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ABSTRACT

AN AVATAR VIDEO INTERVENTION ON TYPE 2 DIABETES FOR
WOMEN OF COLOR USING BRIEF MOTIVATIONAL INTERVIEWING:
PREDICTORS OF SELF-EFFICACY POST-VIDEO FOR PERFORMING
THE AMERICAN ASSOCIATION OF DIABETES EDUCATORS’
SEVEN SELF-CARE BEHAVIORS

Bukunmi Gesinde

This online study evaluated the efficacy of an e-health avatar/cartoon video with
women of color living with type 2 diabetes for a minimum of 2 years. After considerable
dropout, the sample size declined from n=149, as 50.3% (n=75, 50.33%) did not
complete the survey. After eliminating those who did not watch “all” or “most” of the
video, the sample declined further. The final sample (n=64) was 31.3% (n=20) U.S.-born,
100% (n=64) female, 79.7% (n=51) Black, and 12.5% (n=8) Asian—with mean age of
49.28 (Min=22, Max=79, SD=13.24).
Using backwards stepwise regression, higher post-video global self-efficacy to
perform AADE7 Self-Care Behaviors™ was significantly predicted by: higher level of
coping self-efficacy—stopping unpleasant emotions and thoughts (B=0.131, p =.001);
and higher age (B=0.026, p=.002) with the R2=.331 (Adjusted R2 =.298; 29.8% of the
variance was explained).
However, less emphasis should be placed on findings from this controversial
regression with small sample size. Instead, as this is an online evaluation of a brief online
video intervention, what are important are results of pre- versus post-video paired t-test
results. These suggested that engagement in the brief online intervention of watching the

new video was associated with: a significant increase in type 2 diabetes self-management
knowledge for performing the AADE7™ Self-Care Behaviors; and, a significant increase
for stages of change, self-efficacy, and motivation to perform the 7 diabetes selfmanagement behaviors.
Finally, the mixed methods data were important for underscoring the value of the
study’s quantitative findings. Some 89.1% (n=57) would recommend the video to other
women of color living with type 2 diabetes. Reflecting how the video intervention was a
true innovation in integrating a brief form of motivational interviewing with relapse
prevention, consider sample emergent themes: video was motivational; and video covered
relapse prevention and problem solving, using a menu of options.
There is value in ensuring exposure to an e-health avatar video on the AADE7
Self-Care Behaviors™ that also integrates the evidence-based approaches of
motivational interviewing and relapse prevention, in order to meet the health education
needs of those diagnosed with type 2 diabetes.
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Chapter I
INTRODUCTION

Type 2 diabetes “is a fast-growing worldwide epidemic” (Morkos, Tahsin, Fogg, &
Fogelfeld, 2018, p. 1). There has been an unprecedented rise in type 2 diabetes, as “a
major threat to public health” worldwide, which is only expected to increase due to
“increasing rates of obesity and decreased physical activity” (Yokoyama et al., 2018,
p. 1). By 2025, “there will be 380 million people” diagnosed with “type 2 diabetes”
(Mansari et al., 2018, p. 1). Diabetes is “one of the most significant global public health
challenges of our time” (Papoutsi et al., 2017, p. 1). The last three decades have seen a
“growing trend” in the prevalence of diabetes—with its prevalence only expected to
increase (p. 1). Between 1980 and 2014, there was a three-fold increase in the number of
adults diagnosed with diabetes from 108 million individuals to 422 million (World Health
Organization [WHO], 2016). By the year 2050, “1 in 3 adults in the US will have
diabetes” (Sweatman, Lauerer, Pruitt, & Drayton, 2017, p. e117). In terms of economic
costs, the aggregate impacts on public health from diabetes cost an “estimated $210.5
billion per annum in direct and indirect costs” (p. e117).
Despite advancements in medicine, the morbidity and mortality rates from
“diabetes-related complications are increasing unabated” and remain unprecedented with
diabetes being a leading cause of morbidity and mortality worldwide (Tripathi &
Srivastava, 2006, p. RA130). In 2015, an “estimated 1.6 million deaths worldwide” were
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directly attributed to a diabetes-related medical complication (WHO, 2016, p. 6), while in
the United States, “diabetes is currently the 7th leading cause of death” (Centers for
Disease Control and Prevention [CDC], 2016).
According to Rees, Levy, and Lansdown (2017), diabetes mellitus (commonly
referred to as diabetes) is a group of “metabolic” disorders characterized by “persistent
hyperglycemia” in which individuals have elevated blood glucose levels (p. 103). The
three most common types of diabetes are type 1, type 2, and gestational diabetes, with
type 2 being the most commonly diagnosed form of diabetes, accounting for
“approximately 90-95%” of all diabetes diagnoses (p. 107).
Type 1 diabetes is “an autoimmune disease” that destroys the body’s “pancreatic
beta cells,” which “leads to a limitation in, or complete cessation of, the production and
secretion of insulin” (Farsani et al., 2017, p. 1). Type 2 diabetes is caused by a
combination of the hormone “insulin resistance” (where the body is unable to respond to
normal levels of hormones) and “a defect in insulin secretion” (where the body is unable
to secrete enough hormones to compensate for this resistance) (Rees et al., 2017, p. 107).
This resistance to or diminished effectiveness of insulin is characterized by excess blood
“glucose levels” (p. 113). Gestational diabetes is caused by the body’s inability to process
glucose due to “insulin resistance” (p. 137). It begins during pregnancy, “from the second
trimester onwards,” and resolves shortly “after delivery” (p. 137).
Diabetes is “a multisystem disease” with “significant morbidity and mortality from
its chronic macrovascular and microvascular complications” (Rees et al., 2017, p. 103).
Over time, the microvascular complications due to an elevated blood glucose level
include cardiovascular diseases such as “coronary artery disease” (heart disease), “foot
ulceration” leading to lower-limb amputation, and “cerebral infarction (stroke)” (p. 116).
Similarly, “hyperglycemia” (elevated levels of blood glucose) causes “macrovascular
complications” in the eye (diabetic retinopathy) leading to “blindness,” nervous system
damage leading to “a lack of sensation” or “burning pain,” and “end-stage renal disease”
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(kidney failure) (p. 119). Around “33%” of individuals with type 2 diabetes will develop
“diabetic retinopathy,” which “is a preventable cause of blindness” (p. 118). Similarly,
“25-50%” of individuals “develop nephropathy, which is the most common single cause
of end-stage renal disease,” resulting in the need for “dialysis or a kidney transplant”
(p. 119).
A diagnosis of type 2 diabetes places a heavy physical and “emotional burden” on
individuals diagnosed with the disease (Pal et al., 2018, p. 2). Individuals recently
diagnosed often feel a “sense of loss at diagnosis,” viewing their diagnosis through a
negative lens of “poor health, stigma, and shame” (p. 2). Besides increased risk of
medical complications, type 2 diabetes includes for many an inability to live what is
considered a “normal life” (Nicolucci et al., 2013, p. 767).
Modifiable risk factors that increase the risk of development of type 2 diabetes
include a low-fiber high-glycemic index diet, “high meat consumption” obesity, and
“physical inactivity” (Toumpanakis, Turnbull, & Alba-Barba, 2018, p. 2). Individuals
diagnosed with type 2 diabetes are prescribed medication for glycemic control and
recommended to undertake lifestyle changes, including healthy diet, stress management,
weight reduction if overweight, and increasing their levels of regular physical activity, as
it “promotes the well-being and the better management” of their diabetes (p. 2).
Even though diabetes cannot be cured, “healthy lifestyle behaviors” alongside
pharmacological treatment may delay the onset or progression of diabetes related
“complications such as such as blindness, neuropathy, and infection” (Garcia, Cox, &
Rice, 2017, p. 1). The medical complications of diabetes “are progressive and can lead to
significant morbidity and mortality” (Morkos et al., 2018, p. 1). In the United States,
“diabetes is the leading cause of kidney failure, non-traumatic lower limb amputations,
and new cases of blindness” (Martinez et al., 2018, p. 1). The complications of diabetes,
such as “diabetic nephropathy, retinopathy, and neuropathy,” are “life threatening, as
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they are risk factors for cardiovascular disease (CVD) and premature death” (Yokoyama
et al., 2018, p. 2).
Complications of diabetes “are the most important disease-specific determinant of
quality of life” (Rubin & Peyrot, 1999, p. 205). The “psychosocial toll of living with
diabetes is often a heavy one,” and this toll affects “self-care behavior and ultimately
long-term glycemic control” and the “risk of developing long-term complications”
(p. 206).

Health Disparities
The development of type 2 diabetes mellitus is associated with socioeconomic
deprivation, obesity, ethnicity, a family history of type 2 diabetes, and physical inactivity
(Dinca-Panaitescu et al., 2012; Hsu et al., 2012; Tripathi & Srivastava, 2006). While all
racial groups are affected by this chronic health condition, there is increased prevalence
in individuals of Asian, African, Hispanic, American Indian, Middle-Eastern, and
Hawaiian/Pacific Islander ancestry (Ruffin, 2017).
In terms of individuals of color and their disparately increased rate of chronic
health conditions, including diabetes, the study of social determinants places due
emphasis on the complex interplay of risk-laden social conditions such as “poverty and
poor living conditions,” cumulative “exposure to physical and psychosocial hazards,” and
adverse childhood and lifespan experiences that cause these differences (Marmot et al.,
2008, p. 1664). There is no denying that ethnic groups “live in pervasively adverse social
and physical environments that place them at increased risk of exposure to a myriad of
stressors during childhood which impact their psychological and physical health over
their lifetimes” (Brockie, Heinzelmann, & Gill, 2013, p. 1).
In addition, research suggests that ethnic minorities in the United States have “less
access to preventative care, treatment, and surgery, and as a result, they experience
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delayed diagnoses and more advanced disease at presentation” (Golden et al., 2012,
p. e1580). Similarly, maladaptive coping mechanisms to stress and racism, such as poor
“diet, and physical inactivity,” seem to predispose communities of color to obesity and
diabetes, “which in turn drive the increased incidence of death from heart disease, stroke,
and chronic renal failure” (Epsey et al., 2014, p. S307). Ultimately, it is probable that
these differences in access to healthcare, reduced socioeconomic status, and racial
discrimination collectively contribute to disparate health outcomes (Institute of Medicine
Committee on Understanding and Eliminating Racial and Ethnic Disparities in Health
Care, 2003).

Type 2 Diabetes Self-Management Education
The “American Diabetes Association and the European Association for the Study
of Diabetes guidelines” recommended individualized management “strategies” for
“patients” based on “lifestyle management and glucose-lowering drugs to decrease the
burden of diabetes-related complications” (Mansari et al., 2018, p. 1). In addition, a
diagnosis of type 2 diabetes “requires the adoption of a healthy diet, physical activity, and
maintenance of a normal body weight” (p. 1). Effective “metabolic control” is considered
the “cornerstone of diabetes management” (Evert et al., 2014, p. 5123). It requires
“intensive glucose control to lower hemoglobin A1C (HbA1c) to near normal levels”
(Chow, Zmora, Ma, Seaquist, & Schreiner, 2018, p. 1). Achieving near normal HbA1C
goals “decreases the risk for microvascular complications and may also be important for
cardiovascular disease (CVD) risk reduction” (Evert et al., 2014, p. 5123). Each “1%
reduction in HbA1c is associated with” statistically significant “risk reduction of
complications” (Mansari et al., 2018, p. 2). By contrast, each “1% rise in HbA1c was
associated with a 7% increase” in the risk of a “first major CV” (cardiovascular event), a
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“12 rise in the risk of” premature death, and a “20% risk in the risk of heart failure”
(p. 2).
Besides overcoming the initial shock of diagnosis, other factors come into play that
affect proper diabetes self-management. These include managing the emotional burden of
diabetes, difficulty accessing existing health care, life demands and competing
commitments, lack of knowledge of and access to educational health content, low
perception risk for complications, financial constraints, and other environmental and
socio-economic factors (Lake, Rees, & Speight, 2018).
Diabetes “self-management support to encourage physical activity, a healthy diet,
and medication adherence is the cornerstone of treatment to achieve good glycemic
control” (Holmen et al., 2016, p. 1). A considerable amount of research has established
that interventions aimed at managing the glycemic index and increasing exercise—
combined with maintaining a healthy diet—have been shown to decrease the incidence of
type 2 diabetes–related complications and “risk of mortality” in high-risk groups (p. 1).
The American Association of Diabetes Educators (AADE, 2014) has promoted
engagement in behaviors identified as key to diabetes self-management. The AADE has
provided the AADE7™ Self-Care Behaviors, as “a framework for patient centered
diabetes self- management education (DSME) and care”—as follows (p. 2): (1) healthy
eating; (2) being active; (3) monitoring; (4) taking medications; (5) problem solving;
(6) healthy coping; and (7) reducing risks. The seven AADE7 Self-Care Behaviors™
have been “widely accepted as standardized nomenclature,” while incorporated into the
definition of diabetes education (p. 3).
Diabetes self-management education (DSME) is viewed as the gold standard for
diabetes management, as it aims to facilitate the “knowledge, skill, and ability necessary
for diabetes self-care” (Powers, 2017, p. 53). Besides increasing patient self-efficacy,
DSME increases “healthy coping, knowledge” and has been shown to reduce the
incidence of “acute and long-term complications” (p. 53). However, patient participation
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in DSME is low, with less than “half of patients” diagnosed with diabetes found to
receive DSME (Pal et al., 2018, p. 2). Individuals with type 2 diabetes face barriers to
receiving DSME that include “fear of stigma,” inconvenience, lack of equitable access to
appropriate healthcare and training, and “lack of knowledge about the potential benefits”
(p. 2).
Thus, diabetes is “a complex chronic disease” that requires support from “diagnosis
and throughout life” for effective management (Rees et al., 2017, p. 114). Individuals
diagnosed with “diabetes can significantly reduce the risk” of complications through
“medication adherence, disease monitoring, preventive health services, exercise, diet, and
maintaining a healthy weight” (Martinez et al., 2018, p. 1). However, these “self-care
behaviors” are “challenging to implement and sustain” (p. 1).
Interventions that “improve self-management skills for patients with diabetes can
improve health outcomes and reduce healthcare costs” (Murray et al., 2017, p. 1). Hence,
there may be a potential role for motivational interviewing.

Potential Role of Motivational Interviewing in Behavior Change
According to Allemann, Nieuwlaat, van den Bemt, Hersberger, and Arnet (2016),
current evidence-based approaches to addressing behavior change in the management of
chronic health conditions include “motivational interviewing” and “patient
empowerment” (pp. 7-8). Current approaches involve discussing the clients’ “beliefs,”
“barriers to change, “ambivalence,” and issues that affect “adherence” (p. 7).
Detailed examination of the efficacy of motivational interviewing in diabetes selfmanagement by West, DiLillo, Bursac, Gore, and Greene (2007) demonstrated that MI
incorporated into a behavioral weight management package helped participants reduce
their weight and improve glycemic control. In patients with Type 2 diabetes and diabetesrelated depression, motivational interviewing interventions were shown to decrease
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distress levels and improve self-management skills and health outcomes (Fisher et al.,
2013; Gabbay et al., 2013).
Studies have successfully shown that motivational interviewing can be used via
internet, or “telephone or audio link” to promote “physical exercise,” “colorectal cancer
screening,” “dietary change,” and “tobacco cessation” (Miller & Rollnick, 2013, p. 337).
There is reasonable evidence that motivational interviewing can be delivered effectively
via “computer-based intervention” (pp. 337-339).
Wallace (2019) has introduced a brief form of motivational interview based on the
the mnemonic acronym CDMN, as follows:
1) asking a client about their concerns (C) about any problem behavior
2) developing discrepancy (D) by working with the client to generate their
pros and cons of changing or not changing, including via a decisional
balance exercise, and pointing out discrepancies between the client’s
cognitions/goals/behaviors versus other cognitions/goals/behaviors (e.g. On
the one hand I hear you say (i.e. “a pro,” or a prosocial cognition/goal/
behavior), while on the other hand I also hear you saying (i.e. a “com,” or
contradictory/opposing/destructive cognitions/goals/behaviors)
3) working with the client to generate a menu of options (M) and review it,
while this may include a realistic appraisal of options that are available in
their community (e.g. insurance or access issues) so the menu includes a list
of what is feasible, or is as simple as a short list with just changing/not
changing options
4) asking about next steps (N), or what the client feels ready to do now (i.e.
which option on the mend do they choose), as well as potentially later, or
down the road
Wallace (2019) explains how this “potential later time, or future time may
correspond to how clients progress across” the stages of Prochaska and DiClemente
(1983)—as follows:
There may be movement from a precontemplation stage “where they are
not even thinking about change; to the contemplation stage where they are
just thinking about change; to a preparation stage where they have made a
determination to change and are preparing to change; and, to the action stage
where they are taking action steps to change. Emphasis is placed upon
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recognizing that in just one session of MI, a client moving from
precontemplation to contemplation is a great victory, while some clients may
actually move into a preparation or an action stage, after just one brief MI
session.
Of note, Wallace’s (2019) CDMN corresponds to the key constructs of Miller and
Rollnick (2013), as follows: “asking about concerns (C) is supported by the Miller and
Rollnick (2013) discussion of focusing as a process that involves the ethical navigation of
goals”; second, “developing discrepancy (D) is supported by their discussion of evoking,
wherein strategic evoking presupposes a chosen goal and strategically guides the person
toward it—strengthening motivation for change”; third, “generating and reviewing a
menu of options (M) is part of their discussion of the planning process”; and “asking
about next steps (N) is also part of their discussion of the planning process” (Wallace,
2019).
In a study that set out to determine the acceptability and efficacy of motivational
interviewing in an online weight-loss intervention, Webber, Tate, and Quintiliani (2008)
found that participants reported increased levels of motivation to exercise and achieve
weight loss. Further, motivational interviewing may be “integrated with a wide range” of
treatment approaches (Miller & Rollnick, 2013, p. 300). Regarding such integrations with
other approaches, it is possible to integrate motivational interviewing with the stages of
change (DiClemente & Velasquez, 2002; Miller & Rollnick, 2013), as well as relapse
prevention (Marlatt & Gordon, 1985). Indeed, to maintain behavior change over time, or
throughout a maintenance stage, individuals may be taught how to anticipate high-risk
situations for relapse and plan for how they will cope if such situations are encountered
(Marlatt & Gordon, 1985; Wallace, 2005, 2014). For changing behaviors related to
healthy eating and physical activity, such integrated approaches are deemed vital.
The Use of E-Health and Online Interventions
Many mobile applications have been developed to promote diabetes selfmanagement (Ye, Khan, Boren, Simoes, & Kim, 2018). Based on a review of 173 such
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mobile applications, some 77% supported healthy eating, 76% supported monitoring,
58% supported taking medication, and 45% supported being active; however, only 31%
covered problem solving, 10% covered healthy eating, and only 5% covered reducing
risks (Ye et al., 2018). It was recommended that future mobile applications incorporate
the evidence-based AADE7 Self-Care Behaviors™ in order to better foster selfmanagement behaviors in people with diabetes (Ye et al., 2018). For example, Chong
(2017) made available an e-health video that teaches about the AADE7 Self-Care
Behaviors™ in order to improve type 2 diabetes self-management behaviors.
Pal et al. (2018) emphasized how less than half of patients in the United States
received diabetes self-management education. Digital health interventions need to be
enjoyable, as well as interesting, and useful from the perspective of patients. Digital
health interventions were deemed as potentially meeting the needs of some patients but
were unlikely to meet the needs of all patients with type 2 diabetes. Digital health
interventions were seen as having the potential to improve access to diabetes selfmanagement education, while it is recommended that the education offered provide upto-date evidence-based guidance on self-care (Pal et al., 2018).

Statement of the Problem
The problem that this study addresses is the need for adults living with type 2
diabetes to improve their glycemic control in order to reduce the complications from
uncontrolled type 2 diabetes. It is possible that an e-health avatar/cartoon video available
online as a brief intervention may assist adults in improving their glycemic control.
Further, there may be potential value in designing and evaluating the innovation of a brief
e-health avatar/cartoon video intervention featuring diverse role models of color engaged
in conversation while a peer educator uses a brief form of motivational interviewing
(Wallace, 2019), along with providing education on the seven AADE7 Self-Care
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Behaviors™ of (1) healthy eating; (2) being active; (3) monitoring; (4) taking
medications; (5) problem solving; (6) healthy coping, and (7) reducing risks (AADE,
2014). Further, brief motivational interviewing was integrated with the stages of change
(Prochaska & DiClemente, 1983) and relapse prevention (Marlatt & Gordon, 1985), as in
prior models to address the new for behavior change (e.g., Wallace, 2005) to be sustained
over time.

Purpose of the Study
The purpose of this study was to design and evaluate the innovation of an e-health
avatar/cartoon video designed to be culturally appropriate and tailored for adult women
of color with type 2 diabetes, as a brief online intervention using motivational
interviewing—while seeking to predict the study outcome variable/dependent
variable: i.e., high Global self-efficacy post-video viewing for performing the seven
AADE7 Self-Care Behaviors™. The e-health avatar/cartoon video has diverse role
models engage in conversation—while using a brief form of motivational interviewing
(i.e., Wallace’s 2019 CDMN), toward the goal of promoting women moving toward
taking action to engage in the seven AADE7 Self-Care Behaviors™ of (1) healthy eating;
(2) being active; (3) monitoring; (4) taking medications; (5) problem solving; (6) healthy
coping, and (7) reducing risks (AADE, 2014). The avatar/cartoon video also
demonstrates an integration of brief motivational (Miller & Rollnick, 2013) and relapse
prevention (Marlatt & Gordon, 1985) so behavior is sustained over time.

Research Questions
Given an online sample of diverse adult women of color (N=64) who have been
diagnosed with type 2 diabetes and responded to a social media campaign (i.e., “Go
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to https://tinyurl.com/Women-Of-Color-T-2-Diabetes to take the Women of Color
Survey on Type 2 Diabetes Self-Care and rate a video for a chance to win a $300, $200
or $100 Amazon gift card”), this study answered the following research questions:
Quantitative Portion of the Study
1.

What are the women’s demographic and other background characteristics (i.e.,
gender, age, race/ethnicity, skin color tone, born in the US or not, years living
in the US, level of education, partner status, employment status, annual
household income)?
PART I: Background Demographics (BD-10)

2.

How do the women rate their overall health status, their Body Mass Index
(BMI)/weight status, the overall quality of care that they receive for their
health, the overall quality of care they receive from their provider, and the
sensitivity and competence of their provider for treating someone who is a
woman of color? Also do they indicate having medical insurance, and if so,
what type?
PART II: Personal Health Background (PHB-10)

3.

What is the women’s history of being diagnosed with type 2 diabetes,
medications, blood glucose testing, and exposure to diabetes self-management
education?
PART III: Diabetes Health Background (DHB-5)

4.

How do the women score with regard to social desirability?
PART IV: More About You (Social Desirability) (MAY-13)

5.

What do the women report as their level of perceived stress in the past 30
days?
PART V: Perceived Stress Scale (PSS-10)
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6.

What do the women report regarding the prevalence of symptoms of
depression in the past year, and was counseling or advice sought out?
PART VI: Retrospective Depression (RD-2)

7.

What do the women report as their self-efficacy for coping—specifically their
(a) problem-solving self-efficacy, (b) stopping unpleasant thoughts selfefficacy, and (c) seeking social support self-efficacy?
PART VII. Coping Self-Efficacy Scale—Reduced Form (CSES-RF-13)

8.

What do the women report as their pre-video viewing knowledge level for
managing their type 2 diabetes?
PART VIII: Pre-Video Type 2 Diabetes Self-Management Knowledge
(Pre-V-POH-K-1)

9.

What do the women report as their pre-video viewing stage of change, selfefficacy, and motivation level for performing the AADE7™ Self-Care
Behaviors of (1) healthy eating; (2) being active; (3) monitoring; (4) taking
medications; 5) problem solving; 6) healthy coping; and 7) reducing risks—
and is there a change from pre- to post?
PART IX: Pre-Video Stage of Change, Self-Efficacy and Motivation for 7
Diabetes Self-Management Behaviors (PRE-V-SOC-SEC-M-F-7-DSMB-14)

10. What was the women’s dose of exposure to the e-health avatar video?
PART X: Post-Video Viewing Adherence Survey (PVV-AS – 2)
11. How do the women rate the quality of the video?
PART XI: Rate the Video (RTV-1)
12. What do the women report as their post-video viewing knowledge level for
caring for their type 2 diabetes—and is there a change from pre- to post?
PART XII: Post-Video Type 2 Diabetes Self-Management Knowledge
(Post-V-POH-K-1)
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13. What do the women report as their post-video viewing stage of change, selfefficacy, and motivation level for performing the AADE7™ Self-Care
Behaviors of (1) healthy eating; (2) being active; (3) monitoring; (4) taking
medications; (5) problem solving; (6) healthy coping; and (7) reducing risks—
and is there a change from pre- to post?
PART XIII: Post-Video Stage of Change, Self-Efficacy and Motivation For 7
Diabetes Self-Management Behavior (POST-V-SOC-SEC-M-F-7-DSMB-14)
14. Were there any significant relationships between the study outcome
variable/dependent variable of a high post-video global self-efficacy score for
performing the AADE7™ Self-Care Behaviors and selected variables?
15-What were the significant predictors of the study outcome variable/dependent
variable of a higher Post-Video Global Self-Efficacy mean score for
performing the seven AADE7 Self-Care Behaviors™—controlling for social
desirability?
Mixed Methods Portion of Study
16. Do the women recommend the e-health avatar/cartoon video to other women
with type 2 diabetes, and why or why not, given their perception of the
video’s strengths and weaknesses?
PART XIV: Recommend Avatar Video to Others (RAVTO-3)

Rationale for the Study
There is a rationale for focusing on type 2 diabetes with diverse women of color. In
the United States, “type 2 diabetes is more prevalent” in “underserved minority
populations” (Morkos et al., 2018, p. 1). The prevalence of diagnosed diabetes in adults is
“highest among non-Hispanic blacks (NHBs) (12.6%), Mexican-Americans (13.3%),
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Puerto Rican-Americans (13.8%), and Native Americans (16.1%)” (Golden et al., 2012,
p. E1581).
There is also a rationale for assessing the women for potential barriers to adherence
to diabetes self-management guidelines, such as any depression, their level of perceived
stress, and coping self-efficacy, given prior research. For example, others have
acknowledged diabetes-related depression and how motivational interviewing
interventions were shown to decrease distress levels and improve self-management skills
and health outcomes (Fisher et al., 2013; Gabbay et al., 2013). Hilliard et al. (2016)
indicated that stress affects glycemic control.
There is also a rationale for seeking to promote engagement in behaviors identified
as key to diabetes self-management, as per the work of the American Association of
Diabetes Educators (AADE, 2014). The AADE has provided the AADE7™ Self-Care
Behaviors, as “a framework for patient centered diabetes self- management education
(DSME) and care”--as follows (p. 2): (1) healthy eating; (2) being active; (3) monitoring;
(4) taking medications; (5) problem solving; (6) healthy coping; and 7) reducing risks.
The seven AADE7 Self-Care Behaviors™ have been “widely accepted as standardized
nomenclature,” while incorporated into the definition of diabetes education (p. 3).
There is also a rationale for providing an innovative brief e-health intervention to
promote diabetes self-management, given prior reviews and the recommendation that
future mobile applications incorporate the evidence-based AADE7 Self-Care
Behaviors™ in order to better foster self-management behaviors in people with diabetes
(Ye et al., 2018). Further, digital health interventions were seen as having the potential to
improve access to diabetes self-management education (Pal et al., 2018).
Others have developed and evaluated e-health interventions using health
information technology, specifically an avatar video, while seeking to reduce barriers to
accessing diabetes self-management education, using a theory-based approach (DuncanCarnesciali, Wallace, & Odlum, 2018). Further, the approach taken was through a
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cultural-competence lens, while using evidence-based health behavior theory, which was
deemed essential (Duncan-Carnesciali et al., 2018).
While the research of others has been guided by the AADE7 Self-Care
Behaviors™, in the process, the issue of patient motivation has arisen (Whitehouse,
Sharts-Hopko, Smeltzer & Horowitz, 2018). This suggests the importance of pioneering
approaches to diabetes self-management education that are both based on the AADE7
Self-Care Behaviors™ and consider motivation, including seeking to enhance the
motivation of clients to engage in behavior change—as the present study seeks to do.
This includes enhancing motivation using the brief form of motivation advanced by
Wallace (2019), using the mnemonic acronym CDMN (i.e., asking about concerns,
developing discrepancy, offering a menu of options, and discussing next steps).
There is rationale for taking this novel approach, given how motivational
interviewing “is a research-supported method” that improves patient “adherence to
prescribed treatment” (Chlebowy et al., 2015, pp. 567-568). Motivational interviewing
helps clients “resolve ambivalence related to engaging in” behavior change, “fostering
motivation to change behaviors, and moving ahead with a plan for behavior change”
(p. 568).
Also, several research studies have utilized motivational interviewing to enhance
diabetes self-management (e.g., Murray et al., 2017), as well as weight control (West
et al., 2007).
Of note, the case had been made for integrating motivational interviewing with the
stages of change (DiClemente & Velasquez, 2002: Miller & Rollnick, 2013). Further, in
order to maintain behavior change over time, or throughout a maintenance stage, it is
important to teach individuals how to anticipate high-risk situations for relapse, in
advance of encountering them; as well as plan for how they will cope if such situations
are encountered (Marlatt & Gordon, 1985; Wallace, 2005, 2014). This includes a focus
on self-efficacy for coping in high-risk situations (Bandura, 1977).
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Thus, there is a rationale for this study seeking to design and evaluate an e-health
avatar video disseminated online, following the culturally appropriate model integration
of motivational interviewing, the stages of change, and relapse prevention codified
elsewhere (i.e., Wallace, 2005, 2014); and while having role models in the e-health video
learn about and demonstrate adoption of the AADE7™ Self-Care Behaviors (i.e.,
(1) healthy eating; (2) being active; (3) monitoring; (4) taking medications; (5) problem
solving; (6) healthy coping; and (7) reducing risks [AADE, 2014]).
The research designed and evaluated an e-health avatar video in a study that was
guided by multiple evidence-based theories: (1) brief motivational interviewing (Miller &
Rollnick, 2013; Wallace, 2019); (2) stages of change from the Transtheoretical Model
(DiClemente & Velasquez, 2002; Prochaska & DiClemente, 1983); (3) relapse prevention
theory (Marlatt & Gordon, 1985); (4) the Social Cognitive Theory and Self-Efficacy
(Bandura, 1977); and (5) to the extent that participates will be asked if they would share
the e-health avatar video with others (i.e., diffusion of the innovation) with type 2
diabetes, the study participants may be considered early adopters of the innovation of
using the new e-health avatar video, as per the Diffusion of Innovation Theory of Rogers
(1995).

Delimitations
This study was limited to women who identify as have been diagnosed with
diabetes, identify as women of color, and are over the age of 18—as well as report having
a 12th grade reading level in English. Furthermore, the study was delimited to those who
completed the survey.
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Limitations of the Study
Study limitations included the following: the goal of recruiting a hard-to-reach
population (Atkinson & Flint, 2001), as with a hidden, serious chronic disease, being a
vulnerable group; use of an online sample of convenience, suggesting the sample may be
biased toward those of higher socioeconomic status with convenient access to the
internet; potential bias in self-reported data, a risk of providing socially desirable
responses, as well as retrospective recall bias; and questions about past year depression
might have evoked uncomfortable memories—and subjects may have dropped out or
avoided the study—leading to a biased sample of those more able to manage their
reactions, while excluding those unable or unwilling to share their experiences. These
limitations had to be kept in mind.

