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Objectives. A community coalition compared the availability and cost of diabetes-
healthy foods in a racial/ethnic minority neighborhood in East Harlem, with those
in the adjacent, largely White and affluent Upper East Side in New York City.

Methods. We documented which of 173 East Harlem and 152 Upper East Side
grocery stores stocked 5 recommended foods.

Results. Overall, 18% of East Harlem stores stocked recommended foods, com-
pared with 58% of stores in the Upper East Side (P < .0001). Only 9% of East
Harlem bodegas (neighborhood stores ) carried all items (vs 48% of Upper East
Side bodegas), though East Harlem had more bodegas. East Harlem residents
were more likely than Upper East Side residents (50% vs 24%) to have stores on
their block that did not stock recommended foods and less likely (26% vs 30%)
to have stores on their block that stocked recommended foods.

Conclusions. A greater effort needs to be made to make available stores that carry
diabetes-healthy foods. (Am J Public Health. 2004;94:1549–1554)
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foods such as fruits, vegetables, and whole
grains. The American Diabetes Association
also recommends substitution of diet soft
drinks and “lite” breads to reduce carbohy-
drate and calorie intake while allowing pa-
tients to enjoy their preferred foods.12,13 The
availability of these and other recommended
foods in neighborhood food stores may influ-
ence the food choices of African American
and Latino adults with diabetes.14 Evidence
exists that foods recommended as part of a
healthy diabetic diet are in short supply in
low-income, non-White neighborhoods such
as East Harlem. In 2002, researchers found
more supermarkets overall in White, com-
pared with African American, neighborhoods
and a positive association between fruit and
vegetable intake and number of supermarkets
in African American neighborhoods.15,16 In
addition, the availability of low-fat milk is not
as prevalent in stores in non-White neighbor-
hoods in New York State.17,18

In 1998, a community-centered coalition
of health providers, community advocates,
and researchers formed the East Harlem Dia-
betes Center of Excellence to examine and
improve care for persons with diabetes living
in East Harlem.19 The coalition surveyed 939
adults who live in and receive care for dia-
betes in East Harlem. Results of the survey

showed that 40% of respondents did not fol-
low a diabetic diet because of financial con-
cerns. In addition to these findings, coalition
partners and community members repeatedly
stated that diabetes-healthy foods are less
available or more expensive in many East
Harlem groceries, especially in comparison
with neighboring nonminority communities.
The coalition therefore shifted its attention
from individual patients in clinical settings to
patients’ local food environments. Through
this new focus, coalition partners joined the
ranks of groups working to address community-
level risk factors for obesity and suboptimal
dietary practices and choices by linking sci-
ence and community action.20–23

To better understand the environmental
barriers people with diabetes face in attempt-
ing to consume a healthy diet, we conducted
a food availability survey. The purpose of this
survey was to document and compare the
availability and cost of foods recommended
for people with diabetes in East Harlem and
the adjacent, more affluent, and predomi-
nantly White Upper East Side neighborhood.
Although these 2 neighborhoods are adja-
cent, East Harlem is 6% White, whereas the
Upper East Side is 84% White. East Harlem
has one of the lowest median household in-
comes in New York City; the Upper East Side

At least 16 million Americans have diabetes,
and its prevalence is increasing, especially
among Latinos.1 African American and La-
tino adults are 1.3 to 1.9 times more likely to
have diabetes than are White adults.1–3

Among adults 40 to 74 years of age, 26% of
Puerto Ricans, 24% of Mexican Americans,
and 19% of African Americans have diabetes,
compared with 12% to 13% of Whites. In
New York City, Latinos 18 to 39 years of age
are 4 times more likely than Whites to have
diabetes, and African Americans in this age
group are 2 times more likely than Whites to
have diabetes.4 In the United States, Latinos
and African Americans also are less likely
than Whites to be in control of their blood
sugar levels; they have 2 to 4 times Whites’
rate of diabetes complications, such as renal
disease and blindness, and they have higher
diabetes-specific mortality rates.1–3,5–8

