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Abstract
Black churches are instrumental in reducing chronic diseases, yet there is a paucity of literature regarding the association 
of Black churches and pre-diabetes among African Americans. The purpose of this study was to examine the diabetes pre-
vention perceptions and practices of African Americans with pre-diabetes who participated in a larger intervention study 
(the Hosea Project). Interviews and focus groups (n = 51) were conducted 2 months following the intervention. A thematic 
analysis was performed to identify six emergent themes: general understanding of pre-diabetes and diabetes, diabetes preven-
tion knowledge, program benefits, program barriers, lack of participation from men, and behavioral changes after program 
participation. This study illustrates how Black churches should serve as an intervention setting to increase pre-diabetes 
health behavior and education. Tailored and culturally appropriate programs can be beneficial in helping African Americans 
implement strategies to prevent diabetes.
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Introduction

African Americans in the United States are disproportion-
ately affected by diabetes, specifically type 2 diabetes (T2D) 
[1–3]. Diabetes can result in heart disease, blindness, kidney 
failure, and limb amputations [1, 4, 5]. By modifying an 
individual’s behavioral habits (including increasing physical 
activity, eating healthy, and limiting alcohol intake), T2D 
can be preventable [6]. Due to the prevalence of T2D and the 
high rates of mortality, morbidity, and economic costs, much 
attention has been given to preventative efforts. These efforts 
have resulted in an emphasis on decreasing the incidence 
rate of pre-diabetes.

The American Diabetes Association [7] defines pre-dia-
betes as a blood sugar level higher than normal, but not high 
enough to be diagnosed as diabetic. Approximately 15–30% 

of pre-diabetics develop T2D within 5 years [8]. Many risk 
factors are associated with pre-diabetes, including age, being 
overweight or obese, a family history of diabetes, and race/
ethnicity [8]. To address the health disparity of pre-diabetes 
among African Americans, program planners, public health 
practitioners, researchers, and policy makers should seek 
partnerships with African American churches to increase 
health education and promotion activities.

Diabetes is the fourth leading cause of death for African 
Americans in North Carolina [9]. It is estimated that more 
than 2.5 million individuals (one in three) residing in North 
Carolina may have pre-diabetes [10]. However, national 
trends indicate that approximately 10% of the individuals 
with pre-diabetes are aware of their condition [11]. Nearly 
780,000 individuals in North Carolina report being diag-
nosed with pre-diabetes by a healthcare professional [11].

Forsyth County, North Carolina, has a pre-diabetes self-
reported prevalence rate of 8.4–8.7%. Despite the impact of 
T2D on the African American community, there continues 
to be a lack of research on the effectiveness of prevention 
strategies, particularly those that involve health education 
interventions [12]. Thus, prevention strategies are needed to 
increase research, awareness, and best practices, specifically 
as they relate to this priority population.
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Faith-based organizations, including churches, have 
become partners in reducing health disparities and health 
inequities in communities because of their credibility [13]. 
Historically, Black churches (i.e., those serving primarily 
African Americans) have gone beyond their role of wor-
ship and addressed health, social, economic, and political 
welfare issues of their congregants and the community at 
large [14, 15]. Many faith-based organizations include health 
within their mission via support groups and health ministries 
[16–18]. Today, Black churches remain a prominent institu-
tion for the African American community and play a major 
role in developing and reinforcing heath behaviors, thereby 
making them ideal for health information dissemination, 
screenings, and educational programs.

Prior studies have demonstrated the benefits of religious 
affiliation and church attendance on improving the physi-
cal and psychological health of individuals [19–21]. Fur-
thermore, there is substantial evidence that integrating faith 
into community-based research exerts positive effects on 
social networks and support on the individual [22]. Stud-
ies focusing on diabetes prevention in faith settings have 
shown promise in terms of effectiveness. Boltri et al. [23] 
conducted an intervention with individuals participating in 
a church-based diabetes prevention program. The interven-
tion reported decreases in fasting glucose and weight. In a 
similar study, participants lost an average of 2.34 kg from 
baseline to 16-week follow-up [24]. Additionally, Williams 
et al. [25] conducted an intervention in 20 Black churches 
among 604 African Americans who lost an average of 2.62 
kg at 12 weeks post intervention.

