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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 re-

cruited 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. (Am J Public

Health. 2012;102:486–490. doi:10.

2105/AJPH.2011.300381)

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 de-
signed to improve diabetes management among
Bangladeshi patients in New York City, home

to the largest Bangladeshi population in the
United States.

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 be-
liefs, behaviors, and barriers to and facilitators
of diabetes management. Individuals with di-
abetes or their family caregivers were recruited
through the ethnic media and street outreach
in areas with a large Bangladeshi population.
Additionally, Bangladeshi individuals repre-
senting 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 commu-
nity 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 indepen-
dently 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 conve-
nience 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 pro-
ficiency (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 $25000
(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 re-
ported various barriers to care. Among com-
munity 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 re-
spondents 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 commu-
nity respondents reported eating outside of
the home at least once per day, approximately
one third of participants in each group re-
ported never reading calorie labels to choose
more nutritious foods, and most of both
groups did not report consuming the recom-
mended 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 preven-
tion and control, further illuminating quantita-
tive survey findings on health behaviors and
diabetes management practices (for more de-
tailed results, see Table B, available as a sup-
plement 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 di-
abetes and high levels of knowledge about
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diabetes causes and consequences. Partici-
pants also expressed high compliance levels
with health care regimens, including medica-
tion adherence and visiting health care pro-
fessionals. 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 (partic-
ularly women with diabetes) expressed that
family members could be overzealous about
enforcing dietary restrictions, leading to conflict.
Many participants expressed a lack of motiva-
tion 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 pre-
vention cited among Bangladeshi people is the
concept of niyom (translated as following
a routine or living life by the rules). The con-
cept of niyom indicates that community mem-
bers 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 commu-
nity “walking groups” that provide social sup-
port 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, quali-
tative and quantitative findings fill an impor-
tant gap in the health disparities literature.
Findings indicate that despite the Bangladeshi
community’s limited English proficiency and
knowledge about diabetes management, facili-
tators can be leveraged to successfully reduce
diabetes disparities in this community.

Literature suggests that community health
workers play diverse roles in improving com-
munity 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 in-
vestigates multiple factors affecting health can
foster development of culturally appropriate
and effective community health worker inter-
ventions to improve diabetes management
among Asian Americans.
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Estimates of Smoking-
Related Property Costs
in California Multiunit
Housing
Michael K. Ong, MD, PhD, Allison L. Diamant,
MD, MSHS, Qiong Zhou, MA, Hye-Youn Park,
PhD, and Robert M. Kaplan, PhD

We systematically evaluated

smoking-related costs in multiunit

housing. From 2008 to 2009, we

surveyed California multiunit hous-

ing owners or managers on their

past-year smoking-related costs and

smoke-free policies. A total of 27.1%

of respondents had incurred smok-

ing-related costs (mean $4935), and

33.5% reported complete smoke-free

policies, which lowered the likeli-

hood of incurring smoking-related

costs. Implementing statewide com-

plete smoke-free policies may save

multiunit housing property owners

$18094254 annually. (Am J Public

Health. 2012;102:490–493. doi:10.2105/

AJPH.2011.300170)

Approximately 10.6 million Californians live
in multiunit housing (MUH),1 where units with
smoke-free policies can be affected by environ-
mental tobacco smoke morbidity and mortality
effects through shared air spaces and ventilation
or drifting from outside.2,3 Lack of information
on MUH smoking-related costs (e.g., cleaning,
replacement) may contribute to MUH owners’
and managers’ reluctance to implement smoke-
free policies.4,5 We surveyed California MUH
owners and managers to determine (1) the
smoking-related costs borne by MUH
owners, (2) the smoking-related costs pre-
vented in MUH as the result of smoke-free
policies, and (3) the economic benefits of all
MUH implementing complete smoke-free
policies.

METHODS

Between July 2008 and February 2009,
we conducted a computer-assisted telephone
interview survey among 343 California
Apartment Association (CAA) members who
owned or managed MUH, with an overall
response rate of 22.4% and an overall co-
operation rate of 40.5%.6 CAA members were
randomly selected and were sent presurvey
notification letters proportionate to sizes of the
20 regional CAA chapters and to the small and
large properties within each chapter (we defined
“large” as ‡16 units, which requires an on-site
property manager).

We used survey items and categories
adapted from the Property Owners and Man-
agers Survey7 to ask respondents to estimate
smoking-related costs beyond standard op-
erations that were incurred during the pre-
ceding 12 months for the entire property
with the most recently vacated unit. Cate-
gories included cleaning, repairs and main-
tenance, painting and decorating, trash col-
lection, fire damage, property insurance, fire
insurance, other insurance, legal costs, ad-
ministrative costs, and other operating costs.
We asked respondents whether the property
had a complete smoke-free policy, which was
defined as no smoking permitted anywhere
on the property, including both in private
units and in public (common) places. We then
asked those who responded “no” whether
any buildings, public places, or units on the
property were smoke-free. If yes, we

designated the property as having a partial
smoke-free policy. If all responses were neg-
ative, we designated the property as having no
smoke-free policy. Other domains of the sur-
vey included property, building, and unit
characteristics and personal characteristics
and beliefs of the respondent. Poststratifica-
tion weights for the final sample reflected the
overall statewide CAA member sampling
frame.

We used Stata version 10.0 (StataCorp LP,
College Station, TX) to perform all statistical
analyses, using 2-tailed significance levels. We
analyzed a zero-inflated negative binomial
model8,9 of property smoking-related costs pre-
dicted by

1. smoke-free policy status,
2. the number of units,
3. an on-site owner or manager,
4. rent regulation,
5. shared ventilation,
6. shared furnaces, and
7. respondent smoking status.

We used recycled predictions10 to estimate
the base case and smoke-free scenarios for
all California MUH by multiplying the
predicted prevalence and amount of smok-
ing-related costs with the total units in
structures with ‡2 units in California from
the American Community Survey from
2005 to 2007.1

RESULTS

One third of properties had a complete
smoke-free policy, but nearly half had no
smoke-free policy. Small properties had
more than a threefold higher rate of having
a complete smoke-free policy compared
with large properties (Table 1). More than
one quarter of properties (27.1%) experi-
enced smoking-related costs; large proper-
ties had nearly a threefold higher rate of
smoking-related costs compared with small
properties.

Among all properties experiencing smoking-
related costs (Table 2), the mean cost was
$4935. Even after accounting for withheld
deposits, the mean cost was $4252. The mean
per unit cost was $282, with small properties
having higher per unit costs than large
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