
CHAPTER 6
Perspectives on Diabetes and 
Obesity from an Anthropologist 
in Behavioral Medicine
Lessons Learned from the “Diabetes Care 
in American Samoa” Project

Rochelle K. Rosen

���

From 2006 to 2012 I was a co-investigator on a translational research project that 
adapted an existing diabetes self-management intervention based in the United 
States and implemented it in American Samoa. I am an anthropologist trained 
in behavioral medicine, and during the project I developed a strong appreciation 
for how anthropological perspectives on human health behavior can contribute 
to behavioral health research. Th is chapter articulates some of the tensions I per-
ceive between my two disciplines. Anthropology and social science perspectives 
could, I argue, contribute more fully to behavioral medicine research generally. 
Furthermore, I will provide concrete suggestions as to how anthropology and 
social science can be crucial in shaping the eff ective development of models for 
health behavior change in collectivist or sociocentric cultural contexts.

“Diabetes Care in American Samoa”

“Diabetes Care in American Samoa” was an NIH-funded translational research 
grant testing the eff ectiveness of an intervention designed to help Samoan dia-
betes patients develop and maintain the self-management activities essential to 
living with this diffi  cult chronic disease.1 Results published elsewhere (DePue et 
al. 2013).

In this randomized controlled trial, participants received regular visits from a 
team of community health workers and a nurse case manager. Th e team coun-
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seled them about healthy diet and exercise behaviors and also helped them learn 
about diabetes, understand their medications, and make and keep related medi-
cal appointments (McGarvey 2009; DePue et al. 2010). Diabetes Care in Ameri-
can Samoa (DCAS) is an adaptation of Project Sugar 2, a successful diabetes 
intervention conducted with African-American patients in urban Baltimore, 
Maryland (Gary et al. 2004; Gary et al. 2005).

To translate that intervention for Samoans, the project fi rst conducted forma-
tive qualitative work, including focus groups with diabetes patients to hear about 
their experiences living with, and getting care for, their illness. We also conducted 
individual interviews with clinic staff  and providers about their experiences pro-
viding care to people with diabetes. As behavioral researchers are trained to do, 
we sought to identify the barriers and facilitators of diabetes care and identify ef-
fective local strategies for disease management with input from the local research 
staff  of four community health workers and one nurse case manager; we created 
intervention materials and adapted protocols.

Th is formative research and analysis also prompted us to incorporate appro-
priate collectivistic cultural components to the materials and trainings we gave to 
the staff . For example, we emphasized the role of family and encouraged the staff  
to enlist family support during intervention visits by inviting all family mem-
bers to participate in them. In addition we problem-solved with focus group 
participants about the dietary challenges they encountered at Samoan cultural 
occasions. We included quotes from the focus groups and interviews throughout 
the intervention materials; we sought to give those materials a local voice to make 
them appropriate and useful to participants (DePue et al. 2010).

Th e intervention focused on enabling staff  members to support diabetes self-
management in their patients. But since those formative focus groups and in-
terviews were conducted and initially analyzed in 2007–2008, I have begun to 
question whether self-management, a common component of behavioral inter-
ventions, is the most eff ective way to approach Samoan health behavior. Th e an-
thropology of the Samoas, and other Pacifi c Island communities, suggests that the 
cultural construction of health extends beyond individual well-being to balance 
in one’s social relationships (Capstick et al. 2009; Mishra et al. 2003; MacPher-
son and MacPherson 1990; Norris et al. 2009). Shared food consumption, along 
with informal and formal communal behaviors related to diverse domains—from 
religious congregations to village and extended family settings—are ways Ameri-
can Samoans create and maintain those relationships. Asking people to eat, move, 
and behave diff erently from others, even for health improvements, may put those 
relationships at risk.

Diabetes self-care requires intense individual-level behaviors and time man-
agement, which in turn may decrease available resources for culturally salient so-
ciocentric or communal relationships that are the cornerstone of health for many 
Pacifi c peoples. While the steps of self-care are necessary for individual health, 
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they may not be the most successful way to build an intervention in an environ-
ment where social health is as, or perhaps even more, important than physical 
health. Yet when I began to look for alternative models on which to build future 
interventions, I discovered a paucity of health behavior theories that allow re-
searchers to look beyond individual or self-care for intervention design.

Background: Samoa and Diabetes

American Samoa is a U.S. territory, population 67,242 (CIA 2011), located in 
the South Pacifi c about halfway between Hawaii and New Zealand. Th e indepen-
dent nation of Samoa is just to the west, and together they form an island chain 
populated by the same linguistic and ethnic group of native Pacifi c Islanders. 
American Samoa has been a U.S. territory since 1900. For much of this history 
the U.S. military maintained a signifi cant presence on the island. Governors were 
U.S. Navy or U.S.-government appointed until 1977. American Samoans are 
U.S. nationals, and the territory’s government derives a major portion of its an-
nual budget from U.S. Department of Interior Grant-in-Aid and other federal 
grants. It is designated a “medically underserved” and “health professional short-
age area” (HRSA 2010).

Before World War II, American Samoans worked primarily in subsistence 
farming and fi shing. Diabetes, hypertension, and other noncommunicable dis-
eases were rare. Th e increase in dietary intake and the reduction of physical activ-
ity that are hallmarks of the nutrition transition began after World War II and 
accelerated from 1970 to 2000 (Baker et al. 1986; McGarvey and Baker 1979; 
McGarvey et al. 1993; Galanis et al. 1999; Popkin and Gordon-Larsen 2004). As 
a result, noncommunicable disease risk factors and prevalence are rising in both 
adults and children (Keighley et al. 2006; Keighley et al. 2007; DiBello et al. 
2009a; DiBello et al. 2009b; WHO 2007).

