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Abstract
We have reported results from the formative stage of a community health worker intervention
designed to improve diabetes management among Bangladeshi patients in New York City.
Trained community health workers conducted focus groups (n=47) and surveys (n=169) with
Bangladeshi individuals recruited from community locations. Results indicated that participants
faced numerous barriers to care, had high rates of limited English proficiency, and had low levels
of knowledge about diabetes. Most participants expressed interest in participating in a community
health worker intervention.

The Bangladeshi population is the fastest growing Asian American subgroup in the United
States.1 Despite high diabetes rates among Bangladeshi individuals in their home country,
England, and Canada,2–4 the literature on diabetes prevalence, prevention, and management
for US Bangladeshi individuals is scant. We report results from the formative stage of a
community health worker intervention designed to improve diabetes management among
Bangladeshi patients in New York City, home to the largest Bangladeshi population in the
United States.
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METHODS
Community health workers trained in focus group moderation and survey administration
conducted 6 focus groups with 47 Bangladeshi women and men living in New York City to
gain an in-depth understanding of health beliefs, behaviors, and barriers to and facilitators of
diabetes management. Individuals with diabetes or their family caregivers were recruited
through the ethnic media and street outreach in areas with a large Bangladeshi population.
Additionally, Bangladeshi individuals representing a cross section of the population were
purposively recruited through community events and completed a 72-item survey to
determine diabetes prevalence; health care access barriers, behaviors, and practices; and
diabetes knowledge (n=169). The survey was administered in person in Bengali by
community health workers, and all measures were self-reported by respondents. Survey
measures with strong reliability and validity in minority and South Asian populations were
adapted from various sources.5–10

Focus groups were gender segregated (3 male, 3 female), conducted in Bengali, and
audiotaped. Audiotapes were transcribed into Bengali and translated into English by a
trained translator and reviewed independently by 2 study team members for accuracy. Focus
group participants also completed the survey questionnaire.

We used ATLAS.ti (ATLAS.ti Scientific Software Development GmbH, Chicago, IL) in an
iterative process to conduct focus group analysis.11 We analyzed survey data with SPSS,
Version 17 (SPSS Inc, Chicago). Because we used convenience sampling strategies, survey
data were not weighted. Because most survey respondents were individuals with diabetes,
survey findings from focus group participants and community sample participants were
compared to determine significant differences between the groups.

RESULTS
Descriptive findings (Table A, available as a supplement to the online version of this article
at http://www.ajph.org) indicate that focus group and community respondents reported high
rates of limited English proficiency (speaking English less than fluently or very well) (92%
vs 63%; P < .05). More focus group participants had been in the United States 10 years or
longer (64% vs 53%), and more community respondents had an annual income of less than
$25 000 (36% vs 30%) and had completed some college or more (72% vs 47%; P < .05).
More focus group participants expressed fair or poor health (67% vs 32%; P < .05) and
reported various barriers to care. Among community respondents, 26% reported having
diabetes. Eighty-seven percent of the diabetic focus group participants and 95% of the
diabetic community respondents did not know the meaning of hemoglobin (Hb) A1c (an
important indicator of diabetes control). Twenty-three percent of the focus group
participants and 12% of the community respondents reported uncontrolled HbA1c levels, but
the majority in both groups were not able to report their HbA1c (57% and 53%,
respectively). Most diabetic respondents in both groups reported using medications to
manage their diabetes. One quarter of focus group participants and one third of community
respondents reported eating outside of the home at least once per day, approximately one
third of participants in each group reported never reading calorie labels to choose more
nutritious foods, and most of both groups did not report consuming the recommended
servings of fruits and vegetables per day. More community respondents reported getting no
structured physical activity (75% vs 58%; P < .05). Both groups reported high willingness to
participate in community health worker programs.

Table 1 shows qualitative findings regarding facilitators of and barriers to diabetes
prevention and control, further illuminating quantitative survey findings on health behaviors
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and diabetes management practices (for more detailed results, see Table B, available as a
supplement to the online version of this article at http://www.ajph.org).

Psychosocial and Behavioral Factors
Facilitators of diabetes prevention and control included low stigma attached to diabetes and
high levels of knowledge about diabetes causes and consequences. Participants also
expressed high compliance levels with health care regimens, including medication
adherence and visiting health care professionals. Both caregivers and patients with diabetes
themselves emphasized that having a person with diabetes in the household often spurred
positive family-level changes in household diet.

Regarding barriers, some participants (particularly women with diabetes) expressed that
family members could be overzealous about enforcing dietary restrictions, leading to
conflict. Many participants expressed a lack of motivation to engage in healthful behaviors
such as physical activity or healthful eating. Finally, among patients with diabetes, few
participants could articulate the meaning of HbA1c.

Cultural Barriers and Facilitators
A unique cultural facilitator of diabetes prevention cited among Bangladeshi people is the
concept of niyom (translated as following a routine or living life by the rules). The concept
of niyom indicates that community members have a cultural commitment to engaging in
positive healthy behaviors if properly educated about their value. Other facilitators included
issues related to food, complementary and alternative medicine, and religious activity. For
example, participants noted that traditional Bengali foods promote health and are thought to
have curative properties. Religious activity (e.g., prostrating during prayers 5 times a day as
part of the Muslim tradition) was noted as a form of physical activity. One cultural barrier is
the preparation and overconsumption of high-fat, traditionally “party foods” (such as
biryani, a rice dish prepared with goat meat) served at social gatherings.

Structural, Environmental, and Community-Level Barriers and Facilitators
Examples of facilitators included community “walking groups” that provide social support
and physical activity. Many participants commented on the role of Bangladeshi media as an
important source of information.

Participants reported barriers to accessing health care providers, including language and
communication, and navigating the health care system. Participants explained that unhealthy
foods, including items from Bengali restaurants and high-fat red meats (such as beef), were
too readily available in the United States and that they generally lacked time to cook healthy
foods. Finally, participants expressed occupational barriers (e.g., low-wage, sedentary jobs)
to diabetes control and management.

DISCUSSION
This study represents the first attempt to document diabetes prevalence and related
prevention and management strategies among the New York City Bangladeshi population.
Although study findings are not generalizable to the overall Bangladeshi population,
qualitative and quantitative findings fill an important gap in the health disparities literature.
Findings indicate that despite the Bangladeshi community’s limited English proficiency and
knowledge about diabetes management, facilitators can be leveraged to successfully reduce
diabetes disparities in this community.
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Literature suggests that community health workers play diverse roles in improving
community health.12,13 Our findings indicate that community health workers can play
important roles in motivating participants to engage in positive behaviors, providing
culturally relevant health information, facilitating social support, and helping to navigate the
health care system for this population. Formative research that investigates multiple factors
affecting health can foster development of culturally appropriate and effective community
health worker interventions to improve diabetes management among Asian Americans.
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