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OBJECTIVE | Type 2 diabetes represents a major health disparity for many American Indian/Alaska Native (AIAN)
communities, in which prevalence rates are more than double that of the general U.S. population. Diabetes is a major
indicator for other comorbidities, including the leading cause of death for AIANs (i.e., cardiovascular disease). This
study investigated associations between protective factors (social support and cultural factors) and self-reported
empowerment to manage illness.

DESIGN AND METHODS | Participants were drawn from a random sample of tribal clinic records. Data included results from
computer-assisted personal interviews with 192 American Indian adults with a diagnosis of type 2 diabetes living on or
near a reservation. Community Research Councils, developed at each of the five partnering Anishinaabe reservations,
oversaw protocols and procedures in this community-based participatory research collaboration.

RESULTS | Multiple ordinary least squares regression models determined that general social support and diabetes-
specific social support are positively related to diabetes empowerment. These associations persisted when both social
support measures were added to the model, indicating independent effects of different types of social support. Cultural
identity and cultural practices were positively related to diabetes empowerment in bivariate analyses; however, both
measures dropped from statistical significance after accounting for all other covariates. An interaction term revealed a
moderation effect through which cultural identity amplified the positive relationship between social support and
diabetes empowerment.

CONCLUSION | Results moderately support policy and risk-reduction efforts aiming at expanding social support networks
into multiple domains and reinforcing cultural identity and cultural practices.

Type 2 diabetes represents a modern epidemic and major
health inequity in many American Indian/Alaskan Native
(AIAN) communities, where rates of diabetes overall are
more than double that seen in the general U.S. population
(1). Furthermore, diabetes is a major contributor to car-
diovascular disease, the leading cause of death for AIAN
people (2) and other comorbidities affecting these com-
munities (3–5). Thus, determining protective factors that
improve quality of life for AIAN people living with diabetes
is an important empirical initiative to improve individual
and community health and well-being.

Social Support and Health

For AIAN people and indigenous populations throughout
the world, family and community support are imperative
in improving health and decreasing barriers to healthy

behaviors, especially with regard to diabetes management.
Among indigenous adults in Canada, social support (i.e.,
positive interaction, emotional support, and tangible sup-
port) was associated with thriving health, and emotional
support specifically increased the odds of thriving health by
almost twofold (6). Furthermore, important diabetes-specific
health outcomes have been shown to result from social
support. Epple et al. (7) found that AI individuals reporting
family support in healthy eating had better outcomes for
triglyceride, cholesterol, and A1C levels. Most important to
all metabolic outcomes was having another person cook
most of the meals. The authors deduced that having sup-
port in meal preparation creates broader family ownership
of the disease such that the burdens of diabetes care are
shared. In addition, Dill et al. (8) found that an increase in
positive family support improved the outcomes of an edu-
cational curriculum focused on weight loss for AIAN people
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with diabetes. Encouragement and shared ownership of
disease management leads to better health outcomes among
AIAN adults living with diabetes.

Among AIAN people, disconnection and lack of support
from family and community are crucial barriers to disease
management. In one intervention study, family criticism or
family negativity toward diabetes-related behaviors was
associated with higher baseline weight and less weight loss
after the intervention (8). Taylor et al. (9) identified barriers
to engaging in diabetes-related health behaviors, including
conflicting family and community responsibilities. If family
roles and position in the community were disrupted be-
cause of diabetes care behaviors, family and community
responsibilities often took precedence.

Although disconnection from family and community and
competing social responsibilities may deter positive health
outcomes, it is often family support that resolves the di-
lemma that the individual might have in balancing family
needs with individual needs (7). Thus, empirical evidence
suggests that family and community play important roles in
supporting improved health behaviors and better health
outcomes for indigenous people living with diabetes.

Cultural Factors and Health

There are two major gaps in research related to under-
standing how indigenous cultures are associated with
health: 1) investigations into multiple dimensions of culture
and 2) efforts to broaden the study of health outcomes that
might relate to cultural domains. Currently, much of the
literature supporting ideas of “culture as treatment” focuses
on substance abuse and mental health (10,11). Yet, there is
evidence of broader protective effects that cultural identity
and cultural engagement may provide to AIAN commu-
nities by improving wellness and healthy behaviors (12,13),
encouraging positive strategies for coping with stress (14),
and building youth resilience (15,16).