Type 2 diabetes has reached epidemic proportions: in 1990 its prevalence in 
twenty-fi ve- to fi fty-four-year-old men was 13 percent; by 2002 it had increased 
to 17 percent. Among women of the same age, the prevalence doubled from 8 per-
cent in 1990 to 17 percent in 2002. Type 2 diabetes prevalence among all adults 
in 2002 was 22 percent in men and 18 percent in women (Keighley et al. 2007). 
More recent data are not available, but in 2007 the World Health Organization 
reported that 47 percent of the population had been told that they had diabetes 
in the twelve months before they were surveyed or had a fasting blood glucose ≥ 
110 mg/dl—which the report identifi es as one of the highest rates in the world 
(WHO 2007). For comparison, in 2011 the CDC identifi ed 11 percent of the 
U.S. (mainland) adult population as having diabetes (CDC 2011) (Th e CDC’s 
criteria for diagnosis in the United States is ≥ 126 mg/dl, pre-diabetes is consid-
ered 110–125 mg/dl.)
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Th e levels of overweight and obesity have likewise risen and are extremely 
high in the territory. Between 1976 and 2002 body mass index (BMI) levels and 
the prevalence of obesity increased signifi cantly among both men and women in 
American Samoa. In 1976–1978 McGarvey and colleagues found that 51 per-
cent of women were obese. In 2002 71 percent of American Samoan women were 
obese and another 19 percent were overweight, leaving fewer than 10 percent of 
American Samoan women within the range of normal BMI. Among American 
Samoan men the prevalence of obesity rose from 28 percent in 1976–1978 to 61 
percent in 2002 (Keighley et al. 2007; Keighley et al. 2006; McGarvey 1991).

In addition to the reductions in physical activity that come with a transition 
away from an agricultural economy, other factors are directly connected to these 
increases in obesity and its related diseases such as diabetes. Food choices have 
changed from a traditional plant and fi sh-based diet to one with a heavy reliance 
on highly processed imported foods, resulting in higher consumption of calories, 
protein, simple carbohydrates, cholesterol, sodium, and saturated fat (Galanis et 
al. 1999; DiBello et al. 2009b). Fast food consumption has also increased, and as 
of this writing the main American Samoan island of Tutuila has several fast food 
outlets, including two McDonald’s. In 2011 the local franchises began advertizing 
a Samoan Burger: a Big Mac sandwich to which a fried egg is added (SamoaNews 
2011). Although the fast-food franchises are a recent phenomenon, high-fat non-
Samoan foods have been part of the island’s diet since the early twentieth century, 
when tinned meats imported by U.S. servicemen became high-status items used 
in the reciprocal food exchanges that are essential to many cultural events (Gala-
nis et al. 1999; DiBello et al. 2009b).

Exercise levels have dropped as the shift away from agricultural and subsis-
tence labor eliminated a regular source of physical activity (Keighley et al. 2007; 
Keighley et al. 2006). Although epidemiological research is underway and may 
provide evidence for novel genetic infl uences, modernization, American culture, 
and other lifestyle changes in the last thirty to fi fty years have all contributed to 
the epidemic levels of obesity and diabetes (McGarvey and Baker 1979; McGar-
vey 1991, 1994, 2001; Keighley et al. 2007).

Samoan Concepts of Health, Body Image and the Individual

Previous body image studies among Samoan adults have indicated an accep-
tance of large body size. Traditionally as well as in the recent past, a larger body 
size was seen as beautiful and correlated with social prestige (Brewis et al. 1998; 
Drozdow-St. Christian 2002; Shore 1998). More recent data, however, has sug-
gested that this pattern is beginning to shift, perhaps infl uenced by the increase 
in obesity-related diseases. Brewis and colleagues have measured rates of obesity-
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related stigma in Samoa that are among the highest in the world (Brewis 2010 
Brewis et al. 2011).

A variety of signifi cant cultural barriers to healthy eating and health behavior 
change have been identifi ed in the ethnographic and intervention literature of 
Pacifi c cultures. Many of these barriers were also raised by participants in our 
qualitative research. Food features prominently in cultural events in American 
Samoa, including fa’alavelave, required cultural gatherings for such life-cycle 
events as funerals, marriages, investitures of new chiefs, and the consecration of 
a new building. High calorie consumption also occurs at to’ona’i, weekly family- 
and village-based Sunday meals. Food at these cultural events was traditionally 
distributed according to status, with those of high status served fi rst, making it 
particularly diffi  cult to decline off ered food (Braun et al. 2002). Fa’alavelave were 
identifi ed as a source of stress by our participants, as well as in other research 
(Elstad et al. 2008), because they take time and require monetary contributions, 
sometimes making less money available for purchasing healthy food or for medi-
cal appointment and prescription co-payments. Th e requirement to contribute 
money to them is absolute, for if a household fails to make the required contribu-
tion, “this is taken as a sign of their withdrawal from the family or village circle. 
Th e threat is actually an eviction order” (Tcherkézoff  2008).

Fa’alavelave and to’ona’i are also challenging from the perspective of health 
behavior change for diabetes patients. Some of our participants indicated that 
these events relied heavily on meat, including pigs and canned or tinned meat, 
both of which have a very high fat content. Many of the providers we interviewed 
suggested strategies for healthy eating at these events, including eating traditional 
items like banana, taro, or vegetables with smaller portions of meat, yet acknowl-
edged that this could be diffi  cult.

