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Persons who differ from their health
care providers in terms of race, sex, or
socioeconomic status are likely to ask
themselves three major questions when
receiving diabetes care: Does this
health care provider have goodwill to-
ward me and have my best interests at
heart’? Does this provider have the pro-
fessiona) expertise to help resolve my
particular health care problems? Does
this health care professional understand
my life experiences and those of others
like rne’?’ Patients who perceive their
provider to be an advocate, as well as
competent and respectful, will view
that provider as credible. Such relation-
ships engender trust among people of
different cultures. Health care profes-
sionals will have to be skilled and dedi-
cated to cultivate such perceptions over
time.

For the purposes of this article, the
term ’culture’ refers to individuals and

groups with common origins, customs,
and styles of living .2 While culture

may not always play a crucial role in
the treatment of emergencies and acute
conditions, cultural dynamics shape
the process and outcomes of interven-
tions designed to promote self-care

behaviors .3 Culture is especially
relevant to the management of a

chronic disease such as diabetes be-
cause of the disease’s lifelong course
and constant focus on culturally-
embedded behaviors.

While certain health behaviors are
known to be important for diabetes

self-care, promoting such behaviors re-
quires understanding all behaviors in

relation to the cultural context in which

they occur, a concept defined as cul-
tural relatÏl’ity.2 Examining behavior in
its cultural context can help to explain
conditions that pose barriers to the
translation of scientific knowledge into
improved health care for persons with
diabetes from minority cultures. Identi-
fying barriers to health promotion may
help educators understand why recom-
mended health actions sometimes do
not occur. These barriers can be detined
as competing priorities (eg, issues of
survival versus long-term health), envi-
ronmental obstacles (eg, neighborhood
crime, lack of resources such as trans-

portation, child care, etc), and lack of
knowledge and skills. Furthermore, the
barriers to appropriate diabetes care are
not only relevant to persons with diabe-
tes, but also are relevant to health care

providers and their delivery systems.
For example, health care providers may

not examine a client’s feet at every visit
for several reasons: there are too many
other procedures to be done (compet-
ing priorities), there may not be enough
time or there is no water to wash hands
afterwards (environmental obstacles),
or they may not know they should per-
form this examination or how to exam-
ine feet properly (lack of knowledge
and skills). Identifying culturally spe-
cific obstacles to action on the part of
both members of the health care team is
a first step in intervention planning to
overcome culturally specific barriers to
diabetes care.

Diabetes educators can acquire the
skills in understanding, communicat-
ing, and intervening that will help them
mediate between the mainly Caucasian
middle-class health care system and
underserved populations with diabetes,
which can include certain racial and
ethnic groups, older adults, and eco-
nomically disadvantaged persons.
Awareness of the cultural history, tradi-
tions, and current norms of the un-
derserved populations can help in the
design and implementation of diabetes
education interventions. No cultural

group is homogenous, but by individu-
alizing diabetes education messages
for a particular client, effective educa-
tion can take place on a one-to-one
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basis. More general diabetes education
messages and intervention should be

targeted to reach specific cultural

groups.
The primary purpose of this paper is

to highlight the role of diabetes educa-
tors in the translation of diabetes infor-
mation across cultures, and the import-
ance of culturally inclusive and

linguistically appropriate approaches
as key components in the effective de-
livery of diabetes education and care.
We also will describe some of the dia-
betes care challenges facing many cul-
turally diverse persons and discuss the
role of the diabetes educator in helping
individuals meet those challenges.

The Role of a Cultural Translator
Diabetes educators can be thought of as
translators, making scientific knowl-

edge understandable, relevant, and ap-
plicable to daily diabetes self-care. Di-
abetes translation has been defined as
the &dquo;... systematic effort to influence
human behavior so that new knowl-

edge is utilized to optimize diabetes
care.&dquo; Diabetes translation must

encompass all contexts that affect dia-
betes care (eg, psychological, social.

cultural, financial, geographic, demo-
graphic, and health care).’ The multiple
roles of the diabetes educator, with re-

quired expertise in diabetes, in teaching
functionS,5 in acting,6 in philosophiz-
ing,7 and in marketing education tools’s
are all relevant to the role of cultural
translation (eg, translating diabetes
self-care information so that it can be

applied successfully in culturally-
diverse settings).

