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Culture Groups and Health Related Issues
In both high-income and upper-middle income countries, ethnic minority groups tend to have a higher prevalence of type-2 diabetes compared to the general population. In most cases, their access to quality health care is limited mostly because of hailing from lower socioeconomic backgrounds. In several cases, communication and cultural barriers exacerbate these problems within ethnic minority populations which further lead to diabetes-associated complications. These communication and cultural barriers often come into play when ethnic communities attempt to access diabetes associated health education, which prevents them from learning a considerable deal about understanding their condition, the required behavior change needed for a healthy lifestyle, and information about available services. It is therefore important to devise culturally sensitive health education programs that leverage the ethnic group’s cultural values to devise an effective program which is also cost-effective. In the paper, the prevalence of type-2 diabetes among the Native American (American-Indian) population is examined in terms of its broader social context, and cultural identities, in order to guide the formulation of an effective culturally sensitive health education program for their populations. 
Health problem in this group
	Type-2 diabetes has a high prevalence in Native American communities, to the extent that it has reached epidemic proportions. It is listed as one of the top five causes of mortality within their community, with nearly a 250% higher chance of death from diabetes compared to other races within the U.S. Moreover, they are twice likely to be diagnosed with type-2 diabetes than the white population (HHS, 2016). In addition, young adults and children within their communities have seen nearly a 160% increase in diagnosis between the age of 25 and 34 years, while a 77% increase was observed within Native American children of less than 15 years. Further data collected by federal agencies indicates that adolescents and late teenagers between 15 and 19 had nearly a 128% increase within the same time period, while young adults who are above 20 and less than 24 saw almost a 94% increase in diagnosis. (McLaughlin, 2010). The figures provide ample cause of concern for the population and require an understanding of the broad social and cultural contexts which contribute to the problem. 
Understanding the Broader Social Context Type-2 Diabetes among Native Americans
The diagnosis of chronic illnesses such as type-2 diabetes affects the individual physically, mentally as well as emotionally. Moreover, their capability to cope with the situation is also affected by how their family and community responds to it. Among Native Americans, beliefs and perceptions about diabetes can vary across tribes, and these individual differences determine why, how, and whether they will seek treatment. Moreover, social disadvantage leads to higher levels of chronic stress that lead to different biologic and psychological responses, resulting into anxiety, depression, decreased motivation, energy, and reduced self-esteem. In turn, these factors increase the risks of engaging in destructive choices and behaviors such as alcohol or substance abuse (Hill, Nielsen, & Fox, 2013). Furthermore, their systems also develop cultures, and therefore if some individual from a tribe or team is not able to absorb a certain lesion, the whole team is trained not to shame the person who was unable to keep up. Likewise, some people would do the opposite of government-sponsored programs just to spite it. American Indians, frequently engage in large feasts in which huge meals are taken as a tradition, leading them to ignore admonitions from government programs. Furthermore, their cultural and social understanding is also influenced by the historical impact of colonialism and its impact on their communities’ health.
How to leverage culture to empower the target group
Following other societies, Native Americans also look at the world from the lens of their own culture. Some perspectives are unique to their culture, for instance, their principle of inter-relatedness and wholeness with regards to all things in life. They are of the view that all thoughts and actions within the universe effect creation, therefore they too as individuals are living their lives within that system, not separate to each other. The principle of interrelatedness and wholeness, hence, applies to nearly all matters connected to these communities’ daily lives. Another connected belief to that is everything that exists has some form of life, which explains why they associate different thoughts and actions to certain diseases, especially those they are unable to treat through traditional medicine. When everything exists within an interconnected system, it gives the people a holistic and circular view of health in which various components and aspects of life act together to achieve a certain negative or positive outcome. These involve the physical, emotional, spiritual and the spiritual aspects of life which are governed by feelings, intellect and the spirit; each component being equally significant. Therefore there exists within their circles, a collective communal strength which demonstrates a harmonious interdependence with the environment. This identity and concept can be used to help them develop coping abilities with regards to diabetes and promote overall psychological well-being. 