Indigenous cultural factors are associated with diabetes-
related behaviors and outcomes as well, although these re-
lationships are empirically underexplored. Greater rates of
indigenous language knowledge were found to significantly
predict lower prevalence rates of diabetes among 31 First
Nations communities in Canada (17). In a study of partic-
ipants in an AIAN diabetes project, Dill et al. (8) found a
significant and positive relationship between indigenous
spirituality and weight loss in a sample of AIAN respondents
living with diabetes. Qualitative research has also reported
the importance of spirituality, traditional practices, and
identity in coping with stress while living with diabetes (18)
and with diabetes care management (19) among AIAN and

First Nations people. These studies have revealed important
relationships between indigenous cultural factors and
diabetes-related health, thus warranting additional research.

Interrelatedness of Social Support and Cultural Factors

There is a multifaceted relationship between social support
and indigenous cultures. Indigenous people often consider
social support and culture as interrelated (and possibly in-
terdependent) concepts. As one author noted, “. . .[F]amily
and traditions such as valuing heritage and respecting kin-
ship helped the participants persevere in the world with
diabetes . . . [T]ensions within tribal traditions included loss
of family support and not beingwell enough to participate in
cultural practices. . . .” (20). Furthermore, exploring why and
how diabetes affects Aborigines in Australia,Thompson and
Gifford (21) reported that being connected to family and
community actually protects people from the disease; it is
only when people are disconnected from their families that
they are “open to illness . . . from the outside world.” In this
conceptualization of health, connection to family and com-
munity instills standards toward living a traditional lifestyle,
including traditional diet and traditional labor activities. In
other studies, protective family and peer influences have
been positively and significantly related to cultural identity
(22), and social support from family and friends has been
related to enculturation (16). Family, community, and cul-
ture are often spoken about simultaneously in indigenous
contexts; thus, disentangling their independent or inter-
active effects may be difficult.

On the other hand, there are aspects of indigenous cultures
that are unrelated to social support, which leads us to
believe that culture can amplify the impact of social support
on health and wellness. Wexler (23) offers a few cultural
mechanisms that may lead to positive health outcomes.
Culture provides a sense of pride, a moral compass, and an
outlook on life that may encourage a higher standard for
self-care when managing chronic disease. Coping with his-
torical trauma, the feelings of loss that are often heightened
when one is more enculturated (24), is thought to lead to a
“fierce willpower” (23) that could provide determination to
deal with other hardships, including chronic illness. Cultural
identity may mean one participates in more traditional
cultural activities, which has been shown to be associated
with better mental health outcomes (25). Furthermore, re-
searchers who study resilience among AI youth have asso-
ciated cultural identity with better self-esteem and subjective
well-being (15,16), which might indicate better behaviors for
the sake of healthy living. Thus, there is impetus to identify
the interactive associations among culture, social support,
and health.
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Diabetes Empowerment and Health

Diabetes empowerment is another mechanism likely to
influence health behaviors and therefore health. Diabetes
empowerment is an important construct for improving the
health of individuals living with diabetes given evidence
that empowerment, or self-efficacy to manage diabetes-
related health, positively affects self-management behav-
iors such as monitoring blood glucose, following a diabetes
meal plan, performing foot checks (26), taking medications,
and gaining diabetes knowledge (27,28). Researchers posit
that more important than gaining knowledge about one’s
chronic condition is having the ability to set goals, organize
resources, and implement problem-solving strategies, as
well as knowing the actions that are necessary for disease
self-management (29). Intervention strategies geared to-
ward increasing empowerment focus on self-management
experiences, problem-solving, and behavioral goal-setting
(30,31), which are important predeterminants of behavior
change.

This study is based on the premise that social support and
indigenous cultural factors lead to better health outcomes
for AIAN people while recognizing that the relationship
among social support, cultural factors, and health remains
unclear. This study specifically focuses on Anishinaabe
people. (“Chippewa” has been the legal term used by the
federal government in major legal and treaty negotiations
and is included in the names of multiple tribes [32,33], but
many members of this group prefer the terms “Anishinaabe”
or “Ojibwe.”)

Social support is a key indicator of health and well-being
when it comes to chronic disease, including type 2 dia-
betes (34,35), and among AIAN communities (7,8). In ad-
dition, “culture as treatment” (10,36) is a concept innately
understood in indigenous communities and is emerging
as the foundation for indigenous health research and
practice. With this emergence, it is important to explore
multiple domains of culture as a multidimensional con-
cept. Investigating various components of cultural en-
gagement, values, and beliefs in research can better
support community-based efforts to promote health.
Furthermore, social support and social integration are
intertwined in cultural practices and cultural socializa-
tion (16,22).

