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Abstract

Intuitive Eating programs that improve self-efficacy and dietary habits could enhance glycemic

control in African-American women with type 2 diabetes. The goal of this study was to investigate

how current eating practices and beliefs of African-American women living with diabetes aligned

with intuitive eating concepts. African-American women with type 2 diabetes referred for diabetes

education class in 2009–2012 were recruited for a qualitative study using focus groups for data

collection. Verbatim group transcriptions were analyzed by two independent reviewers for themes

using a combined inductive-deductive approach. Participants (n=35) had an average age of 52±9

years, mean body mass index of 39±7, and mean time with a type 2 diabetes diagnosis of 10±10

years. Participants’ self-reported dietary practices were poorly aligned with intuitive eating

concepts. The women reported a lack of self-control with food and regularly eating in the absence

of hunger, yet stated that the determinant factor for when to stop eating was to recognize a feeling

of fullness. Participants reported knowing they were full when they felt physically uncomfortable

or actually became sick. Women frequently cited the belief that individuals with diabetes have to
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follow a different diet than that recommended for the general public. Many women also discussed

diabetes-related stigma from family/friends, and often did not tell others about their diabetes

diagnosis. These findings demonstrate that intuitive eating techniques are not currently applied by

the women in this sample. Future studies should assess the impact of intuitive eating interventions

on dietary habits among low-income African-American women with type 2 diabetes.
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African-American women are disproportionately diagnosed with type 2 diabetes, and

diabetes-related complications are the leading causes of disability and mortality among this

minority group.1 Weight control and dietary practices may greatly impact treatment

outcomes for type 2 diabetes.2–4 However, African-American women are less likely to

report attempts to lose weight compared to other racial/ethnic groups, despite having higher

levels of obesity (body mass index > 30).5–7 Gavin and colleagues observed that African-

American women were more likely than other groups to report an intention to follow dietary

recommendations following diabetes diagnosis.6 Additional studies, though, have indicated

that these women continue to consume higher amounts of total calories, saturated fats, and

sugars and maintain higher body weights than recommended for type 2 diabetes control.5,8

This discordance between perceived and actual dietary practices could further exacerbate

poor glycemic control in a population already at risk for high rates of diabetes-related

complications.

Researchers have proposed that intuitive eating (IE; also referred to as mindful eating) may

improve the association between perceived and actual dietary practices.9,10 Intuitive eating

is a learned skill that involves awareness of the physical and emotional sensations

experienced while eating or in a food-related environment.11,12 Intuitive eating practices

have been associated with lower caloric intake and glycemic index during nutrition

interventions, and Framson et al noted an inverse association of body mass index with scores

on a validated intuitive eating questionnaire.13–15 The current IE practices and perceptions

of personal IE behaviors among African-American women have not been explored, and it is

unknown whether IE practices can be successfully incorporated in dietary interventions for

this population. The goal of this study was to qualitatively investigate the nutrition beliefs of

African-American women living with diabetes, and how women’s perceived current eating

practices aligned with intuitive eating concepts.

METHODS

Sample and Recruitment

The study was conducted through a partnership of the University of Alabama at Birmingham

(UAB), Cooper Green Hospital (CGH) and Congregations for Public Health, a 501 (c) 3

organization dedicated to promoting health equity among community members. Participants

were recruited using a homogenous sampling technique from within CGH, a public safety-

net health system that provides care for residents of the Birmingham-Hoover Metropolitan
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Area. A recent internal assessment within the health system revealed that among the nearly

700 patients referred for diabetes education last year, only 19% completed the 2-session (9

hours total) course, and many never attended a single session.

Participant eligibility was determined using the health system’s diabetes education database.

African-American women were informed of their eligibility for focus group participation if

they had a physician diagnosis of type 2 diabetes and had received care within the health

system between 2009 and 2012. Investigators sent letters to potential participants informing

them of the study purpose and providing them the opportunity to opt out of future

communication about the study. Women were then contacted by telephone and provided

with additional information about the study along with an invitation to participate. The study

was approved by both Cooper Green and UAB Institutional Review Boards, and each

woman provided written informed consent prior to focus group participation.

