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Abstract
Immigrants and refugees represent an underserved population in need of quality, accessible, and
culturally appropriate healthcare and education. Diabetes is a chronic condition frequently seen
in this population. The author utilized the Wagner Chronic Care Model (CCM) as a theoretical
framework for planning diabetes education delivery in this diverse population. Studies report
significant health disparities in diabetes care and subsequent poor diabetes quality indicators in
refugees and immigrants. Research has found that culturally sensitive diabetes education can
improve diabetes outcomes in ethnically diverse populations. The author implemented a
translational project to develop and evaluate a video-based diabetes health education intervention
translated into English, Arabic, and Hindi to be used in a busy, culturally diverse, primary care
waiting room setting. Results showed a statistically significant increase in knowledge of diabetes
and high levels of self-efficacy and acceptability following the video intervention. The author
suggests video-based health education as a viable educational solution for diabetic adults
receiving care at a culturally diverse clinic in Clarkston, Georgia.

Keywords: refugee, immigrant, diabetes, health education, United States, video
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Video-Based Diabetes Education for a Culturally Diverse Population

According to the U.N. Refugee Agency, there are 22.5 million refugees world-wide. Of
those refugees, 189,300 were relocated in 2016 (UN Refugee Agency, 2017). The United States
Department of State estimates that America admitted up to 45,000 refugees in the 2018 fiscal
year (U.S. Department of State, 2017). Additionally, immigrants from various countries are also
admitted yearly to the United States. Clarkston, Georgia has been a haven for many refugees and
immigrants from diverse cultures. Its welcoming attitude has given the town a reputation for the
most diverse square mile in the United States (Shaer, 2017). The influx of refugees and
immigrants has also brought the small, Georgia town some challenges in how to supply needed
resources. Clarkston Community Health Center (CCHC) has provided a solution for quality
medical care for this diverse population. As a free clinic, it provides preventative services and
chronic disease management for patients without medical insurance and those who have a low-
income.
Problem Statement

The need for culturally sensitive diabetes health education, in a variety of languages, was
identified as one of the biggest challenges to providing quality diabetes care at CCHC. Diabetes
is a chronic condition commonly treated at CCHC. Research supports that health disparities
exist in refugee and immigrant patients in diabetes care and often these patients have suboptimal
outcomes (Wieland, Morrison, Cha, Rahman, & Chaudhry, 2012). Additionally, those that
require language interpreter services are at increased risk of poor diabetes outcomes (Njeru et al.,

2017).
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The specific purpose of this translational and clinical project was to test strategies to
provide culturally sensitive, video-based diabetes health education at CCHC to adults over 18
years of age speaking select languages (English, Arabic, and Hindi).

The following clinical research questions were developed to guide the evaluation of this
project:

1. What demographic factors (age, gender, primary language, education level, and years
lived in the United States) are associated with increased knowledge following the diabetes health
education intervention.

2. What demographic factors (age, gender, region of birth, primary language, education
level, and years lived in the United States) are associated with acceptability of the diabetes health
education intervention.

3. What demographic factors (age, gender, primary language, education level, and years
lived in the United States) are associated with self-efficacy following the diabetes health
education intervention.

4. Will a culturally sensitive, evidence-based diabetes health education video increase
knowledge of diabetes in patients speaking Arabic, Hindi, or English at Clarkston Community
Health Center?

5. Will a culturally sensitive, evidence-based diabetes health education video be an
acceptable educational solution in patients speaking Arabic, Hindi, or English at Clarkston
Community Health Center?

6. Will a culturally sensitive, evidence-based diabetes health education video improve
self-efficacy in patients speaking Arabic, Hindi, or English at Clarkston Community Health

Center?
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Qualitative clinical questions included:

1. What are common themes regarding the dietary implications of living with diabetes?

2. What are common themes regarding individual perceptions of diabetes?

3. What are common themes regarding the diabetes education needs of specific

cultures?
Feasibility

The primary investigator (Pl) implemented the project at Clarkston Community Health
Center in Clarkston, Georgia. The PI volunteers at the clinic as an advanced practice nurse and
also mentors Bachelor of Science in Nursing (BSN) and family nurse practitioner (FNP) students
from the University of North Georgia at the clinic. When considering priority project needs, the
PI met with the founders of the clinic, Dr. Gushan Harjee and Dr. Saeed Raees. The founders
and primary stakeholders requested that the DNP student focus on a video-based health
education tool to meet the needs of this diverse population. Due to the long wait times at the
clinic, video-based education was suggested to maximize education during this potentially
wasted time.