With regard to the evidence presented, our analyses are
based on a sociocultural conceptual model (Figure 1). We
investigated associations among individual and interactive
effects of cultural factors and social support for diabetes-
related empowerment among Anishinaabe people living
with type 2 diabetes by testing three hypotheses:

• Hypothesis 1 (H1): Social support (diabetes specific and
general) will be positively associated with diabetes
empowerment.

• Hypothesis 2 (H2): Indigenous cultural factors (identity
and practice) will be positively associated with diabetes
empowerment.

• Hypothesis 3 (H3): Cultural factors will moderate
the relationship between social support and diabetes
empowerment.

Research Design and Methods

The Maawaji’ idi-oog Mino-ayaawin (Gathering for Health)
study is a community-based participatory research collab-
oration between researchers and five Anishinaabe com-
munities in the Upper Midwest region of the United States.
Community research councils (CRCs) composed of tribal
members and health providers at each site are active research
partners and participate in all aspects of study planning,
protocol development, and implementation to ensure cul-
tural and local acceptability of study procedures. For ex-
ample, CRC members generated ideas for and reviewed
and adapted all measures included in the survey, made
hiring decisions for community-based interviewers, pre-
sented project updates to tribal governments alongside
university project members, and continue to strategize with
the analysis team regarding important manuscripts or re-
search questions to explore with the data. CRC members
and interviewers also attend and present data from the
project at academic conferences. They are local experts on
the cultural and community contextual factors important
for interpretation of results and leaders for our team overall.
The project is supported by resolutions from each tribal
government, and all study procedures were reviewed and
approved by the University of Minnesota and the National
Indian Health Service institutional review boards.

Sample

Staff at the partnering tribal clinics generated simple
random probability samples frommedical records to form a
recruitment list for the study. Patients who were $18 years

FIGURE 1 The sociocultural conceptual model on which this
research was based.

158 SPECTRUM.DIABETESJOURNALS.ORG

FEATURE ARTICLE Empowerment in American Indians With Diabetes

https://spectrum.diabetesjournals.org


of age, had a diagnosis of type 2 diabetes, lived on or near
one of the five partnering reservations (i.e., within a 1-hour
drive), and self-identified as AIAN were eligible for in-
clusion. Selected patients were mailed a study invitation
letter with mail and call-in refusal options.

A total of 194 participants enrolled in the study, repre-
senting a baseline response rate of 67%. Data for this article
include responses from the 192 participants for which we
have baseline computer-assisted personal interviews (CAPIs)
completed between November 2013 and November 2015.
Participants received $50 and a traditional gift of wild rice
for taking the survey.

Measures

Diabetes Empowerment

The dependent variable diabetes empowerment was
measured using an adapted version of the Diabetes Em-
powerment Scale–Short Form (DES-SF) (37).The DES-SF is
an eight-item self-reported measure to assess the self-
efficacy of people with diabetes in managing the psycho-
social aspects of diabetes, dissatisfaction and readiness to
change, and ability to set and achieve goals related to di-
abetes. Item scores ranged from 1 (strongly agree) to 4
(strongly disagree). Items were inversely scored and sum-
med to create a final diabetes empowerment variable with
higher values indicating greater diabetes empowerment.

Social Support

The independent variables included two social support
measures: diabetes support and general social support.

Diabetes support was measured using an adapted version
of the Diabetes Care Profile (DCP)–Support Received Scale
(38,39). Respondents were asked about support they receive
from their families and friends as it relates to handling
diabetes-related behaviors and moods. Item scores ranged
from 1 (strongly agree) to 4 (strongly disagree). The final
diabetes support variable was inversely scored, and a sum
score was created,with a possible range of 0–15, with higher
values indicating more support.

General social support was measured using the “received
support” components of the adapted 2-Way Social Support
Scale, designed to measure instrumental and emotional
support (40). Respondents were asked to rate whether they
had someone to provide them emotional and instrumental
support. Response options included “not at all true,”
“sometimes true,” “often true,” and “always true.” General
support was a mean score of all items,with a possible range
of 0–3, with higher scores indicating higher levels of re-
ceived support.