Diabetes may disproportionately affect resi-
dents of communities of color, such as East
Harlem in New York City. East Harlem’s pop-
ulation, which is 50% Latino and 40% Afri-
can American,9 faces both limited resources
and a disproportionate burden of chronic dis-
eases, including diabetes. In East Harlem,
nearly one third of adults and half of children
live in poverty, and residents have the highest
prevalence of obesity and the highest all-
cause death rate in New York City. The preva-
lence of diabetes in East Harlem is nearly
double that in New York City overall.4 Among
people with diabetes, mortality and hospital-
ization rates in East Harlem are nearly dou-
ble those of New York City as a whole.10 The
rate of hospitalizations for diabetes-related
amputations among persons aged 65 years
and older in East Harlem is nearly 5 times
the rate in New York City overall.11

Diet is an integral part of the treatment of
diabetes and maintenance of glycemic control.
The American Diabetes Association recom-
mends that people with diabetes consume a
diet low in fat and high in fiber-containing
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TABLE 1—Population Characteristics of East Harlem and the Upper East Side, New York
City, 1998

East Harlem (n = 121 0009) Upper East Side (n = 243 0009)

Race/ethnicity,9 %

White, Non-Hispanic 6 84

Black 40 2

Hispanic 50 6

Other 4 8

Median annual household income,9 $ 21 295 74 130

Persons in poverty,9 % 37 6

Adults with diabetes,4 % 15 2

Adults with obesity,4 % 31 7

No. of diabetes-related amputations 16 1

in adults ≥ 65 years per

10 000 population11

has the highest.9 East Harlem has the highest
prevalence of diabetes and obesity and the
highest diabetes hospitalization rate in New
York City; the Upper East Side has the lowest
percentages in all 3 categories (Table 1).4,10

METHODS

A nutrition subcommittee of the East
Harlem diabetes coalition, composed of local
dietitians, health professionals, and outreach
workers, selected appropriate foods to be in-
cluded in the survey. It also planned ways to
conduct the survey in stores that might be
wary of research and researchers. The sub-
committee selected items (1) commonly rec-
ommended by clinicians for people with dia-
betes; (2) relatively affordable and culturally
acceptable to Whites, African Americans,
and Latinos; and (3) quickly and accurately
identifiable on store shelves by surveyors
with limited specialized nutritional knowl-
edge. The items chosen were diet soda (1-L
or 2-L size); 1% fat or fat-free milk (1-quart,
half-gallon, or 1-gallon size); high-fiber
bread, low-carbohydrate bread, or both
high-fiber and low-carbohydrate bread (de-
fined as 2 g or more fiber, 10 g or less car-
bohydrate per slice, or both); fresh fruits;
and fresh green vegetables or tomatoes. The
subcommittee presented its recommenda-
tions to the entire diabetes coalition, which
ratified the survey after substantial discus-
sions. Because food quantities could be con-

founded by time of assessment in relation to
customer volume, delivery schedules, and
out-of view storage of overstocked items,
surveyors were instructed to document the
presence of 1 or more of each of the target
items rather than to assess the quantities of
food items. We did not evaluate the quality
of the fresh produce because we lacked a
valid assessment method. Surveyors were in-
structed to document only the presence of
“edible” fruits and vegetables and to exclude
any visibly rotten produce.

We used a database of stores (not restau-
rants) inspected and licensed to sell food by
the New York State Department of Agricul-
ture and Markets to identify food stores in
both neighborhoods. This database included
the addresses of stores and the number of
cash registers per store. We labeled stores
with 1 register as small stores or bodegas.
Stores with 2 to 4 registers were categorized
as medium-sized stores, and those with more
than 4 registers were considered large.

Dietetic interns and local outreach workers
volunteered to conduct the surveys. All sur-
veyors received 6 hours of training in con-
ducting the survey; to provide field training,
interns and volunteers were accompanied by
the senior surveyor to several ineligible stores
not included in the study. In pairs, surveyors
visited every store in the database, introduced
themselves to store managers, stated the pur-
pose of the survey, and provided a letter
about the study for the store’s records and a

shirt with diabetes messages designed by a
local artist for the store manager. Surveyors
independently documented the presence of
the foods of interest and the lowest price for
each category of food or beverage. They did
not collect prices on fruits or vegetables. If
prices were not available on or near the food
item, surveyors asked the store manager for
the price. The surveyors also verified that the
number of cash registers in each store was
consistent with information in the New York
State database. Surveyors compared observa-
tions with their partners, recorded discrepan-
cies, and resolved them together while at the
store. At the end of every day of surveying,
the project manager and a senior surveyor re-
viewed all data collected by the survey teams.
We used the data recorded before the dis-
crepancies were resolved to calculate inter-
rater reliability for all stores. We found relia-
bility to be excellent, with κ scores ranging
from 0.94 to 1.