Definitions of Terms
This section provides definitions of key terms and abbreviations that are used
throughout the dissertation.
Blood Glucose Monitoring involves “checking blood glucose levels on a regular
basis” using a blood glucose meter or testing strips (American Diabetes Association
[ADA], 2014).
Glycated Hemoglobin, also known as A1C or HBA1C, is a “test that measures a
person’s average blood glucose level over the past 2 to 3 months” (ADA, 2014). This test
identifies “the amount of glucose that sticks to the red blood cell, which is proportional to
the amount of glucose in the blood” (ADA, 2014).
Glycemic Index is defined as “ranking of carbohydrate-containing foods, based on
the food’s effect on blood glucose compared with a standard reference food” (ADA,
2014). This ranking of carbohydrates on a scale from “0 to 100 “is based on the extent by
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“which they raise blood sugar levels” (American Council on Exercise [ACE], 2019,
p. 533).
Hyperglycemia is defined as “excessive blood glucose,” which is often referred to
as uncontrolled diabetes (ADA, 2014). Managing blood glucose within a normal range is
crucial, as consistent hyperglycemia is associated with increased risk of morbidity and
mortality.
Social Determinants of Health encompass the environments and or conditions “in
which people live, learn, work, worship” and the “wider set of forces and systems that
shape the conditions of daily life,” affecting a wide range of health risks and in turn
health outcomes (ACE, 2019, p. 533).
Tele-Health generally refers to the use of electronic information and
telecommunication technologies to support and enhance healthcare, health education, and
public health (ACE, 2019, p. 533).
Diabetes Distress generally refers to the “emotional burdens and worries,
including those which are unseen, that are a part of the dynamic” individual experience of
self-managing a complex disease such as type 2 diabetes (ACE, 2019, p. 533).

Conclusion
This chapter has introduced the topic of the dissertation, highlighting the health
disparities faced by women of color with type 2 diabetes and the need for more health
education resources in communities of color. In addition, the chapter has introduced the
purpose, objectives, research questions, rationale for the study, delimitations and
limitations, and the explanation of key terms.
Chapter II will provide a review of the literature relevant to the dissertation.
Chapter III will provide the methods of the study. Chapter IV will include the results of
the data analysis. The dissertation will conclude with Chapter V, which will present a
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discussion of the study results, implications of the findings for future practice, and
recommendations for future practice.
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Chapter II
LITERATURE REVIEW

This chapter will review literature relevant to the dissertation topic. The chapter
will cover the following issues: (1) the prevalence of type 2 diabetes globally and
nationally; (2) health disparities facing women of color living with type 2 diabetes;
(3) research on culturally appropriate and inclusive interventions to address the risk of
diabetes-related health complications; (4) research on factors related to diabetes selfmanagement, perceived stress, and diabetes-related depression and distress; (5) the
innovation of e-health and use of avatar video for diabetes education; and (6) the
theoretical framework for the study.

Part I—Global Burden of Type 2 Diabetes and Health Disparities
Diabetes is a “chronic metabolic disorder consisting of two types” with type 2
“comprising 90-95%” of diabetes diagnoses in the “United States and worldwide
(Genuth, Palmer, & Nathan, 2018, p. 2). Diabetes occurs from insulin insufficiency,
where the body cannot “produce enough insulin (a hormone that regulates blood sugar, or
glucose),” or insulin resistance, “when the body cannot effectively use the insulin it
produces” (WHO, 2016, p. 7).
According to the International Diabetes Federation (2017), diabetes is “not only a
health crisis” but “a global societal catastrophe” (p. 6). No “country is immune from
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diabetes and the epidemic is expected to continue” (p. 42). At present, “nearly half a
billion people live with diabetes” (International Diabetes Federation [IDF], 2017, p. 6).
With its “increasing incidence and prevalence,” type 2 diabetes has “reached pandemic
proportions” (Codella, Ialacqua, Terruzzi, & Luzi, 2018, p. 15). Globally, an estimated
“425 million people” have been diagnosed with or are living with a diabetes—with that
number predicted to rise to “629 million in 2045” (Codella et al., 2018, p. 15).
Over the “past decade, diabetes prevalence has risen faster in low- and middleincome countries than in high-income countries” (WHO, 2016, p. 6). The burden of
diabetes “falls disproportionately on people from minority ethnic groups and those from
socially-excluded groups” (Department of Health [DOH], 2001, p. 2). Regardless of
nationality, “minority ethnic groups” continually have “a higher prevalence of type 2
diabetes” than observed in “the local population” (Attridge, Creamer, Ramsden,
Cannings-John, & Hawthorne, 2014). Type 2 diabetes is “up to six times more common
in people of South Asian descent and up to three times more common amongst those of
African” descent (DOH, 2001, p. 2).
On a global scale, diabetes has a “devastating impact on individuals and on their
families” (DOH, 2001, p. 2). It is the “leading cause of blindness in people of working
age, the largest single cause of end stage renal failure, and, excluding accidents, the
biggest cause of lower limb amputation” (p. 2).
Prevalence of Type 2 Diabetes in Women of Color
According to the National Diabetes Education Program (NDEP, 2018),
“30.3 million people” or “9.4 percent of the U.S. population” have diabetes (p. 1).
Diabetes does “not affect everyone in our society equally” (DOH, 2001, p. 9). Unlike
type 1 “diabetes which is most common in Caucasians,” type 2 diabetes is “more
common in minorities such as African Americans, Hispanics, Asians, and Native
Americans, compared to Caucasians” (Genuth et al., 2018, p. 4). Significant “inequalities
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exist in the risk of developing diabetes, in access to health services and the quality of
those services, and in health outcomes, particularly with regard to type 2 diabetes” (DOH,
2001, p. 9).
The “rising prevalence of obesity has led and will continue to lead to a rise in the
prevalence of type 2 diabetes” (Public Health England [PHE], 2014, p. 5). This will likely
result “in increased health complications and premature mortality, with people from
deprived areas and minority ethnic groups at particularly high risk” (p. 5).
Epidemiological predictions suggest that by 2050, “the highest increases are expected to
happen among people aged 75 years and over (over 336%) and among African Americans
(275%)” (Middelbeek & Goodyear, 2012, p. 217).
According to Cowie, Casagrande, and Weiss (2018), the incidence of type 2
diabetes in the United States is “higher in women than in men” (p. 1). Similarly, age and
ethnicity are also risk factors for diabetes, with the prevalence increasing “sixfold” in
“high risk ethnic groups” and “doubling over the age of 65 years” (Reese, Levy, &
Lansdown, 2017, p. 113). Type 2 diabetes affects individuals of “South Asian, AfricanCaribbean, Chinese or black African descent up to a decade or more earlier” than
Caucasians (PHE, 2014, p. 17). The difference in prevalence of type 2 diabetes across
ethnic groups is “due to a complex and unresolved interplay of genetic susceptibility and
environmental factors” (p. 17).
Diabetes has often been considered to be caused by socioeconomic and
environmental factors that predispose an individual to the disease from the beginning of
the life course. “Low birth weight” due to poor maternal and fetal nutrition has been
“consistently found to be associated with an increased risk of the development of type 2
diabetes in later life” (Chen, Magliano, & Zimmet, 2012, p. 230). A “1 kg increase in
birth weight” has been shown to be “associated with a 20% risk reduction” of type 2
diabetes (p. 230). It is thought that the “poor fetal and infant nutrition” due to
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socioeconomic disadvantage at the beginning of the life course leads to “permanent
changes in glucose metabolism” (p. 230).
Associated Risk Factors
According to Samuel-Hodge, Johnson, Braxton, and Lackey (2014), “women are at
high risk for diabetes and obesity (as a risk factor for diabetes)” (p. 108). Rapid
urbanization, rising popularity of unhealthy diets and increasingly sedentary lifestyle
have led to a “spectacular rise in the prevalence of obesity and type 2 diabetes in nearly
every nation in the world” (Chen et al., 2012, p. 233). The causes of diabetes are “an
extremely complex combination of genetic and epigenetic predispositions interacting
with a complex combination of societal factors” (p. 233). Obesity, in particular “central
obesity” (an increased waist circumference),” a “sedentary lifestyle,” and a “low and high
birth weight” in utero, all place an individual at increased risk of developing type 2
diabetes (Rees et al., 2017, p. 113).
It is “widely accepted that insulin resistance plays a central role in the pathogenesis
of type 2 diabetes” (Middelbeek & Goodyear, 2012, p. 219). Insulin resistance is
common in individuals who are obese. This is why obese individuals “are five times
more likely to be diagnosed with diabetes than adults of a healthy weight” (PHE, 2014,
p. 5). In addition, “duration of obesity has also been found to increase risk of developing
type 2 diabetes, with greater risk among people who have been obese for longer periods
of time” (p. 13). Similarly, “90% of adults with type 2 diabetes are overweight or obese”
(p. 5). The “modifiable risk factors” of type 2 diabetes are “overnutrition (which leads to
obesity) and physical inactivity” (p. 15). Similarly, inadequate “intake of fruit and
vegetables, wholegrains, and dietary” fiber increase the risk of developing type 2 diabetes
(IDF, 2017, p. 19).
It is a widely accepted notion that social and environmental factors such as “lack of
money to buy healthy food,” community food deserts, “increased availability, quantity
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and intake of high sugar and high fat content foods,” and limited “availability of places to
exercise” all increase one’s risk of developing diabetes (Rees et al., 2017, p. 147).
Socioeconomic “deprivation is closely linked to the risk of both obesity and type 2
diabetes” (PHE, 2014, p. 5). In addition, women are more likely to be prescribed
medications such as “antidepressants, anticonvulsants, contraceptives,” and
“corticosteroids,” which can “all contribute to weight gain” and in turn increased risk of
diabetes (Rees et al., 2017, p. 147). Additional risk factors include a family history of
diabetes, being a member of a high-risk population such as a minority, a medical history
of gestational diabetes, and a medical history of hypertension, high cholesterol,
obstructive sleep apnea, and chronic sleep deprivation (p. 147).

Part II—Prevalence of Type 2 Diabetes-Related Complications
Diabetes is a “progressive disease with disabling long term complications if not
properly managed” (Attridge et al., 2014, p. 6). When blood glucose levels are
persistently “higher than optimal,” this creates “a major source of mortality and
morbidity” (WHO, 2016, p. 21). Prolonged exposure to “raised blood glucose levels
damages tissues throughout the body by damaging the small blood vessels” (DOH, 2001,
p. 7). Diabetes affects “multiple organs and bodily functions, causing serious health
complications” (Middelbeek & Goodyear, 2012, p. 216).
According to the Department of Health (2011),
people with diabetes are at risk of developing the microvascular
complications of diabetes: diabetic retinopathy (damage to the eyes), diabetic
nephropathy (damage to the kidneys) and diabetic neuropathy (damage to the
nerves). They are also at increased risk of developing cardiovascular disease,
including coronary heart disease, stroke and peripheral vascular disease.
(p. 38)
Diabetes is “not a single disease”; rather, it is a “syndrome characterized by
hyperglycemia,” which can cause “damage to eyes, kidneys, and nerves and less
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specifically to heart and medium and large caliber blood vessels” (Genuth et al., 2018,
p. 2). Diabetes also increases the of risk of developing “cancer and dementia” (NDEP,
2018, p. 1). Similarly, Individuals with diabetes are at a far greater risk of developing
“depression than people without diabetes” (PHE, 2014, p. 5).
Morbidity and Mortality in Women of Color of with Type 2 Diabetes
According to the WHO (2016), in 2012, “1.5 million deaths worldwide “were
“directly caused by diabetes” (p. 21). Additionally, on a global scale, diabetes was the
“fifth leading cause of women in 2012” (p. 21). “Diabetes is a major cause of premature
mortality” (PHE, 2014, p. 5). On average “at age 50 years, the life expectancy of people
with diabetes is six years less than for people without diabetes” (p. 21).
While “type 2 diabetes is associated with an additional risk of death at all ages and
in both sexes, the relative risk (by comparison to the general population) is greatest at
younger ages and in women” (PHE, 2014, p. 21). On average, type 2 diabetes reduces life
expectancy “by up to 10 years” (DOH, 2011, p. 10). Early detection is key in reducing
the development of and impact of complications.
According to Hendriks et al. (2017), the “mortality rates” in individuals with
“type 2 diabetes are higher compared with the general population” are “predominantly
caused by a higher occurrence of cardiovascular diseases” (p. 1). This “excess mortality
rate” is “more pronounced in women compared with men with type 2 diabetes” (p. 1).
This may be “because gender compounds other aspects of inequality” (DOH, 2001,
p. 10). Similarly, the “mortality and morbidity” of type 2 diabetes are “increased by
socio-economic deprivation” (p. 10). The greatest “morbidity and mortality rates from
type 2 diabetes occur in the elderly and minority groups in the United States”
(Middelbeek & Goodyear, 2012, p. 216).
According to Herman (2016), the major cause in the difference in prevalence of
diabetes related complications between minorities and Caucasians “is not the difference
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in glycemia between African Americans and Whites but the differences in income,
education, access to care, quality of care, cardiovascular risk factor treatment, and risk
factor control” (p. 1460).
Socially “excluded communities, including prisoners, refugees and asylum
seekers” are more likely to have increased risk of complications due to receiving “poorer
quality care” (DOH, 200, p. 9). These complications place a great burden on the
individuals, their communities, and their “healthcare systems” (Christensen et al., 2018,
p. 1).
There is “robust evidence” to suggest that “meticulous blood glucose control can
prevent or delay the onset of macrovascular complications” and reduce “the risk of
developing cardiovascular disease” (DOH, 2011, p. 24). Uncontrolled type 2 diabetes is
associated with “a wide range of devastating complications including cardiovascular
disease, end-stage renal disease, blindness, diabetic foot ulcers, and amputations”
(Christensen et al., 2018, p. 1). Despite advances in medical management of diabetes, “up
to 100 people a week have a limb amputated” as a result of diabetes (PHE, 2014, p. 18).
Individuals with diabetes are “twenty times more likely to undergo a lower extremity
amputation compared with people without diabetes” (p. 20). Similarly, “diabetic
retinopathy is the leading cause of preventable sight loss in people of working age”
(p. 18).
Diabetes “leads to a two-fold excess risk” for developing “cardiovascular disease”
(PHE, 2014, p. 18). Up to “70% of adults with type 2 diabetes have raised blood pressure
and more than 70% have raised cholesterol levels” (DOH, 2011, p. 24). Both conditions
“increase the risk of developing cardiovascular disease as well as microvascular
complications” (p. 24). This is why individuals with diabetes are “more likely to
experience myocardial infarction, angina, heart failure,” and stroke (PHE, 2014, p. 18). In
individuals who are both diabetic and overweight, they are “over twice as likely” to be
hospitalized “with heart failure” (p. 20). Similarly, diabetes “increases the risk of
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infections, some cancers,” and “neuropsychiatric” illnesses such as depression
(Christensen et al., 2018, p. 1). “Nearly one in five people with diabetes have clinical
depression” (PHE, 2014, p. 21).
Individuals with diabetes “are at increased risk for many comorbid conditions such
as cognitive impairment, cancer, periodontal disease, liver disease, osteoarthritis, hip
fractures, and liver disease” (NDEP, 2018, p. 18). These comorbidities and complications
further “worsen diabetes control and outcomes” by limiting “the time and resources
available for diabetes care and management” (NDEP, 2018, p. 17).

Part III—Economic Impact of Type 2 Diabetes in Communities of Color
Diabetes and its complications cause a “substantial economic loss” to communities
of color (WHO, 2016, p. 6). Diabetes is an “expensive disease, both for the society and
for individuals” (NDEP, 2018, p. 17). It has “a profound impact on lifestyle,
relationships, work, income, and health and wellbeing” (PHE, 2014, p. 18). It affects the
individuals with “diabetes and their families” through “direct medical costs and loss of
work and wages” (WHO, 2016, p. 6). Individuals with diabetes are burdened with
expensive “office visits, laboratory and other tests, monitoring supplies, and medications”
essential to continued health maintenance (NDEP, 2018, p. 17).
The burden of “diabetes drains national healthcare budgets, reduces productivity,
slows economic growth, causes catastrophic expenditure for vulnerable households and
overwhelms healthcare systems” (IDF, 2017, p. 42). In 2017, type 2 diabetes resulted in
“costs amounting to $327 billion” from “health care and lost productivity” (Cowie et al.,
2018, p. 2). Due to “its chronic nature,” it causes “devastating personal suffering,”
driving “families into poverty” (IDF, 2017, p. 6). Furthermore, “many patients do not
have consistent, affordable access to healthy foods such as fresh fruits and vegetables”
that are a crucial need for individuals with type 2 diabetes (NDEP, 2018, p. 17).
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Part IV—Type 2 Diabetes Education in Communities of Color
As diabetes is a complex medical condition to self-manage, individuals diagnosed
with the condition “require education on the disease, its daily management including
lifestyle changes, glucose monitoring, sick day rules,” and the “importance of self-care”
(Rees et al., 2017, p. 1).
Diabetes education is a “proactive approach to health promotion, disease
prevention, and chronic disease management” that respects the individual’s cultural
values, preferences, and needs that intersect with the “social, financial, clinical, and
emotional needs of the patient” (NDEP, 2018, p. 16).
The American Diabetes Association has published guidance on how to improve the
health and wellbeing of individuals diagnosed with type 2 diabetes. The AADE7 Self
Care behaviors’ guidance is underpinned by previous research “on supporting behavior
change, achieving and maintaining a healthy weight, effective weight-loss programs,
physical activity and cultural appropriateness” (PHE, 2014, p. 27).
Diabetes self-management education and self-management support facilitate an
individual’s “knowledge, skill, and ability for managing their own diabetes” using
evidence-based standards (NDEP, 2018, p. 23). DSMES supports informed “decisionmaking, self-management behaviors, problem solving, and active collaboration with the
health care team to improve clinical outcomes, health status, and quality of life” (p. 23).
Efficacy of Lifestyle Interventions
Diabetes lifestyle interventions that encourage physical activity and other self-care
behaviors are generally accepted as having an important role in disease management. For
example, physical activity has been shown to lead to “better insulin and glucose profiles”
(Middelbeek & Goodyear, 2012, p. 223). Irrespective of ethnicity, gender, or age group,
“regular physical activity potentiates the effects of diet and oral antihyperglycemic
therapy (e.g., metformin and sulfonylureas) to lower glucose levels and improve insulin
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sensitivity” (p. 226). Besides improving “glucose tolerance and insulin resistance,
exercise training” leads to “improved cardiovascular fitness, lowered blood pressure,
improved blood lipid profiles, weight loss … improved mental health, and promotion of a
sense of well-being” (p. 226).
Barriers to Receiving Diabetes Education
Diabetes health education is “vital for those who wish to understand diabetes,”
“gain empowerment and bring about behavior change towards a healthy lifestyle”
(Attridge et al., 2014, p. 2). However, individuals from minority ethnic groups often tend
to face financial barriers and “come from lower socioeconomic backgrounds” that limit
access to “good quality health care” and health education (p. 2). Furthermore, “cultural
and communication barriers” worsen the issues that “minority ethnic communities
experience when attempting to access good-quality diabetes health education” (p. 2).
Prior research on “ethnic minority groups” has shown that minorities are more
likely to “know little about diabetes and its management or the services available for
screening and management of complications, even when offered the same health care as
the indigenous population” (Attridge et al., 2014, p. 7). This issue is worse if health
literacy materials are only available in English and “patients are unable to speak or read
English” (p. 7).
In a qualitative meta-analysis of studies on the experiences faced by minorities in
managing their type 2 diabetes, Jones and Crowe (2017) reviewed 27 articles. The results
suggested “evidence that a sense of powerlessness, issues of treatment accessibility and
acceptability, and the culturally defined roles within families” affected diabetes
management and education. (p. 89). Furthermore, “type-2 diabetes mellitus was
perceived as beyond their control, its management was complicated because of traditional
family roles, and access to treatment imposed a financial burden on the family” (p. 89).
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The disparities in access to “economic, social, cultural and symbolic capital” limit access
to diabetes education (p. 89).
Even if individuals were able to access educational services, “it was described as
a) not relevant to their lifestyle, b) not taking into account the significance of food in their
culture, c) failing to recognize the associated stigma” (Jones & Crowe, 2017, p. 89).
Research on Culturally Appropriate Diabetes Education
Culturally appropriate education is any health education” deemed to be
‘specifically tailored to the cultural needs of a target minority group with type 2 diabetes”
(Attridge et al., 2014, p. 2). It empowers the individual to “adopt a healthy lifestyle and to
manage their own diabetes” through education that “recognizes the importance of
lifestyle, culture, and religion” (DOH, 2001, p. 13).
Attridge et al. (2014) performed a systematic review on the effectiveness of
“culturally appropriate health education” for minorities with type 2 diabetes (p. 1). The
review assessed 33 “randomized controlled trials (RCTs) of culturally appropriate health
education for people over 16 years of age with type 2 diabetes mellitus from named
ethnic minority groups residing in upper-middle-income or high-income countries” (p. 1).
In the review of the “33 trials” involving “7453 participants,” glycemic control as
measured by HBA1c “showed improvement following culturally appropriate health
education at three months” (p. 2). The studies also reported “reduction in triglycerides,”
but neutral effects on cholesterol, “blood pressure, body mass index, self-efficacy and
empowerment” (p. 2). Attridge et al. concluded that “culturally appropriate health
education” had “short to medium term effects” on glycemic control and on “knowledge
of diabetes and healthy lifestyles” (p. 2).
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Part V—Type 2 Diabetes-Related Stress, Depression,
and Stigma in Communities of Color
Research on Diabetes-Related Depression and Perceived Stress
Diabetes places a heavy financial and psychological burden on individuals.
According to the NDEP (2018), the “challenge of living with limited resources” to
manage their disease may also “increase chronic physiologic stress” (p. 17).
According to Elamoshy, Bird, Thorpe, and Moraros (2018) in a cross-sectional
population-based study, “the prevalence of depressive symptoms was higher among
diabetics (17.53) compared with nondiabetics (11.12%, OR= 1.70)” (p. 767). Further,
diabetics were “more likely to report suicidal ideation compared with nondiabetics
(18.71%; OR=1.36, 95%CI: 1.05-1.88)” (p. 767). Diabetic “depressed patients are less
likely to adhere to medical treatment and lifestyle changes, resulting in poor prognosis for
both conditions” (p. 768). Further research “is needed to understand the potential
biological and psychological mechanisms implicated in the association between
depression and suicidal behavior in patients with diabetes” (p. 777). Longitudinal studies
are “required to characterize risk factors, identify the course and effect of comorbidity,
and assess how it relates to prognosis and response to treatment” (p. 777). Similarly,
“raising awareness, improving the training of health care professionals, and developing
culturally appropriate co-screening strategies are important steps in reducing the burden
of depression and suicidal behavior” (p. 778). Screening may help in the “early
identification and management of these complex cases and decrease the burden of further
disability, hospitalization, and premature death” (p. 778).
Research on Diabetes and Stigma
A diagnosis of diabetes “can lead to poor psychological adjustment, including selfblame and denial, which can create barriers to effective self- management” (DOH, 2001,
p. 22). Similarly, individuals with diabetes are often judged when not making the
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“substantial, lasting changes” advised by their health care providers (Christie & Channon,
2014, p. 381). Healthcare providers judge “adults struggling to manage their weight or
keep their diabetes under control” by “following a healthy diet, regular self-monitoring,
and exercise” (p. 381). Clinicians “working with an individual struggling with weight or
diabetes can often find themselves thinking the following: ‘if only they would just......’
‘do their injections,’ ‘take more exercise,’ ‘stop worrying,’ or simply ‘just LISTEN”
(p. 381). Similarly, these demands are “voiced by parents and partners” and can induce
further distress (p. 381).

Part VI—Research on Effectiveness of Type 2 Diabetes Lifestyle Education
According to the National Diabetes Education Program (2018), “nutrition and
physical activity are the foundations of diabetes management.” (p. 27). Further, proper
“nutrition therapy helps people achieve blood glucose, blood pressure, blood lipid, and
weight goals” (p. 27). Similarly, “regular physical activity helps improve insulin
sensitivity and glycemic control, positively affects lipids and blood pressure” and is
“associated with reduced risk for cardiovascular disease” (p. 27). Regular physical
activity may also “improve psychological well-being, health-related quality of life, and
depression in individuals with type 2 diabetes, among whom depression is more common
than in the general population” (NDEP, 2018, p. 27).
The National Diabetes Education Program (NDEP, 2018) emphasized the
importance of “monitoring carbohydrate intake” in “achieving glycemic control, whether
by carbohydrate counting use of carbohydrate choices (formerly called exchanges), or
experience-based estimation” (p. 27). Similarly, individuals with diabetes are encouraged
to “eat a variety of fruits and vegetables every day, choose high-fiber food sources, limit
added sugars as much as possible and avoid sugar-sweetened beverages” (p. 27).
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Part VII—E-Health and Video Interventions
Misra and Wallace (2012) highlight the importance of exploring “how design and
presentation modalities incorporating user-centered design can contribute to the efficacy
of health communication across health literacy levels” (p. 216). This goal may occur,
whether presenting health information via “various large or small computer devices such
as personal computers, mobile iPhones, interactive television, gaming consoles, or other
technology” (p. 216).
According to Fiddian-Green, Kim, Gubrium, Larkey, and Peterson (2019), there is
an “interdisciplinary shift toward a ‘participatory turn’ in health research and promotion
under which community engagement, shared decision making and planning, and the use
of visual and digital methods have become paramount” (p. 1).
“Digital storytelling (DST)” via Avatar-based video is one “such innovative and
engaging method increasingly used in applied health interventions” (Fiddian-Green et al.,
2019, p. 1). Visual and digital narrative methodologies “are engaging, align with our
present-day digital and visual culture, and represent a recognition that reliance on strictly
text-based methods may continue to yield decontextualized narratives that do not
adequately capture the multifaceted nature of people’s lives” (p. 2).
Furthermore, “narrative messages drawn directly from a population to be used for
targeted health promotion have been shown to improve provider–patient relationships,
enhance culturally sensitive care, and promote positive attitudes, beliefs, and health
behaviors” (Fiddian-Green et al., 2019, p. 1). From this view, “the process of
constructing a coherent narrative and describing the relevant emotions associated with an
experience has been noted to grant individuals a sense of control and emotional
acceptance, facilitating goal setting that can support improved overall health” (p. 1).
Numerous medical conditions “causing early mortality are related to lifestyle factors and
stimulating adherence to health recommendations for physical activity (PA) and exercise
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might have a considerable protective effect on mortality risk” (Weman-Josefsson,
Johnson, & Lindwall, 2018, p. 250). The use of technology in health carries “potential to
lessen costs for clinical contact and to reach more people than traditional care” (p. 250).
It may also help “to develop decision tools facilitating access to and empowering choices
about treatment for users” (p. 250). E-health and digital-based health interventions place
“the consumer in a central role, enabling customized care and services based on personal
needs” (p. 250).
Use of Avatars in E-Health
Prior studies conducted by fellows of the RGDH (e.g.; Bond 2015; Sears 2017)
have used videos containing avatars to disseminate research through social media
campaigns. Similarly, various e-health interventions have been used for increasing
diabetes-related health education in people of color.
Attridge et al. (2014) propose that minorities tend “to place greater emphasis on
cultural beliefs about disease and medication” (p. 7). When creating video interventions
to reduce “the burden of disease of type 2 diabetes in ethnic minority groups, it is
important to evaluate the effectiveness of health interventions such as culturally
appropriate health education.” (p. 7). It is crucial that the avatar characters have “social,
cultural, and symbolic capital” (Jones & Crowe, 2017, p. 89). This section considers
some of the studies that focused on individuals with type 2 diabetes.
Diabetes E-Health and Video Interventions
Moussa, Sherrod, and Choi (2013) developed an evidence-based e-health education
program called “eCare We Care” to “disseminate information on diabetes management
through web-based interactive tutorials” (p. 36). The study sought to examine the “effect
of the eCare We Care program on diabetes knowledge development in African American
adults” with limited “diabetes literacy” over a four-week period (p. 36). The study
participants included 46 African Americans who were between the ages of 40 and 65 and
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had been diagnosed with “type 2 diabetes” (p. 38). The intervention was composed of
various sessions covering topics such as “introduction to diabetes; eye complications;
foot care; and meal planning” (p. 36). Participants were randomly assigned to the
“e-health intervention” or a “paper-based” control (p. 38). Moussa et al. reported that “the
intervention group showed significant improvement in scores on diabetes knowledge for
all 4 weeks” as opposed to the control group (p. 40).
In a randomized trial of patients of color with type 2 diabetes, Wayne, Perez,
Kaplan, and Ritvo (2015) examined the efficacy of e-based health coaching over a period
of six months. The individuals in the “intervention group” had an “accelerated HbA1c
reduction, leading to a significant” difference between the groups at 3 months (p. 6).