The aforementioned studies show the potential of faith-
based health programs to improve diabetes risk factors 
among African Americans. However, most of these stud-
ies were not culturally adapted, the intervention was costly, 
and the intervention solely focused on individual behaviors 
rather than the church environment and practices. Addition-
ally, challenges remain in regard to ways to broaden the 
intersection between the faith-based and public health sec-
tors. To address these gaps, the HOSEA Project was devel-
oped. The purpose of this study was to explore the diabetes 
prevention perceptions and practices of pre-diabetic African 
Americans who participated in the HOSEA Project.

Methods

Description of Intervention

The HOSEA Project: Training, Equipping, and Empowering 
Churches to Prevent Diabetes was designed to examine the 
efficacy of an evidence-based diabetes prevention program 
implemented in a community and faith-based format. The 
project used the Centers for Disease Control and Prevention 

(CDC), National Diabetes Prevention Program (National 
DPP) curriculum, modified for a faith-based setting. The 
name “HOSEA” was selected to remind participants of the 
Bible scripture Hosea 4:6, which states, “My people are 
destroyed by a lack of knowledge.” In this study, knowledge 
was referred to as diabetes prevention knowledge.

As a mixed-methods educational intervention study, 
HOSEA was designed to educate and empower lifestyle 
changes among African Americans who were at risk for 
diabetes. A total of 20 churches were recruited to partici-
pate in the intervention and were randomly assigned into 
the National DPP modified curriculum group (MC group) or 
nutrition education group (NE group). The NE group served 
as the comparison group. Randomization occurred at the 
church level, with 10 churches assigned to each group. The 
MC group received a curriculum based on the CDC National 
DPP linked with devotionals to reinforce the lesson learned. 
The NE group received a general nutrition-based interven-
tion that consisted of four general nutrition lessons with a 
focus on diabetes prevention. Participants in the NE group 
were given memberships to exercise facilities, whereas the 
MC group was provided with 12 instructor-led exercise ses-
sions (e.g., aerobic dance, kickboxing, praise craze) at their 
church.

Study Design

The current study used a qualitative design that included 
focus groups and semi-structured interviews. Both method-
ologies were employed to understand the perceptions that 
underlined and influenced participants’ behaviors and gen-
erate ideas for intervention improvement. This study was 
approved by the Winston-Salem State University’s Institu-
tional Review Board (IRB).

Recruitment

A convenience sample of participants was recruited through 
various methods including direct contact through church vis-
its, bulletins, announcements, and emails. Eligible partici-
pants included African Americans with pre-diabetes who 
were 21 years of age or older, a member of a HOSEA partner 
church, and a participant in the HOSEA Project. Participants 
received $25 as an incentive to take part in the focus groups 
or interviews.

Data Collection

Data were collected via focus groups and semi-structured 
interviews occurring over a 2-month period. Interviews 
occurred with individuals from each subgroup who were 
not able to attend the focus group. Both sources allowed 
the researchers to create a forum for discussion and 



696	 Journal of Community Health (2019) 44:694–703

1 3

conduct in-depth probing regarding participants’ experi-
ences, perceptions on programing, and recommendations 
for future interventions. Data collection occurred imme-
diately after the HOSEA intervention concluded. Focus 
groups and interviews were conducted in the evenings in a 
university conference room to allow for uninterrupted dis-
cussion and discretion. For both the interviews and focus 
groups, a moderator used semi-structured guides con-
sisting of 15 questions with sub-questions (see Table 1). 
Seven focus groups (n = 47) and four individual interviews 
(n = 4) were conducted. In an attempt to obtain a high par-
ticipation rate, recruitment occurred with all possible sub-
sets of participants (i.e., participants who completed the 
intervention, dropped participants, men, couples, pastors, 
and participants reaching weight loss goals).