Anishinaabe Culture

Independent variables also included two cultural
measures—Anishinaabe cultural identity and Anishinaabe
cultural practice.

Anishinaabe cultural identity was measured using an
adapted version of the In-Group Identification Measure
(41). We asked respondents to rate the degree to which
they agree or disagree with questions regarding their bond
with native people, commitment to native people, and
feelings toward being native. The mean score of each item
formed the final variable, with possible ranges of 0–3, with
higher scores indicating greater cultural identity.

The second cultural measure signified whether the re-
spondents felt they lived by Anishinaabe ways. We chose
this measure to indicate the level of practicing Anishinaabe
cultural ways. Anishinaabe cultural practice was measured
using one self-reported question: How much do you live by
or follow Anishinaabe ways? Response options included
“none,” “not much,” “some,” and “a lot,” which were coded
as 0–3, respectively.

Demographics

Four additional measures were included as control vari-
ables. Sex was coded as either 05male or 1 5 female. Age
was calculated by self-reported age in years at the respondent’s
last birthday. Income was divided by the number of people in
the household and then divided by 1,000 to assess per-capita
income.Currently living on a reservationwasmeasuredwith a
self-reported yes-or-no question (on reservation5 1, off5 0).

Statistical Analysis

We used SPSS, version 24, for data analysis (42). Multiple
ordinary least squares (OLS) regression models were used
to examine the associations among social support, cultural
factors, and diabetes empowerment, controlling for sex,
age, income, and currently living on the reservation. De-
scriptive and bivariate analyses were generated to examine
variable distributions and focal relationships among key
study variables. OLS regression models (including mean-
centering independent variables for calculating interaction
terms) were used for multivariate modeling.

Results

Descriptive information and bivariate correlations for all
study variables are presented in Table 1. More than half of
the study population (55.7%) was female.The average age of
respondents was 46 years, and the majority (almost 79%)
reported living on a reservation. The average per-capita
income was ,$10,000.
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Turning first to demographic control variables, being fe-
male was negatively associated with diabetes support, and
age was positively associated with Anishinaabe cultural
identity. Income was positively related to diabetes care
support, general social support, Anishinaabe cultural iden-
tity, and diabetes empowerment. Both measures of social
support (general social support and diabetes support) were
significantly and positively correlated with diabetes em-
powerment, thus supporting H1. The two cultural measures
(cultural identity and cultural practices) were significantly
and positively associated with each other, and both were
positively associated with receiving social support and dia-
betes empowerment, thus supporting H2.

Results of OLS regression analyses are shown in Table 2.
Model 1 displays results when diabetes empowerment is
regressed on four demographic control variables. Holding
sex, age, and reservation residency constant, income was
positively associated with diabetes empowerment (b 5
0.22, P ,0.01).

Next, we added two social support variables to the model.
Model 2 illustrates a positive relationship between diabetes
support and diabetes empowerment (b 5 0.27, P ,0.001)
after controlling for demographic variables.When including
both social support variables in Model 3, both diabetes
support (b5 0.21, P,0.01) and general social support (b5 1.07,
P ,0.001) were positively related to diabetes empowerment.

The statistical significance of these social support variables
persisted in all remaining models even when cultural
variables were added (Models 4 and 5).

Models 4 and 5 show relationships between cultural factors
and diabetes empowerment after accounting for social
support factors and demographic controls. As illustrated in
Model 4, cultural identity was significantly and positively
related to diabetes empowerment. When both cultural
variables are added to the model (Model 5), neither was
significantly related to diabetes empowerment.

To test for the potential modifying effects of culture and
social support factors for diabetes empowerment, we cre-
ated interaction terms between our twomeasures of culture
and two measures of social support (four interaction terms
total). Only one of the multiplicative interactions (diabetes
support 3 identity) was significant (P ,0.10 level) and is
shown in Model 6. As can be seen in a visual display of the
interaction effect in Figure 2, increasing levels of diabetes
support are related to more diabetes empowerment for
all participants (those with low or high identity scores);
however, this relationship is much more pronounced for
those who report a stronger Anishinaabe cultural identity.
For respondents with high Anishinaabe cultural identity
scores, levels of diabetes empowerment increase at a much
higher rate in response to increasing diabetes support in
comparisonwith respondents with low Anishinaabe cultural

TABLE 1 Descriptive Statistics and Bivariate Correlations for All Study Variables