Part VIII—Theoretical Framework for the Study
According to Weman-Josefsson et al. (2018), “encouraging health behavior change
via Internet has, nevertheless, proven to be quite a challenging task and there is a need to
deepen the understanding of the psychological and social processes behind effective
intervention design” (p. 251). E-based interventions “should be firmly based in theory,
which is particularly relevant in digital interventions because e-health involves dynamic
interactions between users, providers and digital systems” (p. 251). Several theories were
explored in this study. These studies were discussed in this section.
Motivational Interviewing
According to Christie and Channon, (2014), “motivational Interviewing is a
directive person-centered approach designed to explore ambivalence and activate
motivation for change” (p. 381). Having “good intentions to engage in healthy behaviors”
or to make “substantial, lasting changes” may not “always translate into actions or
behavior that is maintained” (p. 381). This is why motivational interviewing uses “a
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guiding communication style which invites people to consider their own situation and
find their own solutions to situations that they identify as problematic that are preventing
change” (p. 381).
In a systematic review of motivational interviewing studies in individuals “across
the lifespan with type 1 diabetes and type 2 diabetes,” Christie and Channon (2014)
assessed the efficacy of motivational interviewing in different populations (p. 382). In the
nine studies assessed, the “majority of them” had shown “improved metabolic control in
adults with T2D” (p. 383). It was reported that “motivational interviewing as part of
diabetes self-management education” led to “improved HbA1c, diabetes knowledge and
diabetes self-efficacy compared” to controls. Similarly, “participants in the Motivational
Interviewing” interventions that had high self-efficacy had the greatest reductions in
HbA1c” (p. 383). Christie and Channon concluded that motivational interviewing had the
“potential to facilitate change and improve the efficacy of and engagement alongside
other interventions” (p. 385).
Stages of Change
According to the transtheoretical model put forward by Prochaska and DiClemente
(1983), behavior change is conceptualized as a series of discrete stages known as the
stages of change. The “stages of change represent” key components of the
transtheorethical model and describe “a series of stages through which people pass as
they change a behavior” (DiClemente & Velasquez, 2002, p. 201). They include
“precontemplation (not thinking about change), contemplation (thinking about change),
action (behavioral change), and maintenance” (Littell & Girvin, 2002, p. 223). As
suggested, an individual progresses through the stages based on the “perceived pros and
cons of a problem behavior, their “self-efficacy,” temptation to “revert to the problem
behavior,” and the “basic coping mechanisms used to modify a problem” (p. 224). The
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stages of change “are thought to have considerable heuristic value because they portray
changes as more than a simple, one-step process” (p. 225).
Relapse Prevention Theory
The relapse prevention theory “centers on providing individuals with “the skills to
prevent a complete relapse, regardless of the situation or impending risk factors” (Marlatt
& Witkiewitz, 2005, p. 1). As a form of tertiary prevention, relapse prevention aims to
prevent “an initial lapse” and maintain “abstinence or harm reduction treatment goals,”
and provides “lapse management if a lapse occurs, to prevent further relapse” (p. 1).
Given that relapse has been described as both “an outcome—the dichotomous view that
the person is either ill or well, and a process—encompassing any transgression in the
process of behavior change,” there are numerous possible outcomes of the relapse
process (p. 2).
As proposed by Marlatt (1985a), a high situation for relapse is “any situation which
poses a threat to the individual’s sense of control and increases the risk of potential
relapse” (p. 37).
Relapse outcomes vary from a “return to the previous problematic behavior
pattern” or the “individual getting back on track in the direction of positive change
(prolapse)” (Marlatt & Witkiewitz, 2005, p. 2). Within the framework of the relapse
prevention theory, it is generally accepted that “most individuals who make an attempt to
change their behavior in a certain direction” will naturally “experience lapses that often
lead to relapse” (p. 2).
Social Cognitive Theory and Self-Efficacy
Marlatt (1985b) proposes that self-efficacy is an individual’s discernment “of his or
her ability to cope with prospective high-risk situations” (p. 128). This is based on the
belief that successful coping in a high-risk situation for relapse “increased one’s sense of
self-efficacy and decreases the probability of relapse” (p. 128). Another competing theory

39

is that “failure experiences have the opposite effect,” increasing an individual’s
regression or attraction to “old coping” mechanisms (p. 128).
Marlatt and Witkiewitz (2005) posit that when an individual lacks an “effective
coping response” or “confidence to deal with the situation, the tendency is to give in to
temptation” (p. 3). This leads to “initial” use of the substance or display of problem
behavior, the “abstinence violation effect,” and “increased probability of relapse” (p. 22).
In contrast, when a client has “effective coping” responses to a high-risk situation, they
have “increased self-efficacy” and decreased “probability of a relapse” (p. 22). The
decision to engage or not engage in problem behavior is “mediated by the individual’s
outcome expectancies for the initial effects of using the substance” or practicing the
problem behavior (p. 3). For instance, individuals who view a lapse as an “irreparable
failure or due to chronic disease determinants” are likely to progress to a relapse, while
individuals who view the lapse as a “transitional learning experience” are more likely to
“experiment with alternative coping strategies” to develop “more effective responses in
high-risk situations,” with the lapse very unlikely to progress to a relapse (p. 3).
Relapse prevention’s educational component emphasizes “cognitive restructuring
of misperceptions and maladaptive thoughts,” while teaching “effective coping
strategies” and enhancing “self-efficacy” (p. 4). Lapse management allows individuals to
change their view of relapses from a “failure” or an “indication of a lack of willpower” to
being a possibility on the “rough terrain and slippery slope of cessation attempts”
(Marlatt & Witkiewitz, 2005, p. 4).
Diffusion of Innovation Theory
The diffusion of innovation theory is based on “the spread and implementation of
new ideas” (Rogers, 2002, p. 989). Diffusion is the “process through which an innovation
is communicated through certain channels over time among the members of a social
system” (p. 990). The four main tenets in the “diffusion of new ideas are innovation,
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communication channels, time, and the social system” (p. 990). The “characteristics of an
innovation as perceived by the members of a social system” are what “determine its rate
of adoption” (p. 990). Similarly, how an idea is adopted is based on its “relative
advantage, compatibility, complexity, trialability, and observability” (p. 990).
Adoption of an innovation occurs at different stages across various segments of the
population continuum. Innovators are the “first 2.5% of individuals in a system to adopt
an innovation” (Rogers, 2002, p. 991), followed by early adopters, who are “the next
13.5% of the individuals in a system to adopt an innovation” (p. 991). An early majority
“are the next 34% of the individuals in a system to adopt an innovation” (p. 991). A late
majority “are the next 34% of the individuals in a system to adopt an innovation”
(p. 991). Lastly, “laggards are the last 16% of the individuals in a system to adopt an
innovation” (p. 991).

Conclusion
This chapter laid out the theoretical framework relevant to the study and included
the following sections: (1) the prevalence of type 2 diabetes globally and health
disparities; (2) the prevalence of type 2 diabetes nationally and health disparities;
(3) research on integrated management of diabetes and prevention of co-morbidities;
(4) research on factors related to diabetes self-management, perceived stress, and
diabetes-related depression and distress; (5) research on barriers to diabetes education;
(6) research on culturally appropriate diabetes education; (7) e-health and video
interventions; and (8) the theoretical framework for the study.
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Chapter III
METHODS

This chapter will provide the methods of the study. This includes a presentation of
the study design and procedures, including the process of creating the e-health video, and
the focus group to evaluate the video for improvements. Not to be overlooked is the
presentation of the description of the study participants, survey tool, and treatment of data
for each set of quantitative or qualitative data.

Overview of Study Design and Procedures
This is a cross-sectional, mixed-methods study that serves as an online evaluation
of a brief online video intervention, featuring an approximately 9-minute educational
video on the American Association of Diabetes Educators (AADE, 2014) AADE7™ SelfCare Behaviors (i.e., 1-healthy eating; 2-being active; 3-monitoring; 4-taking
medications; 5-problem solving; 6-healthy coping, and 7-reducing risks), while also using
elements of motivational interviewing and relapse prevention. The study uses a pre- and
post-video viewing intervention design.
Institutional Review Board (IRB) Verification of Exempt Status
As an exempt category study, the Institutional Review Board (IRB) of Teachers
College, Columbia University provided verification of this study as protocol #19-130
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under category 2—exempt review on January 15, 2019. No study activities with human
subjects occurred prior to final IRB verification of being exempt from IRB review (see
Appendix A—IRB Approval Letter).
Development of the Survey Using Qualtrics.com Technology
As part of this dissertation, Qualtrics technology was used to create the survey for
online data collection—as the only platform recommended by Teachers College,
Columbia University for research surveys. Indeed, Qualtrics permits creation of surveys
on a secure website. The survey created for this study was accessible at:
https://tinyurl.com/Women-Of-Color-T-2-Diabetes.
Development of the Avatar Video
The avatar video development process began in January of 2019. The process
included the researcher using https://www.vyond.com technology. Vyond technology
allows individuals to create professional videos, such as the avatar video used in this
research study. The selection of avatar characters aimed to represent diverse women of
color.
A collaborative process between the researcher and dissertation sponsor, Professor
Barbara Wallace (Director, Research Group on Disparities in Health, Teachers College,
Columbia University), resulted in a script that was based on the review of the emerging
literature on diabetes self-management. The script was designed with the intention to
make the video educational, engaging, and entertaining using culturally appropriate
characters and phrasing.
Avatar Video Creation Process
In order to further develop and refine the avatar video, members of the Research
Group on Health Disparities were invited to assess the video via an online focus group.
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Methods for online focus group. An online focus group was used to obtain
feedback on how to further improve the video. After the script was created, and many
edits made during the process of the Principal Investigator creating the actual avatar
video or cartoon, the focus group was held online. The participants were the current
pre-doctoral fellows of the RGDH. Using our e-mail list-serve, they were asked to click
on the link provided, watch the video, and provide any feedback that would help to
improve the video. Among those who responded between a Friday evening and Saturday
morning were a representative group, including two males and seven females. Most
provided positive feedback, while suggestions for improvement were most valuable from
those fellows with expertise and work experience with people who are type 2 diabetics—
with a focus on our adding information on the desired blood sugar range (finding #3).
Also recommended was the need for more diversity in the tonality and expression of the
avatar characters (see Table 1).
Table 1: Emergent Themes from RGDH Assessment: Areas of Needed Improvement
Feedback Themes

Sample Quotes

Video needed to be
more visually
engaging

More variety in tonality and expressions of characters would
support continuous mental focus on content.

Video needed more
character variety

I really liked the video. It was very informative, and I liked your
inclusion of diverse characters. I found the dialogue to be easy to
follow, relatable, and at times pretty funny. Possibly adding a
feature to one of the characteristics which is associated with
older age, such as grey/white hair, may further expand its
perception of diversity.

Video needed to
identify appropriate
blood sugar range

The blood sugar range level not being mentioned. More often
than not I have come across Type 2 diabetic patients who are
under the assumption that their blood glucose levels which might
be in the 200’s is normal. I think adding the range might be
visually helpful.
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The Diabetes Self-Care Video
The final diabetes video was a 9-minute and 26-second educational e-health video
that used avatars to produce an animated video. Animated scenes using Vyond technology
were created from the final script of the video. The video provided information based on
the American Association of Diabetes Educators 7 Self-Care Behaviors—healthy eating,
being active, monitoring, taking medication, problem solving, reducing risks, and healthy
coping. See the Video Screenshots and Script in Appendix F.
Animated video embedded into the survey. The animated Diabetes Education
Video was inserted into the survey created on Qualtrics. Once respondents clicked on the
survey link, they were able to provide informed consent, receive acknowledgement of
their rights as participants, and begin the survey. Study participants first completed the
pre-video portion of the survey, watched the 9-minute and 26-second video, and then
completed the post-video portion of the survey. The study method benefited from
previous research studies conducted by the Research Group on Disparities in Health
(Bond, 2015; Sears, 2017); where, for example, it was found that embedding the
animated video into the middle of the survey was ideal for avoiding technical difficulties
with completion of the survey.
Launch of survey and video. The online survey and related video were launched
on February 24, 2019.

Subject Recruitment
Subject recruitment began after receipt of an exempt IRB status and after creation
of the final avatar cartoon video. Subject recruitment and the online study took several
weeks in the spring of 2019.
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The Social Media Campaign and Study Incentive
The standard online research protocol utilized by the Research Group on
Disparities in Health (RGDH), as taught by Director/Professor of Health Education,
Barbara Wallace, was followed. This included the use of a social media campaign that
included e-mails (see Appendix B, The Study Email), Twitter, texting (see Appendix C,
The Study Email), website posting (i.e., Facebook), and the posting of flyers (see
Appendix D, Recruitment Flyer), in venues where women frequently congregate (i.e.,
hair and nail salons, colleges, health centers, and churches). The social media campaign
also included study participants being able to inform others of the study. Lastly, the social
media campaign included spreading the word about the study’s incentive, using a
standard message as shown below:
Go to https://tinyurl.com/Women-Of-Color-T-2-Diabetes to take the
Women of Color Survey on Type 2 Diabetes Self-Care and rate a video for a
chance to win a $300, $200 or $100 Amazon gift card.
At the end of the survey, study participants read the following message, which
informed them about the prize incentive and urged them to spread the message to other
women:
We invite you to text message, tweet, and e-mail other adults living with
Type 2 Diabetes to: “Go to https://tinyurl.com/Women-Of-Color-T-2Diabetes … to take the Women of Color Survey on Type 2 Diabetes SelfCare and rate a video for a chance to win a $300, $200 or $100 Amazon gift
card.”

Other Study Procedures
Informed Consent
The Informed Consent was provided to participants prior to their being able to gain
access to the survey. Participants had to indicate that they had read and understood the
Informed Consent by clicking a box for their agreement to participate in the study (see
Appendix E, Informed Consent).

46
Study Inclusion Criteria: The Study Screening Survey
After agreeing to participate in the study, prospective respondents proceeded to the
Study Screening Survey (see Appendix H). Prospective participants had to meet the
following inclusion criteria by answering all questions below with “Yes.” The Study
Screening Survey had the following questions:
1-Are you female?
Yes___
No____
2-Do you consider yourself to be a member of a racial/ethnic group, or, as is
commonly said, a woman of color?
Yes___
No____
3-Are you 18 years of age or older?
Yes___
No____
4-Are you able to read and understand English on the 12th grade level?
Yes___
No____
5-Have you been told you have type 2 diabetes?
Yes___
No____
6-Are you able to devote about 25-30 minutes to this study at this time—
including being able to devote about 9 minutes to watching an avatar cartoon?
Yes___
No___
If a participant provided a “No” response to any of the six screening questions, they were
directed to a “Disqualifying/Thank You” page. The “Disqualifying/Thank You” page
explained they did not qualify for the study and encouraged them to pass the study
opportunity on to other women who did qualify.
Study Incentive: Generating Prizes for Individuals Who Completed the Survey
Upon completion of the survey, participants were directed to enter their e-mail
address via a program created by the RGDH webmaster, Dr. Rupananda Misra. After
inserting their e-mail address, study respondents became eligible for a drawing to win a
$300, $200 or $100 gift card from www.Amazon.com. Individuals who participated in
the voluntary drawing for a gift card remained anonymous to the researcher. The program
used to create and run the drawing ensured the researcher could not have access to the
submitted e-mail addresses or the names of the winners, allowing the respondents who
opted for the gift drawing to remain anonymous.
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Study Completers Versus Study Non-Completers
At the conclusion of data collection, 149 respondents had provided informed
consent to participate in the study and met the study’s inclusion criteria. Unfortunately,
only one-half of those women (n=75, 50.33%) had sufficiently completed the survey to
progress to providing data on the study outcome variable/dependent variable: i.e.,
high Global self-efficacy post-video viewing for performing the seven AADE7 SelfCare Behaviors™. With half the potential sample eliminated, there were 75 women
remaining for consideration as study participants. Because this study included a videoviewing intervention, it was important to consider dose of exposure to the intervention.
Only 64 (85.33%) women endorsed having watched “all” or “most” of the video. This led
to a final sample size of N=64 women of color diagnosed or living with type 2 diabetes.
When comparing the women who had data for the study outcome variable and
endorsed having watched “all” or “most” of the video in the final sample (n=64)—as
study completers, to those who were study non-completers (n=35)—independent t-tests
for dichotomous variables on the study outcome variable found no significant differences
between the two groups (see Table 2).

Table 2. Comparing Survey Cloeters (N=64) to Non-Completers (N=37) via Independent
T-Tests

Age
Level of Education
Household Income
Darker Skin Color

N

M

SD

Completer

64

49.28

13.242

Non-Completer
Completer

35
64

49.26
5.92

14.762
2.443

Non-Completer

27

5.63

2.382

Completer

64

3.48

2.443

Non-Completer

26

2.92

2.382

Completer

64

5.03

1.221

Non-Completer

35

4.91

1.245

t

Df

P

-0.08

97

.993

-.452

89

.518

-.649

88

.322

-.452

97

.652

p<.05, **p<.01, ***p<.001. Bonferroni Adjustment Significance (.05/4=.013). Note: p-values
above .017 are considered non-signifncant, and only those below .013 are considered statistically
significant.
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Description of Research Instrumentation
The survey instruments used for this study were created by the Principal
Investigator and the Director of the Research Group on Disparities in Health (RGDH),
Professor Barbara Wallace. Also, from among the prior tools used in research by the
RGDH, those chosen for this study were culturally appropriate surveys, as well as
amended and adapted from pre-established surveys, while tailoring them for this study.
Newly created surveys for this study were shown to have a high internal consistency
(Cronbach’s Alpha), as will be elaborated upon in Chapter IV.
Meanwhile this section will present each measure used in this study, describing
them as survey parts.
Part I: Background Demographics (BD-10)
Professor Barbara Wallace developed the brief Background Demographics (BD-10)
scale for use by fellows of the Research Group on Disparities in Health (RDGH) (i.e.,
Bond, 2015; Ingram, 2017; Sears, 2017). As is typical, the scale was modified to ensure
adequate racial/ethnic categories, given recruitment of women of color. Descriptive
statistics permit providing means, standard deviations, minimum/maximum scores, and
frequencies and percentages to describe the sample, as appropriate.
Part II: Personal Health Background (PHB-10)
Part II of this study included the Personal Health Background tool, which was
developed by Professor Wallace for use within the RGDH. The survey questions inquired
about overall health status, including type of medical insurance the respondent had and
how they viewed the overall quality of healthcare they currently received from their
primary healthcare provider. For example, this scale asked participants to rate their
overall health status on a Likert scale. A sample question from the scale, while illustrating
scoring, is provided below:
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1-I rate my overall health status as:
1-Very Poor

2-Poor

3-Fair

4-Good

5-Very Good

6-Excellent

Part III: Diabetes Health Background (DHB-5)
Part III of this study was developed by Professor Barbara Wallace for use within
the study with some questions adapted from Zaldivar (2015). This scale asked
participants to indicate how long they had been diagnosed with type 2 diabetes, how they
managed their type 2 diabetes, and if they had received education on how to self-manage
their diabetes. A sample question from the scale is provided below:
1-I take the following type of diabetes medications (check all that apply)
__pill for taking orally by mouth to manage diabetes
__insulin needle for injection to manage diabetes
__an insulin pen for diabetes
__I do not take any medication
__I am not sure, I do not know
Part IV: Social Desirability (MAY-13)
Part IV of this study was adapted from the original work of Crowne and Marlowe
(1960) to assess the social desirability bias of the respondents. Crowne and Marlowe
posited that social desirability is the need of the respondents to obtain social approval by
responding to the questions in a “culturally appropriate and acceptable manner” as they
deem fit (p. 353). Furthermore, generally higher scores can be interpreted as the
respondent trying to cast themselves in a much more socially favorable light.
The original Crowne and Marlowe (1960) questionnaire consisted of 33 statements
or elements to which participants were asked to respond on whether the statements
concerning personality traits and attitudes personally pertained to them. The internal
consistency for the final form of the scale, as reported by Crowne and Marlowe, was .88
using the Kuder-Richardson Formula 20 (KR-20).
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Established 13-item measure of social desirability. This study used the short
13-item version of the Crowne Marlowe social desirability tool and explored internal
consistency using Cronbach’s Alpha.
Additional new 1-item measure of social desirability. While the Crowne and
Marlowe social desirability short scale has 13 items, question #14 was added for this
study. This is an additional 1-item measure of social desirability (added to determine if it
has sufficient reliability to replace the 13-item scale in future research, or to shorten the
scale for subsequent study participants). This one item asked:
14-I sometimes say things that I think will please people, or what I think
they want to hear—versus the honest truth, which might be difficult or
painful for other people to hear and accept, or might lead them to judge me
harshly….
I rate myself on a scale of 0 to 10, as follows:
0
1
2
3
4
5
6
7
0-I am not like
this at all

8

9

10
10-I am like
this all the time

Thus, this study will refer to both a 13-item and 1-item measure of social desirability, as
explained above.
Part V: Perceived Stress Scale (PSS-10)
Part V of this study was adapted from the original work of Cohen, Kamarck, and
Mermelstein (1983) to assess the degree of non-specific stress felt by the study
participants in the past month. A sample question and scoring is provided below:
The questions in this scale ask you about your feelings and thoughts
during the last month. In each case, you will be asked to indicate how often
you felt or thought a certain way, using the following options:
0 = Never

1 = Almost 2 = Sometimes

3 = Fairly Often 4 = Very Often

1. In the last month, how often have you been upset because of something
that happened unexpectedly?...
.0 1 2 3 4
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Part VI: Retrospective Depression (R-D-2)
Professor Barbara Wallace developed the Retrospective Depression Scale as a brief
screening tool for use by members of the Research Group on Disparities in Health
(RGDH). Previous research studies (e.g., Rodriguez, 2016) conducted by the RGDH have
relied on the scale to assess the degree of retrospective depression experienced by study
respondents. In the current study, data analysis determined mean score, standard
deviation, min, and max. The single item provided a definition of depression, followed by
asking:
1-Now think back over the past year or 12 months. Do you think you
experienced any depression in the past year or 12 months? ____No ____Yes
A similar yes/no question followed for seeking counseling.
Part VII: Coping Self-Efficacy Scale—Reduced Form (CSES-RF-13)
The Coping Self-Efficacy Scale (CSES-13) is a 13-item scale designed to assess
for one’s confidence in performing coping behaviors in the face of ongoing life
challenges. CSES-13 is derived from the original 26-item scale developed by Chesney,
Neilands, Chambers, Taylor, and Folkman (2006). There are three scales, as follows:
(1) an individual’s ability to cope with emotions and stressful situations using problemfocused coping; (2) getting support from friends and family; and (3) being able to stop
unpleasant emotions or thoughts. A sample research question and scoring are shown
below:
For each of the following items, write a number from 0-10, using the
scale below. When things aren’t going well for you, how confident are you
that you can:
Cannot do at all
0 1
2
3

Moderately certain can do
4
5
6
7

Certainly can do
8
9 10

Use Problem-Focused Coping
1. Break an upsetting problem down into smaller parts. ____
2. Sort out what can be changed, and what cannot be changed. ____
3. Make a plan of action and follow it when confronted with a problem ____
4. Leave options open when things get stressful. ____
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5. Think about one part of the problem at a time.
6. Find solutions to your most difficult problems.

____
____

Chesney et al. (2006) reported that internal consistency was strong for all the
subscales. More specifically, for internal consistency using Cronbach’s Alpha, they found
the following values: 1) problem-solving self-efficacy—.91 for 6 items; (2) stopping
unpleasant thoughts self-efficacy—.91 for 4 items; and (3) seeking social support selfefficacy—.80 for 3 items. In the current study, data analysis also determined internal
consistency of the CSES-13 scale, examining Cronbach’s Alpha for (1) problem-solving
self-efficacy, (2) stopping unpleasant thoughts self-efficacy, and (3) seeking social
support self-efficacy.
Part VIII: Pre-Video Type 2 Diabetes Self-Management Knowledge
(Pre-V-POH-K-1)
Pre-Video Type 2 Diabetes Self-Management Knowledge (Pre-V-POH-K-1) was
developed by Professor Barbara Wallace for use in the study. The scale was used to assess
the participants’ knowledge of how to care for their type 2 diabetes. The single question
and scoring used in the scale are shown below:
I rate my level of knowledge for how to care for my Type 2 Diabetes as
follows:
Very Poor
1

Poor
2

Fair
3

Good
4

Very Good
5

Excellent
6

Descriptive statistics and internal consistency were investigated.
Part IX: Pre-Video Stage of Change, Self-Efficacy and Motivation for 7 Diabetes
Self-Management Behaviors (Pre-V-SOC-SEM-M-F-7-DSMB-14)
Part IX: Pre-Video Stage of Change, Self-Efficacy and Motivation for 7 Diabetes
Self-Management Behaviors (Pre-V-SOC-SEM-M-F-7-DSMB-14) was developed by
Professor Barbara Wallace for use by the Research Group on Disparities in Health
(RGDH) based on: prior scales measuring stages of change and self-efficacy pioneered in
prior research (e.g., King, 2012), and then repeatedly used in subsequent studies (e.g.,
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Garcia, 2013); and the content measured by the scales was taken from the American
Association of Diabetes Educators (AADE, 2014) AADE7™ Self-Care Behaviors:
(1) healthy eating; (2) being active; (3) monitoring; (4) taking medications; (5) problem
solving; (6) healthy coping; and (7) reducing risks.
Scoring for stage of change. This scale measured the stage on change from I am
not thinking of doing this behavior at all (precontemplation) to I have been doing this
behavior for more than six (6) months (maintenance).
The stages of change theory includes the stages of precontemplation,
contemplation, preparation, action, and maintenance. This scale assesses where a study
participant is in performing the AADE7™ Self-Care Behaviors in regard to the stages of
change model. In this study, data analysis also produced a mean score (SD, min, max).
Internal consistency was determined using Cronbach’s Alpha.
A sample question used in the scale is shown below:
1-When it comes to the behavior of healthy eating (eating complex
carbohydrates, vegetables, and protein—and, measuring serving sizes),
check the following that most applies to you:
1-a:
1_____I am not thinking of doing this behavior at all.
2_____I am thinking about doing this behavior.
3_____I am preparing to do this behavior.
4_____I have been doing this behavior for less than six (6) months.
5_____I have been doing this behavior for more than six (6) months
Scoring for self-efficacy for performing the 7 diabetes self-management
behaviors. This subscale measured the self-efficacy of performing the AADE7™ SelfCare Behaviors: (1) healthy eating; (2) being active; (3) monitoring; (4) taking
medications; (5) problem solving; (6) healthy coping; and (7) reducing risks. Data
analysis also produced a mean score (SD, min, max). Scoring ranged from 0% confident
to 100% confident, as shown below:
1-b-My confidence level for performing this behavior:
____0% confident
____20% confident
____40% confident
____60% confident
____80% confident
____100% confident
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Scoring for motivation for performing the 7 diabetes self-management
behaviors. This subscale measured the pre-video motivation of performing the
AADE7™ Self-Care Behaviors. Data analysis also produced a mean score (SD, min,
max). The scoring was based on a Likert scale from 0 = non-existent level of motivation
to 7 = extremely high level of motivation, as shown below:
1-c-My level of motivation for actually doing this is
__ (0) non-existent (none at all) __(1) extremely low __(2) very low
__(3) low __(4) moderate __(5) high ___(6) very high __(7) extremely high
Descriptive statistics and internal consistency were investigated in the study.
Subjects watch the avatar video embedded in the survey. Upon completion of
the Pre-V-SOC-SEM-M-F-7-DSMB-14 scale, study participants watched a 9-minute,
26-second e-health avatar video, which was embedded in the survey. Then, the
respondents were directed to complete the survey as per the survey scales discussed
below.
Part X: Post-Video Viewing Adherence Survey (PVV-AS-2)
Part X: Post-Video Viewing Adherence Survey (PVV-AS-2) was developed by
Professor Barbara Wallace for use by the Research Group on Disparities in Health
(RGDH) to assess video viewing adherence for study participants. Data analysis
produced a mean score (SD, min, max). As used in previous studies (Bond, 2015; Sears,
2017), the PVV-AS-2 asked one question, which was scored from 0=watched none to
3=watched all, as shown below:
1-How much of the video was watched? SCORE 0-3
3_____All of the video
2_____ Most of the video
1_____Some of the video
0_____None of the video
Part XI: Rate the Video (RTV-1)
The RTV-1 scale was developed by Professor Barbara Wallace for use by the
RGDH. Study participants were invited to rate the video on a 6-point Likert scale ranging
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from 1 being very poor, to 6 being excellent. Shown below is the sole question used for
the scale:
1. I rate the video as follows:
Very Poor
1

Poor
2

Fair
3

Good
4

Very Good
5

Excellent
6

Part XII: Post-Video Type 2 Diabetes Self-Management Knowledge
(Post-V-POH-K-1)
This is the same scale as described above, but for pre-video: i.e., Part VIII: PreVideo Type 2 Diabetes Self-Management Knowledge (Pre-V-POH-K-1)—see above.
Descriptive statistics and internal consistency were investigated in the study.
Part XIII: Post-Video Stage of Change, Self-Efficacy and Motivation for 7 Diabetes
Self-Management Behaviors (POST-V-SOC-SEC-M-F-&-DSMB-14)
This is the same scale as described above, but for pre-video: i.e., Part IX: PreVideo Stage of Change, Self-Efficacy and Motivation for 7 Diabetes Self-Management
Behaviors (Pre-V-SOC-SEM-M-F-7-DSMB-14)—see above. Descriptive statistics and
internal consistency were investigated in the study.
Part XIV: Recommend Avatar Video to Others (RAVTO-3)
This final tool was developed for the many video studies conducted by the RGDH
by Professor Barbara Wallace, such as the present one, while rooted in Diffusion of
Innovation Theory (Rogers, 1995). It simply asked:
1.

Would you recommend the video to other women of color living with
Type 2 diabetes? ___No __Yes

This tool introduces the mixed-methods portion of the study, as it also asks via an
open-ended question for “why or why not” they would recommend. This produced a
large body of qualitative data to be analyzed, as explained in the next section.
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Treatment of the Data
Data Management
The data were downloaded from Qualtrics, then transferred to the Statistical
Package for the Social Science (SPSS), being analyzed using SPSS 25.0.
Data Analysis Plan
Given an online sample of diverse adult women of color (N=64) who have been
diagnosed with type 2 diabetes and responded to a social media campaign (i.e., “Go to
https://tinyurl.com/Women-Of-Color-T-2-Diabetes to take the Women of Color Survey
on Type 2 Diabetes Self-Care and rate a video for a chance to win a $300, $200 or $100
Amazon gift card”), this study answered the following research questions—as per the
data analysis plans shown:
Quantitative Portion of the Study
1-What are the women’s demographic and other background characteristics
(i.e. gender, age, race/ethnicity, skin color tone, born in the US or not, years
living in the US, level of education, partner status, employment status,
annual household income)?
PART I: Background Demographics (BD-10)
Data Analysis Plan: Descriptive statistics (mean, SD, minimum,
maximum), including percentages and frequencies
2- How do the women rate their overall health status, their Body Mass Index
(BMI)/weight status, the overall quality of care that they receive for their
health, the overall quality of care they receive from their provider, and the
sensitivity and competence of their provider for treating someone who is a
woman of color? Also do they indicate having medical insurance, and if so,
what type?
PART II: Personal Health Background (PHB-10)
Data Analysis Plan: Descriptive statistics (mean, SD, minimum,
maximum), including percentages and frequencies
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3-What is the women’s history of being diagnosed with Type 2 Diabetes,
medications, blood glucose testing, and exposure to diabetes selfmanagement education?
PART III: Diabetes Health Background (DHB-5)
Data Analysis Plan: Descriptive statistics (mean, SD, minimum,
maximum), including percentages and frequencies
4-How do the women score with regard to social desirability?
PART IV: More About You (Social Desirability) (MAY-13)
Data Analysis Plan: Descriptive statistics (mean, SD, minimum,
maximum), including percentages and frequencies
5-What do the women report as their level of perceived stress in the past
thirty days?
PART V: Perceived Stress Scale (PSS-10)
Data Analysis Plan: Descriptive statistics (mean, SD, minimum,
maximum), including percentages and frequencies
6- What do the women report regarding the prevalence of symptoms of
depression in the past year, and was counseling or advice sought out?
PART VI: Retrospective Depression (RD-2)
Data Analysis Plan: Descriptive statistics (mean, SD, minimum,
maximum), including percentages and frequencies
7- What do the women report as their self-efficacy for coping—specifically
their (a) problem-solving self-efficacy, (b) stopping unpleasant thoughts selfefficacy, and (c) seeking social support self-efficacy?
PART VII. Coping Self-Efficacy Scale—Reduced Form (CSES-RF-13)
Data Analysis Plan: Descriptive statistics (mean, SD, minimum,
maximum), including percentages and frequencies
8-What do the women report as their pre-video viewing knowledge level for
managing their type 2 diabetes?
PART VIII: Pre-Video Type 2 Diabetes Self-Management Knowledge
(Pre-V-POH-K-1)
Data Analysis Plan: Descriptive statistics (mean, SD, minimum,
maximum), including percentages and frequencies
9-What do the women report as their pre-video viewing stage of change,
self-efficacy, and motivation level for performing the AADE7™ Self-Care
Behaviors of (1) healthy eating; (2) being active; (3) monitoring; (4) taking
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medications; (5) problem solving; (6) healthy coping; and (7) reducing
risks—and is there a change from pre- to post?
PART IX: Pre-Video Stage of Change, Self-Efficacy and Motivation For
7 Diabetes Self-Management Behaviors (PRE-V-SOC-SEC-M-F-7DSMB-14)
Data Analysis Plan: Descriptive statistics (mean, SD, minimum,
maximum), including percentages and frequencies
10-What was the women’s dose of exposure to the e-health avatar video?
PART X: Post-Video Viewing Adherence Survey (PVV-AS – 2)
Data Analysis Plan: Descriptive statistics (mean, SD, minimum,
maximum), including percentages and frequencies
11-How do the women rate the quality of the video?
PART XI: Rate the Video (RTV-1)
Data Analysis Plan: Descriptive statistics (mean, SD, minimum,
maximum), including percentages and frequencies
12-What do the women report as their post-video viewing knowledge level
for caring for their type 2 diabetes—and is there a change from pre- to post?
PART XII: Post-Video Type 2 Diabetes Self-Management Knowledge
(Post-V-POH-K-1)
Data Analysis Plan: Descriptive statistics (mean, SD, minimum,
maximum), including percentages and frequencies
13-What do the women report as their post-video viewing stage of change,
self-efficacy, and motivation level for performing the AADE7™ Self-Care
Behaviors of (1) healthy eating; (2) being active; (3) monitoring; (4) taking
medications; (5) problem solving; (6) healthy coping, and (7) reducing
risks—and is there a change from pre- to post?
PART XIII: Post-Video Stage of Change, Self-Efficacy and Motivation
For 7 Diabetes Self-Management Behavior (POST-V-SOC-SEC-M-F-7DSMB-14)
Data Analysis Plan: Descriptive statistics (mean, SD, minimum,
maximum), including percentages and frequencies; and, paired t-tests.
14- Were there any significant relationships between the study outcome
variable/dependent variable of a high post-video global self-efficacy
score for performing the AADE7™ Self-Care Behaviors and selected
variables?
Data Analysis Plan: Inferential statistics of Pearson correlation and
independent t-tests
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15-What were the significant predictors of the study outcome
variable/dependent variable of a higher Post-Video Global Self-Efficacy
mean score for performing the seven AADE7 Self-Care Behaviors™—
controlling for social desirability?
Data Analysis Plan: Backward stepwise regression
Mixed Methods Portion of Study
16-Do the women recommend the e-health avatar/cartoon video to other
women with type 2 diabetes, and why or why not, given their perception of
the video’s strengths and weaknesses?
PART XIV: Recommend Avatar Video to Others (RAVTO-3)
Data Analysis Plan: Backward Stepwise Regression
The Qualitative Data Analysis Plan
Qualitative content analysis was used to analyze data for emergent themes in
Part #15. Qualitative methods “are designed to yield detailed and holistic views of the
phenomena under study” (Pope, van Royen, & Baker, 2002, p. 148). This method is used
“to make theoretical links within the data set” and for “identify co-occurring” themes
(p. 149). Lastly, it allows the respondents to describe their “experiences, feelings,
attitudes and behavior,” providing an accurate representation of the topic of interest
(p. 150).
Relevant methods. The data were coded by the Principal Investigator for emergent
themes. Thereafter, the dissertation sponsor examined the data, examined the emergent
themes, and made decisions to confirm, edit, modify, or change those emergent themes.
In addition, Professor Wallace created major categories into which themes fell, thereby
grouping themes by category.