DATA ANALYSIS

We defined as desirable those stores that
carried at least 1 item from each of the 5
food or beverage groups explained in the
Methods section. All other stores were de-
fined as undesirable. We used χ2 tests to as-
sess differences in the prevalence of desirable
and undesirable stores by neighborhood and
by store size. Mann–Whitney (Wilcoxon) non-
parametric, rank-sum tests were used to as-
sess differences in prices by neighborhood.

We used data from the 2000 census to map
each store to the US census block (the smallest
unit of tabulation for the census) on which it
was located.24 In these 2 neighborhoods under
study, a census block is roughly equivalent to
1 square city block. For blocks with lower pop-
ulation densities, 2 or more city blocks may
form a census block. We then obtained census
information on the total population living in
each census block and determined the percent-
age of the population in each neighborhood
living in census blocks that contained selected
combinations of desirable and undesirable
stores. Although we used a census of the total-
ity of stores and people in the 2 communities,
the P values and confidence intervals for all
percentages are identical to those we would
have obtained if we had drawn an equivalently
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TABLE 2—Availability of Stores and of Recommended Foods in Stores, by Neighborhood:
East Harlem and the Upper East Side, New York City, 1998

RR for Store
Availablity,
Upper East 

Upper East Side vs East 
East Harlem Side Harlem (95% CI)

Available stores

Total no. stores 173 151

Total no. stores per 100 000 population 143 62 0.4

No. small stores (1 cash register) (% of all stores) 151 (87) 98 (65) 0.7 (0.7, 0.9)

No. medium-sized stores (2–4 cash registers) (% of all stores) 11 (6) 28 (18) 3.0 (1.5, 6.1)

No. large stores ( > 4 cash registers) (% of all stores) 11 (6) 25 (17) 2.8 (1.4, 5.8)

Availability of recommended foods (% of all stores)

Low–carbohydrate or high–fiber bread 32 74 2.3 (1.7, 3.2)

Low- or nonfat milk 49 92 1.9 (1.6, 2.3)

Fresh fruit 74 90 1.2 (1.1, 1.4)

Fresh green vegetables 60 76 1.3 (1.1, 1.5)

Diet soda or club soda 86 88 1.0 (0.9, 1.1)

Desirable stores

Total no. desirablea stores (%) 31 (18) 88 (58) 3.2 (2.2, 4.6)

Total no. desirable stores per 100 000 population 26 36 1.4

No. desirable small stores (% of all small stores) 13 (9) 47 (48) 5.3 (3.1, 9.1)

No. desirable medium-sized stores (% of all medium stores) 7 (63) 18 (64) 1.0 (0.9, 1.2)

No. desirable large stores (% of all large stores) 11 (100) 23 (92) 0.9 (0.9, 1.0)

Note. CI = confidence interval; RR = relative risk.
aDesirable = stores that carry all 5 recommended food items.

sized sample from a larger population. All
analyses were conducted with SAS version 8e
(SAS Institute Inc, Cary, NC).

RESULTS

The New York State database listed 521
stores in East Harlem and the Upper East Side.
We excluded 37% of the stores (e.g., pawn-
shops, chocolate shops, butcher shops) because
they did not sell general food items. Six addi-
tional stores (1%) declined to participate in the
survey. Of the remaining 324 stores, 173 were
in East Harlem, and 151 were in the Upper
East Side (Table 2). Because the Upper East
Side is more populated, residents of this neigh-
borhood have fewer than half the number of
stores per 100000 residents than does East
Harlem (62 stores per 100000 Upper East
Side residents vs 143 per 100000 East
Harlem residents; relative risk [RR]=0.4). Sig-
nificantly fewer stores in the Upper East Side
were small bodegas with 1 cash register, com-

pared with the number of bodegas in East
Harlem (65% Upper East Side vs 87% East
Harlem; RR=0.7). More stores in the Upper
East Side than in East Harlem were midsized
(18% Upper East Side vs 6% East Harlem;
RR=3.0) or large (17% Upper East Side vs
6% East Harlem; RR=2.8) (Table 2).