Focus groups lasted approximately 90 min, and inter-
views lasted approximately 60 min. Written informed con-
sent was obtained by the moderator prior to the beginning 
of each focus group discussion. The moderator summa-
rized responses to each question, and focus group par-
ticipants had an opportunity to interact with each another. 
Toward the end of each session, a brief demographic ques-
tionnaire was administered. In addition to audio recording, 
two note-takers captured conversational context, interper-
sonal interactions, nonverbal reactions, and group dynam-
ics. A debriefing was conducted after each session to note 
emergent themes. Field notes were taken during each focus 
group, and summaries were provided during debriefing. 
This process assisted in confirming emergent themes. Data 
were collected until saturation [26].

Data Analysis

Interviews and focus groups were audiotaped and tran-
scribed verbatim. The authors utilized a thematic analysis 
approach to the qualitative data [27]. A team of three inves-
tigators experienced in diabetes prevention and management, 
physical education, public health, and health education inde-
pendently reviewed and coded the first transcript. Codes 
were then discussed and uniform coding guidelines were 
created. This codebook was developed using an iterative pro-
cess where modifications were made to codes and catego-
ries. Subsequently, each transcript was independently coded, 
and then the team met to discuss the transcript to address and 
resolve discrepancies. The transcripts were coded a second 
time, and the team met again to discuss the final themes.

Results

Participant Characteristics

The sample consisted of 51 participants: 37 from the MC 
group and 14 from the NE group (see Table 2). Participants 
included a majority of women (75%), five pastors of part-
nering churches, and mostly individuals with at least some 
college education (86%).

Themes and Subthemes

Six themes and four subthemes emerged, as described below. 
Table 3 provides sample participant quotes that illustrate the 
themes and subthemes.

Table 1   Semi-structured focus group and interview guide questions

Focus area Question

General understanding 1. Prior to your participation in the HOSEA Project, what was your understanding of the term pre-diabetes?
2. What are your thoughts on your ability to prevent diabetes?
3. What are the important lessons you have learned in preventing diabetes?

Program 1. Tell us your thoughts about the education classes you attended for the program
2. Think about the person who provided instruction at your site. Provide us some feedback.
3. For the men in the CWG/FBG, what were the benefits of exercising at Winston Lake Family YMCA?
4. For the men in the CWG/FBG, what were the challenges of exercising at Winston Lake Family YMCA?
5. How did you feel about getting weighed each session?
6. What were the benefits of having the program conducted at your church?
7. What were the cons of having the program conducted at a church?

Behavioral changes 1. What are some of the changes you made in your eating habits because of your participation in the program?
2. What are some of the changes you made in your physical activity habits because of your participating in the pro-

gram?
Participation 1. The majority of the HOSEA participants have been women. That is a trend in most studies among the African 

American community. Why do you think men do not participate in these types of program?
2. What types of support can we offer men so that they will participate in future programs?
3. What changes could we make to the program to make the faith component stronger?
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General Understanding of Pre‑diabetes 
and Diabetes

The majority of participants had knowledge of diabetes, stat-
ing that they understood the term pre-diabetes, and were 
able to provide their interpretation of the term. Interestingly, 
knowledge was acquired through multiple methods. Some 
participants discussed being diagnosed as a pre-diabetic by 
their doctor or when screened for the HOSEA Project. Oth-
ers stated that family members being diagnosed with diabe-
tes provided a trusted information source.

Diabetes Prevention Knowledge

The HOSEA Project was built on the concept of increas-
ing knowledge and awareness of diabetes prevention. Par-
ticipants in both groups cited knowledge gained about pre-
vention strategies as useful. Most discussed education as 
the primary prevention strategy. Likewise, they noted that 
behavioral habits such as sleeping patterns, physical activity, 
and healthy eating played a vital role in diabetes preven-
tion. Interviewees also identified their faith as a prevention 
strategy. The majority of participants in both groups stated 
that the HOSEA educational classes were extremely helpful 

and enlightening, particularly the nutrition components of 
the classes.

Program Benefits

Participants found various aspects of the program benefi-
cial. Those components included instructors, fitness mem-
bership and exercise program, accountability, and the faith 
component.