Conclusion
This chapter described the methods used in the present study. This included an
overview of the study design, study procedures, subject recruitment, and other study
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procedures, which included a description of the study participants, description of research
instrumentation, and how data would be managed and analyzed.
Chapter IV will present results of the data analysis.
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Chapter IV
RESULTS

This chapter provides a detailed presentation of the study results. The chapter is
organized by research questions. In addition, findings are presented in table format.

Data Analysis Results by Study Question
Results for Research Question #1
What are the women’s demographic and other background characteristics
(i.e. age, race/ethnicity, skin color tone, born in the US or not, years living in
the US, level of education, partner status, employment status, annual
household income)? (Survey Part: BD-10)
Part I: Background demographics (BD-10). The study’s sample was composed
of 64 diverse women of color diagnosed with type 2 diabetes. Among the 149
respondents who gave their informed consent, agreed to participate in the study, and were
qualified to proceed to the survey questions, only 64 participants both completed the
survey and met the inclusion criterion of having watched all or most of the avatar
e-health video (N=64).
The sample (N=64) was 31.3% (n=20) U.S. born, 100% (n = 64) female, 79.7%
(n=51) Black, 12.5% (n=8) Asian, 6.3% (n=4) Hispanic, 1.6% (n=1) Middle Eastern,
1.6% (n=1) American Indian, and 1.6% (n=1) Native Hawaiian. The mean age of the
sample was 49.28 (Min=22, Max=79, SD=13.242). The mean annual income was 3.48
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or closest to $40,000 to $49,000 (Min = 1 – Less than $9,000, Max =10 - $500,000 to
$799,000, SD=2.443). The mean education level was 5.92, or closest to an Associate
degree (Min = 1-No Schooling, Max = 10 – Doctorate degree, SD = 1.946) (see Table 3).
Table 3. Demographic Characteristics of Sample (BD-10) (N=64)
N
Race/Ethnicity*
Black/African
American
White/Caucasian/
European American
Hispanic/ Latino
(including Puerto
Rican, Mexican,
Mexican-American,
Chicano, Cuban,
other Spanish)
Asian (Asian Indian,
Chinese, Japanese,
Korean, Vietnamese
or other Asian)
American Indian/
Alaska Native
Native
Hawaiian/Pacific
Islander
Arab American
/Middle Eastern
Age (N=64)
18-25
26-30
31-35
36-40
41-45
46-50
51-55
56-60
61-65
66-70
71-75
76-80
(M Age=49.28, Min
22, Max 79,
SD=13.242)

%

51

79.7

3

4.7

4

6.3

8

12.5

1

1.6

1

1.6

1

1.6

2
4
4
10
8
7
8
9
3
6
2
1

3.1
6.2
6.2
15.6
12.5
10.9
12.5
14.1
4.7
9.4
3.1
1.6

N

%

Skin tone
7-Very Dark
6-Dark
5-Medium to Dark
4-Medium to Light
3-Light

5
24
12
14
9

7.8
37.5
18.8
21.9
14.1

Born in US (N=64)
Yes
No

20
40

31.3
68.8

1
1
1
1
1
1
35
1
1
1
20

1.6
1.6
1.6
1.6
1.6
1.6
54.7
1.6
1.6
1.6
31.3

11
38
4
8
1
2

17.2
59.4
6.3
12.5
1.6
3.1

27
25
4
4
4
4

42.2
39.1
6.3
6.3
6.3
6.3

Country of Origin
Dominica
Egypt
Ghana
India
Lesotho
Niger
Nigeria
Pakistan
Philippines
Yemen
Not Provided/U.S.
Partner Status
Single
Married
Widowed
Divorced
Separated
Partnered
Employment Status (N=64)
Employed
Self-Employed
Unemployed
Homemaker
Student
Retired
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Table 3 (continued)
N
Education
1-No Schooling
3-Some High school
4-High school
graduate
5-Some college
credit, not degree
6-Associate degree
7-Bachelor’s degree
8-Master’s degree
9-Professional degree
10-Doctorate degree
(M Education=5.92,
Min 1, Max 10, SD=
1.946)

%

1
3

1.6
4.7

17

26.6

8

12.5

4

6.3

18

28.1

9
1

14.1
1.6

3

4.7

Household Income
(N=64)
1- Less than $9,000
2- $10,000 to $19,000
3- $20,000 to $39,000
4- $40,000 to $49,000
5- $50,000 to $99,999
6- $100,000 to $199,999
7- $200,000 to $299,000
8- $300,000 to $399,000
10- $500,000 to $799,000
11- $800,000 or More
(M Income=3.48, Min 1, Max 11,
SD=2.443)

N

%

22
6
5
9
7
10
2
1
1
1

34.4
9.4
7.8
14.1
10.9
15.6
3.1
1.6
1.6
1.6

*Note: Subjects could select more than one race/ethnicity, hence totals may exceed 100%

Internal Consistency of the Study Scales
Before reporting results using key scales, this section reports on the internal
consistency of the study scales. For example, the Coping Self-Efficacy Scale
(CSES-RF-13) showed for subscale #1-Use Problem-Focused Coping Subscale a
Cronbach’s Alpha of 0.954 (very good); and for subscale #2 the Stopping Unpleasant
Emotions and Thoughts Subscale had a Cronbach’s Alpha of 0.918 (very good); and
finally, the subscale #3, Get Support from Friends and Family Subscale, had a
Cronbach’s Alpha of 0.829 (very good).
Aside from the Perceived Stress Scale (PSS-10) with .623, as very poor internal
consistency, other scales had Cronbach’s Alpha ranging from .871 (very good) to.944,
and other pre- and post-video viewing measures had very good to excellent internal
consistency (see Table 4).
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Table 4. Internal Consistency of Study Scales (N=64)
SURVEY
PART

Scales and Subscales

PART V
PART VII

PART IX

PART IX

PART IV

# of
Items

Cronbach
Alpha

*Perceived Stress Scale (PSS-10)

10

0.623

*Coping Self-Efficacy Scale (CSES-RF-13):
1-Use Problem-Focused Coping Sub-Scale
2-Stopping Unpleasant Emotions and Thoughts Sub-Scale
Get Support From Friends and Family Sub-Scale

6
4
3

0.954
0.918
0.829

Pre-Video Stage of Change, Self-Efficacy and
Motivation for 7 Diabetes Self-Management Behaviors
(PRE-V-SOC-SEC-M-F-&-DSMB-14):
Pre-Video Global Stage of Change Sub-Scale
Pre-Video Global Self-Efficacy Sub-Scale
Pre-Video Global Motivation Sub-Scale

7
7
7

0.903
0.943
0.944

Post-Video Stage of Change, Self-Efficacy and
Motivation for 7 Diabetes Self-Management Behaviors
(POST-V-SOC-SEC-M-F-7-DSMB-14):
Post-Video Global Stage of Change Sub-Scale
Post-Video Global Self-Efficacy Sub-Scale
Post-Video Global Motivation Sub-Scale

7
7
7

0.928
0.889
0.871

More About You (Social Desirability) (MAY-13)

13

0.566

*Note: This denotes scales that are well-established with good to excellent internal
consistency in the published literature. All other scales in the table were created for use
by fellows of the Research Group in Disparities in Health (RGDH).
Results for Research Question #2
How do the women rate their overall health status, their Body Mass Index
(BMI)/weight status, the overall quality of care that they receive for their
health, the overall quality of care they receive from their provider, and the
sensitivity and competence of their provider for treating someone who is a
woman of color? Also do they indicate having medical insurance, and if so,
what type? (Survey Part: PHB-10)
Among the study sample, the mean for their self-rating of their overall health
status was 3.55, or closest to good (Min = 1- Very poor, Max = 6 – Excellent, SD=
1.140). For the sample, 50% considered themselves to be of normal weight. The mean of
their self-rating for weight was 2.64, or closest to overweight (Min = 2- Normal weight,
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Max = 4 - Obese, SD=0.721). The mean body mass index was 20.2 or closest to a normal
body mass index (Min = 6.51-Underweight, Max =51. 9 – Obese, SD= 12.1).
Among the sample, 43.8% rated the quality of healthcare received as fair with the
mean of quality of care received being 3.80, or closest to good (Min = 1-Very poor,
Max = 6 – Excellent, SD=1.198). Similarly, 37.5 % rated the quality of healthcare they
received from their primary health care provider as fair—with the mean for rating of
quality of care received being 3.92 or closest to good (Min = 1-Very poor,
Max = 6-Excellent, SD=1.225). And, 35.9% (n=23) rated their health care providers’
sensitivity and competence for treating someone who is a woman of color as fair (see
Table 5).

Table 5. Personal Health Background (PHB-10)
N

%

I rate my overall health status as? (N=64)
1=Very Poor
2=Poor
3=Fair
4=Good
5=Very Good
6=Excellent
(M Overall Health Status=3.55, Min 1, Max 6, SD= 1.140)

3
5
25
20
7
4

92.5
7.5
39.1
31.3
10.9
6.3

I consider myself to be: (N=64)
2-Normal Weight
3-Overweight
4-Obese
(M Weight Self-Rating=2.64, Min 2, Max 4, SD= 0.721)

32
23
9

50.0
35.9
14.1

I rate the quality of care I receive for my health as? (N=64)
1=Very Poor
2=Poor
3=Fair
4=Good
5=Very Good
6=Excellent
(M Rating of Quality of Care=3.80, Min 1, Max 6, SD= 1.198)

2
2
28
14
11
7

3.1
3.1
43.8
21.9
17.2
10.9
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Table 5 (continued)

I rate the overall quality of care I receive from my primary
care healthcare provider as? (N=64)
1=Very Poor
2=Poor
3=Fair
4=Good
5=Very Good
6=Excellent
(M Rating Quality of Healthcare Provider=3.92, Min 1, Max 6,
SD= 1.225)
I rate my health care providers’ sensitivity and competence for
treating me as someone who is a woman of color as:
1=Very Poor
2=Poor
3=Fair
4=Good
5=Very Good
6=Excellent
(M Sensitivity of Provider=3.78, Min 1, Max 6, SD= 1.327)
Body Mass Index (BMI) (N=64)
<18.5 = Underweight
18.5-24.9 = Normal weight
25.0 to 29.9 = Overweight
>30 = Obese
(M BMI=20.2, Min 6.51, Max 51.19, SD= 12.1)
Type of Medical Insurance (N=64)
Private
HMO
Medicaid
Medicare
No Medical Insurance
Other

N

%

2
2
24
15
13
8

3.1
3.1
37.5
23.4
20.3
12.5

3
5
23
13
12
8

4.7
7.8
35.9
20.3
18.8
12.5

36
6
5
17

56.3
9.4
7.8
26.6

18
8
6
8
26
2

28.1
87.5
9.4
12.5
40.6
3.1

Results for Research Question #3
What is the women’s history of being diagnosed with type 2 diabetes,
medications, blood glucose testing, and exposure to diabetes selfmanagement education? (Survey Part: DHB-5)
The majority (60%, n=39) of the women in the study had been diagnosed with
type 2 diabetes within the past 1 to 5 years. The mean number of years of since being
diagnosed with type 2 diabetes was 5.13 years (Min = 1, Max = 19, SD = 4.065).
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Greater than half of the sample (62.5%, n=40) indicated that they had received
some form of diabetes education.
Some 73.4% (n=47) reported being on a pill form of diabetes medication, while
62.5% (n=40) used finger prick testing with a lancet and strip to monitor their blood
glucose levels (see Table 6).

Table 6. Diabetes Health Background (DHB-5)
N

%

Diagnosed with Type 2 (N=64)
1=Yes
2=No

64
0.0

100.0
0.0

Number of Years Diagnosed: (N=64)
1-5
6-10
11-15
16-20

39
20
3
2

60.9
31.25
4.7
3.125

Type of Diabetes Medication (N=64)
Pill
Insulin Needle
Insulin Pen
No Medication

47
9
9
6

73.4
14.1
14.1
9.4

Blood Glucose Testing Method (N=64)
Finger prick with lancet and strip
Multi-site Glucose meter
Continuous Glucose Monitoring Device
Does not test at home
Not sure

40
15
6
5
2

62.5
23.4
9.4
7.8
3.1

Received Diabetes Education (N=64)
1=Yes
2=No

40
24

62.5
37.5
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Results for Research Question #4
How do the women score with regard to social desirability? (Survey Part:
MAY-13)
The sample’s social desirability mean was 6.77 (min 3, max 12, SD=2.543),
suggesting a moderate level of social desirability using the 13-item scale. Of note, the
regression will control for social desirability.
There is also a new 1-item scale used in this study that provided a separate measure
of social desirability based on a Likert scale ranging from a low of 0 to a high of 10.
Using the new 1-item scale, the sample’s social desirability mean was 5.67 (Min 0,
Max 10, SD=2.463), also suggesting a moderate level of social desirability.
Results for Research Question #5
What do the women report as their level of perceived stress in the past 30
days? (Survey Part: PSS-10)
The Perceived Stress Scale (PSS-10) displayed poor internal consistency with a
Cronbach’s Alpha of 0.623. The mean PSS-10 score of the sample was 18.918 (min=3,
max=33., SD=5.35), indicating a moderate level of past month stress. For example, for
the question “In the last month, how often have you felt nervous and stressed?” the
majority of participants answered “sometimes” (40.6%, n=26) (see Table 7).
Table 7. Perceived Stress Scale (PSS-10)
Cronbach’s Alpha (10 items) = .623
[Mean = 18.6, Min = 3 Max = 33, SD, 5.35]
1-In the last month, how often have you been upset because of something
that happened unexpectedly? (N=64)
0-Never
1-Almost
2-Sometimes
3-Fairly Often
4-Very Often

N

%

9
9
35
7
4

14.1
14.1
54.7
10.9
6.3
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Table 7(continued)

2-In the last month, how often have you felt that you were unable to
control the important things in your life? (N=64)
0-Never
1-Almost
2-Sometimes
3-Fairly Often
4-Very Often
3-In the last month, how often have you felt nervous and “stressed”?
(N=64)
0-Never
1-Almost
2-Sometimes
3-Fairly Often
4-Very Often
4-In the last month, how often have you felt confident about your ability
to handle your personal problems? (N=64)
0-Never
1-Almost
2-Sometimes
3-Fairly Often
4-Very Often
5-In the last month, how often have you felt that things were going your
way? (N=64)
0-Never
1-Almost
2-Sometimes
3-Fairly Often
4-Very Often
6-In the last month, how often have you found that you could not cope
with all the things that you had to do? (N=64)
0-Never
1-Almost
2-Sometimes
3-Fairly Often
4-Very Often
7-In the last month, how often have you been able to control irritations in
your life? (N=64)
0-Never
1-Almost
2-Sometimes
3-Fairly Often
4-Very Often

N

%

10
10
28
13
3

15.6
15.6
43.8
20.3
4.7

10
4
26
14
10

15.6
6.3
40.6
21.9
15.6

7
3
27
16
11

10.9
4.7
42.2
25.0
17.2

7
5
31
14
7

10.9
7.8
48.4
21.9
10.9

10
11
24
14
5

15.6
17.2
37.5
21.9
7.8

8
6
26
19
5

12.5
9.4
40.6
29.7
7.8
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Table 7(continued)

8-In the last month, how often have you felt that you were on top of
things? (N=64)
0-Never
1-Almost
2-Sometimes
3-Fairly Often
4-Very Often
9-In the last month, how often have you been angered because of things
that were outside of your control? (N=64)
0-Never
1-Almost
2-Sometimes
3-Fairly Often
4-Very Often
10-In the last month, how often have you felt difficulties were piling up so
high that you could not overcome them? (N=64)
0-Never
1-Almost
2-Sometimes
3-Fairly Often
4-Very Often

N

%

6
9
25
16
8

9.4
14.1
39.1
25.0
12.5

9
9
32
12
2

14.1
14.1
50
18.8
3.1

13
9
21
16
5

20.3
14.1
32.8
25.0
7.8

Results for Research Question #6
What do the women report regarding the prevalence of symptoms of
depression in the past year, and was counseling or advice sought out?
(Survey Part: RD-2)
Among the sample, 51.6% (n=33) of the women reported experiencing depression
within the past thirty days. Only, 78.8% (n=26) of those that answered “yes” to
experiencing depression sought out any kind of counseling (see Table 8).
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Table 8. Retrospective Depression Scale (R-D-2)

1-Now think back over the past 30 days. Do you think you experienced any
depression in the past 30 days? (N=64)
1-Yes
0-No
2-If you answered Yes, did you seek out any kind of counseling days? (N=64)
1-Yes
2-No

N

%

33
31

51.6
48.4

26
38

40.6
59.4

Results for Research Question #7
What do the women report as their self-efficacy for coping—specifically
their (a) problem-solving self-efficacy, (b) stopping unpleasant thoughts selfefficacy, and (c) seeking social support self-efficacy? (Survey Part:
CSES-RF-13)
The mean Coping Self-Efficacy score for problem focused coping was 6.24, or a
moderately certain can cope (Min = 0 – Cannot cope at all, Max= 10-Certainly can do,
SD=2.7). For the Coping Self-Efficacy scale for being able to stop unpleasant emotions
and thoughts, the mean was 5.74 or a moderately certain can cope (Min=0-Cannot cope
at all, Max=10-Certainly can do, SD=2.7). For the Coping Self-Efficacy score for getting
support from friends and family, the means was 5.84, or a moderately certain can cope
(Min = 0-Cannot cope al all, Max = 10-Certainly can do, SD=2.55) (see Table 9).

Table 9. Coping Self-Efficacy Scale—Reduced Form (CSES-RF-13)
Mean

Min

Max

SD

Cronbach’s
Alpha

The Three Coping Self- Efficacy Sub-Scales
Use Problem-Focused Coping – 6 Items (N = 64)

6.24

0.00

10.00

2.7

0.954

Stop Unpleasant Emotions and Thoughts –
4 Items (N = 64)

5.74

0.00

10.00

2.7

0.918

Get Support from Friends and Family – 3 Items
(N = 64)

5.8

0.00

10.00

2.55

0.829
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Regarding their scores on the rating scale (0=cannot do at all to 10=certainly can
do) for each of the items, as well as other descriptives (n, %) for each of the three subscales.
For example, 26.6% (n=17) endorsed 10 for certainly can do on Subscale #1-Use
Problem-Focused Coping, specifically for making a plan of action and following it when
confronted with a problem.
For Subscale #2-Stop Unpleasant Emotions and Thoughts, 21.9% (n=14) endorsed
that they could certainly make unpleasant thoughts go away.
On Subscale #3-Get Support from Friends and Family, 25% (n=16) indicated that
they could certainly get friends to help them with the things they need (see Table 10).

Table 10. Level of Coping Self-Efficacy (CSES-RF-13)
Rating Scale: 0 (Cannot do at all), 4 (Moderately certain can do), 10 (Certainly can do)
0
1
2
3
4
5
6
7
8
n
n
n
n
n
n
N
n
n
% % % % %
%
%
%
%
Subscale #1: Use Problem-Focused Coping
Break an upsetting problem
3
3
3
2
8
12
7
3
5
down into smaller parts (N =
4.7 4.7 4.7 3.1 12.5 18.8 10.9 4.7
7.8
64)
Sort out what can be changed, 2
2
3
2
3
15
9
5
4
and what cannot be changed
3.1 3.1 4.7 3.1 4.7 23.4 14.1 7.8
6.3
(N = 64)
Make a plan of action and
2
3
1
3
3
8
8
7
6
follow it when confronted
3.1 4.7 1.6 4.7 4.7 12.5 12.5 10.9 9.4
with a problem (N = 64)
Leave options open when
5
4
0
4
5
13
7
6
6
things get stressful (N = 64)
7.8 6.3 6.3 7.8 20.3 10.9 9.4 9.4
9.4
Think about one part of the
2
4
2
4
5
10
11
2
5
problem at a time (N = 64)
3.1 6.3 3.1 6.3 7.8 15.6 17.2 3.1
7.8
Find solutions to your most
3
3
2
3
9
7
11
2
3
difficult problems (N = 64)
4.7 4.7 3.1 4.7 14.1 10.9 17.2 3.1
4.7
6 Item Subscale #1: Mean = 6.24, Min = 0.0, Max = 10.0, SD = 2.7

9
n
%

10
n
%

3
15
4.7 23.4
3
16
4.7 25.
6
17
9.4 26.6
0
0.0
4
6.3
5
7.8

14
21.9
15
23.4
16
25
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Table 10 (continued)
Rating Scale: 0 (Cannot do at all), 4 (Moderately certain can do), 10 (Certainly can do)
0
1
2
3
4
5
6
7
8
9
n
n
n
n
n
n
N
n
n
n
% % % %
%
%
%
%
%
%
Subscale #2: Stop Unpleasant Emotions and Thoughts (N = 64)
Make unpleasant thoughts 4
1
3
5
8
13
7
2
2
5
go away (N = 64)
6.3 1.6 4.7 7.8 12.5 20.3 10.9 3.1 3.1 7.8
Take your mind off
5
2
6
4
10
10
4
5
6
12
unpleasant thoughts
7.8 3.1 9.4 6.3 15.6 15.6 6.3 7.8 9.4 18.8
(N = 64)
Stop yourself from being
5
0
4
10
2
10
6
6
8
4
upset by unpleasant
7.8 0
6.3 15.6 3.1 15.6 9.4 9.4 12.5 6.3
thoughts (N = 64)
Keep from feeling sad
6
1
4
4
8
14
6
3
6
6
(N = 64)
9.4 1.6 6.3 6.3 12.5 21.9 9.4 4.7 9.4 9.4
4 Item Subscale #2: Mean = 5.74, Min = 0.0, Max = 10.0, SD = 2.7
Subscale #3: Get Support from Friends and Family (N = 64)
Get friends to help you
2
2
5
1
7
15
4
with the things you need
3.1 3.1 7.8 1.6 10.9 23.4 6.3
(N = 64)
Get emotional support
3
2
5
3
4
12
7
from friends and family
4.7 3.1 7.8 4.7 6.3 18.8 10.9
(N = 64)
Make new friends
6
1
3
7
4
16
6
(N = 64)
9.4 1.6 4.7 10.9 6.3 25
9.4
3 Item Subscale #3: Mean = 5.84, Min = 0, Max = 10, SD = 2.55

10
n
%
14
21.9
0
0
9
14.1
6
9.4

8
2
12.5 3.1

2
3.1

16
25

7
6
10.9 9.4

1
1.6

14
21.9

4
6.3

3
4.7

9
14.1

5
7.8

Results for Research Question #8
What do the women report as their pre-video viewing knowledge level for
managing their type 2 diabetes? (Survey Part: Pre-V-POH-K-1)
The mean Pre-Video type 2 diabetes self-management knowledge score was 3.92,
or closest to good (Min=2- Poor, Max=6-Excellent, SD=1.159). However, 43.8% (n=28)
rated their level of knowledge for caring for their type 2 diabetes as fair (see Table 11).
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Table 11. Pre-Video Type 2 Diabetes Self-Management Knowledge (Pre-V-POH-K-1)

I rate my level of knowledge for how to care for my Type 2
Diabetes as follows: (N=64)
2-Poor
3-Fair
4-Good
5-Very Good
6-Excellent
[M Pre-Video Knowledge = 3.92, Min = 2, Max = 6, SD = 1.159]

N

%

3
28
12
13
8

4.7
43.8
18.8
20.3
12.5

Results for Research Question #9
What do the women report as their pre-video viewing stage of change, selfefficacy, and motivation level for performing the AADE7™ Self-Care
Behaviors of (1) healthy eating; (2) being active; (3) monitoring; (4) taking
medications; (5) problem solving; (6) healthy coping; and (7) reducing
risks—and is there a change from pre- to post? (Survey Part: Pre-V-SOCSEC-M-F-7-DSMB-14)
First, for the Pre-Video Global Stage of Change sub-scale, the mean was 3.75 or
closest to action stage (Min= 1- precontemplation, Max=5-maintenance, SD=1.16). For
example, 54.7% (n=35) were in a maintenance stage for the behavior of taking medications,
and 50% (n=32) were in a maintenance stage for problem solving (see Table 12).
Table 12. Pre-Video Stage of Change for 7 Diabetes Self-Management Behaviors
(PRE-V-SOC-SEC-M-F-7-DSMB-14)

Pre-Video Global Stage of Change Sub-Scale (N=64)
[Mean = 3.75, Min = 1, Max = 5, SD = 1.16]
*Designates for reader the Stages of Change for 1-7
1-When it comes to the behavior of healthy eating (counting your carbohydrates,
reading food labels, measuring each serving of food), check the following that most
applies to you:
Precontemplation Stage
1- I am not thinking of doing this behavior at all.
Contemplation Stage
2- I am thinking about doing this behavior.
Preparation Stage
3- I am preparing to do this behavior.
Action Stage
4- I have been doing this behavior for less than six (6) months.
Maintenance Stage
5- I have been doing this behavior for more than six (6) months

N

%

6

9.4

11

17.2

7

10.9

12

18.8

28

43.8
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Table 12 (continued)
N

%

2-When it comes to the behavior of being active (think about how many times a week
do you do any exercise--whether walking, riding a bike, or dong any kind of physical
activity, such that your heart beats a little faster, or your breathing increases) check the
following that most applies to you:(N=64)
1- I am not thinking of doing this behavior at all.
2- I am thinking about doing this behavior.
3- I am preparing to do this behavior.
4- I have been doing this behavior for less than six (6) months.
5- I have been doing this behavior for more than six (6) months

14
9
5
13
23

21.9
15.6
43.8
20.3
35.9

3- When it comes to the behavior of monitoring (using a blood glucose meter to check
your blood sugar, and recording and keeping track of your numbers etc.) check the
following that most applies to you: (N=64)
1- I am not thinking of doing this behavior at all.
2- I am thinking about doing this behavior.
3- I am preparing to do this behavior.
4- I have been doing this behavior for less than six (6) months.
5- I have been doing this behavior for more than six (6) months

5
6
8
12
33

7.8
9.4
12.5
18.8
51.6

4- When it comes to the behavior of taking medications (specifically, those prescribed
for your diabetes by a medical professional, and adhering to all instructions for taking
medication) check the following that most applies to you: (N=64)
1- I am not thinking of doing this behavior at all.
2- I am thinking about doing this behavior.
3- I am preparing to do this behavior.
4- I have been doing this behavior for less than six (6) months.
5- I have been doing this behavior for more than six (6) months

7
6
3
13
35

10.9
9.4
4.7
20.3
54.7

5- When it comes to the behavior of problem solving (thinking of ways to prevent
high and low blood sugar levels, and what to do if blood sugar levels are too high or
too low) check the following that most applies to you: (N=64)
1- I am not thinking of doing this behavior at all.
2- I am thinking about doing this behavior.
3- I am preparing to do this behavior.
4- I have been doing this behavior for less than six (6) months.
5- I have been doing this behavior for more than six (6) months

7
9
7
9
32

10.9
14.1
10.9
14.1
50

6- When it comes to the behavior of healthy coping (involving the ability to deal with
life’s stressors in a positive manner, including seeking support, etc…) check the
following that most applies to you: (N=64)
1- I am not thinking of doing this behavior at all.
2- I am thinking about doing this behavior.
3- I am preparing to do this behavior.
4- I have been doing this behavior for less than six (6) months.
5- I have been doing this behavior for more than six (6) months

8
9
4
14
29

12.5
14.1
6.3
21.9
45.3

7-When it comes to the behavior of reducing risks (taking action to reduce the risk of
vision loss, heart disease, or an amputation, etc..) check the following that most
applies to you: (N=64)
1- I am not thinking of doing this behavior at all.
2- I am thinking about doing this behavior.
3- I am preparing to do this behavior.
4- I have been doing this behavior for less than six (6) months.
5- I have been doing this behavior for more than six (6) months

8
10
4
12
30

12.5
15.6
6.3
18.8
46.9
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Second, for the Pre-Video Global Self-Efficacy sub-scale, the mean was 4.6 or
between 60% confident to 80% confident (Min=1.14, Max=6, SD=1.35). For example,
53.1% (n=34) were 100% confident for taking medications, 45% (n=29) were 100%
confident for reducing risks, and 43.8% (n=28) were 100% confident for monitoring (see
Table 13).