Deeper cultural concepts contribute to the challenge of changing food-
related health behavior. In adapting diabetes messages to the Pacifi c, Braun et 
al. observed that people had some diffi  culty eating in a manner diff erent from 
others. Th ere was also a belief that food is a gift that should not be refused and 
that feasting is an important part of the culture that cannot be altered (Braun et 
al. 2002). Shovic also identifi ed related cultural attitudes about food, including 
its especially important role at social functions. Family activities and ceremonies 
center on eating, often to an excess; large quantities of food provided by the host 
family signifi ed their prosperity, and guests are expected to eat lest they off end the 
hosts. Jessica Hardin’s work highlights many related and relevant concerns about 
body size and the Samoan cultural ideology in which eating together and sharing 
food creates and sustains social relationships. In particular, the eating of heavy 
Samoan foods is phenomenologically connected to key concepts in fa’asamoa (the 
Samoan cultural way of life) including fa’aaloalo and alofa (“respect” and “love”) 
(Hardin, this volume).
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Writing in 1994, Shovic observed a heavy reliance on imported food products, 
including canned meat, fruit in heavy syrup, processed foods, and foods with a 
high sugar content (Shovic 1994). Recent research shows that this reliance on 
processed and imported foods continues in the region. Deborah Gewertz and 
Frederick Errington document the presence of inexpensive, poor-quality, and 
very high fat cuts of meat like lamb fl aps and turkey tails, which are byprod-
ucts of industrial meat processing in New Zealand that are regularly imported to 
American Samoa and other Pacifi c cultures as a source of inexpensive, but high-
fat, protein (Gewertz and Errington 2011).

Th e idea that American Samoans consume large amounts of food was ex-
pressed often enough in our qualitative data that it evolved into a code, which I 
titled simply “Samoans eat a lot of food.” Over and over, clinicians and diabetes 
patient said some version of that phrase, so that it almost seemed to be part of 
their cultural identity; both an admitted problem, yet also a source of pride. Th e 
latter perhaps explains why a McDonald’s advertisement touts the Mega Burger 
with its “extra meat patties at no cost” (SamoaNews 2010): it’s a selling point to 
name a sandwich with added fat and protein as especially Samoan.

Other themes intermix with this notion of food consumption. One was that 
although previous generations may have also eaten heartily, they did not have di-
abetes—because they ate diff erently, moved more, or didn’t eat palagi (European/
white people) food. Th roughout our discussions of food behavior and choices, 
many of the diabetes patients also showed a clear understanding that some foods 
are unhealthy and that they knew that overconsumption is directly related to 
diabetes. For example:

Th e life of a Samoan, like I said, it’s all about food; yeah people just eat so 

much food. Th ere were no disease like this [in] those days, but now, we have 

this disease called diabetes. Since the doctors have researched, and from what I 

understand it is thought that food is another cause of this disease. But from our 

ancestor’s time, I don’t know about the other fathers that are here tonight, but 

the truth is there was no disease like … diabetes [in] those days. Life went on, 

but nowadays there are changes. Diabetes has become common, as well as high 

blood pressure. Th is is why food is so bad. …

Th e mix of identity, frustration, and pride about the consumption of large 
amounts of food in our qualitative data echoes what Drozdow-St. Christian 
wrote in his ethnography of health in (Western) Samoa:

Samoans are remarkable eaters. Th ey can consume monumental amounts of 

food every day. Th e food is heavy in starches, such as taro and rice, and also has 

a high fat content because so many dishes are prepared using beef tallow. At the 

same time, as a person matures into their 40s they are expected to do less and 
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less physical labour. Th e normative status which attaches to maturity means that 

middle-aged Samoans supervise manual labour, rather than participate directly 

in it. A combination of an increasingly sedentary lifestyle and a high fat, high 

carbohydrate diet, results in mid-life obesity in almost all Samoans (Drozdow-

St. Christian 2002).

Th is ethnographer described the Samoan body type as a large and imposing 
physical presence: “a combination of mass, strength and stillness” (Drozdow-St. 
Christian 2002) in which adult weight gain accompanies the increase in dig-
nity and status that occurs as Samoans age (Drozdow-St. Christian 2002; Shore 
1998). Like food consumption, attitudes about physical activity are also shaped 
by cultural values. Elders, who hold power in this status-based gerontocracy, tra-
ditionally did not have high activity levels: “Th e Samoan view of age accords 
the diminished physical powers of the elderly a kind of cultural respectability 
in terms of an ideology of power that valorized passivity and inactivity” (Shore 
1998). In this analysis, power comes, in part, from inactivity and from having the 
status to have other people move on your behalf. Th is concept, too, was articu-
lated in our qualitative data:

See we have a custom here, if you are married and have kids you stay home. 

You don’t walk. Period. And you may walk to church but they laugh at you they 

[say] ‘oh, that [is] for the kids’ [because] the kids are the ones that go play. If you 

are married and you are an adult you are not supposed to do those things. It is 

believed that you should stay at home. Th ey look at you in a very funny way, 

especially the older ones. Th ey say ‘what is this old man doing?’ But now they 

are realizing there is a lot of benefi ts and lot of older folks are walking. Before 

you [would] never see an older man or woman walk.

In these comments we see traditional concepts about food and exercise chang-
ing, perhaps brought about by the very high rates of obesity and noncommuni-
cable diseases like diabetes.

Examining Communalism and Collectivism

As challenging as all of these barriers to health behavior changes are, there is 
another element that I overlooked in the initial analysis of our data: little consid-
eration has been paid to how the communal nature of this Polynesian culture has 
driven health behavior management. Anthropologists eschew the application of 
such global terms as collectivistic and individualistic because they are overbroad 
and indistinct. I, as an anthropologist myself, fi nd it problematic—and even 
against the spirit of relativism—to apply broad generalizations to any particular 
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culture or group of people. Yet these global concepts are often used in behavioral 
medicine, and I recognize that to participate in global public health debate and 
eff ective intervention design, we need to fi nd language, as well as models and 
theories, that work in both arenas.