Overall, Upper East Side stores were 3.2
times more likely than East Harlem stores to
be desirable and to stock all recommended
food items (58% Upper East Side vs 18%
East Harlem; RR=3.2). Although Upper East
Side residents had fewer stores overall, they
had relatively more desirable stores (36
stores per 100000 Upper East Side residents
vs 26 per 100000 East Harlem residents;
RR=1.4). Availability differed greatly by store
size. Upper East Side bodegas were more
than 5 times more likely than East Harlem
bodegas to be desirable and to carry all 5 rec-
ommended foods (48% vs 9%; RR=5.3)
(Table 2). In both neighborhoods, medium-
sized stores were more likely than small
stores to carry all recommended foods (64%
Upper East Side vs 63% East Harlem), and
all but 2 large stores carried all recom-
mended items. There were no food availabil-
ity disparities when medium-sized and large
stores in the Upper East Side were compared
with those in East Harlem. However, the 2
neighborhoods did differ in the availability of
specific food items. Upper East Side stores
were significantly more likely than East
Harlem stores to carry each item, with the ex-
ception of diet soda.

Table 3 shows that significantly more
Upper East Side residents than East Harlem
residents lived on a block with at least 1 de-
sirable store (30% vs 26%; RR=1.2). Many
more Upper East Side residents lived on a
block with only desirable stores than did East
Harlem residents (22% vs 9%; RR=2.5).
Furthermore, Upper East Side residents were
only half as likely as East Harlem residents to

TABLE 3—Percentage of Residents Living in a Census Block With a Store, by Store
Desirabilitya: East Harlem and the Upper East Side, New York City, 1998

RR for Store Availablity,
Percentage of Residents Upper East Side vs

Census Block Store Availability East Harlem Upper East Side East Harlem (95% CI)

At least 1 desirable store 26.0 30.2 1.2 (1.2, 1.2)

Only desirable stores 8.8 22.1 2.5 (2.5, 2.6)

At least 1 undesirable store 50.3 23.8 0.5 (0.5, 0.5)

Only undesirable stores 35.3 18.6 0.5 (0.5, 0.5)

More undesirable stores than desirable stores 42.2 18.9 0.5 (0.4, 0.5)

No stores 38.7 51.2 1.3 (1.3, 1.3)

Note. CI = confidence interval; RR = relative risk.
aDesirable = stores that carry all 5 recommended food items.
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TABLE 4—Lowest Price of Food Item in Each Store, by Neighborhood and Store Size: East
Harlem and the Upper East Side, New York City, 1998

Median Cost, $ (Interquartile Range)

Food Items East Harlem Upper East Side P

All stores

High-fiber bread (loaf) 1.79 (1.79, 1.79) 2.29 (1.79, 2.49) <.001

Low-fat milk (gallon) 2.89 (2.79, 2.89) 3.45 (3.04, 3.45) <.001

Diet soda (2 L) 1.39 (1.29, 1.50) 1.99 (1.39, 2.00) <.001

Bodegas only

High-fiber bread (loaf) 1.79 (1.79, 1.79) 2.39 (1.99, 2.49) <.001

Low-fat milk (gallon) 2.89 (2.79, 2.99) 2.99 (2.99, 2.99) .005

Diet soda (2 L) 1.49 (1.39, 1.59) 2.00 (1.79, 2.00) <.001

Large stores ( > 4 registers) only

High-fiber bread (loaf) 1.79 (1.79, 1.79) 1.79 (1.79, 1.89) .168

Low-fat milk (gallon) 2.79 (2.69, 2.79) 3.45 (3.39, 3.49) <.001

Diet soda (2 L) 0.99 (0.89, 0.99) 1.19 (1.15, 1.29) <.001

live on a block with at least 1 undesirable
store (24% vs 50%; RR=0.5) or with only
undesirable stores (19% vs 35%; RR=0.5).
Upper East Side residents also were more
likely to live on a block with no store at all
(51% vs 39%; RR=1.3)

The median prices of all food items were
significantly higher in Upper East Side stores
than in East Harlem stores (Table 4). These
overall differences persisted when prices were
compared between bodegas in both neighbor-
hoods, and between large stores, with the ex-
ception of high-fiber breads in large stores.
Furthermore, with the exception of milk in
Upper East Side stores and bread in East
Harlem stores, prices of recommended foods
were higher in small bodegas than in large
markets.

DISCUSSION

Community leaders and clinicians working
to prevent and control diabetes in racial/eth-
nic minority communities in which diabetes
and other chronic diseases take their great-
est toll must look beyond individual patients
in clinical settings and address environmen-
tal influences on community health. Our
data demonstrate environmental disparity in
the availability of healthier foods recom-
mended for diabetes between a poor, non-
White community and an affluent White
community divided by only 1 city street.

