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the U.S. for a minimum of 1 year, and
self-identified as Chinese American (born
in the U.S. or Asia) or African American
(born in the U.S.).
Screening identified 412 eligible Chinese-American patients, and 194 agreed
to participate (47%). This modest acceptance rate is consistent with past reports
on the many challenges of obtaining a
high response rate among Asian Americans (11). Screening identified 300 eligible African-American patients, and 205
agreed to participate (68%). Complete
data were available for 159 African Americans and 158 Chinese Americans.
The Diabetes Management Scale
(DMS) in landscape format asks respondents, on the left side of each page, how
they were advised by their health care
professional to manage their diabetes, followed by a comparable question, on the
right side of the same page, about what
they actually do to manage their diabetes.
Questions included: “were you advised to
check and to write down your blood glucose regularly,” “does your health professional measure your HbA1c regularly,”
“do you record the result of your most
recent HbA1c test,” and “were you advised
to wear a medical alert bracelet, check
your feet, lose weight, take medications,
and exercise (yes, no, or don’t remember)?” Assessment of diet included advice

atients from diverse communities
with diabetes have poorer glycemic
control (1) and more complications
(2) than other patients with diabetes. Ethnicity alone, however, is insufficient to account for these differences because
considerable within-group variation also
occurs (3). To gain a better understanding
of factors that contribute to this variation,
we asked African-American and ChineseAmerican patients with type 2 diabetes
what they had been advised to do to manage their disease by their diabetes practitioners and linked their responses to their
reports of actual behavior. We also investigated what factors accounted for differences in reported advice received among
members of each community. Understanding these issues highlights deficits in
informational exchange for these populations and identifies characteristics of minority patients that place them at risk of
not obtaining specific kinds of diseasemanagement information.
RESEARCH DESIGN AND
METHODS — As part of a larger study
(3,4), patients who met the following inclusion criteria were identified from 10
community health care settings: a diagnosis of type 2 diabetes for at least 1 year, age
between 25 and 70 years, no evidence of
major diabetes complications, living in
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to follow a meal plan, limit saturated fat,
eat high-fiber foods, and limit calories.
Parallel items about completing each disease-management area behavior regularly
followed each question about advice. The
DMS was translated into Chinese, and
Chinese-American patients chose either
the Chinese or English versions.
RESULTS — Compared with African
Americans, the Chinese-American sample
contained significantly more men, was
older, was less educated, and had lower
HbA1c and BMI values. No significant differences occurred for income or years
since diagnosis. Approximately 20% of
Chinese Americans completed the DMS
in English.
There was considerable similarity in
the profiles of reported advice received
across groups. The mean percentage of
patients who reported receiving advice
was 73.3% for African Americans and
54.2% for Chinese Americans. Most advice was reported for testing blood glucose, undertaking regular exercise, and
taking medications, and the least advice
was for wearing a medical alert bracelet
and limiting calories. No differences occurred by patient sex.
Using multivariate analysis, higher
income, longer time since diagnosis, and,
for Chinese Americans, speaking English
were linked to receiving more advice;
high BMI was linked to receiving more
advice about monitoring HbA1c, diet, and
calories; and high HbA1c was linked to
more advice about monitoring HbA1c, reducing saturated fat, and increasing medication use.
When Chinese Americans were asked
to record their most recent HbA1c, 13.8%
(n ⫽ 20) responded with a score in the
appropriate range, 15.2% (n ⫽ 24) responded with a score reflective of blood
glucose, and 65.0% (n ⫽ 114) reported
that they did not know. Similar scores for
African Americans were 16% (n ⫽ 23),
10.1% (n ⫽ 16), and 75% (n ⫽ 120),
respectively. Of those patients who reported an HbA1c in the appropriate range,
the mean difference, disregarding the di2249
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rection of the difference, from their actual
HbA1c was 0.54 ⫾ 0.49% (⫾SD) for Chinese Americans and 0.56 ⫾ 0.54% for
African Americans. Among African Americans, low BMI, low HbA1c, and high income were all linked to knowing their
HbA1c level. Among Chinese Americans,
high income and speaking English were
linked to knowing their HbA1c level.
Reports of following advice were
available for 9 of the 12 disease-management areas. The average percentage of
patients who reported performing a behavior when given advice to do so was
69.84% for Chinese Americans and
63.88% for African Americans compared
with performing a behavior when no
advice to do so was given (15.84 and
24.05%, respectively). Advice had the
biggest effect on checking and recording
blood glucose, checking feet, and eating
high-fiber foods for Chinese Americans
and on checking blood glucose, wearing a
medical alert bracelet, eating food low in
saturated fat and high in fiber for African
Americans. For both ethnic groups, advice had the least effect on monitoring
HbA1c, following a dietary plan, and
curbing calories.
CONCLUSIONS — Defining compliance and adherence remains a complex
problem (5). It is difficult empirically to
distinguish among what a patient was actually told or agreed to, what a patient
understood initially, what a patient remembered over time, and how the information was interpreted and applied by
the patient in the real world. What a patient remembers and understands at any
point in time, however, is the practical
point of reference for intervention because it is this information, regardless of
what was originally communicated by the
practitioner, that the patient is most likely
to act upon. It is not clear if patients actually received more advice than they report now. If they did, the information was
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not retained, and ongoing follow-up is
needed to reinforce disease-management
programs introduced earlier.
Patient characteristics that most distinguish between those receiving and not
receiving advice fall within two broad categories. Patients with higher incomes,
which may be linked to greater access to
care, report receiving more advice than
patients with lower incomes. In addition,
advice received is related to specific aspects of the patient’s disease presentation.
Understandably, particular patient problems elicit specific advice that addresses
these problems.
The low level of HbA1c awareness is
striking and is far lower than that in community-based reports of awareness of
cholesterol levels (49% [6]) and hypertension (54% [7]). Other studies of HbA1c
awareness show similarly low percentages
(8,9). These findings suggest a need to enhance HbA1c awareness as a guide for
both behavioral and pharmacological intervention. Repeated patient assessment
about specific aspects of disease management and ongoing re-education and
behavioral intervention by bilingual, culturally competent practitioners are called
for.
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