Instructors

All the instructors received favorable reviews. Participants 
liked that instructors were structured in their delivery yet 
engaging. Participants in the MC group cited appreciation 
for the instructors being able to modify activity for the vary-
ing fitness levels. Overall, the instructors were described as 
knowledgeable, structured, and passionate.

Fitness Membership and Exercise Program

As part of the program, participants in the MC group were 
provided with a weekly exercise component on site at the 
church. While some participants, primarily males, felt the 
group exercise program was not challenging or enjoyable, 
most found it convenient and enjoyable. Participants in the 
NE group were provided fitness memberships at partner-
ing facilities—the men at the YMCA and the women at a 
women’s fitness facility. The male participants in particular 
saw the fitness membership as a benefit.

Accountability

Accountability emerged as a program benefit subtheme in 
terms of both weight tracking and group activities. Measur-
ing participants’ weight status each week served as a form of 
accountability, thereby increasing their motivation to change 
behavioral habits such as exercising and eating during the 
week. Weight tracking also created an awareness of weight 
gain and loss. While most felt that being weighed each 
week was a good part of the program, the weekly weigh-
ins discouraged several people because they felt that their 
weight was not indicative of their overall progress. Similarly, 
attending sessions in their church with other members con-
tributed to the accountability for participation and provided 
additional motivation.

Faith Component

Several topics emerged within the faith component sub-
theme, including connecting faith and health, social sup-
port, and pastoral engagement and support. In the MC group, 
several participants talked about the impact of the weekly 

Table 2   Participant characteristics

Characteristic Number Percentage

Gender
 Male 12 23%
 Female 39 77%

Racial background
 African American 51 100%

Level of education
 Some high school 1 2%
 High school graduate or GED 6 12%
 Some college, no degree 12 22%
 Associate’s degree 1 2%
 Bachelor’s degree 17 33%
 Master’s degree 11 21%
 Professional degree 2 4%
 Doctoral degree 1 2%

Marital status
 Married or living as married 25 49%
 Separated 2 4%
 Divorced 9 18%
 Widowed 4 8%
 Single, never married 11 21%

Group affiliation
 Modified curriculum group 37 73%
 Nutrition education group 14 27%
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Table 3   Themes, subthemes, and participant quotes

Themes and subthemes Participant quotes

General Understanding of Pre-diabetes and Diabetes “I heard of it (pre-diabetes) last year,… when I went for my yearly physical, and my doc-
tor told me that my sugar levels were in the pre-diabetic range. So that was the first time 
that I’d ever really heard the term pre-diabetes.”

“My mother is pre-diabetic, my stepfather died from complications of diabetes. So, pretty 
familiar. I’ve been around people with diabetes, and eating and drinking a certain way 
for most of my life.”

“The initial examination I had prior to coming into the HOSEA Project did indicate that I 
was predisposed. I felt a little bit of unease about it, and my next visit to the doctor—he 
ran the tests on me, and he allayed my ill feelings that I had towards it. At that time, my 
levels were good, so I wasn’t concerned about it anymore after that. That was about two 
weeks later that I went to my own primary care doctor.”

“You know, sometimes you can be in denial of your situation. Pre-diabetic: you don’t want 
to believe it. How can I be? I’m in good shape, I’m not overweight. But sometimes you 
can be in denial. But the thing is that you eat—it tells a story.”

“But since I really know that I’m in that pre-diabetic stage, I am so much more serious 
about, okay, lay off the—anything sugary and not try to say, oh, it’s okay. I can have a 
little bit. I’m trying to do better in the sugar category and drinking a lot of water, more 
water than I’ve been drinking. I love water, but I’ve really been trying to flush my system 
and try to drink more water than ever now.”

Diabetes prevention knowledge “My thoughts are, especially with knowledge, it is something that we could have a large 
play into it because it’s us, and our ability to prevent it would be based pretty much on 
what we know about it. The more we do know about it, I think we are very well capable 
of preventing it from becoming a part of our existence and we’re able to live a normal, 
healthy life, free of diabetes, now at the beginning if we apply it. So, I think we’re very 
capable of being in control of that.”