Diabetes educators maintain that ed-
ucation is an interpersonal experience’
and for many persons the perceived
quality of their diabetes care and edu-
cation may be virtually equivalent to
the quality of their relationship with
their health care provider. Diabetes
educators who are willing to advocate
for the needs of their patients by such
time-consuming tasks such as social re-
ferrals, letter writing, and counseling,
may obtain credibility for themselves
and sometimes even for the system
they represent. Most importantly, such
educators can earn the validation nec-

essary to work within the infrastructure
of culturally diverse communities.’&dquo;
Skills in community organization,
when combined with earned credibil-

ity, can allow educators to serve as cat-

alysts to mobilize individuals and com-
munities to address diabetes care and

the prevention of other health

problems.
As a cultural translator, a diabetes

educator can help to reduce stereotypic
thinking among professional col-

leagues about persons from different
ethnic and socioeconomic groups. Cul-
tural translators are aware that when

professionals feel superior to, or pessi-
mistic about, the persons they serve,
these attitudes are conveyed in subtle
ways, including body language, tone of
voice, and choice of words. A cultural
translator can set a higher standard for
communication in their health care sys-
tem. Language or actions that fail to

promote a positive image of a particu-
lar cultural group can be gently dis-

couraged. When colleagues blame a

patient or a group of patients for non-
compliance, a cultural translator can

help those colleagues identify the bar-
riers to improved self-care (competing
priorities, environmental obstacles,
lack of knowledge and skills). Transla-
tors can help colleagues understand
that the health care system itself often
has failed to meet the needs of minority
persons for relevant and appropriate di-
abetes care. A cultural translator who
has credibility in both the majority and
minority cultures can guide colleagues
toward more effective communica-

tions, replacing mutual distrust with
mutual respect.

Because everyone is intimately in-
volved in his or her own culture,&dquo; edu-
cators need to evaluate the influence of
their own cultural backgrounds in

forming their current perceptions. Con-
templating the inherent dignity and
worth of all persons may help educa-
tors to avoid such pitfalls as condescen-
sion, stereotypic thinking, and ethno-
centric approaches (viewing one’s own
cultural values and beliefs as inherently
correct or superior) to diabetes care.&dquo; I I

Educators acting as cultural translators
must remain alert constantly to both

verbal and nonverbal cues that commu-
nicate that the health messages they are
delivering may be inappropriate, irrele-
vant, or patronizing. Diabetes educa-
tors can reduce potential barriers to dia-
betes translation by pilot testing
programs, print materials, and audiovi-
sual materials with their target audi-
ence and obtaining feedback that will
help in the revision of these products.

Earning Trust and Respect
in the Community
To establish a community health inter-
vention, such as a diabetes education

program, in a culturally diverse com-
munity, educators must identify and ne-
gotiate with community gatekeepers or
opinion leaders (official or not), who
can grant or deny entry into a commu-
nity. To earn acceptance by these gate-
keepers, cultural translators must

demonstrate tact, a nonjudgmental and
nonthreatening manner, and a genuine
regard for the community. Volunteering
to serve the community in non-health-
related areas (eg, tutoring children or
adults, political lobbying for resources,
providing recreational items for
children’s sport teams) can help educa-
tors earn trust and credibility. Cultural
translators should be careful not to

commit resources over which they lack
full control, simply because failure to
deliver on promises can cause setbacks
on the road to building trust. Small ges-
tures consistently and sincerely made
can sometimes have large returns for an
educator seeking to be a cultural

translator. 10
Diabetes educators with a commit-

ment to becoming cultural translators
can enhance and demonstrate their re-

spect for diverse cultures by learning
about the historical rituals and nonns of
a particular culture. For example, in

many cultures food has significant so-
cial and cultural meanings, often repre-
senting wannth, social acceptance, and
security. Present-day food choices and
preparation frequently reflect historical
and traditional cultural practices. For
example, traditional Southern vegeta-
ble dishes include prolonged cooking
with animal fat (pig, chicken), reflect-
ing a past that included constraints and
mandates of slavery.’’- Being over-

weight is itself a culturally relative con-
struCt,!1.I2 a fact that the height and
weight tables used by most health care
professionals fail to take into account.
In some cultures, extra weight is con-
sidered attractive. Religious beliefs
also play an integral role in the lifestyle
of many people. Understanding the key
religious tenants of a culture can help
the educator better understand a

client’s view of health and self-care be-
haviors. Religious leaders/institutions

can be powerful allies for translating
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health-related messages about chronic
diseases such as diabetes.’ 3