Study Design and Data Collection

This qualitative study used focus groups to collect data on perspectives related to food and

intuitive eating concepts. Prior to each focus group, women completed an interviewer-read

questionnaire about demographic information and IE practices. The latter was assessed

using a validated scale that includes five domains related to food intake and IE: 1)

disinhibition, the inability to stop eating even when full, 2) awareness, being aware of and

appreciating the effects of food on the senses, 3) external cues, eating in response to

environmental cues, 4) emotional response, eating in response to negative emotional states,

and 5) distraction, focus on other activities while eating.14 This scale, developed by Framson

et al, was developed using previously validated instruments that assess eating behavior and

mindfulness. Responses to twenty-eight questions were answered using a 4-point Likert-

scale ranging from 1 (strongly disagree) to 4 (strongly agree). Higher scores on the

questionnaire indicate greater adherence to IE principles, with an average score of 4

representing very high adherence, and a score of 1 indicating poor to no adherence to IE

techniques. Average scores > 3.00 have been observed in normal weight men and women,

scores > 2.70 noted in overweight participants, and average scores of 2.54 in obese men and

women.14 Questionnaires were read to participants to account for potential low levels of

literacy and health literacy in the study population. Participants were allowed any amount of

time they required to answer questions. Participant height and weight were measured the day

of the focus group by trained project staff using a standardized protocol.

A moderator trained in qualitative methods and matched to the participants’ gender and

ethnicity led each group using a guide; a designated note-taker was also present to capture

women’s comments on a flip chart and to keep track of non-verbal behavior and level of

engagement on various topics. The moderator’s guide included open ended questions

regarding the impact of diabetes on perceptions of food and diet as well as questions based

on the 5 domains of IE described above (Table 1). Audio from all focus groups was recorded

and transcribed. Debriefing sessions attended by the project investigators, moderator, and

note taker were held immediately following each focus group to compare notes on the

overall process and impressions unique to each group.
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Data Analysis

Descriptive statistics were computed to characterize the sample using SAS version 9.2.

Qualitative content analysis was conducted using a combined inductive and deductive

approach to identify major categories and substantive themes.16 Specifically, an inductive

approach allows themes to emerge from the data and is useful when the intent is exploratory

and descriptive while a deductive approach is more descriptive and is indicated when the

intent is explanatory and confirmatory.17 In this case, the authors used a combination of both

approaches, using predetermined, open-ended questions related to intuitive eating to drive

deductive analysis while remaining open to and noting emergent themes during the coding

process consistent with inductive analysis.

To begin, an initial transcript was read in its entirety by three independent reviewers to gain

an over-arching sense for the conversation. Afterwards, each reviewer went through the

transcript, identifying meaning units in the forms of phrases and sentences. Meaningful units

were further condensed and codes were created and assigned to each meaning unit. Authors

then met to discuss codes in order to reach consensus on a codebook that would be applied

moving forward. Codes were further categorized and themes were identified based on the

data. Two authors applied the codebook to each subsequent transcript, noting emergence of

any new themes, with coding discrepancies decided by the third independent reviewer. Upon

completion of the fourth focus group, saturation of themes was achieved and no further

groups were conducted.

Several strategies were employed to enhance rigor and ensure trustworthiness of the

data.18,19 The primary reviewer in this study has a doctoral degree in nutrition and a

research focus on health disparities. To reduce researcher bias, a multidisciplinary, racially

diverse team of reviewers (multiple independent coders) participated in the analysis and

included a medical student with a background in biology and a physician investigator with

expertise in community-based research and qualitative methods. During the review phase,

preliminary data were presented to the full research team for peer review and reflection on

potential researcher bias. Additionally, a confirmatory focus group was conducted with

previous participants for respondent validation of focus groups findings, also called

“member checking”. All focus group participants were invited to attend a follow-up focus

group; 14 participants provided feedback on the results.

RESULTS

Four focus groups were conducted, with a range in group size of 4–10 women. A total

sample of 35 women participated and descriptive characteristics are presented in Table 2.