Within the Samoan belief system, health is communal. In this understand-
ing, social well-being is essential to physical well being (Pollack 1992). Health 
is developed by several factors: being spiritually healthy, morally healthy, and 
in balanced social and interpersonal relationships (Capstick et al. 2009; Mishra 
et al. 2003; MacPherson and MacPherson 1990; Norris et al. 2009; Sobralske 
2006; Hardin, this volume). When the cultural construction of health includes 
social relationships, individuals are not physically healthy if social relationships 
and requirements are not met fi rst, and one of the ways those relationships are 
maintained is by eating together in a culturally relevant way.

In collectivistic cultures such as Samoa, individual goals are subordinate to 
those of the collective (Triandis et al. 1988), whereas in individualistic societies 
people defi ne themselves according to how they are diff erent from others, seeing 
the self as a set of unique internal attributes. In collectivistic cultures the self is 
defi ned according to how people are similar to, and fi t in with, the larger group. 
Th e collectivistic self emphasizes status, social role, and relationships; belong-
ing and fi tting in; occupying one’s proper place; engaging in appropriate action; 
and being indirect in communication (Shore 1982; Poasa et al. 2000). Anthro-
pologists make a similar distinction between sociocentric and egocentric cultures 
(Geertz 1974) in which the Samoan self is clearly sociocentric (Mageo 1998). 
Th at self has been described as being relational, a part of an interconnected fam-
ily and community, and specifi cally a self that is not an isolated or independent 
individual (Capstick et al. 2009; Hardin, this volume; Norris et al. 2009; Pollack 
1992).

In behavioral and public health, we know little about how or why collectivism 
facilitates positive or negative health behaviors, yet some research suggests that 
being a member of collectivistic societies amidst modernization does in fact con-
fer both health and well-being advantages via social support (Hanna 1998; Janes 
1990a, 1990b). Th is raises the question of how we might harness the positive 
aspects of such social structures while managing negative infl uences on health 
behavior choices.

Th eory and the Self in Behavioral Medicine

Diabetes is a particularly salient illness for this challenge precisely because living 
with it is so complex. Patients need to take medication, lose weight, change their 
eating habits, increase their physical activity, and monitor blood glucose levels 
to prevent complications such as neuropathy, retinopathy, nephropathy, cardio-
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vascular disease, and amputations. Th ese lifestyle changes are particularly chal-
lenging when family and cultural norms diff er from the structured regimes that 
good diabetes control requires. In its early stages diabetes has few symptoms, so 
the complexity and burden of the recommended behavioral changes may actually 
seem worse than the disease or its complications (Wing et al. 2001). Our inter-
vention was specifi cally designed to teach participants the complex self-manage-
ment skills needed, and we know that understanding blood glucose changes, 
medication taking, and healthy food choices were challenging for many of our 
participants.

Diabetes Self-Management Education (DSME) seeks to support patients in 
acquiring the knowledge and skills to change unhealthy behaviors and to live with 
diabetes. DSME was introduced in the 1940s (Ford 1949; Osborne and Fisher 
2008) and has become a dominant treatment paradigm. While diabetes has in-
creased in disproportionately high rates in ethnic minority communities, DSME 
programs have been criticized for using a “one size fi ts all” approach developed 
for use with white populations (Osborne and Fisher 2008). Th e very behaviors 
that people with diabetes most need to change are those that are abundant in 
cultural meaning: eating, sharing food, moving, and attitudes about the body. 
Diabetes care programs need to address these cultural values, and some interven-
tions do so (Sarkisian et al. 2003). Yet many still follow the principles of DSME, 
in which the self is centric and which is therefore an individualistic paradigm.

Increasingly, researchers are calling for behavioral interventions that begin 
with an understanding of population-specifi c attitudes and barriers to self-
management behaviors and that are informed by health behavior change theory 
(Glazer et al. 2006; Osborne and Fisher 2008; Sarkisian et al. 2003). Behavior 
change theories and models identify methods for supporting healthy behaviors 
and amending unhealthy ones. Behavioral scientists have emphasized the impor-
tance of using health behavior change theories to design interventions because 
those that do are more eff ective (Painter et al. 2008; Rothman 2004). Yet these 
theories focus on how individual cognitions and perceptions aff ect health behav-
ior change. Interventions for collectivist cultures require theories that incorpo-
rate social and contextual factors. Tamasese and colleagues have observed: “Th e 
Samoan self … is a relational self. … [I]t cannot be assumed that developmental 
theories, therapeutic interventions and mental health service practices that have 
evolved in cultures with individual concepts of self, will necessarily be relevant 
for people from collective based cultures” (Tamasese et al. 2005). We attempted 
to address these concerns by including family members in diabetes teaching 
provided by our staff  to program participants. We also chose a model for the 
intervention that allowed us to include community perspectives in adaptation, 
implementation and evaluation.

In a recent systematic review of the use of theory in health behavior research, 
Painter and colleagues found that from 2000 to 2005, three-quarters of the ar-
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ticles using theory employed either individual- or interpersonal-level theories. 
Only one-quarter used community-based or multi-level theories such as the 
Socio-Ecological and Precede-Proceed models. Th e authors note that “the rela-
tive absence of applied community-level theory in the literature is surprising” 
(Painter et al. 2008). Our own study uses the Precede-Proceed model (DePue et 
al. 2010), and in a review article Kevin Cassel used the social-ecological model 
as a framework to understand obesogenic factors among Samoan populations 
(Cassel 2010).