The credibility of cultural translators
also may be enhanced by participating
in community activities (cultural festi-
vals, parades). Some educators work-
ing among culturally diverse people
like to wear indigenous jewelry or

clothes, particularly if such items are

gifts from clients. Honoring members
of the cultural group by exhibiting pic-
tures or displaying quotes is another

way to show appreciation for the con-
tributions of a particular culture. Cul-
tural translators should always seek out
unoffensive, creative means to show
their solidarity with the client and the
cultural community.

While much can be done to build

trust and earn respect, educators still

must acknowledge that some persons
never will believe that a health care

professional so different from them-

selves, in terms of social and economic
status, can be fully trusted. Distrust

may be exacerbated by feelings of

powerlessness, and such deep-rooted
feelings are not easily changed. Treat-
ment offered by a health care system
that some perceive as ethnocentric may
seem irrelevant and ineffective to per-
sons living in highly stressful situations
amid violence and abject poverty.
Building a trusting relationship among
such persons will be slow and
incremental.’°

The Impact of Poverty on
Diabetes Care

Disproportionately high rates of diabe-
tes exist within the African American,
Hispanic American, and Native Ameri-
can communities according to the Cen-
ters for Disease Control (CDC).14-16
The CDC reports that about 3.6% of the
African American population has been
diagnosed with diabetes and the dis-
ease contributed to 22,000 deaths in

this group in 1988. African Americans
with diabetes annually suffer more than
9000 lower-extremity amputations,
3625 new cases of end-stage renal dis-
ease, 2800 new cases of blindness, and
428,000 hospitalizations. Long-term
reduction in activity was reported by
691,000 African American persons in
1988. Among Hispanic Americans, al-
most 6% have diagnosed diabetes,
compared with 3% of the general popu-
lation. The extent of the burden of dia-
betes and its complications is unknown

for this population. Although it is
known that about 7% of all Native
Americans have been diagnosed with
diabetes, data are inadequate to provide
a clear and accurate understanding of
the extent of the diabetes burden for
this population.
Some reports suggest that diabetes

also burdens some Asian Americans

disproportionately, but for this popula-
tion and others, national data usually
do not provide adequate designation of
descent, and sample sizes in most na-
tional surveys are too small to provide
stable estimates. A correlation exists

between diabetes prevalence and so-
cioeconomic status. A recent nation-

wide poll conducted by the Gallup Or-
ganization showed that households in
the lowest economic group (less than
$15,000 annual income) had the high-
est prevalence of diabetes.&dquo;
Many persons in the racial and eth-

nic populations known to suffer dis-
proportionately from the burden of dia-
betes face stresses and challenges to

basic survival that displace diabetes
self-care and other long-term health
concerns. Individuals living in un-

derserved inner cities and rural areas
deal on a daily basis with poverty, rac-
ism,’8 environmental hazards such as
substandard and overcrowded hous-

ing,19 crime, pollution, substance

abuse, violence, and stress. Although
chronic diseases such as diabetes are
affected by all of these factors, for the
individual, the demands of daily sur-
vival for oneself and one’s family al-
most always will be a higher priority.
Good diabetes self-care is expen-

sive, involves the commitment of re-
sources for health care supplies (eg,
blood glucose monitors and test strips),
and requires diabetes education. Be-
cause these services often are inacces-
sible or are not covered by third-party
payers, appropriate diabetes care may
seem an unattainable commodity for
economically disadvantaged popula-
tions. The chronic complications of di-
abetes, including renal failure, amputa-
tions, and retinopathy, often result in
disabilities that further reduce the in-