A community volunteer assisted in obtaining and installing video monitors and Miracast
to display the video in the waiting room. BSN students from University of North Georgia
assisted in creating an English version of the educational video and trained translational
volunteers assisted in the interpretation of the material (Appendix B). Kaltura, a closed
captioning computer program, was utilized to overlay text onto the video. The feasibility of the
project was discussed with the primary stakeholders and the translational project committee
members. CCHC (Appendix A), committee (Appendix K), and IRB (Appendix 1) approval was

given to proceed with the project.
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Needs Assessment

Two needs assessments were conducted and supported the necessity of this translational
project. Clarkston Community Health Center meets the primary healthcare needs of a diverse
population. In a 7-month long language needs assessment occurring from April to October 2017,
Emory medical students identified 37 different languages spoken by patients (n = 909) at the
clinic. The most common languages identified were English (21.9%), Arabic (17.9%), and Hindi
(15.7%). In a health education needs assessment conducted by the PI, 81% of respondents (n =
42) stated that they would definitely be interested in learning more about their health and an
additional 14.3% said that they may be interested in learning more about their health. When
discussing desired topics of health education, 45.5 % (n = 33) reported that they were interested
in learning more about diabetes and 54.5% were interested in learning more about healthy
lifestyles. The educational backgrounds of the respondents (n = 40) were also assessed with 60%
having at least a high school education. Forty percent attended at least some college and 7.5%
had a post-graduate degree. It was determined that more data was needed to assess appropriate
educational solutions for this diverse population.
Background

Research suggests that health disparities exist in refugee and immigrant patients in
diabetes care and indicators, as compared to non-foreign-born patients (Wieland et al., 2012).
Limited English proficiency has also been identified as a risk factor for poor glycemic control
(Njeru et al., 2017). Barriers to managing chronic conditions, such as diabetes, in refugee and
immigrant populations may include: transportation; language barriers; navigating health

services, including pharmacies; lack of medical insurance; and culturally specific dietary and



VIDEO-BASED DIABETES EDUCATION 12

exercise practices (Terasaki, Ahrenholz, & Haider, 2015). Cultural sensitivity in addressing
these issues is critical in caring for diverse ethnic groups.

The goal of this translational project was to strive to further investigate diabetes health
education for diverse ethnic groups and determine if culturally appropriate education can
improve knowledge and self-efficacy related to diabetes and if video-based health education is
an acceptable tool for education in this population.

Review and Synthesis of the Evidence

A review of the literature was performed in the Galileo database. Articles were also
identified from the reference lists of pertinent articles. Key terms included: refugee, immigrant,
diabetes, health education, United States, and video. Articles were limited to the years 2012 to
2018. A total of 592 articles were initially identified and screened for appropriateness. Twenty
articles were obtained in full text reviewed. Nine pertinent articles are highlighted below.
Short-Term and Long-Term Diabetes Outcomes

Disparities in diabetes care and outcomes have been identified for refugee and immigrant
patients. However, research supports the belief that both short-term and long-term diabetic
outcomes show improvement when patients receive culturally sensitive educations (Wieland et
al., 2012, & Attridge et al., 2014).

Wieland et al. (2012) compared diabetes care between adult Somali immigrants and
refugees and non-Somali patients. In a retrospective, descriptive study, the researchers examined
medical records from 5,843 non-Somali and 81 Somali diabetic patients. These patients had
previously obtained care at internal and family medicine clinics associated with Mayo Clinic in
Rochester, Illinois. All patients were insured and had access to the same resources. The study

results found that Somali diabetic patients had poorer glycemic control than their non-Somali
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counterparts. Results were statistically significant (p = 0.02) with 40.6% of Somali patients
meeting recommended hemoglobin Alc criteria as compared with 53.9% of non-Somali patients
reaching the same criteria. There was also noted to be an association between the number of
clinic visits that the patient attended and the diabetes outcomes. Blood pressure and LDL
comparisons were also assessed, but differences were not statistically significant. Researchers
suggested further studies to investigate health disparities in this vulnerable population (Wieland,
Morrison, Cha, Rahman, & Chaudhry, 2012).