Variable 1 2 3 4 5 6 7 8 9

1 Sex
(female 5 1)

1

2 Age 0.03 1

3 Income 0.04 0.24** 1

4 Currently live
on reservation

0.02 20.13 20.22** 1

5 Diabetes care
support

20.16* 0.01 0.16* 0.02 1

6 Social support 0.08 0.00 0.19** 20.03 0.32** 1

7 Cultural identity 0.07 0.16* 0.13 0.02 0.28** 0.30** 1

8 Follows
Anishinaabe ways

0.03 20.02 0.03 0.03 0.24** 0.19** 0.42** 1

9 Diabetes
empowerment

0.01 0.02 0.18* 0.05 0.33** 0.37** 0.30** 0.23** 1

Mean or % (SD) 55.7% 46.3 (12.2)
years

$9,767 per
capita

78.7% 8.67 (3.1)
score

2.24 (0.7)
score

2.4 (0.5)
score

1.6 (0.9)
score

16.02 (2.9)
score

Boldface indicates statistical significance (two-tailed tests). *P ,0.05. **P ,0.01.
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identity scores.The highest diabetes empowerment was seen
in respondents with the highest levels of Anishinaabe cul-
tural identity and the highest levels of diabetes support. In
short, the interaction illustrates that a strong cultural
identity strengthens the positive relationship between di-
abetes support and diabetes empowerment.

Discussion

The purpose of this study was to examine the relationships
among social support, culture, and diabetes empowerment
in Anishinaabe adults living with type 2 diabetes. We hy-
pothesized that social support would be positively related
to diabetes empowerment (H1), that cultural factors would
be positively related to diabetes empowerment (H2), and
that cultural factors would moderate the relationship be-
tween social support and empowerment (H3). Our results
highlight the importance of social support, disease-specific
support, and cultural factors for promoting diabetes em-
powerment among AIAN patients with type 2 diabetes.

We documented bivariate associations between social sup-
port and diabetes empowerment that persisted in multi-
variate models after controlling for relevant demographic
variables, thus supporting H1. This is consistent with prior
literature showing empowerment, or self-efficacy to manage
diabetes-related health, may also mediate the effect of family
and friend support on diabetes-related behaviors such as
following a meal plan and checking feet (26). A particularly
important and novel finding was that general social support
and disease-specific support had independent effects for
diabetes empowerment in our multivariate models. This
suggests that efforts to amplify social support in multiple
domains may be beneficial for patients with diabetes and
builds on the findings of prior studies that emphasize links
between social support and health among AIAN and First
Nations people living with type 2 diabetes (43,44).

In bivariate results, cultural identity and cultural practices
were each positively related to general social support, disease-
specific social support, and diabetes empowerment. These
results align with prior research documenting a positive

TABLE 2 Multiple Regression for All Study Variables and Interaction Term

Model 1 Model 2 Model 3 Model 4 Model 5 Model 6

B B B B B B

Variable (b/SE) b (b/SE) b (b/SE) b (b/SE) b (b/SE) b (b/SE) b

Sex (Female 5 1) 0.14 0.03 0.39 0.07 0.19 0.03 0.13 0.02 0.11 0.02 0.14 0.02
(0.42) (0.41) (0.40) (0.40) (0.40) (0.39)

Age 20.01 20.02 0.00 20.01 0.00 0.01 0.00 20.02 0.00 20.01 0.00 0.00
(0.02) (0.02) (0.02) (0.02) (0.02) (0.02)

Income 0.06 0.19 0.04*** 0.14 0.03 0.10 0.03 0.10 0.03 0.10 0.03 0.10
(0.02) (0.02) (0.02) (0.02) (0.02) (0.02)

Currently live
on the reservation

0.62
(0.53)

0.09 0.51
(0.51)

0.07 0.52
(0.49)

0.08 0.47
(0.49)

0.07 0.47
(0.49)

0.07 0.41
(0.48)

0.06

Diabetes care
support

0.28††
(0.07)

0.30 0.20†
(0.07)

0.22 0.17***
(0.07)

0.19 0.16***
(0.07)

0.18 0.14**
(0.07)

0.15

Social support 1.11†† 0.26 0.99*** 0.23 0.97† 0.23 0.92† 0.22
(0.31) (0.32) (0.32) (0.32)

Cultural identity 0.83** 0.14 0.62 0.11 0.77 0.13
(0.43) (0.46) (0.47)

Follows Anishinaabe
ways

0.28
(0.23)