Anthropology distinguishes between emic and etic approaches to culture, 
wherein the former seeks to understand categories of thought and behavior from 
within the cultural participants’ point of view and the latter from a scientifi c 
or external perspective, allowing understanding of social and cultural structures 
that an insider might not see (Barrett 1984). Th ese terms and perspectives are, 
however, not common in behavioral medicine. When, in behavioral medicine, 
interventions target barriers and facilitators to good health behavior or to health 
behavior change, those behaviors are being approached from what an anthropol-
ogist would term an etic perspective. Th us in Samoa, traditional attitudes about 
body size, inactivity in older adults, and frequent food-rich cultural events could 
be understood, as I initially saw them, as barriers to health and among the causes 
of obesity and its related diseases. But from an emic perspective these very same 
behaviors provide fulfi lling opportunities to create and maintain social relation-
ships in a culturally appropriate way—which in turn promotes well-being and 
health. Clearly we need both perspectives, and truly translational research cannot 
proceed without them. Anthropologists are particularly well placed to provide 
insights needed to balance cultural and evidence-based perspectives.

Anthropological Contributions to Culturally Salient Diabetes Care

In 2006 Mariana Leal Ferreira and Gretchen Chesley Lang edited a volume dedi-
cated to community responses to the high prevalence rates of diabetes in many 
indigenous peoples (Ferreira and Lang 2006). In that volume, Dennis Wiedman 
considers the specifi c contributions of medical anthropologists to diabetes research, 
noting they have been researching, publishing and giving conference presentations 
on diabetes since the 1970s, and that native communities in Canada, the United 
States, and the Pacifi c have received particular attention (Weidman 2006). An-
thropologists have argued that diabetes and other noncommunicable illnesses are 
diseases of civilization because of their strong association with modernization and 
the transition to processed food (c.f. Brewis 2010; Ferreira and Lang 2006; Mc-
Garvey and Baker 1979; McGarvey 1991, 2001; Weidman 2006).

Wiedman notes that because the breadth of the anthropological perspective 
incorporates everything from genetics to system-wide structures, it is well suited 
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to understanding how much the environment and culture contribute to human 
development. He suggests four specifi c areas to which anthropological contribu-
tions are particularly appropriate: (1) providing groups and leaders with relevant 
knowledge of environmental and cultural dynamics, (2) infl uencing healthy food 
choices within communities, (3) enhancing activity levels with exercise facilities 
and transportation system design, and (4) infl uencing health and food policies 
(Weidman 2006). In this chapter I have argued that there is another place where 
an anthropological perspective specifi cally, and a social science perspective more 
broadly, is particularly needed: the design and implementation of translational 
behavioral research and the development of theories in behavioral medicine that 
incorporate culture in a way that respects sociocentric dynamics around health.

Ways Forward: Anthropology and Cultural Models of Diabetes Care

Many anthropologists have identifi ed specifi c cultural models of diabetes. Rebecca 
Hagey and Linda Garro each worked in Canada with the Anishinaabe/Ojibway, 
Chippewa and Cree fi rst nations (Garro 1995; Hagey 1984, 1989). Th ey iden-
tifi ed diff erent cultural models of illness and native explanations essential for 
understanding diabetes, including that it is a form of sickness unknown prior 
to European contact, an observation that resonates with the comments of par-
ticipants in our project. Th eir work incorporated appropriate cultural metaphors 
and used relevant means of communication, including dancing, drumming and 
ceremonies, in diabetes intervention. Many other anthropologists have worked 
within specifi c communities and the health care setting to ensure the delivery of 
culturally appropriate medical care (Ferzacca 2000; Hunt et al. 1998; Hunt and 
Arar 2001). Th ey have documented the use of allopathic and traditional medi-
cine (Hunt et al. 2000) and the eff ects of stress and acculturation (Dressler et al. 
1996; Scheder 2006[1988]), they have identifi ed local understandings of care 
provision within the context of a demand-sharing economy (Dussart 2009), and 
they have infl uenced policy development and intervention design (Ritenbaugh 
et al. 2003).

Th ese anthropologically informed projects, along with our diabetes interven-
tion in American Samoa, illustrate how to eff ectively incorporate local or native 
perspectives and knowledge. But they have not yet fully infl uenced the theories of 
health behavior change and behavioral medicine, which continue to focus heav-
ily on individual self-care and individual behavior change rather than on culture, 
community, and environment. To be fair, there are such theories as the Social 
Ecological Model and the Precede-Proceed approach that focus on the individual 
in the culture and environment. But as I discovered in the Diabetes Care in 
American Samoa project, we need to go beyond these models to fully connect to 
collectivistic cultures (see Rosen et al, forthcoming).
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Recently there has been an encouraging increase in eff orts to include cul-
turally relevant perspectives into behavioral theory and interventions. In 2009 
the journal Health Education and Behavior published an entire special issue on 
behavioral theory and culture. Two perspectives may be particularly relevant for 
future research that incorporates culturally informed theory development and 
intervention design, especially among Polynesian populations: community-based 
participatory research (also called community engaged scholarship), and research 
that incorporates social network theory. Our own work has recently begun to in-
quire into the perspectives of participants, providers and staff  about self-manage-
ment support used in the diabetes care in American Samoa intervention. Th ese 
perspectives will increase the relevance of translational behavioral research.

Where health is communal, interventions predicated on individual self-care 
may fail to help. To view culturally informed behaviors as a barrier or facilitator 
of self-care misses the very point of those behaviors and the motivations that 
lead people to continue them. Until we can access those behaviors from the emic 
perspective of the people who engage in them, we cannot hope to alter them or 
fi nd culturally appropriate solutions to them. Anthropologists and other social 
scientists should address the absence of relevant, community-level, even com-
munity-specifi c, theories so we create behavioral interventions that are not just 
translated to new environments, but eff ectively created for them.