Attridge et al. (2014) conducted a systematic review of the literature regarding culturally
sensitive health education for type 2 diabetic patients from diverse ethnic groups. They
questioned if culturally sensitive diabetes health education improved outcomes, as compared to
the usual diabetes health education. The study included 7,453 participants from 33 randomized
control trials. All participants were previously diagnosed with type 2 diabetes, over the age of 16
years, and were residents of developed countries. Attridge and colleagues (2014) concluded that
culturally sensitive diabetes health education may improve short or medium-term diabetes
outcomes. This was evidenced by improved hemoglobin Alc at 3 (MD =-0.4%), 6 (MD = -
0.5%), and 12 (MD = -0.2%) months. Knowledge of diabetes was also noted to increase at 3, 6,
and 12 months (SMD = 0.4, 0.5, and 0.4 respectively). Researchers suggested that longer-term
studies would be beneficial to compare lasting effects of culturally appropriate diabetes
education (Attridge, Creamer, Ramsden, Cannings-John, & Hawthorne, 2014).

Impact of Interpretation Services

Research has demonstrated that language interpretation can counteract barriers and

promote positive diabetes outcomes (Wilhelm et al., 2016, & Njeru et al., 2017). Njeru et al.

(2017) completed a retrospective cohort study to determine adherence with diabetes management
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and outcomes when comparing patients needing interpretation services to those who did not.
Interestingly, patients requiring interpretative services were more likely to meet
recommendations, when age-adjusted, for blood pressure (OR = 2.02), HgAlc (OR = 1.4) and
LDL levels (OR =1.4). The researchers concluded that further research is needed on the impact
of health literacy on diabetes outcomes, especially as it relates to underserved populations such
as refugees and immigrants (Njeru et al., 2017).

Wilhelm et al. (2016) used a quantitative approach to describe regional variation in
diabetic outcomes by country-of-origin and language in an urban hospital. This large study
assessed diabetes outcomes in 5,460 adult participants, speaking 25 different languages.
Researchers found that Spanish speakers were more likely to achieve target blood pressure, LDL
levels, and HgAlc. Conversely, Ethiopian and Somali participants had the least favorable
outcomes. Researchers additionally suggested that language interpretation can counteract
barriers and promote positive diabetes outcomes. Finally, it was suggested that further research
be conducted to assess diabetes care in this underserved population (Wilhelm et al., 2016).
Diabetes Knowledge

A few studies assessed diabetes knowledge in immigrant and refugee popuations (Njeru
etal., 2016, Njeru et al., 2015, & Gao, Cook, & Mayhew, 2018). Njeru et al. (2016) examined
diabetes knowledge, attitudes, and behaviors among Somali and Latino immigrants. The
researchers utilized a qualitative approach, interviewing 78 patients with type 2 diabetes from
Somali and Latino communities. Diabetes management was analyzed and participant
engagement, self-efficacy, and social support were all identified as assets for improved
outcomes. Researchers suggested further studies on the implications of immigration,

socioeconomic, and linguistic factors on diabetes knowledge (Njeru et al., 2016).
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Technology Use for Education

Research suggests that video-based health education may be a useful tool for culturally
diverse populations (Njeru et al., 2015, Wieland et al., 2013, & Wieland et al., 2012). Njeru et
al. (2015) used a qualitative, focus group approach to develop a diabetes digital storytelling
intervention with and for immigrant and refugee populations. From these participants, four
culturally appropriate videos were created on the topics of medication management, glucose self-
monitoring, physical activity, and nutrition for diabetes. Researchers concluded that utilizing a
community-based intervention to address health education in diverse populations may be a useful
tool (Njeru et al., 2015).

In a study by Wieland et al. (2013), a video-based tuberculosis educational module was
evaluated for its usefulness in an adult education center. The sample consisted of 159 adult
students at Hawthorne Education Center in Rochester, Illinois. The students were primarily
refugees and immigrants, with English being their second language. Seventy different languages
were represented by the population. The English tuberculosis video was original and created
following a focus group. The goals were to generally increase awareness of tuberculosis, by
discussing transmission and treatment options. The video was assessed on three criteria:
acceptability, knowledge, and self-efficacy. Study results showed that the video was highly
acceptable to the population, with 94% expressing approval. There was also an increase in
knowledge about tuberculosis. With participants achieving 56% of the questions correct on the
pretest and 82% correct on the posttest. Finally, participants also increased self-efficacy (77% to

90%) as evidenced by an expression of knowledge of how to obtain tuberculosis care or
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screening if needed. Researchers concluded that video-based education modules may be a useful
tool for educating diverse ethnic groups on important health topics (Wieland et al., 2013).