The women were on average 52 years of age, obese, and a majority (63%) rated their current

health status as fair or poor compared to peers of the same age. Total intuitive eating scores

averaged 2.5 ± 0.3 (range 1.72–3.43).

Three primary themes identified during the coding process included: the influence of

diabetes diagnosis on food choices, feelings of stigma and guilt associated with diabetes, and

lack of recognition of intuitive eating practices (Table 3).
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Influence of diabetes diagnosis on diet

Common subthemes related to the influence of diabetes diagnosis on diet included 1) a

heightened awareness of dietary choices following diagnosis and 2) social stigma and guilt

associated with having type 2 diabetes. Most women had attempted to change their eating

habits, but reported limited success. They commonly tried to decrease the amount of candy

and other sweets consumed. However, they felt constrained by the “diabetic diet” and what

they perceived to be “good foods” and “bad foods”. The women expressed frustration that

“good foods” did not taste good and they did not enjoy eating them. Many participants held

the belief that fruit was a “bad food” for diabetics and should be avoided, and most

continued to use refined grains instead of switching to whole grains. They also reported

difficulty with shopping and meal planning even when they could define which foods were

better for glycemic control.

“When you go in a grocery store, I feel there should be a diabetes aisle just for us

because a lot of things we cannot have and I think it would make it much easier if

we had foods on an aisle that was just for diabetes, and then that would you know,

help a lot of people. But my mama used to tell me that all the food is the same, it’s

just how you prepare your own food…but I don’t know.”

Participants also felt that their diet greatly influenced their health status; however, only one

woman mentioned positive benefits obtained from eating a healthier diet. The other women

reported the perceived negative effects of poor dietary choices, including high cholesterol,

symptoms of hypo/hyperglycemia, and weight gain.

“It’ll affect you, food does, because when I’m being healthy, I feel like a totally

different person, and when I eat junk like I do sometimes…I feel sluggish.”

Stigma and guilt associated with diabetes

Many women reported difficulty eating a healthy diet due to community stigma surrounding

diabetes and their inability to inform most family and friends of their diagnosis. They

reported a perception of being the sole individual in their communities living with type 2

diabetes. They also expressed guilt during times when they felt nonadherent to a diabetic

diet. Some women felt guilty that they had “caused” their diabetes, and were now “trapped”

in a certain dietary pattern, regardless of whether they followed what they thought was a

healthy diet.

“You eat what they’re eating because you don’t tell everybody you’re a diabetic, so

you’re just going to eat it.”

“…because it’s almost like this is silent. I don’t know anybody else really with

diabetes.”

The women also expressed frustration that when they did reveal their diagnosis, family and

community members changed their interactions with participants, and were judgmental

about participants’ lifestyle choices. Many women reported that family and friends would

refuse to “allow” the women to consume available foods perceived as unhealthy, and

expressed frustration that they were not allowed to make this decision for themselves (Table

3).
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“You tell some people you’re a diabetic…and you don’t mention it to a lot of

people because they act different…they go say, ‘you know you’re not supposed to

eat that’.”

“No…you know how to fix your own plate, but you don’t want nobody else

knowing that you’re a diabetic because you don’t want to hear that all night. ‘Oh,

she can’t eat this. She can’t eat that. Oh, you know better.’”

Intuitive eating practices

Two prominent themes to emerge were 1) a belief that an individual will eat when she is

hungry, and stop eating when she is full, and that 2) an individual knows she is full when

she feels “physically uncomfortable”, “sleepy”, or “sick”. One participant noted that she

stops eating “because it don’t taste as good anymore.” However, despite multiple statements

by participants that hunger was the predominant reason for eating, and a lack of hunger was

the primary reason to stop eating, participants consistently reported frequent instances of

eating in the absence of hunger. The most common response for how participants knew

when to stop eating in these situations was when the food was no longer available or time

constraints necessitated a change in activity. Most women who were employed stated that

while they preferred to eat at home, they actually found it easier to eat “healthy meals” at

work. One participant stated that “when I’m at work I can eat right…but when I get home

for dinner, I feel like I got to just really eat, you know, just let it go”. The women further

identified several themes consistent with IE-related issues.