come of affected patients. Inadequate
health care, combined with poor health
and insufficient economic resources,
becomes a self-reinforcing downward
spiral. Furthermore, the future-time
orientation of diabetes self-care may
seem impractical to many economi-

cally disadvantaged persons who expe-
rience daily feelings of despair, vulner-
ability, and alienation.’9
An ideology of despair may domi-

nate the thinking of some persons liv-
ing in precarious socioeconomic condi-
tions. Expressions of fate or of God
determining whether one lives or dies
are common. The feelings of power-
lessness associated with poverty are

linked to disease .20 In fact, some sociol-

ogists argue that income and class are
more important than race in predicting
health status. It is difficult, though, to
determine precisely the relative impact
of the biological, sociological, and eco-
nomic factors affecting the health of
persons with chronic diseases like dia-
betes who live in economically disad-
vantaged and environmentally stressful
environments. It is certain, however,
that poverty adds significantly to the
difficulties of carrying out good diabe-
tes care.

Words as Barriers and Bridges
Compelling examples of the gulf be-
tween the majority culture, which is the
source of most health education mes-

sages, and many of the underserved

populations that health education mes-
sages are intended to influence, are is-
sues of literacy and language. With an
estimated 23 million functionally
illiterate Americanas 21 diabetes educa-
tion materials must be written at levels

appropriate for the individuals who
need them rather than for the health

care professionals who develop them.
Social marketing principles can be

used to help cultural translators de-

velop materials for use among socially
segmented populations, using cultur-
ally inclusive words and idioms that
facilitate the acceptance and under-

standing of a health message. Under-
standing the vernacular specific to a
particular culture (eg, persons without
money or resources are &dquo;busted,&dquo; and
where one resides is often referred to as
where one &dquo;stays&dquo; or where one &dquo;cribs&dquo;
or &dquo;shacks&dquo; in various cultures) is
needed when developing audiovisual
mediums. Focus groups can be useful

at several stages during the develop-
ment from concept outline to the fin-
ished product



116

Diabetes Education and Personal

Empowerment
Empowerment has been defined as
&dquo; ... [A] social-action process that

promotes participation of people, orga-
nizations, and communities towards
the goals of increased individual and
community control, political efficacy,
improved quality of community life,
and social justice.&dquo;2-’ In the context of
diabetes education, empowerment has
been redefined as &dquo;... an interactive

process that enables persons with dia-
betes to acquire and enhance the social,
problem-solving techniques and com-
munication skills necessary to manage
their own diabetes care in a variety of
life situations.&dquo;24 This approach to dia-
betes care and education is a more ap-

propriate model for racial and ethnic
populations than is the more conven-
tional compliance approach. Is 8

With the compliance approach, cli-
ents are directed by health care provid-
ers to perfonn specific diabetes self-
care behaviors and are labeled

noncompliant if they fail to obey direc-
tions. The client’s beliefs, expectations,
and capability to perform treatment be-
haviors often are not given adequate
consideration. The compliance ap-

proach to diabetes care and education
may be especially problematic for per-
sons from backgrounds where cultural
values are quite different from those of
the provider. First, because health care
providers often are unaware of the cul-
tural meaning of prescribed diabetes
care regimens, the likelihood of non-
compliance is significantly increased.
Second, the compliance approach
provides a contextual message that

the health care provider is &dquo;... pow-
erful and in charge&dquo; and that the per-
son with diabetes is &dquo;... powerless,
passive, and expected to be obedi-
ent.&dquo;’-3 This contextual message may be

especially harmful to persons from mi-
nority cultures because it is likely to

reinforce their sense of alienation and
distrust of the health care system.211
The empowerment approach main-

tains that persons have the right to

make informed decisions about their
own diabetes care. They can be pre-
pared for the role of self-directed care
by learning about diabetes and its care
and by exploring with the diabetes edu-
cator their own health-related values,
needs, goals, and aspirations regarding

diabetes care. Such exploration serves
two important functions. First, it allows
individuals to make more relevant and
realistic decisions about their own

goals for diabetes care. Second, it pro-
vides an opportunity for the educator to
learn more about patients as persons
and about the cultures from which they
come. Empowerment is intended to re-
sult in increased self-efficacy and an
enhanced ability on the part of the per-
sons to achieve their own self-care