This disparity warrants further investigation
and action.

East Harlem has more than twice the num-
ber of food stores per capita as the Upper
East Side. However, only 18% of East
Harlem stores carried all 5 recommended
food items, compared with 58% of Upper
East Side stores. Medium-sized and large
stores in the 2 neighborhoods were equally
likely to carry recommended foods; dispari-
ties in food availability were most pro-
nounced in small stores or bodegas. East
Harlem had significantly more bodegas, and
East Harlem bodegas were substantially less
likely than Upper East Side bodegas to carry
all 5 food items. Although Morland et al.
found that the presence of small grocery
stores showed little association with diets re-
ported by African Americans,16 their study
might describe phenomena in areas where
the population is less concentrated (i.e.,
nonurban). Small stores are conveniently lo-
cated. A study of sociodemographic factors
and taste, nutrition, cost, and convenience of
dietary choices found that convenience was
most important to non-Whites and people
with lower incomes.25

In densely populated inner-city areas,
bodegas may not only be conveniently lo-
cated, but also may contribute to residents’
comfort level. Community leaders suggest
that in some neighborhoods, people shop in
bodegas because they are comfortable fre-

quenting a familiar place, and they may be
able to shop with informal credit that they or
a family member can pay back over time. It
is possible that persons affected by chronic
illnesses such as diabetes, those who have
difficulty walking even a few blocks, and
those who need to quickly pick up a few es-
sential items may choose to “go downstairs”
to a bodega for staples such as bread and
milk—healthier versions of which were less
commonly available in East Harlem stores.
Future researchers need to evaluate the con-
nection between small stores and food con-
sumption in inner-city neighborhoods and
the relative contributions of store supply and
consumer demand to the availability of
healthier foods. Community, policy, research,
and clinical leaders need to understand these
connections to improve the diets of inner-city
residents by taking into account the food en-
vironment.

Interesting differences between the neigh-
borhoods emerged when we compared per-
centages of residents living on a census block
that contains desirable or undesirable stores.
It is encouraging that East Harlem residents
can find desirable stores in their neighbor-
hood, especially if they seek out medium-
sized and larger stores. Although people in
the Upper East Side are only 20% more
likely than those in East Harlem to live on a
block with a desirable store, East Harlem resi-
dents have fewer stores at which they can
find the recommended foods. East Harlem
residents also are disproportionately exposed
to undesirable stores. Persons living in the
Upper East Side are twice as likely as East
Harlem residents to have only desirable food
stores on their blocks. East Harlem residents
are twice as likely to be limited to undesirable
food stores on their block. Persons shopping
for diabetes-healthy foods in East Harlem are
2 times more likely than their Upper East
Side neighbors to have more undesirable than
desirable stores to choose from on their
blocks. Therefore, East Harlem residents need
to take the following steps to procure dia-
betes-healthy foods: (a) become familiar with
which food items (such as low-fat milk) are
healthier, (b) recognize that many of their
neighborhood stores do not carry these foods
and forgo shopping at these undesirable
stores, (c) be aware that other stores may
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offer healthier food choices, and (d) shop at
these desirable stores instead.

Contrary to our expectations, food items
included in the survey were less costly in
East Harlem than in the Upper East Side.
However, because the median household in-
come in the Upper East Side is nearly 4
times that in East Harlem, residents of East
Harlem may still face significant financial
barriers when shopping for foods. An earlier
survey by the coalition found that 77% of
persons with diabetes in East Harlem had an
annual income of less than $20000. Many
of these persons did not follow a diabetic
diet because of concerns about money, and
this behavior was independently associated
with poorer health status.19

This study has several limitations. First, al-
though we chose 5 commonly recommended
food items that often are readily available in
stores, no standard diabetic diet exists. Sec-
ond, we did not measure the quantity, quality,
or placement of foods on store shelves, factors
that may have differed between the 2 commu-
nities. Third, we do not have data to associate
availability of food items with consumption of
those items, although others have demon-
strated such a correlation.16,17,26 Fourth, be-
cause some census blocks are larger than a ge-
ographic block, some of our estimates of store
locations in relation to population density may
encompass more than 1 neighborhood block.
Fifth, we measured the percentage of the pop-
ulation that lived on a census block with a de-
sirable or undesirable store. People who lived
across the street from such stores would have
similar access to foods but might not live on
the same census block as those stores.