Disinhibition—Participants overwhelmingly acknowledged the importance of portion

control, but reported multiple situations in which they would overeat or seek out foods they

perceived as unhealthy (Table 3). It was observed that when food was available outside of

meal times that “look good, but I probably couldn’t cook nothing that looked like this… Uh-

hmm, I’ll probably overeat then.” The women also reported eating additional portions of

food items at buffet-style settings and in the home.

“I try to eat like a little portion of the turnip greens and maraconi and cheese, you

know. If it’s something like that, I try to eat a little portion, but if I, like -- at one

o’clock if I eat that for lunch, I might go back and eat a little portion again.”

Awareness—Participants overwhelmingly reported dissatisfaction with the variety and

flavor of the perceived “diabetic diet”, and noted several strategies to overcome this issue,

including the use salt- and fat-based flavorings.

“And I don’t like Splenda or Sweet ‘N Low…I got to have the real sugar.”

The women did acknowledge that eating a meal they enjoyed made them feel generally

“relaxed”; however, they did not mention any attempts to enjoy or improve upon the

appearance or presentation of a meal/snack to increase enjoyment.

External cues—Many women indicated an awareness of when external cues prompted

them to eat regardless of whether they were hungry, but no participants identified strategies

to minimize the influence of external cues on eating behaviors. Women reported that they
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found it most difficult to refuse food or extra portions of food when placed in situations

where friends were unaware of the type 2 diabetes diagnosis, or where the women would

have historically overeaten prior to diagnosis, such as family situations and church

gatherings. The women likened these situations to “a drug addiction” for which they did not

have coping skills and could not tell others of their addiction. Participants further observed

that situational cues had a strong influence on their desire to eat independent of actual

appetite, with women saying that “if she’s got a piece of cake over there, she[‘s] got to give

me a piece. That’s the way I feel”; and “when you think about certain foods, you know,

you’ll just have a tendency to get hungry...then you’ll want to eat.” The women also

reported that their medication schedule determined when they ate planned meals or snacks.

Emotional response—Most women reported a strong emotional response associated

with frequent snacking and overeating, with the most commonly cited issues being stress

and depression. They would often use food as a coping mechanism when they felt stressed

about work or family issues. Participants also frequently reported that stress and frustration

over being diagnosed with diabetes or lack of glycemic control would often lead to

“rebellious” eating of perceived bad foods.

“I really don’t want to be a diabetic. I want to be normal like other people. Like

they can eat everything they want, so sometimes I do go into the denial that I’m not

[diabetic].”

Many women also reported the great difficulty they had in not overeating snack foods such

as ice cream and potato chips when available at home. While some women discussed the

attempts they had made to keep these items out of the home, most women reported

frequently being exposed to snack foods perceived as unhealthy that were kept in the home

for other family members and friends.

Distraction—Participants mainly focused on external distractions that competed for their

attention while they were eating. Most women reported eating meals in front of the

television and not paying attention to how much they actually consumed until they felt

nauseous or sleepy. They also discussed frequent interruptions by family members (in

person and by telephone) that impaired their ability to focus solely on the meal or snack they

were consuming.

DISCUSSION

The results of this study reveal poor alignment of self-reported dietary practices with

intuitive eating concepts among this sample of African-American women with type 2

diabetes. They also highlight issues such as the social stigma surrounding type 2 diabetes in

the African-American community that may impact the success of diabetes-related care. Our

findings suggest that IE programs could be a valuable tool to improve compliance with

dietary practices known to enhance glycemic control.

A common theme among participants was that a feeling of extreme fullness or nausea is

interpreted as satiety. Brewer et al. showed that African-American women actually self-

report few instances of eating beyond satiation (defined as continuing to eat “at meals even
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though you are not hungry anymore”). However, African-American women were more

likely to be obese with a higher odds of becoming overweight earlier in life when reporting

that they ate beyond satiety.20 African-American women with type 2 diabetes also report

confusion over the issue of portion control, citing a disconnect between defined standards

and the individual’s perception of what a portion is.21 These patients feel that the larger

someone is, the more calories they are supposed to eat to support daily activities, and thus

find recommendations to eat less following a diabetes diagnosis counterintuitive.21,22

Collectively, the literature suggests that African-American women may not interpret satiety

in the same way as health care providers and researchers, and may underestimate instances

of eating beyond satiation. Since IE programs are designed to help an individual recognize

satiety and satisfaction prior to reaching such extreme physical sensations as nausea,

education on how “satiety” is defined should be considered a critical component of these

interventions. Additional research is needed to determine the most effective and culturally

appropriate ways to explain the concepts of portion control and satiety to this population.