“I agree that the nutrition classes were vital. I didn’t know what starches were. I’m a 
Southerner; I grew up on red beans and rice, potatoes and macaroni, double starches, 
triple starches. And now I’m realizing that I could eat a whole meal of starches, and you 
can’t do that.”

“The education part was actually the—what really surprised me more about getting into 
the program. I was thinking it was more going to be more about just getting exercise. 
But it really showed me how to count calories, how to make a log, your daily log every 
day. And it also helped me about—and this is the biggest thing I’ve always had problems 
with—was my sugar intake. I would actually, you know, pick up any kind of thing that 
had a lot of sugar in it. But now, I can even sit down and drink a tea without any sugar at 
all, or coffee.”

“For me, it was very educational. Once she showed the demonstration of the salt, that was 
a real eye-opener on how much sugar and salt foods contain.”

Program benefits “I had the opportunity to sit under three different educators. I had the one that at [name 
of location]. I went to the one, one time that was assigned to [name of location]. And I 
went to [name of location] one time. And what impressed me, they were all on the same 
page. They all had the same enthusiasm for the program.”

“We had [name of facililtator], and she was excellent with her presentation, the way she 
explained things, the way she gave examples.”

 Fitness membership “My challenge was to go way out there on XXXX Road. If I went home, I wouldn’t make 
it on [name of road] Road, so I would have to leave work, which is [00:34:44 unintelligi-
ble], and then being bogged in that traffic. The first day I went, I told [name of facilita-
tor], I said, I turned around. I said, forget this, I’m going home.”

 Accountability “But it keeps you aware. You think, you’re going to weigh in a couple more days, you 
know, and I don’t want to disappoint myself, you know, just because I just decided not to 
do it right.”

“Sometimes I was disappointed in myself, and motivated I want to do better … sometimes 
I saw I wasn’t moving, you know. I moved—when we got started I had got down to 236, 
and then I moved down to 234, lost two pounds, and then I got down to 232, then I got 
down to 231. I hung there for a while. But that last week that I know… the 12 weeks is 
up, that week I said, I’m determined I’m going to be out of the 30 s, into the 20 s. And 
you talk about jubilation?”
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Table 3   (continued)

Themes and subthemes Participant quotes

“I welcomed the weigh-in, because it helped keep me conscientious of what I was doing, 
to the point I went and bought me a great pair of scales, so that I can continue to weigh-
in.”

“It was a sign of accountability. So, it helped me try to stay on track. Because I knew, you 
know, that Saturday morning I was going to be weighed.”

“But just the accountability helped me. It just really made me, you know, stop falling off 
of the wagon and get serious about it. You know, I know when they looked at the paper 
was like, oh, she ate that, you know. But, just the accountability was the biggest thing for 
me.”

“And I think putting this program in the church has helped a lot of people who have been 
struggling for years, a lot of people who needed some support or some accountability.”

 Faith component “I think the devotionals brings a sense of God’s approval out of his Word. It’s not some-
thing that the HOSEA project is grabbing out on their own, but they’re basically taking 
it back to show us how God ordained for us to take care (of our bodies)… people have a 
tendency not to think that the Bible literally deals with the physical components of our 
body and how we should care for our physical bodies.”

“One of the things that really helped me was on those sheets that they read to us that have 
scriptures, you know, those scriptures were pertaining to the weight loss and stuff like 
that. Well, I would write those scriptures down, and I would quote them constantly, just 
go over it as I’m walking, just quote them and quote them.”

“In order for it to go over as well as it did, I needed to make sure that I prayed about this 
situation of what I ate, and, you know, my exercise. To start off with that prayer in the 
morning because it’s serious. And I couldn’t do it by myself. I just couldn’t.”

“God wants us to take care of ourselves, our body, the whole body. And it’s not enough 
to be spiritually invested, but you must be physically, mentally—all the areas of your 
body—because our body should be like a holy temple. And if we don’t take good care of 
our body, that makes us poor stewards, because God has given us this body to take care 
of, and if you are dealing with health problems, you cannot be of service to the Lord, 
because you have to take care of yourself, and it takes precedence over it. So, by being 
physically able, etc., and mentally alert, this goes for a better servant for the Lord.”