goals .22 Such a philosophy is consistent
with a desire to see all persons learn to
become more effective in meeting their
health care and other personal and so-
cial needs.
One outcome of empowering per-

sons to be autonomous decision makers
is that they in turn can help lead other
members of the community to positive
action. Effective health education pro-
grams have employed community ad-
vocates or elders to promote health

through physical activity, good nutri-
tion, and smoking cessation. Appropri-
ately chosen and trained indigenous
persons who become health advocates
and translators within their own com-
munities engender a level of credibility
and trust seldom achieved by outsiders.
Diabetes educators can work to em-

power individuals and communities

through the effective transfer of skills
and translation of health messages, and

by helping individuals gain control of
the skills and resources necessary to

manage their own health education
interventions.

Facilitating the empowerment of

persons from diverse cultures requires
the expansion of the diabetes educator
role to that of cultural translator. The

ongoing and interactive process of

sharpening skills, evaluating the effec-
tiveness of health education strategies
that are culturally relevant, and estab-
lishing trusting relationships with cul-
turally diverse persons may be termed
progressive empowerment. This dy-
namic and evolving process will enable
diabetes educators to become increas-

ingly effective in translating the techni-
cal concepts of diabetes care into cul-
turally interpretable information for

specific populations.

Conclusion
Diabetes educators who choose to

function as cultural translators will be

changing their scope of practice and are

accepting an important public health

responsibility to improve the diabetes
care, health, and quality of life for indi-
viduals and communities. They will
work with a community to determine
what the particular diabetes education
needs perceived by this community are,
what educational strategies can this

community become involved in, and
what materials and personal resources
already exist in the community that can
be used to improve diabetes care. Suc-
ceeding in this role requires diligence,
patience, risk-taking, and commitment.
The educator also must realize that the
health care system is a culture with its
own rituals, languages, values, cus-

toms. and norms. The successful
&dquo;translator&dquo; will be respected and cred-
ible in both cultures if he or she is capa-
ble of establishing communication
links between the two groups. The edu-
cator who succeeds as a cultural trans-
lator will be making a real difference in
the lives of people who are striving to
participate in and benefit from the

American dream. These educators seek
to progressively empower persons
while developing a knowledgeable ap-
preciation for their rich cultural diver-
sity. The educators’ example, no less
than their teaching, should be a positive
power in translation. Their own life

practices should be an illustration of an
attempt at healthy living. It is their

practice of the lifestyle principles they
inculcate that will give their diabetes
messages more merit. The educator

continually is brought into contact with
individuals who need strength and en-
couragement, and can help these indi-
viduals only to the extent of revealing a
personal strength of lifestyle principles
that triumph over high risk habits. If the
educator fails in setting an example,
persuasive words will fall on deaf
ears

Diabetes educators committed to

functioning as cultural translators for
underserved persons and their commu-
nities are greatly needed. Although Af-
rican Americans constitute 12% of the
US population, they comprise only 3%
of physicians, 4.5% of registered
nurses,26 and 3.2% of registered dieti-
tians .21 While 9% of the US population
is Hispanic, only 3.4% of physicians,
1.6% of registered nurses,26 and 1.4%
of registered dietitians are Hispanic
American Indians represent only 0.3%
of registered nurses and dietitians,
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while Asian or Pacific Islanders consti-
tute 3% of American registered
nurses26 and 5.6% of registered dieti-
tian S.27 These data indicate that the ma-

jority of diabetes care and education
provided to culturally diverse persons
now and in the near future will be pro-
vided by members of the majority cul-
ture here in the US.

Through knowledgeable translation
and advocacy, diabetes educators may
facilitate the development of a more
appropriate and sensitive health care
system, and contribute to the reduction
of the risk factors, morbidity, and mor-
tality that disproportionately burden
certain populations. Achievement of
diabetes objectives such as those set

forth in Healthy People 20002X will be
achieved only if appropriate translation
methodologies and programs are de-
veloped and implemented at the grass-
roots level of high-risk communities
throughout the United States.
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