Table 13. Pre-Video Self-Efficacy for 7 Diabetes Self-Management Behaviors (PRE-VSOC-SEC-M-F-7-DSMB-14)
N

%

1-My confidence level for performing this behavior: healthy eating
1 0% confident
2 20% confident
3 40% confident
4 60% confident
5 80% confident
6 100% confident

3
2
9
12
16
22

4.7
3.1
14.1
18.8
25
34.4

2-My confidence level for performing this behavior: being active
1 0% confident
2 20% confident
3 40% confident
4 60% confident
5 80% confident
6 100% confident

6
7
7
7
16
21

9.4
10.9
10.9
10.9
25
32.8

3-My confidence level for performing this behavior: monitoring
1 0% confident
2 20% confident
3 40% confident
4 60% confident
5 80% confident
6 100% confident

1
4
10
7
14
28

1.6
6.3
15.6
10.9
21.9
43.8

4-My confidence level for performing this behavior: taking medications
1 0% confident
2 20% confident
3 40% confident
4 60% confident
5 80% confident
6 100% confident

4
2
9
4
11
34

6.3
3.1
14.1
6.3
17.2
53.1

Pre-Video Global Self-Efficacy Sub-Scale (N=64)
[Mean = 4.6, Min = 1.14, Max = 6, SD = 1.35]
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Table 13 (continued)
N

%

5-My confidence level for performing this behavior: problem solving
1 0% confident
2 20% confident
3 40% confident
4 60% confident
5 80% confident
6 100% confident

4
5
8
9
13
25

6.3
7.8
12.5
14.1
20.3
39.1

6-My confidence level for performing this behavior: healthy coping
1 0% confident
2 20% confident
3 40% confident
4 60% confident
5 80% confident
6 100% confident

5
3
8
11
14
23

7.8
4.7
12.5
17.2
21.9
35.9

5
4
9
4
13
29

7.8
6.3
14.1
6.3
20.3
45.3

7-My confidence level for performing this behavior: reducing risks
1 0% confident
2 20% confident
3 40% confident
4 60% confident
5 80% confident
6 100% confident
[Mean = 4.6, Min = 1.14, Max = 6, SD = 1.35]

Third, for the Pre-Video Global Motivation sub-scale, the mean was 5.0 or high
motivation (Min = 0.29, Max=7, SD=1.76). For example, pre-video viewing: 45.3%
(n=29) reported extremely high motivation for both taking medications, and reducing
risks; 32.8% (n=19) reported extremely high motivation for problem solving; and, 26.6%
(n=17) reported low motivation for both healthy eating, and being active (see Table 14).
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Table 14. Pre-Video Motivation for 7 Diabetes Self-Management Behaviors
(PRE-V-SOC-SEC-M-F-7-DSMB-14)
N

%

Pre-Video Global Motivation Sub-Scale
[Mean =5.0, Min = 0.29, Max = 7, SD = 1.76]
1-My level of motivation for actually doing healthy eating is:
0-Non-existent (none at all)
1-Extremely low
2-Very low
3-Low
4-Moderate
5-High
6-Very high
7-Extremely high

1
4
3
2
17
9
12
16

1.6
6.3
4.7
3.1
26.6
14.1
18.8
25

2-My level of motivation for actually being active is:
0-Non-existent (none at all)
1-Extremely low
2-Very low
3-Low
4-Moderate
5-High
6-Very high
7-Extremely high

3
3
3
7
13
9
9
17

4.7
4.7
4.7
10.9
20.3
14.1
14.1
26.6

3-My level of motivation for actually monitoring is:
0-Non-existent (none at all)
1-Extremely low
2-Very low
3-Low
4-Moderate
5-High
6-Very high
7-Extremely high

2
3
2
5
9
12
12
19

3.1
4.7
3.1
7.8
14.1
18.8
18.8
29.7

4-My level of motivation for actually taking medications is:
0-Non-existent (none at all)
1-Extremely low
2-Very low
3-Low
4-Moderate
5-High
6-Very high
7-Extremely high

3
3
2
2
12
9
4
29

4.7
4.7
3.1
3.1
18.8
14.1
6.3
45.3
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Table 14 (continued)
N

%

5- My level of motivation for actually problem solving is:
0-Non-existent (none at all)
1-Extremely low
2-Very low
3-Low
4-Moderate
5-High
6-Very high

3
4
1
1
12
11
11

4.7
6.3
1.6
1.6
18.8
17.2
17.2

7-Extremely high

21

32.8

6-My level of motivation for doing healthy coping is:
0-Non-existent (none at all)
1-Extremely low
2-Very low
3-Low
4-Moderate
5-High
6-Very high
7-Extremely high

5
2
0
4
12
9
13
19

7.8
3.1
0
6.3
18.8
14.1
20.3
29.7

7-My level of motivation for doing reducing risks is:
0-Non-existent (none at all)
1-Extremely low
2-Very low
3-Low
4-Moderate
5-High
6-Very high
7-Extremely high

5
3
1
1
12
5
10
27

7.8
4.7
1.6
1.6
18.8
7.8
15.6
42.2

Results for Research Question #10
What was the women’s dose of exposure to the e-health avatar video?
(Survey Part: PVV-AS-2)
The entire sample (n=64) watched all or most of the video (see Table 15).
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Table 15. Post-Video Viewing Adherence Survey (PVV-AS-2) (N=64)
ITEM
3=I watched all of the video
2=I watched most of the video
1=I watched some of the video
0=I watched none of the video

N
52
12
0
0

%
81.3
18.8
0
0

Results for Research Question #11
How do the women rate the quality of the video? (Survey Part: RTV-1)
The mean rating of the video was 5.20 or closest to very good (Min = 3 - Fair,
Max=6-Excellent, SD=1.011). Also, a majority of the sample (98%, n=63) rated the video
as good, very good, or excellent (see Table 16).

Table 16. Rate the Video (RTV-1) (N=64)
ITEM
1=Very Poor
2=Poor
3=Fair
4=Good
5=Very Good
6=Excellent

N
0
0
1
9
25
29

%
0
0
1.6
14.1
39.1
45.3

[M=5.20, Min 3= fair, Max 6= excellent, SD=1.011
Results for Research Question #12
What do the women report as their post-video viewing knowledge level for
caring for their type 2 diabetes—and is there a change from pre- to post?
(Survey Part: Post-V-POH-K-1)
First, the sample’s mean post-video type 2 diabetes self-management knowledge
score was 5.28, or closest to very good (SD=0.77, Min=5.28 - Fair, Max=6 - Excellent,
SD=0.77); for example, post-video 20.3% (n=13) endorsed very good (see Table 17).
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Table 17. Post-Video Type 2 Diabetes Self-Management Knowledge (Post-V-POH-K-1)
(N=64)

I rate my level of knowledge for how to care for my Type 2
Diabetes as follows: (N=64)
2-Poor
3-Fair
4-Good
5-Very Good
6-Excellent
[M Post-Video Knowledge = 5.28, Min = 3, Max = 6, SD = 0.77]

N

%

3
28
12
13
8

4.7
43.8
18.8
20.3
12.5

Second, using paired t-tests to compare the pre-video viewing mean (mean =3.92,
SD= 1.159) versus the post-video viewing mean (mean=5.28, SD=.766) for type 2
diabetes self-management knowledge, findings showed a significant difference in mean
scores (t= -9.062, df=63, p = .000). This suggested that engagement in the brief online
intervention of watching the new video was associated with a significant increase in type
2 diabetes self-management knowledge for performing the AADE7™ Self-Care
Behaviors of (1) healthy eating; (2) being active; (3) monitoring; (4) taking medications;
(5) problem solving; (6) healthy coping; and (7) reducing risks (see Table 18).

Table 18. Paired T-Test Results Comparing Pre-Video to Post-Video Knowledge
N
Diabetes Self-Management
Knowledge
Pre-Video
Post-Video

64
64

Stage of Change
M
SD

3.92
5.28

1.159
0.766

t

-9.062

t-tests
df

63

P

0.000***

*p <.05, **p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/4=.013). Note: p-value
above .013 are considered non-significant, and only those below .013 are considered
statistically significant. The analysis included 4 pairs for testing, hence, .05/4. The next three
pairs are analyzed via subsequent questions.

•
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Results for Research Question #13
What do the women report as their post-video viewing stage of change, selfefficacy, and motivation level for performing the AADE7™ Self-Care
Behaviors of (1) healthy eating; (2) being active; (3) monitoring; (4) taking
medications; (5) problem solving; (6) healthy coping; and (7) reducing
risks—and is there a change from pre- to post? (Survey Part: POST-V-SOCSEC-M-F-7-DSMB-14)
For the Post-Video Global Stage of Change sub-scale, the mean post-video stage of
change score was 3.93 or closest to the action stage (Min= 1- precontemplation, Max=5maintenance, SD=1.02) for performing the seven behaviors (see Table 19).
Table 19. Post-Video Stage of Change for 7 Diabetes Self-Management Behaviors
(POST-V-SOC-SEC-M-F-7-DSMB-14)
N

%

2

3.1

8

12.5

13

20.3

12

18.8

29

45.3

3
12
10
12
27

4.7
18.8
15.6
18.8
42.2

Post-Video Global Stage of Change Sub-Scale (N=64)
[Mean = 3.93, Min = 1, Max = 5, SD = 1.02]
*Designates for reader the Stages of Change for 1-7

* THis
1-When it comes to the behavior of healthy eating (counting your carbohydrates,
reading food labels, measuring each serving of food), check the following that most
applies to you:
Precontemplation Stage
1- I am not thinking of doing this behavior at all.
Contemplation Stage
2- I am thinking about doing this behavior.
Preparation Stage
3-I am preparing to do this behavior.
Action Stage
4- I have been doing this behavior for less than six (6) months.
Maintenance Stage
5- I have been doing this behavior for more than six (6) months
2-When it comes to the behavior of being active (think about how many times a week
do you do any exercise--whether walking, riding a bike, or doing any kind of physical
activity, such that your heart beats a little faster, or your breathing increases) check the
following that most applies to you:(N=64)
1- I am not thinking of doing this behavior at all.
2- I am thinking about doing this behavior.
3- I am preparing to do this behavior.
4- I have been doing this behavior for less than six (6) months.
5- I have been doing this behavior for more than six (6) months
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Table 19 (continued)
N

%

3- When it comes to the behavior of monitoring (using a blood glucose meter to check
your blood sugar, and recording and keeping track of your numbers etc.) check the
following that most applies to you: (N=64)
1- I am not thinking of doing this behavior at all.
2- I am thinking about doing this behavior.
3- I am preparing to do this behavior.
4- I have been doing this behavior for less than six (6) months.
5- I have been doing this behavior for more than six (6) months

5
7
5
14
33

7.8
10.9
7.8
21.9
51.6

4- When it comes to the behavior of taking medications (specifically, those prescribed
for your diabetes by a medical professional, and adhering to all instructions for taking
medication) check the following that most applies to you: (N=64)
1- I am not thinking of doing this behavior at all.
2- I am thinking about doing this behavior.
3- I am preparing to do this behavior.
4- I have been doing this behavior for less than six (6) months.
5- I have been doing this behavior for more than six (6) months

3
4
4
14
38

4.7
6.3
6.3
21.9
59.4

5- When it comes to the behavior of problem solving (thinking of ways to prevent
high and low blood sugar levels, and what to do if blood sugar levels are too high or
too low) check the following that most applies to you: (N=64)
1- I am not thinking of doing this behavior at all.
2- I am thinking about doing this behavior.
3 I am preparing to do this behavior.
4- I have been doing this behavior for less than six (6) months.
5- I have been doing this behavior for more than six (6) months

2
10
9
17
24

3.1
15.6
14.1
26.6
37.5

6- When it comes to the behavior of healthy coping (involving the ability to deal with
life’s stressors in a positive manner, including seeking support, etc…) check the
following that most applies to you: (N=64)
1- I am not thinking of doing this behavior at all.
2- I am thinking about doing this behavior.
3- I am preparing to do this behavior.
4- I have been doing this behavior for less than six (6) months.
5- I have been doing this behavior for more than six (6) months

2
7
9
15
28

3.1
10.9
14.1
23.4
43.8

7-When it comes to the behavior of reducing risks (taking action to reduce the risk of
vision loss, heart disease, or an amputation, etc..) check the following that most
applies to you: (N=64)
1- I am not thinking of doing this behavior at all.
2- I am thinking about doing this behavior.
3- I am preparing to do this behavior.
4- I have been doing this behavior for less than six (6) months.
5- I have been doing this behavior for more than six (6) months

2
11
8
12
29

3.1
17.2
12.5
18.8
45.3

For the Post-Video Global Self-Efficacy sub-scale, the mean post-video global selfefficacy score was 5.02 or 80% confident (Min=2.43, Max=6, SD=0.93) (see Table 20).
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Table 20. Post-Video Self-Efficacy for 7 Diabetes Self-Management Behaviors
(POST-V-SOC-SEC-M-F-7-DSMB-14)
N

%

Post-Video Global Self-Efficacy Sub-Scale
[Mean = 5.02, Min = 2.43, Max = 6, SD =0.93]
1-My confidence level for performing this behavior: healthy eating
1 0% confident
2 20% confident
3 40% confident
4 60% confident
5 80% confident
6 100% confident

1
2
6
9
19
27

1.6
3.1
9.4
14.1
29.7
42.2

2-My confidence level for performing this behavior: being active
1 0% confident
2 20% confident
3 40% confident
4 60% confident
5 80% confident
6 100% confident

1
0
12
8
16
27

1.6
0
18.8
12.5
25
42.2

3-My confidence level for performing this behavior: monitoring
1 0% confident
2 20% confident
3 40% confident
4 60% confident
5 80% confident
6 100% confident

1
3
4
11
10
35

1.6
4.7
6.3
17.2
15.6
54.7

4-My confidence level for performing this behavior: taking medications
1 0% confident
2 20% confident
3 40% confident
4 60% confident
5 80% confident
6 100% confident

2
0
1
8
18
34

3.1
0
1.6
12.5
28.1
53.1

5-My confidence level for performing this behavior: problem solving
1 0% confident
2 20% confident
3 40% confident
4 60% confident
5 80% confident
6 100% confident

1
2
4
11
18
26

1.6
3.1
6.3
17.2
28.1
40.6

85
Table 20 (continued)
N

%

6-My confidence level for performing this behavior: healthy coping
1 0% confident
2 20% confident
3 40% confident
4 60% confident
5 80% confident
6 100% confident

1
1
4
10
18
27

1.6
1.6
6.3
15.6
28.1
42.2

7-My confidence level for performing this behavior: reducing risks
1 0% confident
2 20% confident
3 40% confident
4 60% confident
5 80% confident
6 100% confident
5-High
6-Very high
7-Extremely high

1
2
2
11
18
28
8
10
29

1.6
3.1
3.1
17.2
28.1
43.8
12.5
15.6
45.3

For the Post-Video motivation sub-scale, the mean post-video global motivation
score was 5.66, or between high and very high motivation (Min = 2.67, Max = 7,
SD = 1.22) (see Table 21).

Table 21. Post-Video Motivation for 7 Diabetes Self-Management Behaviors (POST-VSOC-SEC-M-F-7-DSMB-14)
N
Post-Video Global Motivation Subscale
[Mean =5.66, Min = 2.67, Max = 7, SD = 1.22]
1-My level of motivation for actually doing healthy eating is:
0-Non-existent (none at all)
1-Extremely low
2-Very low
3-Low
4-Moderate
5-High
6-Very high
7-Extremely high

1
0
2
2
10
9
16
24

%

1.6
0
3.1
3.1
15.6
14.1
25
37.5
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Table 21 (continued)
N

%

2-My level of motivation for actually being active is:
0-Non-existent (none at all)
1-Extremely low
2-Very low
3-Low
4-Moderate
5-High
6-Very high
7-Extremely high

1
1
1
3
15
6
15
22

1.6
1.6
1.6
4.7
23.4
9.4
23.4
34.4

3-My level of motivation for actually monitoring is:
0-Non-existent (none at all)
1-Extremely low
2-Very low
3-Low
4-Moderate
5-High
6-Very high
7-Extremely high

3
2
1
1
10
8
10
29

4.7
3.1
1.6
1.6
15.6
12.5
15.6
45.3

4-My level of motivation for actually taking medications is:
0-Non-existent (none at all)
1-Extremely low
2-Very low
3-Low
4-Moderate
5-High
6-Very high
7-Extremely high

0
1
1
2
6
9
10
34

0
1.6
1.6
3.1
9.4
14.1
15.6
53.1

5- My level of motivation for actually problem solving is:
0-Non-existent (none at all)
1-Extremely low
2-Very low
3-Low
4-Moderate
5-High
6-Very high
7-Extremely high

0
0
4
0
7
13
11
27

0
0
6.3
0
10.9
20.3
17.2
42.2
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Table 21 (continued)
N

%

6-My level of motivation for doing healthy coping is:
0-Non-existent (none at all)
1-Extremely low
2-Very low
3-Low
4-Moderate
5-High
6-Very high
7-Extremely high

1
0
0
1
10
9
14
26

1.6
0
0
1.6
15.6
14.1
21.9
40.6

7-My level of motivation for doing reducing risks is:
0-Non-existent (none at all)
1-Extremely low
2-Very low
3-Low
4-Moderate
5-High
6-Very high
7-Extremely high

0
3
0
0
10
7
13
29

0
4.7
0
0
15.6
10.9
20.3
45.3

Secondly, three paired t-tests were conducted, finding: 1-when comparing the prevideo viewing (mean=3.75, SD= 1.159) versus the post-video viewing mean (mean=3.93
SD=1.02) for stages of change for performing the seven diabetes self-management
behaviors, there was a significant difference in mean scores (t= -2.719, df=63, p = .008);
2-when comparing the pre-video viewing (mean=4.587, SD= 1.348) versus the post-video
viewing mean (mean=5.016, SD .93) for self-efficacy for performing the seven diabetes
self-management behaviors, as a significant difference in mean scores (t= -3.908, df=63,
p = .000); and, 3-when comparing the pre-video viewing (mean=5.00, SD= 1.76) versus
the post-video viewing mean (mean=5.664, SD=1.76) for motivation to perform the seven
diabetes self-management behaviors, as a significant difference in mean scores
(t= -4.698, df=63, p = .000). These changes suggested that engagement in the brief online
intervention of watching the new video was associated with a significant increase from
pre-video to post-video viewing in the mean scores for the stages of change, self-efficacy
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and motivation for performing the seven diabetes self-management behaviors—as the
core study finding (see Table 22).

Table 22: Paired Sample T-Tests Comparing Mean Scores for Diabetes Self-Management
Behaviors
Stage of Change
N
M
SD

t

t-tests
Df

P

Stage of Change for 7 Diabetes
Self-Management Behaviors
Pre-Video
Post-Video

64
64

3.75
3.93

1.16
1.02

-2.72

63

.008**

Diabetes Self-Management
Self-Efficacy
Pre-Video
Post Video

64
64

4.59
5.02

1.35
0.93

-3.91

63

.000***

Motivation for 7 Diabetes SelfManagement Behaviors
Pre-Video
Post-Video

64
64

5
5.66

1.76
1.22

-4.7

63

.000***

*p <.05, **p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/4=.013). Note: p-value
above .013 are considered non-significant, and only those below .013 are considered
statistically significant. The analysis included 4 pairs for testing, hence, .05/4.

Results for Research Question #14
Were there any significant relationships between the study outcome
variable/dependent variable of a high post-video global self-efficacy score
for performing the AADE7™ Self-Care Behaviors and selected variables?
Pearson correlation between selected variables and a higher post-video selfefficacy score. There were 17 independent variables; this led to a Bonferroni Adjustment
Significance (0.05/17=0.003) level of 0.003.
These selected variables had a significant association with a higher Post-Video
Self-Efficacy Score. The higher the Post Video Self Efficacy Score, then the:
•

higher age (r=0.448, p=.000)

•

lower past month Perceived Stress (r=-0.281, p=0.024)
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•

higher level of coping self-efficacy-support from friends and family (r=0.380,
p=0.002)

•

higher their rating of the video (r=0.388, p=0.002)

•

higher their Social Desirability (1 item) (r=0.275, p=0.028)

See Table 23.

Table 23. Pearson Correlations Between Selected Variables and Higher Post-Video SelfEfficacy for Performing the Seven Diabetes Self-Management Behaviors
Correlations with Higher Post Video
Self-Efficacy Score (Study Outcome Variable)
Selected Variables
N
Pearson Correlation (r)
Age
64
0.448
Skin Color
64
.080
Education Level
64
-.085
Household Income
64
-.155
Overall Health Status
64
.193
Self-Reported Weight
64
-.110
Quality of Care
64
.176
Quality of Care from Primary
64
0.111
Provider
Cultural Sensitivity of Provider
64
0.194
BMI (Body Mass Index)
64
-0.246
Perceived Stress Scale
64
-0.281
(PSS-10)
3 Coping Self-Efficacy Scales
64
0.449
.. 1-Problem-Focused Coping
2-Stopping .Unpleasant
64
0.456
…..Thoughts
.. 3-Support from Friends &
64
0.380
Family
Rating of Video
64
0.388
Social Desirability (13 items)
64
0.165
Social Desirability (1 item)
64
0.275

P
.000***
0.532
0.506
0.220
0.126
0.387
0.164
0.384
0.124
0.050
0.024*
.000***
.000***
0.002**
0.002**
0.193
0.028*

*p <.05, **p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/17=.003). Note: All p
values above .003 are considered non-significant, and only those below .005 are considered
statistically significant

Independent t-tests comparing dichotomous groups on post-video self-efficacy.
There were six comparisons for dichotomous variables on the study outcome variable of
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a higher post-video self-efficacy, while no comparison was statistically significant (see
Table 24).

Table 24. Independent T-Tests Comparing Selected Group Means on the Outcome
Variable of Higher Post-Video Self-Efficacy
Group Comparisons on
Outcome Variable Higher SelfEfficacy Post-Video for
Performing the 7 Diabetes
Self-Management Behaviors

Lives in the US
Yes
No

N

M

SD

27
37

4.73
5.23

0.821
0.955

Born in the US
Yes
No

20
44

4.88
5.08

0.745
1.003

Has a Partner
Yes
No

40
24

5.15
4.8

0.820
1.07

Is Employed
Yes
No

49
15

5.008
5.04

0.914
1.007

Has had depression within past year
Yes
33
No
31

4.84
5.21

0.812
1.018

Has sought counselling within past year
Yes
26
No
38

4.94
5.07

0.822
1.002

t

df

P

2.204

62

.031*

0.794

62

.430

-1.468

62

0.147

0.106

62

0.916

1.581

62

0.119

.539

62

.592

*p <.05, **p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/6=.0083). Note: All p
values above .0083 are considered non-significant, and only those below .0083 are considered
statistically significant.

91
Results for Research Question #15
What were the significant predictors of the study outcome
variable/dependent variable of a high post-video global self-efficacy score
for performing the AADE7™ Self-Care Behaviors —controlling for social
desirability?
Backward stepwise regression. Despite the small sample size, and the
controversy surrounding the use of this method with small sample sizes (Guyon, 2003;
Steyerberg, Eijkemans, Harrell, & Habbema, 2000), the decision was made to still
conduct and report the backward stepwise regression results, within recognition of the
limitations of the study. The “backward selection starts with a (usually complete) set of
variables and then excludes variables from that set, again, until some stopping criterion is
met;” and typically the aim is to “include or exclude the variable that offers the highest
performance increase” (Borboudakis & Tsamardinos, 2019, p. 3).
Hence, this analysis started with 20 predictor variables, which were entered into
one regression model. Each time the backward stepwise regression was done, one least
significant variable was removed until, at a time, all the remaining variables left in the
model were statistically significant (p<0.05). Ultimately, this led to one final model
whose results are reported below.
Using Backward Stepwise Regression, a higher post-video global self-efficacy
score was predicted by:
•

Older age (B=0.026, p = .002)

•

A higher level of coping self-efficacy—using stopping unpleasant emotions and
thoughts (B= 0.131, p = .001)

For this mode, the R2 = .331 and the Adjusted R2 = .298, meaning 29.8% of the
variance was explained by this model (see Table 25).
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Table 25. Backwards Stepwise Regression Predicting Higher Post-Video Global SelfEfficacy for Performing the Seven Diabetes Self-Management Behaviors (N = 64)
Predictors
Older Age
A higher level of coping selfefficacy—using stopping
unpleasant emotions and
thoughts

B
0.026
0.131

SEB
0.008
0.039

P
0.002*
0.001*

*p<0.05, **p<0.01, ***p<0.001; R2 = .331 and the Adjusted R2 = .298, meaning 29.8%
of the variance was explained by this model.

The Mixed-Methods Portion of the Study
Results for Research Question #16
Do the women recommend the e-health avatar/cartoon video to other women
with type 2 diabetes, and why or why not, given their perception of the
video’s strengths and weaknesses? (Survey Part: RAVTO-3)
Some 89.1% (n=57) indicated that they would recommend the e-health avatar
video to other women, thereby diffusing the innovation of educating online about
diabetes self-management using the video (see Table 26).

Table 26. Recommend Avatar Video to Others (RAVTO-3)
ITEM
Would you recommend the avatar video to other women?
1=Yes
0=No

N

%

57
2

89.1
3.1

First, regarding “why or why not” they would recommend the video, the emergent
themes included:
Category I - Why You Would Recommend the Video includes:
• theme I-A – Video provides high quality information and education
• theme I-B – Video simply hailed as good or great
• theme I-C – Video perceived as fun or enjoyable
• theme I-D – Video provides easy to understand information in short amount of
time
• theme I-E – Video was motivational
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•
•
•

theme I-F – Video covered relapse prevention and problem solving, using menu
of options
theme I-G – Video featured women of color and was inclusive
theme I-H – Video covers factors impacting diabetes and how to help control
those factors

Category II - Why You Would Not Recommend the Video includes:
• theme II-A – Video perceived as lengthy
• theme II-B – Video uses unnatural voices
• theme II-C – Video experienced as lacking anything relatable
Sample quotes from the study participants’ open-ended responses appear in
Table 27.
Table 27. Emergent Themes for “Why or Why Not” Recommend Video (N=64)
________________________________________________________________________

Emergent Themes
I - Why You Would Recommend the
Video
A-Video provides high quality
information and education

Sample Quotes

Highly informative
There are great tips discussed in the video
Because it is very useful
Because it is very educative
Highly educative
Because it is very useful
Because they can learn from it
Its extremely useful
Informative
Educational Video
I learned a lot
Because it is an excellent video with good
information for controlling diabetes.
Its very informative and should be reviewed when
needed
informative and highly educative

B-Video simply hailed as good or great
Good
Good resources
It’s good
Lovely
It’s a great video
Great summary of what you need to know
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Table 27 (continued)
Emergent Themes
C-Video perceived as fun, or enjoyable

Sample Quotes

Fun
Fun filled
…fun
D. Video provides easy to understand
information in short amount of time

The video is very comprehensive and provides great
recommendations. Also, it is short.
It was simple to understand
Very informative and easy to understand
It has a lot of information in a short time span
Simple, easy to follow…
The video presented very useful information and it
presented it in a way that was easy to follow….

E. Video was motivational

Motivational with fun

F. Video covered relapse prevention and
problem solving, using menu of option

I really liked the problem solving part and the menu
of options - to reframe feelings of shame or guilt
when I relapse or when I lack motivation

G. Video featured women of color and
was inclusive

women of color!

H. Video covers factors impacting
diabetes and how to help control those
factors

It was very inclusive
Besides diabetes, it also includes other factors that
can affect you and what you can do to help control
these factors that can affect your diabetes

II - Why You Would Not Recommend
the Video
A-Video perceived as lengthy
Too long for most people
Wish it was shorter
B-Video uses unnatural voices

Robotic voices
the voices were annoying (not real) - makes it feel
forced

C-Video experienced as lacking anything
relatable

Nothing relatable
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Secondly, regarding strengths and weaknesses of the video, the following themes
emerged:
Category I-Strengths included:
• theme I-A – Video provides high quality information and education
• theme I-B – Video simply hailed as good or great
• theme I-C – Video perceived as fun, or enjoyable
• theme I-D – Video provides easy to understand information in short amount of
time—with clarity
• theme I-E – Video was motivational
• theme I-F – Video was praised for good animation, use of diagrams, and being
visually appealing
• theme I-G – Video featured women of color and was inclusive
• theme I-H – Video experienced as empowering
Category II-Weaknesses of the Video included:
• theme II-A – Video perceived as lengthy
• theme II-B – Video judged as a little boring due to robotic voices
• theme II-C – Video’s use of robotic voices was problematic
• theme II-D – Video’s language choices and use of academic terms was
undesirable
• theme II-E – Video needed to provide more information on stress management
Category III-Recommendations for Improving the Video included:
• theme II-A – Video needs “fixed” voices
• theme II-B – Video needs to be more inclusive
• theme II-C – Video needs to be made shorter in length
Sample quotes from the study participants’ open-ended responses appear in
Table 28.

Table 28. Emergent Themes for Strengths and Weaknesses of the Video (N=64)
Emergent Themes

Sample Quotes

I—Strengths of the Video
A-Video provides high quality
information and education

A lot of information. I learned a lot though
Educative
Educational and informative
it covers all aspects required to control diabetes.
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Table 28 (continued)
Emergent Themes
B-Video simply hailed as good or
great

Sample Quotes

C-Video perceived as fun, or
enjoyable

Video was very educating and well played out
Motivational with fun

D. Video provides easy to
understand information in short
amount of time—with clarity

I like that in a quick manner you were able to break down
the 7 healthy habits in a clear and concise manner
Comprehensiveness
The content is a major strength
Clarity of presentation
easy to follow and gives examples of what should be done.
Clarity of message
Clarity of words
Clarity

E. Video was motivational

Motivational…
Very motivating and inspiring

F-Video was praised for good
animation, use of diagrams, and
being visually appealing

G. Video featured women of color
and was inclusive

H. Video experienced as
empowering

All good
Very nice
Animation and diagram very nice
Good
Good sound
Great
Very Good
Good information
Presentation is perfect

Good animation, very interesting.
It is colorful
Liked subtitles
The animation is the strength, I love it
visually appealing.
Liked pictures

Inclusivity
depicts WOC [women of color]
Multicultural
It was very inclusive.

I learned a lot and feel more empowered to try and take
care of myself.
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Table 28 (continued)
Emergent Themes
II– Weaknesses of the Video

Sample Quotes

A-Video perceived as lengthy

It’s interesting but just too long. Wish it was broken down
into like 1 minute videos or less
the video is too long
Too long. I learned a lot but just too long.
Lengthy
video is too long, I lost attention.

B-Video judged as a little boring
due to robotic voices

a little boring
robotic voice makes it boring
Uninteresting
robotic voice makes it boring

C-Video’s use of robotic voices
was problematic

robot voices
The robot voices were EXTREMELY creepy
The voices sounded robotic and hard to listen to.
The voices are the weakness, sound more like machines
than people. Fix that and we have an all a around winner!
The voices need to be not so monotone and robotic

D-Video’s language choices and
use of academic terms was
undesirable

Also, some of the word choices were almost off-putting.
For example the use of discrepancy vs something like
shortcoming
the stilted dialog was distracting.

E-Video needed to provide more
information on stress
management

need more information about dealing with stress

III-Recommendations for
Improving the Video
A-Video needs “fixed” voices

The voices are the weakness, sound more like machines
than people. Fix that and we have an all a around winner!

B-Video needs to be more
inclusive

these questions are technical for an illiterate*
should be captioned for accessibility
I like that it seems it’s for women, but to be fair maybe
men should be included.

C-Video needs to be made shorter
in length

It’s interesting but just too long. Wish it was broken down
into like 1-minute videos or less

*Note: Recall that the study inclusion criteria of being able to read on a 12 th grade, or
high school level—which subjects’ self-reported.
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Conclusion
This chapter presented results of data analysis. The results for both the quantitative
and qualitative analyses were presented. Chapter V will summarize the present study and
provide a discussion of results. Similarly, Chapter V will provide implication of findings,
and recommendations for future research. Lastly, Chapter V will provide a conclusion to
the dissertation.
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Chapter V
SUMMARY, DISCUSSION, IMPLICATIONS,
RECOMMENDATIONS, AND CONCLUSION

This chapter will provide a summary and a discussion of the dissertation research,
including implications of the findings and recommendations for future research. This
chapter will also discuss the limitations of the study, while ending with a final
conclusion.