“It needs to start with the household of faith. Because we realize that we can’t do this 
without God, at least that’s what this program kind of points you right back into. You 
need His direction at the beginning and you’re going to need His direction when it’s over 
with. But, He lets us know that we can do this, we can really do this.

“By having it in the church, you are actually with people who pray with you at the end, 
and we truly tried to stay focused on how they came together as a group.”

“Historically, the African-American church is a source of information for the commu-
nity… I just think that it creates a setting, so you may not come to a recreation center or 
some other community gathering, but you can—you have a core group of folks within 
the church that can spread the message.”

“I think having the Hosea project at your church was just awesome. It brought about a 
comradery that— Our church is very family oriented, we’re very close anyway, but it 
just added to it…. And so, it just added a more wholesomeness to the relationships that 
were there.”

 Pastoral support “He (the pastor) is very, very supportive. Not only did he just support us, but he took part 
in the program. And he was serious about it. I mean, you know, I think his numbers 
changed. We talked. He and I talked about it. And, you know, he already exercised. But 
I think, you know, he became even more intentional about it. And he was concerned 
about, you know, all of us. He was a part of it. He was very supportive and he was pre-
sent, you know, in all conversations. He was there. He joined. So he exercise, and he’s 
still talking about it. He talked about it on Sunday at church. He has exercised more now 
since he’s been in that program. So I think it affect all of us.”

Program barriers “Could of been a little more in depth, but she shared a lot of personal experiences with us, 
so I enjoyed it. I still learned things from her.”

“Probably giving us a little bit more breakdown on different things because I know we had 
some concerns about certain areas. And I know he was supposed to have been getting 
back—checking on it and getting back with us, but just a little more informative. But he 
was good, though.”
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devotionals that were incorporated into the lessons, noting 
that the devotionals helped to keep them focused. Other par-
ticipants cited their faith as the reason for taking care of their 
bodies. In fact, even though the NE group did not have a 
faith-modified curriculum, many NE members thought they 
were in the intervention group because of the environment. 
Generally, the environment was a beneficial factor for most 
participants because having the program at their church was 
key in providing social support in the form of a network of 
people working toward the same goal. However, these ben-
efits were more likely to be cited by participants who were 
members at a particular church, versus those who were visit-
ing the church as an alternative program site. Support of the 
pastor, especially in terms of participation in the program, 
was equally important and seemed to provide an extra layer 

of support for participants. When asked to describe their pas-
tor’s role, participants in both groups repeatedly emphasized 
the related impact on their continued participation.

Program Barriers  In terms of program barriers, several par-
ticipants in both groups cited a lack of details or the content 
being “basic,” which for some created boredom. In addi-
tion, although women participants saw the gym membership 
as a benefit, they noted that traveling to the location was a 
challenge to many and a barrier to some. Travel distance 
to the fitness facility was cited as a barrier by participants 
not living or working in close proximity to their designated 
facility.

While having the program in their church was cited as 
a benefit by many participants, this same component was 

Table 3   (continued)

Themes and subthemes Participant quotes

“I think there’s a little more substance that could be put into the nutrition class and kind 
of—encompasses that. You don’t need a “Joe Clark” instructor, but you need a little 
more than what’s there. So—and that’s not a knock against the instructor, I just think 
that there’s more information that could have been given.”

“Hate it! Let’s go back to the cons of this! Getting weighed! I hated it, I hated it. I under-
stand why, but I just did not like it, because even though you know what you’re doing, 
sometimes the scale doesn’t always reflect that. You know, my waist is [], my clothes are 
fitting a lot looser—but this number! I need it to move! It was not going anywhere! And 
then, being at church. You know, it was a very private, it was nothing that was done out 
in the public, but I think it was just my own insecurities about the scale. And then, you 
all were outsiders to me. I didn’t know y’all!”