0.09 0.33
(0.23)

0.11

Diabetes care
support 3 identity

0.23*
(0.13)

0.13

Constant 15.09 12.68 10.83 9.75 9.85 9.63
(1.01) (1.13) (1.21) (1.32) (1.32) (1.32)

Boldface indicates statistical significance (two-tailed tests). *P ,0.10. **P ,0.065. ***P ,0.05. †P ,0.01. ††P ,0.001.
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relationship between AIAN cultural identity and social
support (22) and between AIAN cultural behaviors/practices
and well-being (16). Age was also positively associated with
cultural identity. This finding is consistent with develop-
mental theories in which cultural identity unfolds over the
life course (23,45). At the same time, fostering cultural identity
in young people is crucial for building resiliency into
adulthood (16,46), and our finding suggests that older par-
ticipants may have stronger ethnic identities and lessons to
share with younger generations.

The bivariate relationship between cultural factors and
diabetes empowerment provides support for H2 and offers
new evidence of potentially protective effects of culture on
diabetes-related outcomes. Further, in multivariate analy-
sis, cultural identity remained significantly related to di-
abetes empowerment even after accounting for social
support and demographic factors (Model 4). That both
social support constructs retained statistical significance in
this model suggests that cultural identity, social support,
and diabetes support offer independent contributions to
diabetes empowerment, making each vital to the reduction
or delay of diabetes. These independent effects are espe-
cially compelling given that prior research has cited social
support as a possible mechanism of culturally driven health
promotion. For example, others have argued that cultural
embeddedness or belonging to a social group (23) provides
social support and that social support shapes identity (47).
However, our results indicate that culture may improve
diabetes empowerment even when accounting for social
support (with additional modifying effects, discussed be-
low). Both of the cultural variables dropped from statistical
significance, however, when each was added to our final
multivariate model, including controls, social support, and
a multiplicative interaction term. This result may be

because of shared variance among the cultural measures
and a relatively small sample size.

Beyond the direct associations discussed above, we found
that cultural identity modified the relationship between
diabetes support and empowerment, lending partial sup-
port to H3. This finding signifies that culture may also
strengthen the relationship between social support and
well-being; that is, those with a greater degree of positive
cultural identity were most likely to benefit from possible
impacts of social support on diabetes empowerment.

Limitations

Although this study resulted in novel conclusions regarding
the role of social support and indigenous cultural factors on
disease-specific empowerment, there are limitations to our
approach.The cross-sectional nature of these data prohibits
conclusions about causal ordering. In addition, the con-
ceptual framework that theorizes culture as a modifier of
social support cannot be clearly determined by these data.
One measurement challenge was the assessment of cultural
factors. Our two cultural measurements (cultural identity
and cultural practices) are correlated and may overlap in
terms of predicting variance in multivariate models. Health
researchers are committed to investigating the role of cultural
factors in indigenous health; however, the way in which we
measure culture remains unclear. Not only do constructs of
indigenous culture evolve, but also, culture’s dynamic nature
is difficult to elucidate in terms of measures.There may exist
other mechanisms of culture that better predict social sup-
port and diabetes empowerment. In addition, indigenous
culture is confounded by cultural-related stress (i.e., dis-
crimination and historical trauma), which negatively affects
health outcomes and blurs the relationship between indig-
enous culture and health (48).

Conclusion

Our study demonstrates that general support and diabetes-
specific support are independently related to diabetes
empowerment among AI adults. This finding expands our
view of social support for diabetes patients by assessing
multiple domains of social support. In addition, cultural
identity and social support were associated with diabetes
empowerment independent of the effects of each other,
thus implying independent potential protective aspects of
culture and social support for AIAN people.

These results inform our understanding of the com-
plexity of culture and the mechanisms by which culture
promotes healthy behaviors and outcomes (49). The re-
sults also suggest that cultural identity may strengthen

FIGURE 2 Levels of diabetes empowerment by Anishinaabe
cultural identity and diabetes care support.
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the relationship between diabetes support and diabetes
empowerment. Because of the cross-sectional nature of
the study, further research to determine causal rela-
tionships among social support, cultural factors, and
diabetes empowerment would strengthen our findings.
These findings are also on par with prior literature (35),
thus bolstering the relevance of social support for in-
tervention programming. Finally, this work supports
community calls for culturally relevant programming
and is therefore applicable to AIAN peoples.
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