Summary of the Literature Review
Type 2 diabetes “is a fast-growing worldwide epidemic” (Morkos et al., 2018,
p. 1). There has been an unprecedented rise in type 2 diabetes, as “a major threat to public
health” worldwide, which is only expected to increase due to “increasing rates of obesity
and decreased physical activity” (Yokoyama et al., 2018, p. 1). By 2025, “there will be
380 million people” diagnosed with “type 2 diabetes” (Mansari et al., 2018, p. 1).
Diabetes is “one of the most significant global public health challenges of our time”
(Papoutsi et al., 2017, p. 1).
Despite advancements in medicine, the morbidity and mortality rates from
“diabetes-related complications are increasing unabated” and remain unprecedented, with
diabetes being a leading cause of morbidity and mortality worldwide (Tripathi &
Srivastava, 2006, p. RA130). In 2015, an “estimated 1.6 million deaths worldwide” were
directly attributed to a diabetes-related medical complication (WHO, 2016, p. 6).
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The development of type 2 diabetes mellitus is associated with socioeconomic
deprivation, obesity, ethnicity, a family history of type 2 diabetes, and physical inactivity
(Dinca-Panaitescu et al., 2012; Hsu et al., 2012; Tripathi & Srivastava, 2006). While all
racial groups are affected by this chronic health condition, there is increased prevalence
in individuals of Asian, African, Hispanic, American Indian, Middle-Eastern, and
Hawaiian/Pacific Islander ancestry (Ruffin, 2017). In terms of individuals of color and
their disparately increased rate of chronic health conditions, including diabetes, the study
of social determinants places due emphasis on the complex interplay of risk-laden social
conditions such as “poverty and poor living conditions,” cumulative “exposure to
physical and psychosocial hazards,” and adverse childhood and lifespan experiences that
cause these differences (Marmot et al., 2008, p. 1664).
In addition, research suggests that ethnic minorities in the United States have “less
access to preventative care, treatment, and surgery, and as a result, they experience
delayed diagnoses and more advanced disease at presentation” (Golden et al., p. E1580).
Similarly, maladaptive coping mechanisms to stress and racism such as poor “diet, and
physical inactivity” seem to predispose communities of color to obesity and diabetes,
“which in turn drive the increased incidence of death from heart disease, stroke, and
chronic renal failure” (Epsey et al., 2014, p. S307).
Diabetes “leads to a two-fold excess risk” for developing “cardiovascular disease”
(PHE, 2014, p. 18). Up to “70% of adults with type 2 diabetes have raised blood pressure
and more than 70% have raised cholesterol levels” (DOH, 2011, p. 24). Both conditions
“increase the risk of developing cardiovascular disease as well as microvascular
complications” (p. 24). This is why individuals with diabetes are “more likely to
experience myocardial infarction, angina, heart failure,” and stroke (PHE, 2014, p. 18). In
individuals who are both diabetic and overweight, they are “over twice as likely” to be
hospitalized “with heart failure” (p. 20). Similarly, diabetes “increases the risk of
infections, some cancers,” and “neuropsychiatric” illnesses such as depression
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(Christensen et al., 2018, p. 1). “Nearly one in five people with diabetes have clinical
depression” (PHE, 2014, p. 21).
The “American Diabetes Association and the European Association for the Study
of Diabetes guidelines” recommended individualized management “strategies” for
“patients” based on “lifestyle management and glucose-lowering drugs to decrease the
burden of diabetes-related complications” (Al Mansari et al., 2018, p. 1). In addition, a
diagnosis of type 2 diabetes “requires the adoption of a healthy diet, physical activity, and
maintenance of a normal body weight” (p. 1). Effective “metabolic control” is considered
the “cornerstone of diabetes management” (Evert et al., 2014, p. 5123). It requires
“intensive glucose control to lower hemoglobin A1C (HbA1c) to near normal levels”
(Chow et al., 2018, p. 1). Diabetes “self-management support to encourage physical
activity, a healthy diet, and medication adherence is the cornerstone of treatment to
achieve good glycemic control” (Holmen et al., 2016, p. 1).
The American Association of Diabetes Educators (AADE, 2014) has promoted
engagement in behaviors identified as key to diabetes self-management. The AADE
(2014) has provided the AADE7™ Self-Care Behaviors, as “a framework for patient
centered diabetes self- management education (DSME) and care”—as follows (p. 2):
(1) healthy eating; (2) being active; (3) monitoring; (4) taking medications; (5) problem
solving; (6) healthy coping; and (7) reducing risks. The seven AADE7 Self-Care
Behaviors™ have been “widely accepted as standardized nomenclature,” while
incorporated into the definition of diabetes education (p. 3).
Thus, what is needed is provision of education on these seven AADE7 Self-Care
Behaviors™. Diabetes education is a “proactive approach to health promotion, disease
prevention, and chronic disease management” that respects the individual’s cultural
values, preferences, and needs and intersects with the “social, financial, clinical, and
emotional needs of the patient” (NDEP, 2018, p. 16). Diabetes self-management
education and self-management support facilitate an individual’s “knowledge, skill, and
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ability for managing their own diabetes” using evidence-based standards (NDEP, 2018,
p. 23). Diabetes self-management education and self-management support informed
“decision-making, self-management behaviors, problem solving, and active collaboration
with the health care team to improve clinical outcomes, health status, and quality of life”
(p. 23).
Prior research on “ethnic minority groups” has shown that minorities are more
likely to “know little about diabetes and its management or the services available for
screening and management of complications, even when offered the same health care as
the indigenous population” (Attridge et al., 2014, p. 7).
Christie and Channon (2014) assessed the efficacy of motivational interviewing in
different populations (p. 382). In the nine studies assessed, the “majority of them” had
shown “improved metabolic control in adults with T2D” (p. 383). It was reported that
“motivational interviewing as part of diabetes self-management education” led to
“improved HbA1c, diabetes knowledge and diabetes self-efficacy compared” to controls.
Similarly, “participants in the Motivational Interviewing” interventions that had high selfefficacy had the greatest reductions in HbA1c” (p. 383). Christie and Channon concluded
that motivational interviewing had the “potential to facilitate change and improve the
efficacy of and engagement alongside other interventions” (p. 385). Further, there is
value in education on relapse prevention and coping in high-risk situations for a relapse,
as per Marlatt (1985), so that those with diabetes may cope with a high situation for
relapse, as “any situation which poses a threat to the individual’s sense of control and
increases the risk of potential relapse” (p. 37).
Thus, the review of literature led to use of a cross-sectional, pre- versus post,
mixed-methods study that serves as an online evaluation of a brief online video
intervention, featuring an approximately 9-minute educational video on the American
Association of Diabetes Educators (AADE, 2014) AADE7™ Self-Care Behaviors (i.e.,
1-healthy eating; 2-being active; 3-monitoring; 4-taking medications; 5-problem solving;
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6-healthy coping; and 7-reducing risks), while also using elements of motivational
interviewing and relapse prevention. The recent work of Wallace (2019) on a brief form
of motivational interviewing also informed this study.

Summary of the Statement of the Problem
The problem that this study addresses is the need for adults living with type 2
diabetes to improve their glycemic control in order to reduce the complications from
uncontrolled Type 2 diabetes. It is possible that an e-health avatar/cartoon video available
online as a brief intervention may assist adults in improving their glycemic control.
Further, there may be potential value in designing and evaluating the innovation of a brief
e-health avatar/cartoon video intervention featuring diverse role-models of color engaged
in conversation while a peer educator uses a brief form of motivational interviewing
(Wallace, 2019), along with providing education on the seven AADE7 Self-Care
Behaviors™ of (1) healthy eating; (2) being active; (3) monitoring; (4) taking
medications; (5) problem solving; (6) healthy coping; and (7) reducing risks (AADE,
2014). Further, brief motivational interviewing was integrated with relapse prevention
(Marlatt & Gordon, 1985) in the video intervention so behavior is sustained over time.

Summary of Purpose and Objectives
The purpose of this study was to design and evaluate the innovation of an e-health
avatar/cartoon video designed to be culturally appropriate and tailored for adult women
of color with Type 2 diabetes, as a brief online intervention using motivational
interviewing—while seeking to predict the study outcome variable/dependent variable:
i.e., high Global self-efficacy post-video viewing for performing the seven AADE7 SelfCare Behaviors™. The e-health avatar/cartoon video had diverse role models engage in
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conversation—while using a brief form of motivational interviewing (i.e., Wallace’s,
2019, CDMN), toward the goal of promoting women moving toward taking action to
engage in the seven AADE7 Self-Care Behaviors™ of (1) healthy eating; (2) being
active; (3) monitoring; (4) taking medications; (5) problem solving; (6) healthy coping;
and (7) reducing risks (AADE, 2014). The avatar/cartoon video also demonstrated an
integration of brief motivational (Prochaska & DiClemente, 1983) and relapse prevention
(Marlatt & Gordon, 1985) so behavior would be sustained over time.

Summary of the Research Questions
Given an online sample of diverse adult women of color (N=64) who have been
diagnosed with type 2 diabetes and responded to a social media campaign (i.e., “Go to
https://tinyurl.com/Women-Of-Color-T-2-Diabetes to take the Women of Color Survey on
Type 2 Diabetes Self-Care and rate a video for a chance to win a $300, $200 or $100
Amazon gift card,” this study answered the following research questions:
Quantitative Portion of the Study
1.

What are the women’s demographic and other background characteristics (i.e.,
gender, age, race/ethnicity, skin color tone, born in the US or not, years living
in the US, level of education, partner status, employment status, annual
household income)?
PART I: Background Demographics (BD-10)

2.

How do the women rate their overall health status, their Body Mass Index
(BMI)/weight status, the overall quality of care that they receive for their
health, the overall quality of care they receive from their provider, and the
sensitivity and competence of their provider for treating someone who is a
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woman of color? Also do they indicate having medical insurance, and if so,
what type?
PART II: Personal Health Background (PHB-10)
3.

What is the women’s history of being diagnosed with type 2 diabetes,
medications, blood glucose testing, and exposure to diabetes self-management
education?
PART III: Diabetes Health Background (DHB-5)

4.

How do the women score with regard to social desirability?
PART IV: More About You (Social Desirability) (MAY-13)

5.

What do the women report as their level of perceived stress in the past 30
days?
PART V: Perceived Stress Scale (PSS-10)

6.

What do the women report regarding the prevalence of symptoms of
depression in the past year, and was counseling or advice sought out?
PART VI: Retrospective Depression (RD-2)

7.

What do the women report as their self-efficacy for coping—specifically their
(a) problem-solving self-efficacy, (b) stopping unpleasant thoughts selfefficacy, and (c) seeking social support self-efficacy?
PART VII. Coping Self-Efficacy Scale—Reduced Form (CSES-RF-13)

8.

What do the women report as their pre-video viewing knowledge level for
managing their type 2 diabetes?
PART VIII: Pre-Video Type 2 Diabetes Self-Management Knowledge
(Pre-V-POH-K-1)

9.

What do the women report as their pre-video viewing stage of change, selfefficacy, and motivation level for performing the AADE7™ Self-Care
Behaviors of (1) healthy eating; (2) being active; (3) monitoring; (4) taking
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medications; (5) problem solving; (6) healthy coping; and (7) reducing risks—
and is there a change from pre- to post?
PART IX: Pre-Video Stage of Change, Self-Efficacy and Motivation for 7
Diabetes Self-Management Behaviors (PRE-V-SOC-SEC-M-F-7-DSMB-14)
10. What was the women’s dose of exposure to the e-health avatar video?
PART X: Post-Video Viewing Adherence Survey (PVV-AS – 2)
11. How do the women rate the quality of the video?
PART XI: Rate the Video (RTV-1)
12. What do the women report as their post-video viewing knowledge level for
caring for their type 2 diabetes—and is there a change from pre- to post?
PART XII: Post-Video Type 2 Diabetes Self-Management Knowledge
(Post-V-POH-K-1)
13. What do the women report as their post-video viewing stage of change, selfefficacy, and motivation level for performing the AADE7™ Self-Care
Behaviors of (1) healthy eating; (2) being active; (3) monitoring; (4) taking
medications; (5) problem solving; (6) healthy coping; and (7) reducing risks—
and is there a change from pre- to post?
PART XIII: Post-Video Stage of Change, Self-Efficacy and Motivation For 7
Diabetes Self-Management Behavior (POST-V-SOC-SEC-M-F-7-DSMB-14)
14. Were there any significant relationships between the study outcome
variable/dependent variable of a high post-video global self-efficacy score for
performing the AADE7™ Self-Care Behaviors and selected variables?
15-What were the significant predictors of the study outcome variable/dependent
variable of a higher Post-Video Global Self-Efficacy mean score for
performing the seven AADE7 Self-Care Behaviors™—controlling for social
desirability?
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Mixed Methods Portion of Study
16. Do the women recommend the e-health avatar/cartoon video to other women
with type 2 diabetes, and why or why not, given their perception of the
video’s strengths and weaknesses?
PART XIV: Recommend Avatar Video to Others (RAVTO-3)

Summary of the Research Sample and Procedures
This online investigation used a convenience sample (N=64) recruited using a
social media campaign. The social media campaign involved the use of social media (i.e.,
Facebook), including posts on websites, twitter, text messaging, and email list serves
(i.e., DiabetesSisters). The campaign included spreading the word about the study
incentive, as shown below, via the central message of the campaign: “To take the Women
of Color Survey on Type 2 Diabetes Self-Care and rate a video for a chance to win a
$300, $200, or $100 prize, please click here” (i.e., https://tinyurl.com/Women-Of-ColorT-2-Diabetes).
The social media campaign also relied on snowballing, which occurred as study
participants informed others of the opportunity. At the end of the survey, participants
were invited to text, tweet, or share the link with others.

Summary of the Research Instrumentation
Data were collected with the following scales, including several (*) that are wellestablished and widely used in the literature, as shown:
Part I: Background Demographics (BD-10)
Part II: Personal Health Background (PHB-10)
Part III: Diabetes Health Background (DHB-5)
*Part IV: Social Desirability (MAY-13)
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*Part V: Perceived Stress Scale (PSS-10)
Part VI: Retrospective Depression (R-D-2)
*Part VII: Coping Self-Efficacy Scale—Reduced Form (CSES-RF-13)
Part VIII: Pre-Video Type 2 Diabetes Self-Management Knowledge (Pre-VPOH-K-1)
Part IX: Pre-Video Stage of Change, Self-Efficacy and Motivation for 7
Diabetes Self-Management Behaviors (Pre-V-SOC-SEM-M-F-7-DSMB-14)
Part X: Post-Video Viewing Adherence Survey (PVV-AS-2)
Part XI: Rate the Video (RTV-1)
Part XII: Post-Video Type 2 Diabetes Self-Management Knowledge (PostV-POH-K-1)
Part XIII: Post-Video Stage of Change, Self-Efficacy and Motivation for 7
Diabetes Self-Management Behaviors (POST-V-SOC-SEC-M-F-&-DSMB14)
Part XIV: Recommend Avatar Video to Others (RAVTO-3)

Summary of Data Management and Data Analysis
Data from the online surveys were transferred from www.Qualtrics.com to SPSS.
Data were analyzed using version 25.0 of SPSS. Data analysis included the use of
descriptive statistics to characterize the sample studied, the use of inferential statistics
(i.e., Pearson correlation, independent t-tests) to ascertain relationships between the study
outcome variable of a higher post-video self-efficacy and the selected independent
variables derived from the study survey, and backward stepwise regression to determine
significant predicts of the study outcome variable.
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Summary and Discussion of the Results
The study successfully recruited 149 adults who met the study’s inclusion criteria.
Of the 149 respondents who completed the survey, 85 (57%) were disqualified due to not
completing the survey in its entirety or using duplicate IP addresses. This suggested that
individuals were either in a hurry to fill out the survey or forgot to respond to the
outcome variable of post-video self-efficacy. They could also have been highly motivated
to take the survey multiple times to increase their chances of winning the study prize (i.e.,
$300, $200, or $100 gift certificate for use on www.amazon.com). These
disqualifications resulted in a final sample size of N=64 (i.e., 42.9% valid cases).
Sample Demographics
The study’s sample was composed of 64 diverse women of color diagnosed with
type 2 diabetes. The sample (N=64) was 100% (n = 64) female, 79.7% (n=51) Black,
12.5% (n=8) Asian, and 6.3% (n=4) Hispanic with a mean age of 49.28 (Min=22,
Max=79, SD=13.242). The mean annual income was 3.48 or closest to $40,000 to
$49,000 (Min = 1 – Less than $9,000, Max =10 - $500,000 to $799,000, SD=2.443). The
mean education level was 5.92, or closest to an Associate degree (Min = 1-No Schooling,
Max = 10 – Doctorate degree, SD = 1.946).
Completers versus non-completers. Of note, the sample was small, since of the
149 respondents who had provided informed consent to participate in the study and met
the study’s inclusion criteria, only one-half of those women (n=75, 50.33%) had
sufficiently completed the survey to progress to providing data on the study outcome
variable (i.e., Global self-efficacy post-video viewing for performing the seven AADE7
Self-Care Behaviors™). These individuals were considered study completers. Also, as
this study was a video-viewing brief online intervention, it was important to consider
dose of exposure to the intervention: 64 (85.33%) women endorsed having watched “all”
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or “most” of the video. This led to a final sample size of N=64 women of color diagnosed
or living with type 2 diabetes.
When comparing the women who had data for the study outcome variable and
endorsed having watched “all” or “most” of the video in the final sample (n=64)—as
study completers, to those who were study non-completers (n=35), independent t-tests for
dichotomous variables on the study outcome variable found no significant differences
between the two groups.
Findings from Personal Health Background Survey
The mean for their self-rating of their overall health status was 3.55, or closest to
good (Min = 1- Very poor, Max = 6 – Excellent, SD= 1.140). The mean of their selfrating for weight was 2.64, or closest to overweight (Min = 2- Normal weight, Max =
4- Obese, SD=0.721). The mean body mass index was 20.2 or closest to a normal body
mass index (Min = 6.51-Underweight, Max =51. 9 – Obese, SD= 12.1). Of note, 35.9%
(n=23) rated their health care providers’ sensitivity and competence for treating someone
who is a woman of color as fair.
Findings from Diabetes Health Background Survey
The mean number of years of since being diagnosed with type 2 diabetes was 5.13
years (Min = 1, Max = 19, SD = 4.065). Some 62.5% (n=40) indicated they had received
some form of diabetes education. The most prevalent form of reported medication taken
was a pill form of diabetes medication (62.5%, n=40), and the most common testing
method used was the finger prick testing with a lancet and strip (62.5%, n=40). In terms
of general diabetes education, 62.5% (n=40) reported receiving some form of diabetes
education.
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Findings for Social Desirability
The sample’s social desirability mean was 6.77 (min 3, max 12, SD=2.543),
suggesting a moderate level of social desirability using the 13-item scale. Using the new
1-item scale, the sample’s social desirability mean was 5.67 (Min 0, Max 10, SD=2.463),
also suggesting a moderate level of social desirability. The original intent was to control
for social desirability in the regression, which is why the variable was included in the
study.
Findings for Past Month Perceived Stress
The Perceived Stress Scale (PSS-10) displayed poor internal consistency with a
Cronbach’s Alpha of 0.623. The mean PSS-10 score of the sample was 18.918 (min=3,
max=33., SD=5.35), indicating a moderate level of past month stress.
Findings from Screening for Retrospective Depression
In terms of screening for symptoms of depression within the past 30 days, 51.6%
(n=33) reported experiencing depressive symptoms within the past month. Furthermore,
78% (n=26) reported seeking out any kind of counselling if they had experienced
depressive symptoms.
Findings for Self-Efficacy
The study involved identifying predictors of self-efficacy. Also, the study outcome
variable is a higher Post-Video Global Self-Efficacy mean score for performing the seven
AADE7 Self-Care Behaviors™. This involved data obtained for the three study variables
derived from the three subscales of the Coping Self-Efficacy Scale (CSES-RF-13). As a
first step, the internal consistency was found to be excellent for each of the three CSESRF-13 subscales: i.e., (1) problem-solving self-efficacy (6 items, Cronbach’s Alpha
.954); (2) stopping unpleasant thoughts self-efficacy (4 items, Cronbach’s Alpha .918);
and (3) seeking social support from friends and family self-efficacy (3 items, Cronbach’s
Alpha .829).
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Secondly, the mean scores for each subscale were as follows: (1) problem-solving
self-efficacy mean of 6.24 or moderately high (min=0, max=10, SD=2.7); (2) stopping
unpleasant thoughts self-efficacy mean of 5.74, or moderate (min=0, max=10, SD=2.7);
and (3) seeking social support self-efficacy mean of 5.84, or moderate (min=0, max=10,
SD=2.55).

Findings for Video Viewing Knowledge Level and Impact of the Intervention
The mean Pre-Video type 2 diabetes self-management knowledge score was 3.92,
or closest to good (Min=2- Poor, Max=6-Excellent, SD=1.159). However, 43.8% (n=28)
rated their level of knowledge for caring for their type 2 diabetes as fair.
First, the sample’s mean post-video type 2 diabetes self-management knowledge
score was 5.28, or closest to very good (SD=0.77, Min=5.28 - Fair, Max=6 - Excellent,
SD=0.77); for example, post-video 20.3% (n=13) endorsed very good.
Second, using paired t-tests to compare the pre-video viewing mean (mean =3.92,
SD= 1.159) versus the post-video viewing mean (mean=5.28, SD=.766) for type 2
diabetes self-management knowledge, findings showed a significant difference in mean
scores (t= -9.062, df=63, p = .000).
This suggested that engagement in the brief online intervention of watching the
new video was associated with a significant increase in type 2 diabetes self-management
knowledge for performing the AADE7™ Self-Care Behaviors.
Evaluating the Video as a Brief Online Intervention
First, for the Pre-Video Global Stage of Change subscale, the mean was 3.75 or
closest to action stage (Min= 1- precontemplation, Max=5-maintenance, SD=1.16). For
example, 54.7% (n=35) were in a maintenance stage for the behavior of taking
medications. Second, for the Pre-Video Global Self-Efficacy subscale, the mean was 4.6
or between 60% confident to 80% confident (Min=1.14, Max=6, SD=1.35). For example,
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53.1% (n=34) were 100% confident for taking medications. Third, for the Pre-Video
Global Motivation subscale, the mean was 5.0 or high motivation (Min = 0.29, Max=7,
SD=1.76). For example, pre-video viewing: 45.3% (n=29) reported extremely high
motivation for both taking medications and reducing risks.
For the Post-Video Global Stage of Change subscale, the mean post-video stage of
change score was 3.93 or closest to the action stage (Min= 1- precontemplation,
Max=5-maintenance, SD=1.02) for performing the seven behaviors. For the Post-Video
Global Self-Efficacy subscale, the mean post-video global self-efficacy score was 5.02 or
80% confident (Min=2.43, Max=6, SD=0.93). For the Post-Video motivation subscale,
the mean post-video global motivation score was 5.66, or between high and very high
motivation (Min = 2.67, Max = 7, SD = 1.22).
Secondly, three paired t-tests were conducted, finding: 1-when comparing the prevideo viewing (mean=3.75, SD= 1.159) versus the post-video viewing mean (mean=3.93
SD=1.02) for stages of change for performing the 7 diabetes self-management behaviors,
there was a significant difference in mean scores (t= -2.719, df=63, p = .008); 2-when
comparing the pre-video viewing (mean=4.587, SD= 1.348) versus the post-video viewing
mean (mean=5.016, SD .93) for self-efficacy for performing the 7 diabetes selfmanagement behaviors, as a significant difference in mean scores (t= -3.908, df=63,
p = .000); and 3-when comparing the pre-video viewing (mean=5.00, SD= 1.76) versus
the post-video viewing mean (mean=5.664, SD=1.76) for motivation to perform the 7
diabetes self-management behaviors, as a significant difference in mean scores
(t= -4.698, df=63, p = .000).
These changes suggested that engagement in the brief online intervention of
watching the new video was associated with a significant increase from pre-video to postvideo viewing in the mean scores for the stages of change, self-efficacy and motivation
for performing the seven diabetes self-management behaviors—as the core study finding.
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Pearson correlation, using 17 independent variables, and a Bonferroni
Adjustment Significance (0.05/17=0.003) level of 0.003, found that the higher the Post
Video Self Efficacy Score, then the: higher age (r=0.448, p=.000); lower past month
Perceived Stress (r=-0.281, p=0.024); higher level of coping self-efficacy-support from
friends and family (r=0.380, p=0.002); higher their rating of the video (r=0.388,
p=0.002), and, higher their Social Desirability (1 item) (r=0.275, p=0.028).
Significant Predictors of Higher Post-Video Self-Efficacy
Despite the small sample size, and the controversy surrounding the use of this
method with small sample sizes (Guyon, 2003; Steyerberg et al., 2000), the decision was
made to still conduct and report the backward stepwise regression results, within
recognition of the limitations of the study.
Using Backward Stepwise Regression, a higher post-video global self-efficacy
score was predicted by: older age (B=0.026, p = .002); higher level of coping selfefficacy—using stopping unpleasant emotions and thoughts (B= 0.131, p = .001;
R2 = .331; Adjusted R2 = .298, meaning 29.8% of the variance was explained by this
model).
Mixed Methods Findings
The first dichotomous (yes/no) quantitative question permitted finding that 89.1%
(n=57) indicated they would recommend the e-health avatar video to other women living
with type 2 diabetes, thereby diffusing the innovation of educating online about diabetes
self-management using the video.
As the qualitative data shosed, the women explained both: (1) “why or why not”
they would recommend the video; and (2) the video’s strengths and weaknesses.
Sample emergent themes for “why or why not” they would recommend the video.
First, regarding “why or why not” they would recommend the video, emergent
themes in the Category I -Why You Would Recommend the Video included: theme I-A
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– Video provides high quality information and education; theme I-B – Video simply
hailed as good or great; theme I-C – Video perceived as fun or enjoyable; theme I-D –
Video provides easy to understand information in short amount of time; theme I-E –
Video was motivational; theme I-F – Video covered relapse prevention and problem
solving, using menu of options; theme I-G – Video featured women of color and was
inclusive; and, theme I-H – Video covers factors impacting diabetes and how to help
control those factors. And, Category II - Why You Would Not Recommend the Video,
included: theme II-A – Video perceived as lengthy; theme II-B – Video uses unnatural
voices; theme II-C – Video experienced as lacking anything relatable.
Secondly, regarding strengths and weaknesses of the video, the following themes
emerged: The Category I-Strengths included: theme I-A – Video provides high quality
information and education; theme I-B – Video simply hailed as good or great; theme I-C
– Video perceived as fun, or enjoyable; theme I-D – Video provides easy to understand
information in short amount of time—with clarity; theme I-E – Video was motivational;
theme I-F – Video was praised for good animation, use of diagrams, and being visually
appealing; theme I-G – Video featured women of color and was inclusive; theme I-H –
Video experienced as empowering. And, Category II- Weaknesses of the Video
included: theme II-A – Video perceived as lengthy; theme II-B – Video judged as a little
boring due to robotic voices; theme II-C – Video’s use of robotic voices was problematic;
theme II-D – Video’s language choices and use of academic terms was undesirable;
theme II-E – Video needed to provide more information on stress management. And, the
Category III- Recommendations for Improving the Video included: theme II-A –
Video needs “fixed” voices; theme II-B – Video needs to be more inclusive; theme II-C –
Video needs to be made shorter in length.
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Discussion of Results
Discussion on Demographics and Relevant Comparisons
This online mixed methods research study used a social media recruitment strategy
and several tools to investigate the effectiveness of an e-health avatar video as a brief
online intervention seeking to provide health education on the American Association of
Diabetes Educators’ (AADE, 2014) AADE7™ Self-Care Behaviors.
The convenience sample was of 64 diverse women of color diagnosed with type 2
diabetes. The sample (N=64) was 100% (n = 64) female, 79.7% (n=51) Black, 12.5%
(n=8) Asian, and 6.3% (n=4) Hispanic—with lower representation of others: i.e., Asian,
6.3% (n=4) Hispanic, 1.6% (n=1) Middle Eastern, 1.6% (n=1) American Indian, and
1.6% (n=1) Native Hawaiian–with mean age of 49.28 (Min=22, Max=79, SD=13.242).
The study recruited more women from the African Diaspora than other ethnic
backgrounds. According to the Pew Center (2014), African-Americans, Hispanic, and
Caucasians use social media networks about proportionately. However, disparities in
their preferences for specific social media sites exist. For example, Instagram is more
popular within Black and Hispanic internet users than with Caucasians. This might
explain why they were more responsive to the study recruitment message (i.e., “take the
Women of Color Survey on Type 2 Diabetes Self-Care and rate a video..”), given the
focus on diversity.
As of 2018, American adults continue to use Facebook and Instagram—with the
majority being women (Pew Research Center, 2018). Facebook remains the most widely
used social media platform by which to run a social media campaign: some 68% of U.S.
adults are now Facebook users. About 74% of Facebook users say they visit the site
daily, with around half (51%) saying they do several times a day (Pew Research Center,
2018).
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Such use of the internet and Facebook facilitated obtaining the sample, while
snowballing was also vital. Despite these efforts, it was difficult to recruit a larger
sample. This seemed to suggest the importance of acknowledging the difficulty of
recruiting a hard-to-reach population (Atkinson & Flint, 2001). Women of color
diagnosed with type 2 diabetes emerged through this study as a classic hard-to-reach
population.
The sample had a mean education of an associate’s degree, and 56.6% (n=132) had
some college or a bachelor’s degree, being similar to Bond (2015), where 59.3% (n=54)
had a bachelor’s degree or higher; and Sears (2017) reported 37.6% (n=35) having a
bachelor’s degree and 30.1% (n=28) having a master’s degree. The mean household
income of $40,000 to $49,999 was similar to the mean annual household income range of
$40,000-$49,999 reported by Bond (2015), and the $40,000-$49,999 reported by Sears
(2017).
In the present study, 62.5% (n = 40) were either married or living in a domestic
partnership. Also, the 68.8% born outside the United States resonates with the 68.8% of
women of color born outside the US, as reported by Sears (2017); nevertheless the 100%
African American sample of Bond (2015) was 92.53% US-born.
Discussion of Personal Health Background Survey
Within the group, the respondents reported their health status to be fair. This was
consistent with prior research that reported lower perceived health status in patients
diagnosed with type 2 diabetes and living with comorbidities and diabetic complications
(Quah, Luo, Ng, How, & Tay, 2011).
Discussion of Findings from Diabetes Health Background Survey
Some 62.5% of the sample reported receiving some form of diabetes education.
This was much higher than previous studies where utilization and access to a diabetes
education was low (Levesque, 2017). Prior research suggests that only a small subset of
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individuals with type 2 diabetes are aware of how to manage their diabetes, as they have
more barriers to diabetes self-management and are less likely to participate in a diabetes
education program (McSharry et al., 2019).
Discussion of Findings for Social Desirability
While social desirability was selected as a variable for inclusion, the intent was to
control for it in the regression. In addition, the intent was to begin to evaluate the
potential role of a new 1-item measure of social desirability. In this study, the 13-item
social desirability scale had very poor internal consistency with Cronbach’s Alpha of
.566. Both the 13-item and new 1-item scale indicated that the sample had moderate
social desirability. Neither the Bond (2015) nor Sears (2017) study used a measure of
social desirability, given their goal of reducing as much as possible the burden of time on
their mostly Black female samples. This suggests the need for future video studies to
consider use of the new 1-item scale, as in the current study the additional time to answer
13 questions may have added to the burden of time, contributing to the issue of dropout,
or study non-completers. Further, the Bond (2015) and Sears (2017) studies did not
attempt to recruit a hard-to-reach population with a hidden chronic disease.
Discussion of Screening for Perceived Stress
Within the present research sample, 40.6% (n=26) reported feeling nervous and
stressed within the past 30 days, while they experienced a mean level of stress that was at
a moderate level. This finding concurs with the findings of other studies that have
observed high levels of stress in individuals with type 2 diabetes. Diabetes-related
distress is related to the psychological burden of a diagnosis of diabetes and its
management, with many of its tenets overlapping with the symptoms of major depression
(Darwish, Beroncal, Sison, & Swardfager, 2018). If left unaddressed, psychosocial stress
can cause a serious negative impact on a person’s well-being and social life. Stress is a
potential contributor to chronic hyperglycemia as it has long been shown to have major
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effects on metabolic activity and participating in unhealthy lifestyle behaviors (Jena &
Yeravdekar, 2018; Surwit, Schneider, & Feinglos, 1992).
Discussion of Screening for Retrospective Depression
Within the present study sample, 51.6% of the women reported experiencing
depression within the past 30 days, which was consistent with prior research. Individuals
with type 2 diabetes mellitus have a two-fold greater risk for comorbid depression
compared to healthy controls (Peyrot et al., 2005). About 18% to 25% of people living
with type 2 diabetes will meet DSM criteria for a major depressive episode using the
Structured Clinical Interview for DSM-5 Axis-I Disorders (SCID) (Darwish et al., 2018).
It has been reported that as many as 41% of individuals with type 2 diabetes suffer from
poor psychological well-being and depression (Peyrot et al., 2005). Of the individuals
who answered “yes” to experiencing depression, about 78.8% sought any kind of
counselling. This was in direct contradiction to prior studies where only 10% of people
with comorbidities of type 2 diabetes and depression reported seeking or receiving
psychological treatment (Peyrot et al., 2005).
Thus, it remains vital to use short tools, such as the one used in this study, to screen
people living with type 2 diabetes for depression.
Discussion of Findings for Coping Self-Efficacy
The study involved assessing self-efficacy, given data obtained for the three study
variables derived from the three subscales of the Coping Self-Efficacy Scale (CSESRF-13).
Internal consistency. As a first step, the internal consistency was found to be very
good to excellent for each of the three CSES-13 subscales: i.e., (1) problem-solving selfefficacy (6 items, Cronbach’s Alpha .954); (2) stopping unpleasant thoughts self-efficacy
(4 items, Cronbach’s Alpha .918); and (3) seeking social support self-efficacy (3 items,
Cronbach’s Alpha .829). These values were analogous to those reported by Chesney et al.
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(2006) in a clinical trial evaluating a theory-based Coping Effectiveness Training
intervention in reducing psychological distress and increasing positive mood in
individuals coping with chronic illness: i.e., use problem-focused coping (6 items,
α = .91), stop unpleasant emotions and thoughts (3 items, α = .91), and get support from
friends and family (4 items, α = .80).
In the present study, the post-video self-efficacy mean score of 5.02 was slightly
lower than the corresponding mean score of 5.53 found in the Sears (2017) video study.
This slight difference may reflect the considerably wider diversity of women of color in
the present study, versus the Sears (2017) sample of largely African American females.
Paired t-tests. First, when comparing pre- to post-video viewing means for stages
of change for performing the seven diabetes self-management behaviors, there was a
significant difference in mean scores (t= -2.719, df=63, p = .008)—as there was for
comparing the pre- versus post-video means for self-efficacy for performing the seven
behaviors, as a significant difference in mean scores (t= -3.908, df=63, p = .000); and also
as there was when comparing the pre- versus post-video mean for motivation to perform
the seven diabetes self-management behaviors, as a significant difference in means
(t= -4.698, df=63, p = .000).
This is similar to Sears (2017), who found a significant increase from pre- to postvideo viewing or self-efficacy for checking their HIV status by HIV testing. Sears was
able to conclude that viewing the video in her study was associated with a significant
increase in self-efficacy or confidence for HIV testing to check one’s HIV status.
However, Sears did not find any significant increase in, or movement across the stages of
change—whereas this study did.
This main study finding is that this study offered a new brief online intervention of
watching the new video, and watching most or all of this video was associated with a
significant increase from pre-video to post-video viewing in the mean scores for the
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stages of change, self-efficacy, and motivation for performing the seven diabetes selfmanagement behaviors.
Inferential statistics. Pearson correlations found that the higher the Post-Video
Self-Efficacy Score, then the: higher age; lower past month Perceived Stress; higher level
of coping self-efficacy-support from friends and family; higher their rating of the video;
and higher their Social Desirability (1 item) (r=0.275, p=0.028).
The significant predictors of Post-Video Self-Efficacy. The main study focus
involved identifying predictors of post-video self-efficacy in performing the AADE7™
Self-Care Behaviors (AADE, 2014, p. 2), as “a framework for patient centered diabetes
self- management education (DSME) and care”—as: (1) healthy eating; (2) being active;
(3) monitoring; (4) taking medications; (5) problem solving; (6) healthy coping; and
(7) reducing risks.
The study outcome variable was significantly predicted in a backward stepwise
regression model a higher post-video global self-efficacy, the significant predictors were:
being of a higher age; and having a higher level of coping self-efficacy—stopping
unpleasant emotions and thoughts.
Increase in knowledge level for diabetes self-management and intervention
impact. Just as post-video self-efficacy increased from pre- to post-video viewing, so did
knowledge level for type 2 diabetes self-management (t= -9.062, df=63, p = .000). What
is suggested is how engagement in the brief online intervention of watching the new
video was associated with a significant increase in type 2 diabetes self-management
knowledge for performing the AADE7™ Self-Care Behaviors. This emerges as another
major study finding.
Comparison of self-efficacy and knowledge increases to other studies. In a
study by Denny, Vihady, Vu, Sharrief, and Savitz (2017), individuals who gave a higher
rating on a brief stroke health education video had higher post-video knowledge and selfefficacy in regard to stroke literacy.
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In another study by Latif, Ahmed, Amin, Syed, and Ahmed (2016), a health
education video was found to improve post-video knowledge and motivation to
implement healthy lifestyles. Thus, there is some support in the literature for the present
study’s general pattern of findings, especially in relation to the efficacy of the video in
improving both self-efficacy for performing diabetes self-management behaviors and
type 2 diabetes self-management knowledge from baseline.
Discussion of Qualitative Data Themes
During the review of qualitative data, emergent themes arose by analyzing the
respondents’ feedback. First, the study participants found the video educational and
highly informative, remarking that it was extremely useful and should be reviewed as
needed. Besides perceiving the video as highly educational, participants reported the
video as enjoyable to watch and easy to understand despite its review of complex
material. Furthermore, the video was applauded for discussing relapse prevention and
problem solving—with emphasis placed on how it encouraged them to reframe setbacks
as not shameful, but instead as opportunities to learn. Others noted their great satisfaction
that the video was inclusive—with characters of varying shapes, skin tones, and
ethnicities that are reflective of the society we live in. These findings are consistent with
the result of prior studies, which reported that health interventions were more likely to be
accepted if they respectfully recognized the importance of representation, lifestyle,
culture, and religion (Attridge et al., 2014).
Also, the respondents noted areas of needed improvement or dissatisfaction with
the video. Types of negative feedback given included the video being perceived as
lengthy (Too long for most people…. wish it was shorter), and the video needing to
change the use of unnatural voices (Robotic voices…. the voices were annoying (not real)
– makes it feel forced).
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Since the study was a true innovation in integrating a brief form of motivational
interviewing (Wallace, 2018) with relapse prevention (Marlatt, 1985a; Marlatt & Gordon,
1985), the following themes are noteworthy: video was motivational (Motivational with
fun); and video covered relapse prevention and problem solving, using menu of options (I
really liked the problem solving part and the menu of options - to reframe feelings of
shame or guilt when I relapse or when I lack motivation).