In an effort to create a culturally appropriate exercise and nutrition program for
immigrant and refugee women, Wieland et al. (2012) utilized community-based participatory
research. This qualitative, focus group approach included women from Somalia, Cambodia, and
Hispanic countries. Following the pilot study, the women reported weight loss (p = .65) and that
they were more likely to exercise regularly (p = .001). Researchers suggested further studies
regarding community-based physical activity and nutrition programs with other immigrant and
refugee populations.

Analysis of the Evidence

A large, systematic review suggested that culturally appropriate type 2 diabetes health
education can improve outcomes (Attridge et al., 2014). Some studies have utilized ethnically
diverse focus groups to create culturally appropriate diabetes education. Positive results have
been seen with these efforts (Njeru et al., 2015). Two studies reviewed utilized video-based
health education as a teaching tool, however only one of these studies was related to diabetes.
Wieland et al. (2013) suggested that video-based health education may be an acceptable solution
to providing consistent, high quality, culturally sensitive education to refugee and immigrant
patients. In this study, the health education video was only presented in English; however other
translational options may also be beneficial in linguistically diverse populations (Njeru et al.,
2017).

Several limitations were noted in the research. Few studies have been completed
regarding culturally appropriate diabetes education for immigrant and refugee populations, and

even fewer have been completed on the appropriate educational tools to utilize for this diverse
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population. Providing culturally appropriate health education in a busy clinic setting can be a
challenge, especially when multiple languages are spoken. There remains a gap in the literature
regarding time efficient education solutions to address these needs.

Two content experts were noted in the research reviewed; Dr. Mark L. Weiland and Dr.
Jane W. Njeru. Both were associated at some level with seven out of the eight studies discussed.
As a result, some of the studies analyzed the same or similar population groups, located in
Rochester, Minnesota. These authors, internal medicine physicians, are associated with the
Mayo Clinic and conflicts of interest were not discussed in the articles. Further studies utilizing
refugee and immigrant populations in other areas of the United States and studies with a strong
interdisciplinary approach would be beneficial. De Chasney and Anderson (2016) suggest that
nurses may be better positioned than other health care professional to impact the health care of
immigrants and refugees. Due to their holistic approach and commitment to health education,
studies conducted by nurses could greatly benefit the body of knowledge on this topic. Although
no related doctor of nursing practice (DNP) translational projects were identified in the literature
review, it may be an appropriate topic of investigation for these nurse leaders.

Theoretical Framework

When discussing chronic disease conditions, such as diabetes, the Wagner Chronic Care
Model (CCM) is a useful framework for planning disease care delivery (De Chasnay &
Anderson, 2016). There are six key elements of the Chronic Care Model: healthcare
organization, self-management support, decision support, clinical information systems, delivery
system design, community support and policies. The goal of these interrelated elements is to use
existing resources, create new ones, and promote interaction between healthcare systems and the

communities they serve (Baptista et al., 2016).
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Considering the element of healthcare organization, the PI identified organizational
challenges such as long wait times as an opportunity for intervention. Key stakeholders decided
to capture this time by utilizing video-based diabetes education in waiting rooms. The element
of self-management support was utilized in creating culturally sensitive education. The video
discussed culturally appropriate dietary choices to minimize the effects of diabetes and improve
glycemic control. Research supports improved diabetes outcomes when patients receive
culturally sensitive educations (Wieland et al., 2012, & Attridge et al., 2014).

The element of delievery system design was considered when determining the most
effective tool for education in this population. Research suggested that video-based health
education may be a useful tool for a culturally diverse population (Njeru et al., 2015, Wieland et
al., 2013, & Wieland et al., 2012). It was further suggested that language interpretation could
also counteract barriers and promote positive diabetes outcomes (Wilhelm et al., 2016, & Njeru
etal., 2017). Therefore, a culturally sensitive diabetes educational video was created and
translated into English, Arabic, and Hindi.

In a large systematic review of the literature, researchers found that the most commonly
used elements of the Chronic Care Model were delivery system design and self-management
support (Davy et al., 2015). Research has shown that using a combination of elements may be
most effective in improving chronic care delivery (Baptista et al., 2016).