“…the unfriendliness of the church visiting because I could not make (home church) most 
of the time. So I felt like, I would say, if they have something Friday night, I would go. 
Saturday morning, I would go. But then the persons, they was just so unfriendly.”

“I felt like some of the churches that I attended, the people were not friendly…. And I 
kind of looked at that as a turnoff, because I said, this is a program, and if you invite us 
into your church, you should be at least friendly when we come into your church.”

Lack of participation from men “But I believe there’s a barrier when it does come down to men sometimes wanting to get 
in and wanting to do what’s right. There’s a position of sometimes we got to come from 
the macho image to understand, I got to do what’s right. And to do what’s right, we got 
to get where they are.”

“I don’t know. Well, we had—we had a good group of men, but the women still out-
numbered us. That was myself, my son-in-law, two other elders, I think—and we had a 
young brother, he’s just 21. I think we had five men, and some of them dropped out.”

Behavioral changes after program participation “Portions. Eating what I want to eat but in moderation. I don’t sit down and eat a big plate 
of food, I eat more of small meals throughout the day.”

“Because for me, I have cut out—pretty much I’m chicken and fish now. That’s pretty 
much what I do because I’m dealing with the cholesterol and then the pre-diabetic, and 
it’s not going anywhere.”

“And for one thing about the program is that it made me more conscious of my food 
choices…. I think the fat element is what really did it for me, because I’ve always 
counted calories. I’ve always looked at carbohydrates. I’ve always looked at protein. But 
I never paid any attention to the fat element.”

“With the HOSEA Project it has made me mindful of the things I am eating. I need more 
water, I need a balanced diet, I need vegetables and I need my five servings of fruit every 
day. It’s helped me with that.”

“If I don’t do Zumba twice a week, I walk. I walk for hours, and I try to do—sometimes 
I try to do at least one to two hours of walking and Zumba to try and keep my weight 
down.”
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listed as a barrier by others, particularly those who dropped 
from the program. Participants were allowed to attend the 
intervention lessons at other churches to avoid time con-
flicts or as a means to make up lessons. However, while they 
seemed to enjoy a different instructor, a perception of not 
feeling welcomed by other participants emerged as a barrier. 
Thus, some participants who withdrew cited “unfriendly 
church members” as a barrier to participation.

Lack of Participation from Men

Lack of participation from men emerged as a theme because 
interviewees provided multiple reasons why they felt men 
do not participate in physical activity projects such as the 
HOSEA Project and suggested types of support that should 
be offered to increase male participation in future physical 
activity research programs. For example, some interviewees 
recommended having interpersonal support from spouses 
and family members to encourage participation. Others 
believed the current exercises in the program were not chal-
lenging enough and more intense activity would be needed. 
Finally, interviewees noted the importance of educating 
men on chronic diseases, thereby attracting them to physi-
cal activity projects.

Behavioral Changes After Program Participation

During the focus groups, participants discussed changing 
their behavioral habits while participating in the HOSEA 
Project. The behavioral changes were related to eating 
healthier foods; controlling portions; understanding the 
difference between carbohydrates, starches, and fats; and 
understanding the role of physical activity. Likewise, most 
participants discussed increasing their physical activity hab-
its after the project, but one participant reported not per-
forming any physical activity after participation.

Discussion

Some evidence exists to suggest that lifestyle interventions 
implemented in community settings can reduce the risk 
of diabetes [28]. However, African Americans are under-
represented in such studies. To effectively address health 
disparities and close the diabetes prevention gap, commu-
nity- and faith-based interventions are needed to identify 
optimal approaches for African American communities [15, 
29]. The current study examined diabetes prevention percep-
tions and practices of pre-diabetic African Americans who 
participated in a faith-based diabetes prevention project. Our 
findings are consistent with the literature in that participants’ 
knowledge about diabetes was based on experiences with 
family members who had complications from the disease 

[30–32]. Interestingly, most of what participants recalled 
as diabetes knowledge was based on a family history of 
diabetes related to health complications (i.e., amputations). 
This finding supports Shaw [30] in that a primary source for 
learning about diabetes for African American women tends 
to be family, friends, co-workers, and church family. Moreo-
ver, in the HOSEA Project, most participants were aware of 
the condition of pre-diabetes because they were diagnosed 
by their doctor. This may confirm other research that shows 
that physician referrals provide powerful encouragement for 
behavior change [33].