Implications and Recommendations
The study findings have implications for health educators engaged in practice as
well as research, as follows:
The present online study suggests that researchers may need to take seriously the
challenges involved in recruiting women of color who have been diagnosed with type 2
diabetes. It is believed that the small sample size reflects dropout (non-completers) due to
the burden of time, and it is not due to special characteristics of non-completers or
completers, for independent t-tests comparing the groups on demographic variables found
no statistically significant difference between the two groups. It remains important to
keep in mind the importance of reducing the burden of lengthy survey and studies that
require a long period of engagement.
It is important that people with diabetes are given brief screening instruments to
assess their stress and depression, as in this study’s examination of past month stress and
past year depression. The women of color in this study had a moderate level of past
stress, and over half the sample (51%) had past year depression. Fortunately, 78% had
sought counseling. Thus, if women are screened for depression, there is an excellent
chance that those with depression will follow through on a referral for counseling and
enter counseling.
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For those considering the value in using e-health avatar videos, or using a video
that takes up less than 10 minutes of a person’s time, the study provides strong support
for using this approach. This study provides strong support for the value in using such a
video for providing education on the seven AADE7 Self-Care Behaviors™—while also
integrating the use of a form of brief motivational interviewing and relapse prevention.
The study showed that engagement in the brief online intervention of watching the video
was associated with a significant increase from pre- to post-video viewing in one’s rating
of their knowledge for engagement in diabetes self-management; and, in their stages of
change, self-efficacy and motivation for performing the seven diabetes self-management
behaviors.
Future research can consider the ways to include the use of a form of brief
motivational interviewing and relapse prevention to enhance interventions designed to
initiate and sustain behavior change.
In addition, future research can include having varied providers of healthcare
review and evaluate the video for use in their waiting rooms, or as a link they share with
clients—especially those newly diagnosed with type 2 diabetes. It is possible that early
exposure to the American Association of Diabetes Educators’ (AADE, 2014) AADE7™
Self-Care Behaviors, via education that is integrated with evidence-based approaches
such as motivational interviewing and relapse prevention, can allow those women of
color to avoid outcomes such as complications from diabetes and depression. Instead,
with early exposure, they might have much better outcomes, including less mortality and
morbidity.
Indeed, ensuring exposure to an e-health avatar video such as the one created for
this study that is integrated with the evidence-based approaches of motivational
interviewing and relapse prevention may become the new gold standard of care for those
newly diagnosed with diabetes; and for those not having been adequately exposed to
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diabetes self-management to date, or who are recovering from a relapse to behavior that
increases risk for morbidity and mortality.

Limitations of the Study
There are a number of study limitations. The main limitation was the small sample
size, given dropout/study non-completers. Since this is clearly an exploratory study, the
decision was made to perform a backward stepwise regression analysis, regardless of the
controversy surrounding the use of this method with small sample sizes (Guyon, 2003;
Steyerberg et al., 2000).
Of note, the small sample size likely reflects the issue of study dropout/
non-completers, which suggests other study limitations such as the burden of time that
women of color living with type 2 diabetes were asked to take on. There were no
significant differences between completers versus non-completers on demographics. So,
this raises the question of whether the issue was one of the burden of time being asked of
study participants, since those who completed were not different from those who did not
on demographics.
There is also the issue of how best to reach a hidden or hard-to-reach population,
such as those diagnosed with type 2 diabetes. One approach taken in this study was via an
online social media campaign, as well as the use of flyers. However, this was not
sufficiently effective in recruitment of the hard-to-reach population of women of color
women diagnosed with type 2 diabetes. This might be due to the study limitation of
women of color needing adequate access to the internet, as a potential bias, since those
without such access could not participate in the study.
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Conclusion
This small exploratory study utilized an online evaluation of a brief online video
intervention, featuring an approximately 9-minute educational video on the American
Association of Diabetes Educators (AADE, 2014) AADE7™ self-care behaviors (i.e.,
1-healthy eating; 2-being active; 3-monitoring; 4-taking medications; 5-problem solving;
6-healthy coping; and 7-reducing risks), while also using elements of motivational
interviewing and relapse prevention. The study used a pre- and post-video viewing
intervention design, finding statistically significant differences in pre- and post-video
scores for self-ratings of level of knowledge to perform the AADE7™ self-care
behaviors.
Indeed, the purpose of this study was to design and evaluate the innovation of an
e-health avatar/cartoon video designed to be culturally appropriate and tailored for adult
women of color with type 2 diabetes, as a brief online intervention using motivational
interviewing—while seeking to predict the study outcome variable: i.e., high Global selfefficacy post-video viewing for performing the seven AADE7 Self-Care Behaviors™.
Because of the controversy of using backward stepwise regression with small samples
(Guyon, 2003; Steyerberg et al, 2000), less emphasis is being placed on the findings that
a higher post-video global self-efficacy score was predicted in a controversial regression
with a small sample size by: older age and higher level of coping self-efficacy—using
stopping unpleasant emotions and thoughts.
Instead, as this study is an online evaluation of a brief online video intervention,
what may be more important are the paired t-test results. These suggested that
engagement in the brief online intervention of watching the new video was associated
with a significant increase in type 2 diabetes self-management knowledge for performing
the AADE7™ Self-Care Behaviors. Further, when comparing pre- to post-video viewing
means for stages of change for performing the seven diabetes self-management
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behaviors, there was a significant difference in mean scores—just as there was for
comparing the pre- versus post-video means for self-efficacy for performing the seven
behaviors; and also as there was when comparing the pre- versus post-video mean for
motivation to perform the seven diabetes self-management behaviors. Adding to the
impressive findings for knowledge increasing from pre- to post-video, these changes
suggested that engagement in the brief online intervention of watching the new video was
associated with a significant increase from pre-video to post-video viewing in the mean
scores for the stages of change, self-efficacy, and motivation for performing the seven
diabetes self-management behaviors—as the core study finding.
Finally, the mixed methods data were important for underscoring the value of the
study findings. As per the diffusion of innovation theory, 89.1% of the women would
recommend the video to other women of color living with type 2 diabetes. And, the
qualitative data’s emergent themes underscored how the study was a true innovation in
integrating a brief form of motivational interviewing (Wallace, 2018) with relapse
prevention (Marlatt, 1985b; Marlatt & Gordon, 1985). A few emergent themes are
noteworthy: video was motivational (Motivational with fun); and video covered relapse
prevention and problem solving, using a menu of options (I really liked the problem
solving part and the menu of options –to reframe feelings of shame or guilt when I
relapse or when I lack motivation).
Perhaps in the future, ensuring exposure to an e-health avatar video such as the one
created for this study that is integrated with the evidence-based approaches of
motivational interviewing and relapse prevention may become the new gold standard of
care for those diagnosed with diabetes.
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Appendix B
The Study Email
ARE YOU A WOMAN OF COLOR WITH
TYPE 2 DIABETES?
******TAKE A CONFIDENTIAL SURVEY********
IRB Protocol Number 19-130
The Research Group on Disparities in Health within the Department of Health and
Behavior Studies at Teachers College, Columbia University, in New York, NY is
conducting a study to learn what factors are associated with a higher level of confidence
and motivation to perform self-care behaviors to manage type 2 diabetes among women
of color; and, to evaluate a new avatar/cartoon video. After watching the video, we are
asking you to rate the video and whether or not you recommend it to other women of
color with type 2 diabetes.
➢ Participation in this study is limited to the first 250 volunteers
➢ Study participation takes about 25-30 minutes
➢ Those who complete study participation will have a 3 in 250 chance of winning 1 of 3
prizes: a $300, $200 or $100 Amazon gift card
➢ Please click on the link below to view the informed consent, learn about your rights
as a participant and proceed to the survey.
➢ We also invite you to forward this email to other women of color who are type 2
diabetics—or text message, or tweet them:
GO TO https://tinyurl.com/Women-Of-Color-Type-2-Diabetes-Video-Study to take a
survey and rate a video for chance to win a $300, $200 or $100 Amazon gift card
.
THANK YOU FOR YOUR PARTICIPATION!
If you have any questions or would like to have additional information about the study,
please contact:
Bukunmi Gesinde, MPH, Doctoral Candidate, Department of Health and Behavior
Studies, Teachers College, Columbia University, Box 114, 525 W. 120th Street, New
York, NY 10027; bg2594@tc.columbia.edu - OR –
Barbara C. Wallace, Ph.D., Director, Research Group on Disparities in Health, Professor
of Health Education, Clinical Psychologist, Department of Health and Behavior Studies,
Teachers College, Columbia University, Box 114, 525 W. 120th Street, New York, NY
10027; bcw3@tc.columbia.edu; Study Contact Number: 267-269-7411
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Appendix C
The Study Text/Tweet

GO TO https://tinyurl.com/Women-Of-Color-Type-2-Diabetes-Video-Study to take a
survey and rate a video for chance to win a $300, $200 or $100 Amazon gift card

OR
Click https://tinyurl.com/Women-Of-Color-Type-2-Diabetes-Video-Study to take survey
& rate a video for chance to win a $300, $200 or $100 Amazon gift card
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Appendix D
The Recruitment Flyer

ARE YOU A WOMAN OF COLOR WITH
TYPE 2 DIABETES?
******TAKE A CONFIDENTIAL SURVEY********
IRB Protocol Number 19-130

The Research Group on Disparities in Health within the
Department of Health and Behavior Studies at Teachers
College, Columbia University, in New York, NY is conducting a
study to learn what factors are associated with a higher level
of confidence and motivation to perform self-care behaviors to
manage type 2 diabetes among women of color; and, to evaluate a new
avatar/cartoon video. After watching the video, we are asking you to rate
the video and whether or not you recommend it to other women of color
with type 2 diabetes.
Ø Participation in this study is limited to the first 250 volunteers
Ø Study participation takes about 25-30 minutes
Ø Those who complete study participation will have a 3 in 250 chance of
winning 1 of 3 prizes: a $300, $200 or $100 Amazon gift card
Ø Please click on the link below, or tear-off a tab below and use the link,
so you can view the informed consent, learn about your rights as a
participant and proceed to the survey.
Ø We also invite you to forward this email to other type 2 diabetics—or
text message, or tweet the message, below:

GO TO https://tinyurl.com/Women-Of-Color-T-2-Diabetes
For a Study with Women with Type 2 Diabetes who take a
survey and rate a video for chance to win a $300, $200 or
$100 Amazon gift card
.

THANK YOU FOR YOUR PARTICIPATION! HAVE QUESTIONS?
If you have any questions or would like to have additional information about the study, please contact:
Bukunmi Gesinde, MPH, Doctoral Candidate, Department of Health and Behavior Studies, Teachers
College, Columbia University, Box 114, 525 W. 120th Street, New York, NY 10027; bg2594@tc.columbia.edu OR –
Barbara C. Wallace, Ph.D., Director, Research Group on Disparities in Health, Professor of Health Education,
Clinical Psychologist, Department of Health and Behavior Studies, Teachers College, Columbia University, Box
114, 525 W. 120th Street, New York, NY 10027; bcw3@tc.columbia.edu; Study Contact Number: 267-269-7411

Tear-off a tab with the link to the survey and spread the word
GO TO
https://tinyurl.com/Women-Of-Color-T2-Diabetes
For a Study with Women with Type 2
Diabetes who take a survey and rate a
video for chance to win a $300, $200
or $100 Amazon gift card

GO TO
https://tinyurl.com/Women-Of-Color-T2-Diabetes
For a Study with Women with Type 2
Diabetes who take a survey and rate a
video for chance to win a $300, $200
or $100 Amazon gift card

GO TO
https://tinyurl.com/Women-Of-Color-T2-Diabetes
For a Study with Women with Type 2
Diabetes who take a survey and rate a
video for chance to win a $300, $200
or $100 Amazon gift card
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Appendix E
Informed Consent

Teachers College, Columbia University
525 West 120th Street
New York NY 10027
212 678 3000
INFORMED CONSENT
IRB Protocol Number 19-130

Protocol Title: An Avatar Video Intervention on Type 2 Diabetes for Women of Color
Using Brief Motivational Interviewing: Predictors of Self-Efficacy Post-Video for
Performing the American Association of Diabetes
Educators’ Seven Self-Care Behaviors

Principal Investigator: Bukunmi Gesinde, MPH, Teachers College, Columbia
University,646-283-5417; bg2594@tc.columbia.edu
INTRODUCTION You are being invited to participate in this research study called “An
Avatar Video Intervention on Type 2 Diabetes for Women of Color Using Brief
Motivational Interviewing: Predictors of Self-Efficacy Post-Video for Performing the
American Association of Diabetes Educators’ Seven Self-Care Behaviors.” You may
qualify to take part in this research study if you: are a woman age 18 or above who has
been diagnosed with Type 2 diabetes; consider yourself to be a member of a racial/ethnic
group, or, as is commonly said, a woman of color; and, are able to read and understand
English on a high school level. Approximately 250 people will participate in this study,
and it will take approximately 25-30 minutes of your time to complete, including
watching a 9-minute avatar/cartoon video.
WHY IS THIS STUDY BEING DONE? This study is being done to learn what factors
are associated with a higher level of confidence and motivation to perform self-care
behaviors to manage type 2 diabetes among women of color; and, to evaluate a new
avatar/cartoon video. After watching the video, we are asking you to rate the video and
whether or not you recommend it to other women of color with type 2 diabetes.
WHAT WILL I BE ASKED TO DO IF I AGREE TO TAKE PART IN THIS
STUDY? If you decide to participate in the study, you will answer a series of questions
for an online survey on the following topics: your personal background (age, education,
etc.); your history of being diagnosed with type 2 diabetes and receiving education on
diabetes self-management; ratings of your health status and medical care; ratings of the
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quality of communication you share with your medical providers; your confidence when
speaking to your providers; ratings of your diabetes self-management skills; ratings of
any feelings of depression or anxiety; and, rating the quality of your life.
WHAT POSSIBLE RISKS OR DISCOMFORTS CAN I EXPECT FROM TAKING
PART IN THIS STUDY? This is a minimal risk study, which means the harms or
discomforts that you may experience are not greater than those you would ordinarily
encounter if you were completing paperwork in a clinic, hospital, school, or work setting.
The risks of study participation include the possibility that you may feel some discomfort
from taking the survey or some stress due to some of the questions. Or you may
experience discomfort from the time it takes to answer questions, along with the time it
takes to watch the avatar video/cartoon. However, your participation in this study is
completely voluntary, and you can stop at any time.
WHAT POSSIBLE BENEFITS CAN I EXPECT FROM TAKING PART IN THIS
STUDY? There is no direct benefit to you for participating in this study.
WILL I BE PAID FOR BEING IN THIS STUDY? You will not be paid to
participate. However, when you complete the survey you will be invited to enter your
email address and to hit a “submit” button—so that you are officially entered into a
drawing for a chance to receive a prize (i.e., there will be 3 bar coded Amazon gift
certificates for $300, $200, and $100). You do not have to enter the lottery drawing to
complete the survey. Once you submit your email address, then it will automatically be
entered into a private and secure data base that even the principal investigator cannot
access. Once 250 people have completed the entire survey, you will have a 3 in 250
chance of winning one of the 3 bar coded Amazon gift certificates for $300, $200, or
$100. The www.Amazon.com gift certificates will be sent to three randomly chosen email accounts using a secure online program. This occurs without in any way linking
your identity to the survey results. The principal investigator is not able to view any of
the e-mail addresses to which the gift certificates are sent. Only the 3 winners will be
contacted.
WHEN IS THE STUDY OVER? CAN I LEAVE THE STUDY BEFORE IT ENDS?
The study is over when you have completed the online survey, including watching the
avatar video/cartoon. However, you can discontinue answering the survey questions, or
stop watching the video at any time. You can exit the study at any time and delete the
link to the study.
PROTECTION OF YOUR CONFIDENTIALITY The study does not involve linking
your survey responses to any personal information that might identify you, keeping your
information confidential. Teachers College, Columbia University has determined that
www.Qualtrics.com provides a secure platform for the online survey you will take. The
survey data files will also be saved on the primary researcher’s password protected
computer. Regulations require that research data be kept for at least three years.
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For quality assurance, the study team, and/or members of the Teachers College
Institutional Review Board (IRB) may review the data collected from you as part of this
study. Otherwise, all information obtained from your participation in this study will be
held strictly confidential and will be disclosed only with your permission or as required
by U.S. or State law.
HOW WILL THE RESULTS BE USED? The results of this study will be published in
journals and presented at academic conferences. This study is being conducted as part of
the doctoral dissertation of the principal investigator.
WHO CAN ANSWER MY QUESTIONS ABOUT THIS STUDY?
If you have any questions about taking part in this research study, you should contact the
principal investigator, Bukunmi Gesinde, MPH at bg2594@tc.columbia.edu or at 646283-5417. You can also contact the sponsor/ supervisor of this research study, Dr.
Barbara Wallace, at bcw3@tc.columbia.edu or 267-269-7411.
If you have questions or concerns about your rights as a research subject, you
should contact the Institutional Review Board (IRB) (the human research ethics
committee) at 212-678-4105 or email IRB@tc.edu. Or you can write to the IRB at
Teachers College, Columbia University, 525 W. 120th Street, New York, NY 10027.
Box 151. The IRB is the committee that oversees human research protection for
Teachers College, Columbia University.
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Appendix F
Participant’s Rights

•
•
•
•

•

•

•

PARTICIPANT’S RIGHTS
I have read the Informed Consent Form and have been offered the opportunity
to discuss the form with the researcher.
I have had ample opportunity to ask questions about the purposes, procedures,
risks and benefits regarding this research study.
I understand that my participation is voluntary. I may refuse to participate or
withdraw participation at any time without penalty.
The researcher may withdraw me from the research at his or her professional
discretion. I understand that if I take the survey more than once I will be
eliminated from the study.
If, during the course of the study, significant new information that has been
developed becomes available which may relate to my willingness to continue
my participation, the researcher will provide this information to me.
Any information derived from the research study that personally identifies me
will not be voluntarily released or disclosed without my separate consent,
except as specifically required by law.
I should receive a copy of the Informed Consent Form document. (I
understand that I can download it).

By checking the box below, I agree to participate in the study and I am confirming
that I am a woman age 18 or above who has been diagnosed with Type 2 diabetes,
while I consider myself to be a member of a racial/ethnic group (i.e. a woman of
color), and I am able to read and understand English on a high school level.
I agree to participate in this study.
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Video Screenshots and Script
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The Managing Our Type 2 Diabetes Peer Support Group
Script: (An Avatar/Cartoon Video)
Cast:
A (Allison) =nurse/group leader (African American)
B (Betty) =peer educator in training (Black Caribbean, Older)
C (Carmen) =group member (Hispanic)
D (Dina) = group member (Muslim American)
E (Erica) =group member (Asian American)
Scene: Support group held in a living room setting
A-Thank you for inviting me to your group on Managing Our Type 2 Diabetes.
C-You have Type 2 Diabetes, also?
A-Yes! I’m also a nurse and a peer educator.
B-Allison is training me to be a peer educator.
E- Great!
A-Let’s learn about the American Association of Diabetes Educators and their 7 SelfCare Behaviors for managing our Type 2 Diabetes.
B-First, HEALTHY EATING.
E-I know about MY PLATE.
We should learn to serve our plates so they are ½ vegetables, and the other ½ of our plate
should be split between a carbohydrate—and a protein.
A-Yes. So, ¼ of the plate should be a serving of a complex carbohydrate; and ¼ of the
plate is a protein—such as a piece of fish or chicken that is about the size of a deck of
cards. And ½ the plate is vegetables—such as salad.
E-What is a complex carbohydrate?
A-A complex carbohydrate or “complex carb” has more nutrients than simple
carbohydrates, is higher in fiber, and is more slowly digested and absorbed. We can
follow MY PLATE and make sure ¼ of our plates is a serving of a complex carb—such
as brown or wild rice, or 100% whole grain bread, or potatoes with the skin kept on, or
yams, or beans.
B-Complex carbs are ideal for people with type 2 diabetes.
E-Why?
A- They help manage blood sugar spikes that sometimes occur after a meal. You can
avoid blurry vision, headaches, or feeling tired—when your blood sugar is too high.
B-And, avoid having a fast heartbeat, feeling shaky, sweaty, weak, or light headed from
blood sugar being too low.
B-Second is BEING ACTIVE.
A-Being Active helps to keep your blood sugar levels in a normal range, or your diabetes
in control
B-Exercise helps lower cholesterol, improve blood pressure, lower stress and anxiety, and
improve mood.
E- Sometimes my mood is sad.
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C- Dancing improves my mood!
B-Yes, being active improves mood!
A- Ideally, you should check your blood sugar levels before and after exercise to see how
being active may help you.
B-Remember to have a physical examination and to consult with your medical provider
BEFORE starting a program of physical activity.
B-3rd is MONITORING.
A-MONITORING involves checking your blood sugar levels on a regular basis.
E-Why is it so important?
A-Monitoring helps you to keep your blood sugar level on target—so you can avoid
complications from Type 2 diabetes—such as damage to your eyes, kidneys, heart and
feet.
B-Monitoring can let you know if your blood sugar is too high or too low so you can
make changes to get your blood sugar back in the target range.
A-Your medical provider will use the A1C test about every three months to see if your
blood sugar levels are remaining on track over time.
B-In terms of your A1C, you should aim for an A1C of less than or around 7%. This is
because the higher your A1C level, the higher your risk of diabetes-related complications.
D-After my last A1C test my doctor wanted me to start using a Blood Glucose Meter so I
can measure and then write down my blood sugar levels in a Log book.
B-Yes. Then your provider can look at the Log book and help you make changes.
D- Ideally, you should aim for a blood glucose level of 70 to 130 mg/dl before meals and
less than 180 mg/dl after a meal.
A-Monitoring also includes your provider checking your heart and kidneys—and, making
sure you have regular eye and foot exams.
B-4th is TAKING MEDICATION.
A-It is so important to take insulin or oral medication to help keep your blood sugar level
steady. Because diabetes increases our risk for other health conditions, it is important to
take any additional medications prescribed for us.
D-I also take hypertension medication.
E-My doctor said to take my medication at the same time every time—like with
breakfast.
A- For injecting insulin, it is important to rotate the injection site every day—such as in
your fatty upper arm, then to your buttocks or abdomen.
B-Rotation avoids getting lumps under the skin, while ensuring better absorption of the
insulin.
A-5th is PROBLEM SOLVING
B-We all need to engage in PROBLEM SOLVING when our plan did not work to
maintain our blood sugars in our target range
E-My plan did not work when I went to the wedding and ate a lot of cake.
A-Then we PROBLEM SOLVE to figure out how something unexpected happened. Then
we create a PLAN to make sure it does not happen again.
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B-I learned to talk about a high risk situation for a relapse, or for some return to harmful
behaviors associated with poor blood sugar control.
A-We have to PROBLEM SOLVE to learn about our personal high risk situations for a
relapse.
B-Exactly! A high risk situation is where we are in danger for back-sliding, or a return or
relapse to unhealthy eating, or not being physically active, or some harmful habit.
C-Like when I stopped walking every day because the weather changed.
A-Exactly!
D-Or like the time I stopped eating breakfast to get to work early and I also forgot to take
my medicine.
E-Or like my overeating at the wedding.
A-Exactly! So for every high risk situation we have to PROBLEM SOLVE so we can
learn and analyze what went wrong. What was the trigger for the relapse? Like the trigger
of being at a wedding, or the weather changing, or going through an intense work period.
C-To avoid a relapse to not exercising, my diabetes educator helped me to create a PLAN
so I now have a MENU OF OPTIONS for how I will exercise depending on the weather.
My options include swimming, or lifting weights. The first step was for me to realize I
should not feel devastated.
B-Right. Never blame yourself for a relapse. Always analyze what was going with you
before and during the relapse. Was there stress?
A-You have to analyze the relapse to help you understand what went wrong and to
prevent it from happening again.
B-Then you can PLAN possible solutions for what you will do differently in that kind of
situation in the future.
E-Now I have a PLAN for avoiding overeating at weddings in the future
C-And I have a PLAN for how to exercise when the weather changes—in fact, I have a
whole MENU OF OPTIONS for ways I can exercise.
A-6th is REDUCING RISKS, or avoiding diabetes-related complications—such as heart
attacks, strokes, damage to kidneys and nerves, or loss of vision.
B-Vital is ongoing monitoring of our blood sugar, weight, feet, eyes, cholesterol, and
blood pressure with regular visits to the doctor every three months.
A-Also vital is visiting the eye doctor at least once a year, not smoking (which raises
blood sugar), seeing the dentist, and taking care of our feet by checking our feet for sores
daily.
A-The 7th Self-Care Behavior is HEALTHY COPING. Stress can increase our blood
sugar levels.
B-Because of stress, we can end up at risk for poor decision-making and a relapse or
return to some harmful habit—such as smoking or overeating
E-My diabetes educator and I created a MENU OF OPTIONS of activities I can select
from when I am feeling stressed out.
C-My favorite option is walking,
E-Mine is meditation.
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A-To summarize, the 7 Self-Care Behaviors are: 1) healthy eating; 2) being active; 3)
monitoring; 4) taking medications; 5) problem solving; 6) reducing risks; and, 7) healthy
coping.
C- This is great information. But, sometimes I lack motivation.
A-I understand. So, here is a MOTIVATION exercise for those moments. You can write
your answers in your Log Book.
First, think about your CONCERNS—in relation to your diabetes. Fill in the blank:
I am concerned about____________________.
E-I am concerned about ever having a foot amputated like my aunt did because of her
diabetes.
A-Second, think about your GOALS. Is there anything that you are doing NOW that may
prevent you from reaching your goals?
D-Like my smoking and lack of exercise?
A-Third, when you think about your CONCERNS and your GOALS—and you think
about what you are doing NOW that may prevent you from reaching any of your goals,
what do you feel?
B-Feel any tension? Feel any DISCREPANCY, or conflict, or inconsistency between
your goal and your behavior? How do you feel?
D-I feel a DISCREPANCY. I feel a conflict or an inconsistency between my life goals
and my behavior of smoking and not exercising. I feel like I want to change.
B-Good.
A-Fourth, create a MENU OF OPTIONS, listing what you feel you might do. Your
MENU can be as simple as listing just two options: “change or not change;”
B-Or, include a list of possible ways you could take action to change. You create your
own menu of options—like a menu in a restaurant. You select from the list on the menu
of options the action you feel ready to take.
A-Then, answer this question: What’s your NEXT STEP? From this menu of options,
what do you feel ready to do NOW, and what might you feel ready to do in the
FUTURE—whether weeks or months from now?
E-I know my NEXT STEP. For now, I feel ready to cut down on my smoking, and I
should find a smoking cessation program I can enter within the next 4 weeks--or in the
near future.
A-Good.
C-With this information about the 7 Self-Care Behaviors & the Motivation Exercise I feel
ready to better manage my Type 2 Diabetes!
D-Me too!
E-Yes!
All-Thank you! (All stand up with arms in air!!)
Final Page:
This video was brought to you by:
Research Group on Disparities in Health (RGDH)
Department of Health and Behavior Studies
Teachers College, Columbia University
New York, NY
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Contact Persons:
Bukunmi Gesinde, MPH (Doctoral Candidate), Fellow of the RGDH
Barbara C. Wallace, Ph.D. Director of the RGDH
bcw3@tc.columbia.edu
Reference/Source of Information on AADE 7 Self-Care Behaviors:
https://www.diabeteseducator.org/living-with-diabetes/aade7-self-care-behaviors
Reference/Source of Information on Motivation (brief motivational interviewing)
Wallace, B.C. (2019). Making mandated addiction treatment work. Second edition.
Lanham, MD: Rowman & Littlefield.
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Appendix H
Study Screening Survey