Notes

 1. Th is project was funded by NIDDK grant number 5 R18 DK075371-03. Stephen T. 

McGarvey, Ph.D., MPH, was the principle investigator. Co-investigators include Judith 

D. DePue, EdD, MPH, Rochelle K. Rosen, Ph.D., John Tuitele, MBBS, MS, and Michael 

G. Goldstein, MD.

References

Baker, P.T., J. M. Hanna, and T. S. Baker. 1986. Th e Changing Samoans: Behavior and Health 
in Transition. New York: Oxford University Press

Barrett, R. A. 1984. Culture and Conduct: An Excursion in Anthropology. Belmont, CA: Wad-

sworth Publishing Company.

Braun, K. L., R. L. Kuhaulua, H. M. Ichiho, and N. T. Aitaoto. 2002. “Listening to the Com-

munity: A First Step in Adapting Diabetes Today to the Pacifi c.” Pacifi c Health Dialogue 
9: 321–328.

Brewis, A. 2010. Obesity: Cultural and Biocultural Perspectives. New Brunswick: Rutgers Uni-

versity Press.

Brewis, A. A., S. T. McGarvey, J. Jones, and B. A. Swinburn. 1998. “Perceptions of Body Size 

in Pacifi c Islanders.” International Journal of Obesity 22, no. 2: 185–189.

Brewis, A. A., A. Wutich, A. Falletta-Cowden, and I. Rodrigues-Soto. 2011. “Body Norms and 

Fat Stigma in Global Perspective.” Current Anthropology 52, no. 2: 269–276.



Perspectives on Diabetes and Obesity 143

Capstick, S., P. Norris, F. Sopoaga, and W. Tobata. 2009. “Relationships between Health and 

Culture in Polynesia—A Review.” Social Science and Medicine 68: 1341–1348.

Cassel, K. D. 2010. “Using the Social-ecological Model as a Research and Intervention Frame-

work to Understand and Mitigate Obesogenic Factors in Samoan Populations.” Ethnicity 
and Health 15, no. 4: 397–416.

CDC. 2011. “National Diabetes Fact Sheet: National Estimates and General Information on 

Diabetes and Prediabetes in the United States.” U.S. Department of Health and Human 

Services, available at http://www.cdc.gov/diabetes/pubs/pdf/ndfs_2011.pdf.

CIA. 2011. “CIA World Factbook: American Samoa.” Available at https://www.cia.gov/

library/publications/the-world-factbook/geos/aq.html, accessed July 19, 2011.

DePue, J., R. K. Rosen, M. Batts-Turner, N. Bereolos, M. House, R. F. Held, O. Nu’usolia, J. 

Tuitele, M. G. Goldstein, and S. T. McGarvey. 2010. “Cultural Translation of Interven-

tions: Diabetes Care in American Samoa.” American Journal of Public Health 11: 2085–

2093.

DePue, J., S. Dunsiger, A. D. Seiden, J. Blume, R. K. Rosen, M. G. Goldsein, O. Nu’usolia, 

J. Tuitele, and S. T. McGarvey. 2013. “Nurse-Community Health Worker Team Improves 

Diabetes Care in American Samoa: Results of a Randomized Controlled Trial.” Diabetes 
Care 36: 1947–1953.

DiBello, J. R., A. Baylin, S. Viali, J. Tuitele, L. Bausserman, and S. T. McGarvey. 2009a. 

“Adiponectin and Type 2 Diabetes in Samoan Adults.” American Journal of Human Biology 
21: 389–391.

DiBello, J. R., S. T. McGarvey, P. Kraft, R. Goldberg, H. Campos, C. Quested, T. S. Lauloli, 

and A. Baylin. 2009b. “Dietary Patterns are Associated with Metabolic Syndrome in Adult 

Samoans.” Journal of Nutritional Epidemiology 139: 1922–1943.

Dressler, W. W., J. R. Bindon, and M. J. Gilliland. 1996. “Sociocultural and Behavioral Infl u-

ences on Health Status among the Mississippi Choctow.” Medical Anthropology 17, no. 2: 

165–180.

Drozdow-St. Christian, D. 2002. Elusive Fragments: Making Power, Propriety, and Health in 
Samoa. Durham, NC: Carolina Academic Press.

Dussart, F. 2009. “Diet, Diabetes and Relatedness in a Central Australian Aboriginal Settle-

ment: Some Qualitative Recommendations to Facilitate the Creation of Culturally Sensitive 

Health Promotion Initiatives.” Health Promotion Journal of Australia 20, no. 5: 202–

206.

Elstad, E., C. Tusiofo, R. K. Rosen, and S. T. McGarvey. 2008. “Living with Ma’i Suka: Indi-

vidual, Familial, Cultural, and Environmental Stress among Patients with Type 2 Diabetes 

Mellitus and Th eir Caregivers in American Samoa.” Preventing Chronic Disease 5, no. 3.

Ferreira, M. L., and G. C. Lang, eds. 2006. Indigenous Peoples and Diabetes. Carolina Academic 

Press Medical Anthropology Series, ed. P. J. Stewart and A. Strathern. Durham: Carolina 

Academic Press.

Ferzacca, S. 2000. “‘Actually, I Don’t Feel that Bad’: Managing Diabetes and the Clinical En-

counter.” Medical Anthropology Quarterly 14, no. 1: 28–50.

Ford, M. J. 1949. “Diabetic Patient Education.” Public Health Nursing 41: 527–530.

Galanis, D. J., S. T. McGarvey, C. Quested, B. Sio, and S. Afele-Fa’amuli. 1999. “Dietary 

Intake among Modernizing Samoans: Implications for Risk of Cardiovascular Disease.” 