Implications of cultural identity in determining intervention and point of entry
	American Indians traditionally hold a more holistic approach to healing, and thus even if a physician’s prescription cures the physical symptoms, an illness may not be completely cured. Therefore when using cultural identities to determine an intervention, the presence of taboos, folklore and tribal religions would also have to be taken into account. Due to this, traditional healers can serve as a valuable component in making a health program effective. Native Americans tend to associate diabetes as being caused by engaging in certain behavior, while some attribute it to Gods will. Sometimes these beliefs lead to no action or treatment being implemented. Other beliefs associated with diabetes is that it is either caused by the disobedience of tribal customs or caused by a spirit. Therefore, when devising an intervention, health care providers have to devise a program that leads to compliance and action, while taking into account the population’s tendency to ascribe traditional medicine to be more natural than ‘western’ medicine (Institute of Medicine, 2013). This alone proves to be challenging for health care providers since the beliefs of the patient themselves contribute to their inaction; therefore, it is very important to challenge some of these ideas while ensuring that the patients' values are respected. Secondly, those patients that believe in taking some form of action then turn to traditional medicine. The implication of that is that the latter has the potential to be used to generate compliance and action. Furthermore, the tendency to see these traditional medicines, that are often ineffective or work through placebo, also creates complications because western medicine is seen to be something ‘artificial' while the former, more natural. However, the tendency and drive to use natural healing methods can be a beneficial consideration when devising programs and interventions, either through instilling the belief that these interventions too are natural, or involve faith healers or traditional healers as part of the program. Therefore, a suitable point of entry is making use of traditional healers to inculcate healthy behaviors and practices while devising interventions that take these philosophies, ideas and cultural practices into account when encouraging behavioral change. 
Application of the Pen-3 model to developing a health education program
The Pen-3 model is a model that incorporates culture at the center of health promotion and disease prevention behaviors and interventions. The framework provides important guidelines in ensuring that the intervention is culturally sensitive and specific by organizing the components of a community’s culture into the planning process (Cowdery, Parker, & Thompson, 2010). Devising a health education program for Native Americans through the PEN-3 model requires an understanding of the domains associated with cultural empowerment, cultural identity, as well as expectations and relationship. The person (P) in the acronym PEN, involves using the neighborhood (N) and extended family (E), as part of the cultural identity domain. Similarly, the cultural empowerment domain is governed by the Existential (E), positive (P), and the Negative (N) aspects. The intervention point of entry is determined by the cultural identity, which may occur at the level of neighborhoods, extended family members and at the level of persons. Therefore community leaders, traditional healers, grandmothers or mothers are suitable points of entry for the health education program. The expectations domain govern attitudes and perceptions about diabetes-related health problems, along with an understanding of health care services and structural resources that promote health and well-being. The relationships domain governs the influence of kin and family in taking nurturing decisions that lead to effective management of diabetes. The cultural empowerment domain allows the identification of practices and beliefs that are positive or those that are existential and carry no harmful consequences, while also identifying any practices that prove to be barriers to health. Therefore those positive aspects are used, while the harmless aspects are acknowledged, and the harmful practices are tackled when devising the education program (Iwelunmor, Newsome, & Airhihenbuwa, 2013). 
The scope and implications of this health problem
To obtain an idea of the occurrence of diabetes among the Innate Americans, case registries at the Indian Health Service (IHS) facilities can be examined. The rates of occurrence of this disease vary across the tribes and are normally high than the overall US population. A study focused on the age-adjusted rate of detected diabetes among the population showed that the rate is 2.8 times the rate of all races of the U.S.  (Narayan, 1996). As higher general occurrence rate of diagnosed diabetes are seen, there are also indications of a rise in fear and anxiety among the populations. These intense emotions associated with the disease influence people’s decision of seeking treatment or it could lead them to resort to a refutation of the program, as a coping mechanism. It is natural for a chronic illness that these communities are unable to treat with traditional medicine as arousing fear and anxiety among the people, who are now increasingly aware of the disparity which exists between them and other communities when it comes to type-2 diabetes. Emotions such as dread, anxiety, or fear can be intense and may contribute towards either denial of treatment or turn towards faith healers for solace and comfort. A further fear is created when the patients are told of the intricate nature of self-care involved in managing their diabetes to prevent further complications (Carson, et al., 2015). Together, these Self-care and pharmacological requirements and misunderstandings related to these variables also tend to create complications. Therefore, early screenings and culturally appropriate interventions are needed which must be aimed at changing lifestyles in the form of proper diet, exercise and common habits (Black, 2002).
Conclusion
To conclude, creating compelling and culturally sensitive strategies for behavior change require an understanding of individual factors as well as cultural norms that govern the way people eat, grow, act, or generally live out their lives. The PEN-3 model can prove useful in implementing and developing health interventions and programs that are anchored in culture. Once, ways in which culture influence health behaviors in the Native American communities are identified and separated, it will suggest suitable points of entries and provide clues as to how positive values can be used to ingrain good practices among the target population.  
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