Screening Tool
Teachers College, Columbia University
Institutional Review Board (IRB) Protocol # 19-130
1-Are you female?
Yes___
No____
2-Do you consider yourself to be a member of a racial/ethnic group, or, as is commonly
said, a woman of color?
Yes___
No____
3-Are you 18 years of age or older?
Yes___
No____
4-Are you able to read and understand English on the 12th grade level?
Yes___
No____
5-Have you been told you have type 2 diabetes?
Yes___
No____
6-Are you able to devote about 25-30 minutes to this study at this time—including being
able to devote about 9 minutes to watching an avatar cartoon?
Yes___
No___

If a participant provided a “No” response to any of the 6 screening questions, they
were directed to a “Disqualifying/Thank You” page. The “Disqualifying/Thank You”
page explained they did not qualify for the study and encouraged them to pass the study
opportunity on to other women, who did qualify.
Feel free to invite others to:
“Go to https://tinyurl.com/Women-Of-Color-T-2-Diabetes to take the Women of Color
Survey on Type 2 Diabetes Self-Care and rate a video for a chance to win a $300, $200
or $100 Amazon gift card”
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Appendix I
The Study Survey

The Women of Color’s Study on Type 2 Diabetes Self-Care
and for Rating an Avatar Video Study
Study Survey
Teachers College, Columbia University
Institutional Review Board (IRB) Protocol # 19-130

PART I: BACKGROUND DEMOGRAPHICS (BD-10)
[A tool created for use by the Research Group on Disparities in Health (e.g. Ingram,
2017), and adapted for the present study population. See: Ingram, L. (2017). Toward
improving the health and academic outcomes of minority college students: Predictors of
experiences of racism and/or oppression, stress, trauma, health status and level of
academic achievement. Doctoral Dissertation. Teachers College, Columbia University.]
Please enter your zip code_______________
1-What gender do you identify with?
a. Male
b. Female
c. Other (Please indicate________)
2-What is your age? [DROP DOWN MENU from 15 to 100—Exit any 17 & below)
3-What is your race/ethnicity:
a. Black / African American
b. Asian (Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, or
other Asian)
c. Cuban, other Spanish
d. Hispanic / Latino (including Puerto Rican, Mexican, Mexican American,
Chicano,
e. Native American/American Indian / Alaska Native
f. Native Hawaiian / Pacific Islander
g. Arab American / Middle Eastern
h. White / Caucasian / European American
i. Other group(s) (specify)
4-My skin color is
a. ___Very Dark
b. ___Dark
c. ____Medium to Dark
d. ___Medium to Light e. ___Light
f. ____Very Light
g.___ White
5-Do you live in the United States? _Yes _No
If yes, what is your current zip code? ____________________________
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6-Where you born in the United States?
a. Yes
b. No [If no Skip next question]
(If “No” to Q4)
What is your country of Origin?
[DROP DOWN MENU for countries]
7-How many years have you been living in the United States?
[DROP DOWN MENU from 1-100 years—Exit any 2 years or less]
8-What is the highest degree or level of school that you have completed?
No schooling
Nursery school to 8th grade
Some high school, no diploma
High school graduate, diploma or the equivalent (for example: GED)
Some college credit, no degree
Associate degree or technical degree (for example: AA, AS)
Bachelor’s degree (for example: BA, BS)
Master’s degree (for example: MA, MS, MEd)
Professional degree (MD, DDS, DMD, PharmD)
Doctorate degree (PhD, EdD, DrPH
9-What is your marital status?
Single, never married
Married
Widowed
Divorced
Separated
10-Are your currently:
Employed for wages
Self-employed
Unemployed
A homemaker
A student
Military
Retired
Disabled/Unable to work
Other (explain)
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11-My annual household income is:
1-Less than $9,000
$10,000 to $19,000
$20,000 to $39,000
$40,000 to $49,000
$50,000 to $99,999
$100,000 to $199,999
$200,000 to $299,000
$300,000 to $399,000
$400,000 to $499,000
$500,000 to $799,000
11-$800,000 or More
-----------------------------------------------------------------------------------------------PART II: PERSONAL HEALTH BACKGROUND (PHB-10)
[This is a tool created for use by the Research Group on Disparities in Health (e.g.
Ingram, 2017). See Ingram (2017) reference above under Part I.]
1-I rate my overall health status as:
1-Very Poor
2-Poor
3-Fair

4-Good

5-Very
Good

6-Excellent

2-What is your height in feet (Drop down, 4-9)
3-What is your height in inches (Drop down, 0-11)
4-My weight in pounds is (Drop down, 70-400)
5-I consider myself to be:
__Underweight __Normal weight __ Overweight __Obese
6-My type of medical insurance is:
a. Private insurance plan (e.g. Blue Cross/Blue Shield, Aetna, Oxford, etc.)
b. HMO
c. Medicaid
d. Medicare
e. Not applicable, I have no medical insurance
f. Other (please specify)
7-I rate the overall quality of care I receive for my health (and any medical condition I
have) as:
1-Very Poor
2-Poor
3-Fair
4-Good
5-Very
6-Excellent
Good
__Not applicable (I do not receive any health care)
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8-I rate the overall quality of care I receive from my primary care physician/healthcare
provider as:
1-Very Poor
2-Poor
3-Fair
4-Good
5-Very
6-Excellent
Good
__Not applicable (I do not have one)
9-I rate my health care providers’ sensitivity and competence for treating me as someone
who is a woman of color as:
1-Very Poor
__

2-Poor

3-Fair

4-Good

5-Very
Good

6-Excellent

Not applicable (I do not receive health care)

10-Do you have any of the following conditions? (Select all that apply to you)
a. ___Cardiovascular Disease (CVD)
b. ____High Cholesterol
c. ____Hypertension
d. ____Cancer
e. ____HIV/AIDS
f. ____Gastro-Intestinal Problems
g. ____Kidney Disease
h.. ___Liver Disease (e.g., hepatitis, cirrhosis)
i. ____Lung Disease (e.g., asthma, bronchitis, emphysema)
j. ___Lupus
k. ____Other (please specify_______)
-----------------------------------------------------------------------------------------PART III: DIABETES HEALTH BACKGROUND (DHB-5)
[A new tool created for this study, with some questions adapted from Zaldivar’s (2015)
Brief Health Background of the Patient with Diabetes, specifically questions # 3-5]
1-I was diagnosed with Type 2 diabetes
Yes___ No___ (No→Exit survey)
If Yes →
2-The number of years ago that I was given a diagnosis of Type 2 diabetes [Drop down
menu of 1-60 years]
3-I take the following type of diabetes medications (check all that apply)
__pill for taking orally by mouth to manage diabetes
__insulin needle for injection to manage diabetes
__an insulin pen for diabetes
__I do not take any medication
__I am not sure, I do not know
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4-I have been advised to check my blood sugar at home by doing the following:
(check all that apply)
__a finger prick with lancet/sharp needle, placement of blood on a strip, and placing the
strip in a meter that shows their blood sugar level
__a meter to test blood sugar that can be used in places other than the finger
__use of a continuous glucose monitoring systems (i.e. interstitial glucose measuring
device that is possibly combined with use of an insulin pump)
__I do not test my blood sugar at home
__I am not sure, I do not know
5-Have you ever received education on how to self-manage your diabetes?
No
Yes
-----------------------------------------------------------------------------------------------PART IV: MORE ABOUT YOU (SOCIAL DESIRABILITY) (MAY-13)
[Using a short form, arising from the original work of: Crowne, D. and Marlowe, D.
(1960). A new scale of social desirability independent of psychopathology. Journal of
Consulting Psychology, 24(4):349‐354.
[Note: # 14 has been added for this study. This is an additional 1-item measure has been
added to determine if it has sufficient reliability to replace the 13-item scale in future
research, or to shorten the scale for subsequent study participants. This is for future
RGDH projects]
Read each item below and decide whether the statement is true or false as it pertains to
you personally. Circle T for True or F for false.
1. It is sometimes hard for me to go on with my work if I am not encouraged.
T
2. I sometimes feel resentful when I don’t get my way.
T
3. On a few occasions, I have given up doing something because I thought
too little of my ability.
T
4. There have been times when I felt like rebelling against people in authority even
though I knew they were right.
T
5. No matter who I’m talking to, I’m always a good listener.
T
6. There have been occasions when I took advantage of someone.
T
7. I’m always willing to admit it when I make a mistake.
T
8. I sometimes try to get even rather than forgive and forget.
T
9. I am always courteous, even to people who are disagreeable
T
10. I have never been irked when people expressed ideas very different from
my own.
T
11. There have been times when I was quite jealous of the good fortune of
others.
T
12. I am sometimes irritated by people who ask favors of me.
T
13. I have never deliberately said something to hurt someone’s feelings .
T

F
F
F
F
F
F
F
F
F
F
F
F
F
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Separate Measure of Social Desirability Appears on Separate Page:
14-I sometimes say things that I think will please people, or what I think they want to
hear—versus the honest truth, which might be difficult or painful for other people to hear
and accept, or might lead them to judge me harshly…
I rate myself on a scale of 0 to 10, as follows:
0
1
2
0-I am not like
this at all

3

4

5

6

7

8

9

10
10-I am like
this all the
time

-----------------------------------------------------------------------------------------------PART V: PERCEIVED STRESS SCALE (PSS-10)
[Creator: Cohen, S., Kamarck, T., Mermelstein, R. (1983). A global measure of perceived
stress. Journal of Health and Social Behavior, 385-396. Also see Cohen, S (1994).
Perceived Stress Scale. Retrieved from
http://www.mindgarden.com/documents/PerceivedStressScale.pdf]
The questions in this scale ask you about your feelings and thoughts during the last
month. In each case, you will be asked to indicate how often you felt or thought a certain
way, using the following options:
0 = Never 1 = Almost
2 = Sometimes
3 = Fairly Often
4 = Very Often
1. In the last month, how often have you been upset because of something that happened
unexpectedly?.................................. 0 1 2 3 4
2. In the last month, how often have you felt that you were unable to control the
important things in your life?.................................................. 0 1 2 3 4
3. In the last month, how often have you felt nervous and “stressed”?............ 0 1 2 3 4
4. In the last month, how often have you felt confident about your ability to handle your
personal problems? ............................................................. 0 1 2 3 4
5. In the last month, how often have you felt that things were going your
way?.................................................................................. 0 1 2 3 4
6. In the last month, how often have you found that you could not cope with all the things
that you had to do? ......................................................... 0 1 2 3 4
7. In the last month, how often have you been able to control irritations in your
life?................................................................... 0 1 2 3 4
8. In the last month, how often have you felt that you were on top of things?.. 0 1 2 3 4
9. In the last month, how often have you been angered because of things that were outside
of your control?................................... 0 1 2 3 4
10. In the last month, how often have you felt difficulties were piling up so high that you
could not overcome them? ......................... 0 1 2 3 4
-----------------------------------------------------------------------------------------------
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PART VI: RETROSPECTIVE DEPRESSION (R-D-2)
NOTE: This scale follows the work of Lian (2017)—as a common tool used by the
Research Group on Disparities in Health (RGDH. What has been added is a new set of
questions about microaggressions.
Depression is an overwhelming feeling of intense sadness. It can include feeling
helpless, hopeless, and worthless. It can sometimes be expressed through angry outbursts,
as well as bursting into tears. There can also be loss of appetite, or an increase in appetite.
There can also be difficulty sleeping, or oversleeping. In addition, there can be a loss of
interest in your activities. Such a depression can last for days or weeks. This goes beyond
typical feelings of sadness, such as following some disappointment.
1-Now think back over the past year or 12 months. Do you think you experienced
any depression in the past year or 12 months? ____No ____Yes
2-If you answered Yes, did you seek out any kind of counseling (e.g. mental health
professional)?
____Yes ____No ___Not Applicable (i.e. no experience of depression)
----------------------------------------------------------------------------------------------PART VII. COPING SELF-EFFICACY SCALE—REDUCED FORM (CSES-RF13)
[Developed by Chesney, Neilands, Chambers, Taylor, and Folkman (2006). See:
Chesney, M. A., Neilands, T. B., Chambers, D. B., Taylor, J. M., & Folkman, S. (2006).
A validity and reliability study of the coping self‐efficacy scale. British journal of
health psychology, 11(3), 421-437. Within the Research Group on Disparities in Health,
it was recently used by Ingram (2017). See Ingram (2017) reference, above]
For each of the following items, write a number from 0 - 10, using the scale below. When
things aren’t going well for you, how confident are you that you can:
Cannot do at all
Moderately certain can do
Certainly can do
0 1
2
3
4
5
6
7
8
9 10
1. Use Problem-Focused Coping
1. Break an upsetting problem down into smaller parts. ____
2. Sort out what can be changed, and what cannot be changed. ____
3. Make a plan of action and follow it when confronted with a problem ____
4. Leave options open when things get stressful. ____
5. Think about one part of the problem at a time.
____
6. Find solutions to your most difficult problems. ____
2. Stop Unpleasant Emotions and Thoughts
7. Make unpleasant thoughts go away. ____
8. Take your mind off unpleasant thoughts. ____
9. Stop yourself from being upset by unpleasant thoughts.
10. Keep from feeling sad. ____

____
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3. Get Support From Friends and Family
11. Get friends to help you with the things you need.
12. Get emotional support from friends and family.
13. Make new friends.
____

____
____

----------------------------------------------------------------------------------------------PART VIII: PRE-VIDEO TYPE 2 DIABETES SELF-MANAGEMENT
KNOWLEDGE (Pre-V-POH-K-1)
I rate my level of knowledge for how to care for my Type 2 Diabetes as follows:
Very Poor

Poor

Fair

Good

1

2

3

4

Very
Good
5

Excellent
6

----------------------------------------------------------------------------------------------PART IX: PRE-VIDEO STAGE OF CHANGE, SELF-EFFICACY AND
MOTIVATION FOR 7 DIABETES SELF-MANAGEMENT BEHAVIORS (PREV-SOC-SEC-M-F-7-DSMB-14)
[This is a scale created by Professor Barbara Wallace for use by the Research Group on
Disparities in Health, while based on the following: the American Association of
Diabetes Educators’ (AADE, 2014) AADE7™ Self-Care Behaviors: 1) healthy eating; 2)
being active; 3) monitoring; 4) taking medications; 5) problem solving; 6) healthy
coping, and 7) reducing risks.
NOTE: To be calculated are: 1) a Pre-Video Global Stage of Change mean score; 2)
a Pre-Video Global Self-Efficacy mean score; 3) a Pre-Video Global Motivation
mean score—with each of the three global scores being a sum of ratings for the 7
behaviors]
1-When it comes to the behavior of healthy eating (counting your carbohydrates, reading
food labels, measuring each serving of food), check the following that most applies to
you:
1-a:
_____I am not thinking of doing this behavior at all.
_____I am thinking about doing this behavior.
_____I am preparing to do this behavior.
_____I have been doing this behavior for less than six (6) months.
_____I have been doing this behavior for more than six (6) months
1-b-My confidence level for performing this behavior:
____0% confident
____20% confident
____60% confident
____80% confident

____40% confident
____100% confident
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1-c-My level of motivation for actually doing this is
__(0) non-existent (none at all) __(1) extremely low __(2) very low __(2) low
__(3) moderate __(4) high ___(5) very high __(6) extremely high
___________________________________________________________________
2-When it comes to the behavior of being active (think about how many times a week do
you do any exercise--whether walking, riding a bike, or dong any kind of physical
activity, such that your heart beats a little faster, or your breathing increases) check the
following that most applies to you:
2-a:
_____I am not thinking of doing this behavior at all.
_____I am thinking about doing this behavior.
_____I am preparing to do this behavior.
_____I have been doing this behavior for less than six (6) months.
_____I have been doing this behavior for more than six (6) months
2-b-My confidence level for performing this behavior:
____0% confident
____20% confident
____60% confident
____80% confident

____40% confident
____100% confident

2-c-My level of motivation for actually doing this is
__(0) non-existent (none at all) __(1) extremely low __(2) very low __(2) low __(3)
moderate __(4) high ___(5) very high __(6) extremely high
___________________________________________________________________
3-When it comes to the behavior of monitoring (using a blood glucose meter to check
your blood sugar, and recording and keeping track of your numbers, etc…) check the
following that most applies to you:
3-a:
_____I am not thinking of doing this behavior at all.
_____I am thinking about doing this behavior.
_____I am preparing to do this behavior.
_____I have been doing this behavior for less than six (6) months.
_____I have been doing this behavior for more than six (6) months
3-b-My confidence level for performing this behavior:
____0% confident
____20% confident
____60% confident
____80% confident

____40% confident
____100% confident

3-c-My level of motivation for actually doing this is
__(0) non-existent (none at all) __(1) extremely low __(2) very low __(2) low __(3)
moderate __(4) high ___(5) very high __(6) extremely high
___________________________________________________________________
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4-When it comes to the behavior of taking medications (specifically, those prescribed for
your diabetes by a medical professional, and adhering to all instructions for taking
medication) check the following that most applies to you:
4-a:
_____I am not thinking of doing this behavior at all.
_____I am thinking about doing this behavior.
_____I am preparing to do this behavior.
_____I have been doing this behavior for less than six (6) months.
_____I have been doing this behavior for more than six (6) months
4-b-My confidence level for performing this behavior:
____0% confident
____20% confident
____60% confident
____80% confident

____40% confident
____100% confident

4-c-My level of motivation for actually doing this is
__(0) non-existent (none at all) __(1) extremely low __(2) very low __(2) low __(3)
moderate __(4) high ___(5) very high __(6) extremely high
___________________________________________________________________
5-When it comes to the behavior of problem solving (thinking of ways to prevent high
and low blood sugar levels, and what to do if blood sugar levels are too high or too low)
check the following that most applies to you:
5-a:
_____I am not thinking of doing this behavior at all.
_____I am thinking about doing this behavior.
_____I am preparing to do this behavior.
_____I have been doing this behavior for less than six (6) months.
_____I have been doing this behavior for more than six (6) months
5-b-My confidence level for performing this behavior:
____0% confident
____20% confident
____60% confident
____80% confident

____40% confident
____100% confident

5-c-My level of motivation for actually doing this is
__(0) non-existent (none at all) __(1) extremely low __(2) very low __(2) low __(3)
moderate __(4) high ___(5) very high __(6) extremely high
___________________________________________________________________
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6-When it comes to the behavior of healthy coping (involving the ability to deal with
life’s stressors in a positive manner, including seeking support, etc…) check the
following that most applies to you:
6-a:
_____I am not thinking of doing this behavior at all.
_____I am thinking about doing this behavior.
_____I am preparing to do this behavior.
_____I have been doing this behavior for less than six (6) months.
_____I have been doing this behavior for more than six (6) months
6-b-My confidence level for performing this behavior:
____0% confident
____20% confident
____60% confident
____80% confident

____40% confident
____100% confident

6-c-My level of motivation for actually doing this is
__(0) non-existent (none at all) __(1) extremely low __(2) very low __(2) low __(3)
moderate __(4) high ___(5) very high __(6) extremely high
___________________________________________________________________
7-When it comes to the behavior of reducing risks (taking action to reduce the risk of
vision loss, heart disease, or an amputation, etc..) check the following that most applies to
you:
7-a:
_____I am not thinking of doing this behavior at all.
_____I am thinking about doing this behavior.
_____I am preparing to do this behavior.
_____I have been doing this behavior for less than six (6) months.
_____I have been doing this behavior for more than six (6) months
7-b-My confidence level for performing this behavior:
____0% confident
____20% confident
____60% confident
____80% confident

____40% confident
____100% confident

7-c-My level of motivation for actually doing this is
__(0) non-existent (none at all) __(1) extremely low __(2) very low __(2) low __(3)
moderate __(4) high ___(5) very high __(6) extremely high
----------------------------------------------------------------------------------------PLEASE CLICK THIS LINK
AND WATCH THE 9 MINUTE VIDEO
-----------------------------------------------------------------------------------------
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PART X: POST-VIDEO VIEWING ADHERENCE SURVEY (PVV-AS – 2)
1-How much of the video was watched?
3_____All of the video
2_____ Most of the video
1_____Some of the video
0_____None of the video
----------------------------------------------------------------------------------------------PART XI: RATE THE VIDEO (RTV-1)
1. I rate the video as follows:
Very Poor
Poor
1

2

Fair

Good

3

4

Very
Good
5

Excellent
6

----------------------------------------------------------------------------------------------PART XII: POST-VIDEO TYPE 2 DIABETES SELF-MANAGEMENT
KNOWLEDGE (Post-V-POH-K-1)
1-I rate my level of knowledge for how to care for my Type 2 Diabetes as follows:
Very Poor

Poor

Fair

Good

1

2

3

4

Very
Good
5

Excellent
6

----------------------------------------------------------------------------------------------PART XIII: POST-VIDEO STAGE OF CHANGE, SELF-EFFICACY AND
MOTIVATION FOR 7 DIABETES SELF-MANAGEMENT BEHAVIORS
(POST-V-SOC-SEC-M-F-7-DSMB-14)
[This is a scale created by Professor Barbara Wallace for use by the Research Group on
Disparities in Health, while based on the following: the American Association of
Diabetes Educators’ (AADE, 2014) AADE7™ Self-Care Behaviors: 1) healthy eating; 2)
being active; 3) monitoring; 4) taking medications; 5) problem solving; 6) healthy
coping, and 7) reducing risks.
NOTE: To be calculated are: 1) a Post-Video Global Stage of Change mean score; 2)
a Post-Video Global Self-Efficacy mean score; 3) a Post-Video Global Motivation
mean score—with each of the three global scores being a sum of ratings for the 7
behaviors
NOTE: The Post-Video Global Self-Efficacy mean score is the study outcome
variable/dependent variable]
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1-When it comes to the behavior of healthy eating (counting your carbohydrates, reading
food labels, measuring each serving of food), check the following that most applies to
you:
1-a:
_____I am not thinking of doing this behavior at all.
_____I am thinking about doing this behavior.
_____I am preparing to do this behavior.
_____I have been doing this behavior for less than six (6) months.
_____I have been doing this behavior for more than six (6) months
1-b-My confidence level for performing this behavior:
____0% confident
____20% confident
____60% confident
____80% confident

____40% confident
____100% confident

1-c-My level of motivation for actually doing this is
__(0) non-existent (none at all) __(1) extremely low __(2) very low __(2) low __(3)
moderate __(4) high ___(5) very high __(6) extremely high
___________________________________________________________________
2-When it comes to the behavior of being active (think about how many times a week do
you do any exercise--whether walking, riding a bike, or dong any kind of physical
activity, such that your heart beats a little faster, or your breathing increases) check the
following that most applies to you:
2-a:
_____I am not thinking of doing this behavior at all.
_____I am thinking about doing this behavior.
_____I am preparing to do this behavior.
_____I have been doing this behavior for less than six (6) months.
_____I have been doing this behavior for more than six (6) months
2-b-My confidence level for performing this behavior:
____0% confident
____20% confident
____60% confident
____80% confident

____40% confident
____100% confident

2-c-My level of motivation for actually doing this is
__(0) non-existent (none at all) __(1) extremely low __(2) very low __(2) low __(3)
moderate __(4) high ___(5) very high __(6) extremely high
___________________________________________________________________
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3-When it comes to the behavior of monitoring (using a blood glucose meter to check
your blood sugar, and recording and keeping track of your numbers, etc…) check the
following that most applies to you:
3-a:
_____I am not thinking of doing this behavior at all.
_____I am thinking about doing this behavior.
_____I am preparing to do this behavior.
_____I have been doing this behavior for less than six (6) months.
_____I have been doing this behavior for more than six (6) months
3-b-My confidence level for performing this behavior:
____0% confident
____20% confident
____60% confident
____80% confident

____40% confident
____100% confident

3-c-My level of motivation for actually doing this is
__(0) non-existent (none at all) __(1) extremely low __(2) very low __(2) low __(3)
moderate __(4) high ___(5) very high __(6) extremely high
___________________________________________________________________
4-When it comes to the behavior of taking medications (specifically, those prescribed for
your diabetes by a medical professional, and adhering to all instructions for taking
medication) check the following that most applies to you:
4-a:
_____I am not thinking of doing this behavior at all.
_____I am thinking about doing this behavior.
_____I am preparing to do this behavior.
_____I have been doing this behavior for less than six (6) months.
_____I have been doing this behavior for more than six (6) months
4-b-My confidence level for performing this behavior:
____0% confident
____20% confident
____60% confident
____80% confident

____40% confident
____100% confident

4-c-My level of motivation for actually doing this is
__(0) non-existent (none at all) __(1) extremely low __(2) very low __(2) low __(3)
moderate __(4) high ___(5) very high __(6) extremely high
___________________________________________________________________
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5-When it comes to the behavior of problem solving (thinking of ways to prevent high
and low blood sugar levels, and what to do if blood sugar levels are too high or too low)
check the following that most applies to you:
5-a:
_____I am not thinking of doing this behavior at all.
_____I am thinking about doing this behavior.
_____I am preparing to do this behavior.
_____I have been doing this behavior for less than six (6) months.
_____I have been doing this behavior for more than six (6) months
5-b-My confidence level for performing this behavior:
____0% confident
____20% confident
____60% confident
____80% confident

____40% confident
____100% confident

5-c-My level of motivation for actually doing this is
__(0) non-existent (none at all) __(1) extremely low __(2) very low __(2) low __(3)
moderate __(4) high ___(5) very high __(6) extremely high
___________________________________________________________________
6-When it comes to the behavior of healthy coping (involving the ability to deal with
life’s stressors in a positive manner, including seeking support, etc…) check the
following that most applies to you:
6-a:
_____I am not thinking of doing this behavior at all.
_____I am thinking about doing this behavior.
_____I am preparing to do this behavior.
_____I have been doing this behavior for less than six (6) months.
_____I have been doing this behavior for more than six (6) months
6-b-My confidence level for performing this behavior:
____0% confident
____20% confident
____60% confident
____80% confident

____40% confident
____100% confident

6-c-My level of motivation for actually doing this is
__(0) non-existent (none at all) __(1) extremely low __(2) very low __(2) low __(3)
moderate __(4) high ___(5) very high __(6) extremely high
___________________________________________________________________
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7-When it comes to the behavior of reducing risks (taking action to reduce the risk of
vision loss, heart disease, or an amputation, etc..) check the following that most applies to
you:
7-a:
_____I am not thinking of doing this behavior at all.
_____I am thinking about doing this behavior.
_____I am preparing to do this behavior.
_____I have been doing this behavior for less than six (6) months.
_____I have been doing this behavior for more than six (6) months
7-b-My confidence level for performing this behavior:
____0% confident
____20% confident
____60% confident
____80% confident

____40% confident
____100% confident

7-c-My level of motivation for actually doing this is
__(0) non-existent (none at all) __(1) extremely low __(2) very low __(2) low __(3)
moderate __(4) high ___(5) very high __(6) extremely high
----------------------------------------------------------------------------------------PART XIV: RECOMMEND AVATAR VIDEO TO OTHERS (RAVTO-3)
1. Would you recommend the video to other women of color living with Type 2 diabetes?
___No __Yes
2. Why would you recommend or not recommend the video?
3. What are the strengths and weaknesses of the video?
---------------------------------------------------------------------------------------------------------END OF SURVEY: THANK YOU AND SHARE WITH OTHERS!
We invite you to text message, tweet, and e-mail other adults living with Type 2 Diabetes
to: “Go to https://tinyurl.com/Women-Of-Color-T-2-Diabetes to take the Women of
Color Survey on Type 2 Diabetes Self-Care and rate a video for a chance to win a $300,
$200 or $100 Amazon gift card”

TO HAVE A CHANCE TO WIN A PRIZE! Click the link below:
<______________________________>
Thanks for completing the survey and clicking the FINAL link. You now have a 3 in 250
chance of winning a prize in our random drawing for a bar-coded gift certificate to
www.Amazon.com (e.g. either a $300 prize, $300 prize, or $100 prize.
----------------------END OF SURVEY----------------------