Journal of the American Dietetics Association 99, 184–190.



144 Rochelle K. Rosen

Garro, L. C. 1995. “Individual or Societal Responsibility? Explanations of Diabetes in an An-

ishinaabe Ojibway Community.” Social Science and Medicine 40, no. 1: 37–46.

Gary, T. L., M. Batts-Turner, L. R. Bone, H. C. Yeh, N. Y. Wang, F. Hill-Briggs, D. M. Levine, 

N. R. Powe, M. N. Hill, C. Saudek, M. McGuire, and F. L. Brancati. 2004. “A Random-

ized Clinical Trial of the Eff ects of Nurse Case Manager and Community Health Worker 

Team Interventions in Urban African Americans with Type 2 Diabetes.” Controlled Clini-
cal Trials 25: 53–66.

Gary, T .L., F. Hill-Briggs, M. Batts-Turner, and F. L. Brancati. 2005. “Translational Research 

Principles of an Eff ectiveness Trial for Diabetes Care in an Urban African American Popu-

lation.” Diabetes Educator 31: 880–889.

Geertz, C. 1974. Th e Interpretation of Cultures. New York: Basic Books.

Gewertz, D., and F. Errington. 2011. Cheap Meat: Flap Food Nations in the Pacifi c Islands. 
Berkeley: University of California Press.

Glazer, R. H., J. Bajcat, N. R. Kennie, and K. Wilson. 2006. “A Systematic Review of Inter-

ventions to Improve Diabetes Care in Socially Disadvantaged Populations.” Diabetes Care 
29: 1675–1688.

Hagey, R. 1984. “Th e Phenomenon, the Explanations and the Responses: Metaphors Sur-

rounding Diabetes in Urban Canadian Indians.” Social Science and Medicine 18, no. 3: 

265–272.

———. 1989. “Th e Native Diabetes Program: Rhetorical Process and Praxis.” Medical Anthro-
pology 12, no. 1: 7–33.

Hanna, J. M. 1998. “Migration and Acculturation among Samoans: Some Sources of Stress 

and Support.” Social Science and Medicine 46, no. 10: 1325–1336.

HRSA. 2010. “Shortage Areas.” Health Research Services Administration.

Hunt, L., and N. H. Arar. 2001. “An Analytical Framework for Contrasting Patient and 

Provider Views of the Process of Chronic Diabetes Management.” Medical Anthropology 
Quarterly 15, no. 3: 347–367.

Hunt, L., N. H. Arar, and L. L. Akana. 2000. “Herbs, Prayer, and Insulin: Use of Medical and 

Alternative Treatments by a Group of Mexican American Diabetes Patients.” Journal of 
Family Practice 49, no. 3: 216–223.

Hunt, L., N. H. Arar, and A. C. Larma. 1998. “Contrasting Patient and Practitioner Perspec-

tives in Type 2 Diabetes Management.” Western Journal of Nursing Research 20, no. 6: 

657–682.

Janes, C. R. 1990a. Migration, Social Change and Health. Stanford: Stanford University Press.

———. 1990b. “Migration, Changing Gender Roles and Stress: Th e Samoan Case.” Medical 
Anthropology 12: 217–248.

Keighley, E. D., S. T. McGarvey, C. Quested, C. McCuddin, S. Viali, and U. A. Maga. 2007. 

“Nutrition and Health in Modernizing Samoans: Temporal Trends and Adaptive Perspec-

tives.” In Health Change in the Asia-Pacifi c Region: Biocultural and Epidemiological Ap-
proaches, eds. R. Ohtsuka and S. J. Ulijaszek. Cambridge: Cambridge University Press, 

147–191.

Keighley, E. D., S. T. McGarvey, P. Turituri, and S. Viali. 2006. “Farming and Adiposity in 

Samoan Adults.” American Journal of Human Biology 18: 12–121.

MacPherson, C., and L. MacPherson. 1990. Samoan Medical Belief and Practice. Auckland: 

Auckland University Press.



Perspectives on Diabetes and Obesity 145

Mageo, J. M. 1998. Th eorizing Self in Samoa: Emotions, Genders and Sexualities. Ann Arbor: 

University of Michigan Press.

McGarvey, S. T. 1991. “Obesity in Samoans and a Perspective on its Etiology in Polynesians.” 

American Journal of Clinical Nutrition 53: 1586S–1594S.

———. 1994. “Th e Th rifty Gene Concept and Adiposity Studies in Biological Anthropol-

ogy.” Journal of the Polynesian Society 103: 29–42.

———. 2001. “Cardiovascular Disease (CVD) Risk Factors in Samoa and American Samoa, 

1990–95.” Pacifi c Health Dialogue 8, no. 1: 157–162.

———. 2009 “Interdisciplinary Translation Research in Anthropology, Nutrition and Public 

Health.” Annual Review of Anthropology 38: 233–249.

McGarvey, S. T., and P. T. Baker. 1979. “Th e Eff ects of Modernization and Migration on Sa-

moan Blood Pressure.” Human Biology 51: 461–479.

McGarvey, S. T., P. D. Levinson, L. Bausserman, D. J. Galanis, and C. A. Hornick. 1993. 

“Population Change in Adult Obesity and Blood Lipids in American Samoa from 1976–

78 to 1990.” American Journal of Human Biology 5: 17–30.

Mishra, S. I., J. Hess, and P. H. Luce. 2003. “Predictors of Indigenous Healer Use among 

Samoans.” Alternative Th erapies 9, no. 6: 64–69.

Norris, P., F. Fa’alau, C. Va’ai, M. Churchward, and B. Arrol. 2009. “Navigating between 

Illness Paradigms: Treatment Seeking by Samoan People in Samoa and New Zealand.” 