The lower percentage of stores selling basic
low-fat, high-fiber, low-carbohydrate, and low-
calorie food items in East Harlem may explain
sociocultural disparities in diet and over-
weight found in other research.1–8 These find-
ings also point to one reason that African
Americans and Latinos may not be as suc-
cessful as the general population in following
the American Diabetes Association and other
dietary recommendations. In comparison with
food-sufficient, White, and more affluent per-
sons, adults from food-insufficient families,
African Americans, and the poor are more
likely to have diets higher in fat and lower in
fiber, fruits, and vegetables. 27–30 African

Americans and Latinos are more likely to be
obese compared with Whites,2 and women in
food-insecure households are more likely to
be obese than those in food-secure house-
holds, even after income and education are
controlled.31 African Americans with uncon-
trolled diabetes have higher intakes of calo-
ries and lower intakes of fiber compared with
their White counterparts.32 Consumers with
limited financial resources and insufficient ed-
ucation about nutritionally appropriate, af-
fordable, accessible foods may find it difficult
to maintain a healthy diet.

Our coalition used the principles of com-
munity-centered research to develop a collab-
orative project and to engage community resi-
dents in the research from its inception
through dissemination of its findings.33 Com-
munity coalition members recommended the
idea of this study, helped develop the survey
tool and methods, served as partners in data
collection, posed the key questions for data
analysis, and, on the basis of answers to these
questions, took specific actions. The coalition
first shared the data with local clinician and
community groups at multiple interactive
meetings to inform the groups about the local
food environment and to solicit concrete sug-
gestions for interventions. From these sugges-
tions, the coalition began to educate clinicians
about food availability through in-service
training at health care sites in East Harlem.
During these sessions, we suggested that clini-
cians ask patients whether they have had
any trouble finding or buying the foods the
clinicians recommend and that if patients ac-
knowledge such difficulties, clinicians en-
courage patients either to shop at larger su-
permarkets or to substitute other diabetes-
healthy foods that are more widely available.
Coalition members are collaborating with
community and business leaders to explore
ways to create more desirable stores and are
working with residents to increase the de-
mand for diabetes-healthy foods. The coali-
tion members planned and conducted focus
groups to better understand where people
shop for food and why. This information will
be used to develop patient-centered interven-
tions, including peer-led nutrition courses. We
also formed a local nutrition consortium of
clinicians, food-store owners and distributors,
emergency food workers (such as food pantry

leaders), and other local food and nutrition
stakeholders to discuss our findings and plan
strategies to increase the availability of dia-
betes-healthy foods.

Finally, we have disseminated information
locally and nationally to help other neighbor-
hood coalitions learn to collect data on food
availability and to organize demonstration
projects. Projects under way include providing
diabetes-healthy foods and nutrition advice at
street festivals, bringing farm-fresh produce to
bodegas, and teaching high school students to
recognize, map, and share information about
diabetes-healthy stores in their area with
peers and neighbors. Other communities may
want to form nutrition consortiums that can
spearhead interventions tailored to their local
circumstances. These interventions may in-
clude promoting public recognition of desir-
able stores and influencing distributors or
store owners to carry diabetes-healthy foods
in exchange for a commitment to direct con-
sumer traffic to those stores.

CONCLUSIONS

East Harlem does not have a shortage of
food markets, and some stores do carry dia-
betes-healthy foods in East Harlem. However,
the neighborhood has fewer large stores
(which generally have a greater variety of
foods) and fewer stores that carry recom-
mended food items. In addition, East Harlem
residents have many more undesirable stores
than do their affluent neighbors on the Upper
East Side. These disparities in healthy-food
availability may be a barrier to diabetes self-
management. We used the principles of com-
munity-based participatory research to gather
data local researchers, clinicians, and commu-
nity leaders use to educate their constituents
and to capitalize on local assets to devise
strategies that improve food availability. We
plan to evaluate whether differences in avail-
ability are attributable to supply or demand,
to determine how food availability correlates
with food consumption and diabetes control,
and to test interventions to improve food
availability and healthy eating. Because the
epidemics of diabetes and obesity dispropor-
tionately affect persons of color, addressing
environmental disparities in the availability of
diabetes-healthy foods may be an area in
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which clinicians and community leaders can
collaborate to improve neighborhood
health.
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