Also consistent with the literature, participants cred-
ited the program with helping them make “small” lifestyle 
changes that they felt improved their health and contributed 
to their state of wellbeing and feeling of accomplishment. 
Additionally, knowledge or awareness was a key compo-
nent that participants cited as critical to the change process, 
including behavioral changes related to diet (e.g., reading 
labels, limiting unhealthy food) and physical activity (walk-
ing more). Thus, this study confirmed that participation in 
diabetes prevention programs is beneficial in terms of health 
management and lifestyle changes that aid in preventing dia-
betes [33].

For African Americans, spirituality has been identified 
as an important aspect in general health and disease man-
agement [23]. In the current study, faith was a significant 
component of the program and was seen as beneficial for 
several reasons, including the social aspect, such as feeling 
a sense of belonging and accountability. Additionally, par-
ticipants indicated that having the program in their church 
provided a sense of comfort and familiarity, in line with 
previous research [34] that found that tailoring to location 
creates a safe, comfortable environment, thereby increasing 
convenience because the location is familiar to participants. 
Most significantly, those making the connection between 
their spiritual faith and their health cited “being able to do 
God’s work” as a motivator to improve their health, indi-
cating that including faith concepts can enhance diabetes 
prevention interventions.

Strengths and Limitations

This study provided context on utilizing the social support 
of Black churches for health interventions. The current study 
serves to add to the body of knowledge about the effective-
ness of community-based, and specifically faith-integrated, 
interventions for racial and ethnic minorities. Despite the 
study strengths, limitations should be noted. Because our 
study was confined to one county in a southeastern U.S. 
state, it may not be representative of all African Americans 
who are diagnosed as pre-diabetic. Likewise, over half of 
the sample was comprised of female participants, and the 
majority of the participants had some college education. 
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Thus, the sample is not diverse in terms of gender identity 
and socioeconomic status. Additionally, the study is sub-
jected to sample bias because only participants who wanted 
to increase their diabetes prevention knowledge and habits 
participated in the study.

Practice Implications

Prior and current literature demonstrates that diabetes is a 
continuous public health issue among African Americans. 
Churches are in a position to impact diabetes risk factors 
through increasing diabetes knowledge and awareness, as 
well as providing support and resources to reinforce pre-
vention strategies. Our study indicates that practitioners are 
needed to engage churches to assist their congregation in 
creating and sustaining healthy lifestyles. Utilizing churches 
will increase involvement in diabetes efforts while providing 
current resources that may promote behavioral capability 
and self-efficacy among African Americans. Before imple-
menting a program or intervention in the church setting, 
examining the availability of resources in the church, such 
as wellness programs, and assessing the church readiness for 
change would be an important predictor of program success.

Future Research

For future research, spousal support should become a com-
ponent of interventions because it may provide a different 
perspective and allow role modeling of behavior to occur. 
Likewise, future researchers should objectively measure 
behavioral habits to obtain better insight into the determi-
nants that influence individuals diagnosed with pre-diabetes. 
Also, conducting a comparison study among African Ameri-
cans in different parts of the country would help to gen-
eralize the results. Additional research is recommended to 
include a range of demographics defined by gender identity, 
socioeconomic status, and geography (rural). Finally, some 
participants in this study discussed program barriers such 
as weekly weigh-ins, distance to travel to exercise facilities, 
lack of male participation, and unfriendliness of non-home 
church members that can be addressed in future research.

Conclusion

A key strategy in preventing diabetes in the African Ameri-
can community is providing evidence-based programs that 
are modified for community settings. Our findings indicate 
that a tailored, culturally appropriate program can be an 
effective approach to diabetes prevention education and 
awareness. Because of their central and significant role in 
the lives of many African Americans, churches and other 

faith-based institutions can play a significant part in reducing 
health disparities in this population.
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