lue , b lief ·, and li fe J ra tic r l I articuhr gr u1 th at i_ 
passed down through gen ration s whi ch guide th thinking ,111cl ertain ac ti n: o f iL 
members. 

7. Beliefs refer to your strange t opinion ab ut thing u ha an id a, a per ·l n. r a 
situation . 

8. Attitudes are different from beliefs in that the refer t th pee. ific wa_ th , ta 
person reacts to a situation or idea . 



PPE DL C 

lntervie\ Guide 



Int r 1ew uid 

Part A. The fir t part of this int rview r !ates primaril ur thoughl and i I a ab ut 

hea lth. 

Plea e tell me about your ideas and th ught r lat d t h Ith . 

How would you describe h alth? i e m an e ample . 

What does health mean to ou? em an arnpl 

When you wer a child, what did u think ab ut h alth? 

What w re some of our earli t rnern ri ab ut h alth? 

What was our life like at that time during our hi ldho d . 

What did h althy childr n look lik ? 

What did ou think about health \ hen ' u b am a t nag r. 

What did ou think ab ut h alth v hen u b cam a oung adult. 

Tell me ab ut our attitud and b Ii f: ab ut h alth 111 u b am a mi dd I -

aged adult. 

hat attitud and b lief ab ut h alth did ur par nt pr wh n ou w re 

ung? 

Part B: Th ond part of thi int n 'i , r lat our th uuht . ..... 

and b Ii f ab ut aw man b d 12 . 

ll m ab ut ur th ught and b Ii d_ 1z wh n , ung a 

child; a t na6 r . 

hat attitud and Ii di our m th r , pr ab ut IZ 



What was yo ur mother's body i ? 

Wh at were the attitud andb Ii f · y urfath re:'-pr~ ~cc.lalwuta,,(man ·-...hol) 

s ize? 

Tell me about your thought or beli f ab ut b d., ·ize during the time y u \\ r a 

young adu lt? Did your attitude chang in an \Va . If th _ did . h \\ cl id th 

change? 

Tellmeaboutyourthoughtsandid a ab ut bod 1z atthi age1n ur lifi . 

Tell me about the attitude and belief pre d b a 1grn , ant mal p r n 111 

your life . Thjs can be a bo fri end a hu band. a fr i nd. or a famil 111 mb r. 

Were the attitude and b liefs, pre cl b a ignifi ant male p r n a ut b cl · 

size different from our ? 

How did the ie s of our ignifi cant per n af ct u ' r \ ur th ught ab ut 

bod size? 

Thi que tion is about men attitud in relati n t a\\ man bod IZ . \\'hat 

are our thou0 ht on th ubj ct? 

hat er th attitude and b li f ab ut a w man b d IZ xpr db 

farnil m mb r or fri nd ? 

Hm: doe the opini n of oth r affi t \' ur fi ling a ut b d.,' IZ 

Part : hi ti 111 ab ut h alth b havi r r pra ttc that u r , ur f mil 

ngag din . 

hat attitud and b Ii f did ur m th r ,· pr a ut aung . 



What kinds of to cl wer imp rtant fi r u t at. 1v m an , am I . 

How i1Dsfood prepun:cl cl11ri11g cooki11g/ 

Was yo ur father in vo lved in an \, ay ith w h, t LI at , r h w LI at \ h n LI 

were growing up? 

Pl ease desc ribe any beha 1or u r ur par nt ngag I in \ h n 

yo u were a child or a teenager to k p u h alth 

Tell me some thing that w red n 111 our farnil p u from g tting ick . 

Were you expected t do an thing to keep uh alth r fr m 0 etting 

Where did their idea come fr rn? 

Were there other famil member 111 

did they influ nee our h alth? 

din aring for u a a child . If , h v 

Did our health practice chang fr m when ou w r a hild during our teenag 

yea rs? 

Did our h alth pracric chang from \ hen u b am a ung adult. 

If our h alth practic did n t chang , pl a d rib h w our b li f 

influenced ou r beha ·ior. 

ell me about th h alth b haYi 

\: hat kind of thing did your 

Did th ngag 111 an_ 

u urr ntl nuag m. 

pth m h alth ? 

? Tf , \\ hat w r th 

Hov did the kn \ · a ut the thing that\ · r imp rtant t th m. 

T II 111 about _ ur , p ri n \\ ith th h alth ar 

I I 



Did any experience with th h alth care 

health? 

l m hang th \\ ~ ou pm ' Liu.: 

Were there any changes in the wa_, J our JJC1re11/. · prnctic )cl health? 

Where you aware of any experience.· JOU/" par ;)11/s hue/ irilh h ;)ullh cure:) 

Ho w did those experiences affect their thinking aho111 health? 

Whal atliludes a11d helief did your pure11f\• express uhoul doc/or. · and ho. pilul, :) 

Did their impre~ ion · or feeling i1?f111e11ce their health rnre choic ). ? 

I .... 