Qualitative Health Research 19, no. 10: 1466–1475.

Osborne, C. Y., and J. Fisher. 2008. “Diabetes Education: Integrating Th eory, Cultural Con-

siderations, and Individually Tailored Content.” Clinical Diabetes 26, no. 4: 148–150.

Painter, J. E., C. P. C. Borba, M. Hynes, D. May, and K. Glanz. 2008. “Th e Use of Th eory 

in Health Behavior Research from 2000–2005: A Systematic Review.” Annals of Behavior 
Medicine 35, no. 3: 358–362.

Poasa, K. H., B. Mallinckrodt, and L. Suzuki. 2000. “Causal Attributions for Problematic 

Family Interactions: A Qualitative, Cultural Comparison of Western Samoa, American 

Samoa, and the United States.” Counseling Psychologist 28, no. 1: 32–60.

Pollack, N. 1992. Th ese Roots Remain: Food Habits in Islands of the Central and Eastern Pacifi c 
since Western Contact. Laie: Th e Institute for Polynesian Studies.

Popkin, B. M., and P. Gordon-Larsen. 2004. “Th e Nutrition Transition: Worldwide Obesity 

Dynamics and Th eir Determinants.” International Journal of Obesity 28, Suppl 3: S2–9.

Ritenbaugh, C., T. I. Teufel-Shone, M. G. Aickin, J. R. Joe, S. Poirier, C. Dillingham, D. 

Johnson, S. Henning, S. M. Cole, and D. Cockerham. 2003. “A Lifestyle Intervention 

Improves Plasma Insulin Levels among Native American High School Youth.” Preventative 
Medicine 36, no. 3: 309–319.

Rothman, A. J. 2004. “‘Is Th ere Nothing More Practical than a Good Th eory?’ Why Innova-

tions and Advances in Health Behavior Change Will Arise if Interventions Are Used to 

Test and Refi ne Th eory.” International Journal of Behavioral Nutrition and Physical Activity 
1, no. 11: 11.

SamoaNews. 2010. Samoa News, 15 November, 9.

———. 2011. Samoa News, 23 March, 8.

Sarkisian, C. A., A. F. Brown, K. C. Norris, R. L. Wintz, and C. M. Mangione. 2003. “A Sys-

tematic Review of Diabetes Self-care Interventions for Older, African-American or Latino 

Adults.” Diabetes Educator 29, no. 3: 467–479.



146 Rochelle K. Rosen

Scheder, Jo. 2006 [1988]. “A Sickly-sweet Harvest: Farmworker Diabetes and Social Inequal-

ity.” In Indigenous Peoples and Diabetes: Community Empowerment and Wellness, M. L. 

Ferreira and G. C. Lang. Durham, NC: Carolina Academic Press.

Shore, B. 1982. Sala'ilua: A Samoan Mystery. New York: Columbia University Press, 1982.

———. 1998. “Th e Coming of Aging in Samoa.” In Welcome to Middle Age, ed. R. Shweder. 

Chicago: University of Chicago Press, 101–137.

Shovic, A. C. 1994. “Development of a Samoan Nutrition Exchange List Using Culturally Ac-

cepted Foods.” Journal of the American Dietetics Association 94, no. 5: 541–543.

Sobralske, M. 2006. “Olakino Maika’i: Health Care in Pacifi c Island Culture.” Journal of the 
American Academy of Nurse Practitioners 18: 81–82.

Tamasese, K., C. Peteru, C. Waldegrave, and A. Bush. 2005. “Ole Taeao Afua, the New Morn-

ing: A Qualitative Investigation into Samoan Perspectives on Mental Health and Culturally 

Appropriate Services.” Australian and New Zealand Journal of Psychiatry 39: 300–309.

Tcherkézoff , S. 2008. ‘First Contacts’ in Polynesia: Th e Samoan Case (1722-1848) Western Mis-
understandings about Sexuality and Divinity. Canberra: Australian National University 

Press.

Triandis, H. C., H. Bontempo, M. J. Villareal, M. Asai, and N. Lucca. 1988. “Individualism 

and Collectivism: Cross-cultural Perspectives on Self-ingroup Relationships.” Journal of 
Personality and Social Psychology 54, no. 2: 323–338.

Weidman, D. 2006. “Striving for Healthy Lifestyles: Contributions of Anthropologists to the 

Challenge of Diabetes in Indigenous Communities.” In Indigenous Peoples and Diabetes: 
Community Empowerment and Wellness, ed. M. L. Ferreira and G. C. Lang. Durham, NC: 

Carolina Academic Press, 511–534.

WHO (World Health Organization). 2007. American Samoa NCD Risk Factors STEPS Report. 
World Health Organization and American Samoa Government.

Wing, R. R., M. G. Goldstein, K. J. Acton, L. L. Birch, J. M. Jakicic, J. F. Sallis, D. Smith-

West, R. W. Jeff ery, and R. S. Surwit. 2001. “Behavioral Science Research in Diabetes: 

Lifestyle Changes Related to Obesity, Eating Behavior, and Physical Activity.” Diabetes 
Care 24, no. 1: 117–123.

Acknowledgments

I extend a hearty thanks to my co-investigators on the Diabetes Care in Samoa Project, espe-

cially to PI Stephen McGarvey and to Judy DePue, as well as to Michael G. Goldstein, Kelley 

Smith, John Tuitele, and Nicole Bereolos. I am grateful to our staff  and CHWs in American 

Samoa as well as the participants in the project, who so graciously shared their experiences and 

rich cultural knowledge. Special thanks to Megan McCullough and Jessica Hardin for their 

leadership in organizing the session on obesity at the American Anthropological Association, 

and for their thoughtful editorship of this volume.