IE concepts have been utilized in dietary intervention focused on weight control and

glycemic control, raising the possibility that such programs could benefit African-American

women with type 2 diabetes. IE interventions have resulted in statistically significant weight

loss, less binge eating, greater self-efficacy, and lower C-reactive protein among men and

women.9,13 Miller et al. found IE adherence was associated with glycemic control in a

predominately white sample of women with type 2 diabetes.15 Additionally, while there is

no established cut point for acceptable IE practices using the IE questionnaire designed by

Framson and colleagues, the average score for our sample is consistent with those

previously noted for adults (90% white, 10% minority) classified as obese, and lower than

the average score for adults with a BMI < 25 (normal weight).14 Further investigation of

specific dietary patterns associated with these scores, rather than body weight alone, is

warranted. However, the women in our study discussed several meal practices inconsistent

with the themes of IE, including susceptibility to external cues and internal emotions that

trigger eating in the absence of hunger, and frequent instances of disinhibition related to

food intake. These findings are consistent with literature revealing that African-American

women may not support dietary patterns associated with weight loss or maintenance.23–25

African-American women with type 2 diabetes have also identified self-control of food

consumption as a barrier to diabetes management, which was echoed among our

participants.26 As self-efficacy is a strong predictor of successful diabetes management, the

inclusion of training to improve self-efficacy and increased awareness in IE interventions

could thus be beneficial to African-American women with diabetes.27

In addition to struggles with dietary intake, our participants repeatedly discussed the stigma

surrounding type 2 diabetes. Many of these women did not disclose their diagnosis to friends

and family members, which could impair their ability to make positive dietary choices when

in a public setting. Wellard and colleagues also reported social stigma related to type 2

diabetes in Australia.15 However, most research related to health stigma in the African-

American community has reported on issues such as obesity, depression, and HIV/

AIDS.16,28,29 Additional studies that investigate issues of diabetes-related stigma in the

African-American community and how to address stigma in the context of an IE

intervention are needed.
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This study has limitations. Data are from a convenience sample. Some of the participants

knew each other and shared common interests, decreasing our ability to generalize the

results to other groups. Similarly, all of the participants were living in the Southeast, and

thus, the results may not generalize to groups living in other regions of the United States.

However, the current study does provide important information about the perspectives of

African American women with diabetes regarding dietary practices and concepts related IE

that is currently lacking in the scientific literature.

CONCLUSIONS

These results highlight the need for interventions that provide tools for managing meal

intake and hunger cues effectively among African-American women with type 2 diabetes.

Increased understanding of how the environment is related to immediate food consumption,

along with practice of strategies focused on controlling one’s food environment, could lead

to improved food choices by these patients. Future research should determine the feasibility

and acceptability of IE programs among this population, and whether such programs can

have a measurable impact on diabetes-related treatment outcomes.
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Table 1

Focus group questions about dietary practices and intuitive eating presented to 35 African-American women

with Type 2 Diabetes Mellitus

1 How, if at all, do you think the food we eat affects our health?

2 How, if at all, has having diabetes changed the way you think of food?

3 Where do you eat?

4 What other things, if anything, competes for your attention while you are eating?

5 While you are eating, what do you do to really enjoy your food?

6 How do you know when you are ready to stop eating?

7 What sorts of things make it difficult to eat healthy?
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Table 2

Demographics of a cohort of 35 African-American women with Type 2 Diabetes Mellitus participating in

focus group data collection including intuitive eating practices

Characteristic (m, SD or %) Total Sample (n=35)