PPE DIX D 

Interview Proto ol Guide 



Interview Prot c l ui I 

Process Guide Sheet for Intervi wand Data oll ction 

Introduction to pa11icipant 

Consent forms: review with participant and obtain con nt 

Three Copies of consent forms and giv cop to participant 

Collect demographic data 

Inform/remind participant that taper corder v ill be u ed. 

Set tape recorder to tart recording 

Begin J nterview 

Initial anxiety reducing con ersation 

Review notes for clarification of an concep or tatement 

Before ending interviev : 

sk par1icipant, if there i an hing m re he would lik t hare. 

Offer opportuni ft r participant to a k que tion r lat d to the tud 

Check to ee if all required data ha b n colle t d. 

End int rviev v ith thanking participant for haring liD e penence 
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APPE DIX 

Research tudy Flyer 



Research Study on Cultural Betiefs and Body Size 

Researcher looking for African American women willing to 
talk about health, body size and behaviors 

study Requirements 

African American/Black women ages 35 to 54 

Willing to spend one hour talking with a researcher 

You decide a time and place for the interview that are good for you 

No history of kidney disease 

Women who are overweight 

You will receive a Wal-Mart Gift card for each intervie v 

For more information about this study, contact Everlyne Jackson, MSN, RN at 832-768-0843 

"All information is confidential" 



APPE DIXF 

Consent Form 
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TEXAS WOMAN'S UNIVERSITY 

6700 Fannin Street 

Houston, Texas 77030 

Consent Form 

CONSENT TO PARTICIPATE IN RESEARCH 

Title: The Influence of Life Experiences on Health, Bod 1z and H alth B h 
Middle-aged African-American Women. 

Investigator: Everlyne Jackson everlyne.jacksonc,gmail.com 832/768-0 

Advisor: Sandra Cesario, PhD scesano twu.edu 71 /794-2110 

Explanation and Pmpose of the Research 

You are being asked to participate in a re earch stud for 
Texas Woman's University. The purpose of this r arch i 
experiences of middle-aged frican American om n t 
influenced their perceptions of health, fe ling about d 
You have been asked to participate in this stud becau e 
identified yourself as being o e1weight or obe and b 

Description of Procedur s 

ou ill b a 

Pot ntial Ri k 

u qu ti n ab ut attitud . 
m mber and ignifi ant th r r lat d t h alth. 
p ibl ri k in thi tud i di mfi rt v ith th 

iz " ill 

r . 

ear . 

m 



become tired or upset you may take breaks as needed. You may also stop an w ring 
questions at any time and end the interview. 

Another risk in this study is loss of confidentiality. Confidentiality will b prot ted t 
the extent that is allowed by law. The interview will be held at a privat locati n that y u 
and the researcher have agreed upon. The tapes and the written int rvi w will b t r din 
a locked cabinet in the researcher's office. Only the researcher h r ad is r and th 
person who writes down the interview will hear the tapes or read the writt n int rvi 
The tapes and the written interview will be shredded within 5 years after the tud i 
finished. The results of the study will be reported in sci ntific magazin s r journal ut 
your name or any other identifying information will not be included. 

Initials 

The researchers will try to prevent any problem that could happen b cau f thi 
research. You should let the researchers know at once if there is a pr bl m and th 
help you. However, TWU does not provide m dical s ice r finan ial a i tan 
injmies that might happen because you are taking part in thi r earch. 

Paiiicipation and Benefits 

onsent to Record 

You consent to ha e 
authority of th Te ras oman' ni 

oluntar . 
f the int 

this stud ma b mad a ailabl D r du ati nal an r r 
to uch us . 

Qu tion R garding th tud 

nt t u.* 

and 

an 
r 1 



University Office of Research and Sponsored Programs at 940-898-3378 or via -mail at 
IRB@twu.edu. 

Signature of Participant Dat 

*If you would like to know the results of this tudy tell us wher ou want th mt b 
sent: 

Address: 



APPE DIX 

Texas Woman's University Human Participant Research nfid ntialit gr em nt 



Texas Woman's University Human Participant Research Confidentiality Agr em nt 

Study Title: The Influence of Cultural Attitudes and Beliefs on Health, Body iz and 

Health Behaviors, Among Middle-aged African American Women. 

Ptincipal Investigator (PI): Everlyne Cosey Jackson 

I the undersigned, ______________ , hereby agree to the b llo ing 
conditions of confidentiality concerning all information that may b uppli d to me b 
members of the study research team. 
• I agree to keep strictly confidential all infonnation that may be communicated to 
me verbally, in written fonn, or in any other form. 
• I agree to take all precautions necessary to prevent knowledge of this in.£ rmati n 
from reaching any unauthorized parties. I clearly understand that authorized p rs n are 
only those persons who are approved members of the research team. 
• I will not use any information provided to m for an purpose ther than that 
required by the PI/research team. 
• I will not keep any copies, summaries or transcripts of the c nfidential 
documents provided in any form and will return all such docum nts to th P r ar h 
team upon completion of my duties. 

Name 

Signature Date 

Principal Investigator ignature Dat 
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