Age (years) 52.4 ± 9.9

Height (cm) 162.0 ± 6.8

Weight (kg) 100.3 ± 20.9

Body mass index 38.7 ± 7.3

Married, % 11.4

Employed, % 22.9

Years of education, %

 < 12 22.9

 12–16 71.4

 > 16 5.7

Household income, $ per month 1583.7 ± 3213.0

Years diagnosed with diabetes 9.7 ± 10.2

Self-rated health, %

 Poor/Fair 62.9

 Good 31.4

 Good/Excellent 5.7

Intuitive Eating Score 2.5 ± 0.3
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Table 3

Coding themes used by researchers to categorize intuitive eating practices and influence of diabetes diagnosis

on diet among 35 African-American women with Type 2 Diabetes Mellitus

Themes Sub-themes Illustrative Quotes

Diabetes
Influences
how one
thinks about
food

Heightened awareness
of food choices

“And portion control, I mean, I eat more fruits and vegetables now than I ever ate in my life, you
know…I can’t eat 15 pieces of chicken like I used to.”
“It scares me because I can’t eat but so much of this and I can’t eat that.”
“The foods that are good is not good for you, most of them. So the food that you love to eat, they
ain’t good for you.”

Awareness of
consequences of food
choices

I just try to, you know, eat healthy, but I know I don’t always eat healthy.”
“It’ll affect you, food does, because when I’m being healthy, I feel like a totally different person,
and when I eat junk like I do sometimes…I feel sluggish.”

Negative
emotional
impact of
diabetes

Social Stigma “I mean you feel like you’re not normal. Most of the people I’m around, they seem to appear to be
healthy. They don’t take as many pills as I take.”
“And they give parties, they have party food for diabetics and all that…they had their own table for
the diabetics to sit…I tried to sneak over to the other table, you know, the table they had with the
food on it…the real food.”

Guilt “But I was eating all the wrong foods and preparing my food wrong, just eating whatever I wanted
to eat, and now I really can’t eat what I want to eat.”
“You feel guilty once you start, you know, eating all that Pepsi and cheese curls and grapes, you
feel guilty, like I shouldn’t have had that.”
“Sometime[s] I go in denial. Like I’m not a diabetic for real, so I could just eat like I used to, and
it’s not a problem. It’s going to go away…I really don’t want to be a diabetic.”
“And then after you eat you say, well I do, I shouldn’t have eaten that.”
“It was just my own laziness and really not knowing enough, you know, about it that I wind up
getting it.”

Intuitive
eating
practices
are not
routine

Disinhibition “You eat because you [are] hungry.”
“[You stop eating] when you’re full.”
“[I know I’m full] when I feel stuffed, sick.”
“As fast as I finish one [Pepsi], I got to go get me another [Pepsi]. …I’m constantly buying Pepsis,
and taking them and throwing them everywhere, all up under the sofas, all up under the children’s
bed, all up in the closet because I got to have it.”

Awareness “I don’t do nothing special [to enjoy a meal]. I just always get something that I know I like.”
“I make sure it’s right before I sit down. Because I can’t eat without Accent. If there ain’t no
Accent, I can’t eat nothing.”
“I get me a good movie or make sure there’s a movie on TV…to watch. And I sit down and smell it
first and then I eat it slow.”

External cues “When you think about certain foods, you know, you’ll just have a tendency to get hungry...then
you’ll want to eat.”
“Cause it’s like a drug, really…it’s no different than a drug.”

Emotional Response “Because I’m already a diabetic and I know I don’t supposed to have it, but if I get stressed, that’s
the first thing I’m going to get…some candy or something sweet.”

Distraction “I work 12 hours a day, so when I’m sitting at that computer, I’m snacking…12 hours straight.”
“I’m a cook, so I’m constantly cooking so, therefore, I can’t be healthy and I be trying to…I just
can’t take a break when everybody else takes one.”
“My child, he always got something to say…Mama this, Mama that. Leave me along, I’m trying to
eat.”
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Themes Sub-themes Illustrative Quotes

“Everybody leave me alone and let me eat. I ain’t got to have nobody with me.”

J Acad Nutr Diet. Author manuscript; available in PMC 2015 June 01.