Little research has been done on how Wagner’s Chronic Care Model specifically relates
to diabetes care in refugee and immigrant populations. However, community support, healthcare
organization, culturally appropriate self-management education, and system design are common

themes for improved diabetes outcomes for refugee and immigrant populations (Attridge et. al.,
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2014). Most of the articles reviewed in this literature synthesis have highlighted at least one
element of the Chronic Care Model.
Additional Concepts

In addition to the concepts in the theoretical framework, adult learning and cultural
competency concepts were also utilized in this project. De Chesnay and Anderson (2016)
describe cultural competence as an attitude of sensitivity and respect toward different cultures.
Healthcare professionals are encouraged to model this concept while caring for clients. This is
done, not only during direct patient care, but also while educating patients on pertinent health
topics. Using familiar terminology and culturally acceptable health promotion examples are
ways that cultural competency will be exhibited in this study.

According to Knowles Adult Learning Principles, adult learners are most interested in
topics that have immediate relevance and directly impact their health and personal life (Decelle,
2016). The health education presented in this study will be brief and designed to directly impact
the participant’s current health condition, which will likely improve the acceptability of the
intervention.

Goals and Objectives

The purpose of the translational research project was to assess the effectiveness of a
culturally sensitive, video-based diabetes health education video on knowledge of diabetes,
acceptability, and self-efficacy in adults speaking select languages (English, Arabic, and Hindi)
and receiving care at Clarkston Community Health Center (CCHC).

The specific aim of this project was to create culturally sensitive, evidence-based diabetes

health education in a video format that was translated into English, Arabic, and Hindi with
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closed-captioning to meet the identified health education and language needs of the clinic. The
researcher will answer the following clinical questions:

1. What demographic factors (age, gender, primary language, education level, and years
lived in the United States) are associated with increased knowledge following the diabetes health
education intervention.

2. What demographic factors (age, gender, region of birth, primary language, education
level, and years lived in the United States) are associated with acceptability of the diabetes health
education intervention.

3. What demographic factors (age, gender, primary language, education level, and years
lived in the United States) are associated with self-efficacy following the diabetes health
education intervention.

4. Will a culturally sensitive, evidence-based diabetes health education video increase
knowledge of diabetes in patients speaking Arabic, Hindi, or English at Clarkston Community
Health Center?

5. Will a culturally sensitive, evidence-based diabetes health education video be an
acceptable educational solution in patients speaking Arabic, Hindi, or English at Clarkston
Community Health Center?

6. Will a culturally sensitive, evidence-based diabetes health education video improve
self-efficacy in patients speaking Arabic, Hindi, or English at Clarkston Community Health
Center?

Quialitative clinical questions included:

What are common themes regarding the dietary implications of living with diabetes?

What are common themes regarding individual perceptions of diabetes?
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What are common themes regarding the diabetes education needs of specific cultures?
Project Design

The design for this translational research project was a pretest/posttest, mixed methods
study. The subjects in this study were examined for knowledge level before and after the health
education intervention. Acceptability, self-efficacy, and qualitative questions were assessed after
the intervention.

The diabetes health education video was created by senior Bachelor of Science in
Nursing students and media students from the University of North Georgia. Educational content
reflected recommendations from the American Diabetes Association (ADA).

Inclusion criteria included adult patients (males and females) 18 years and older attending
Clarkston Community Health Center with the diagnosis of diabetes or pre-diabetes. Participants
were required to be able to read and write in English, Arabic, or Hindi. Participants who were
willing and able to participate signed the informed consent. Exclusion criteria included patients
younger than 18 years old or those that had not been diagnosed with diabetes or pre-diabetes. If
a participant was not able to read or write in English, Arabic, or Hindi, they were excluded.

Methods
Measurement Instruments

The demographic tool (Appendix C) was developed by the Pl and reviewed for content
validity by the committee members. The initial assessment questionnaire included age, gender,
region of birth, primary language, education level, and years lived in the United States.
Descriptive statistics were used to assess the demographic data, with measures of central

tendency and variability being reported.
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Pre and post intervention diabetes knowledge were assessed with the Revised Diabetes
Knowledge Test (DKT2) (Appendix D). The DKT2 contains two sections. The first is a 14-item
general diabetes knowledge test and the second is a 9-item test regarding insulin use. For the
purposes of this project, only the general knowledge questions were used. The test took
approximately 10 minutes to complete. The test’s readability was calculated at a fourth-grade
level by the Flesch-Kincaid grade level. Cronbach’s coefficient alpha demonstrated reliability
for the general test (.77) and the insulin subscale (.84). Samples were examined for validation
testing with Bonferroni adjustment for multiple statistical tests (p = .02) (Fitzgerald et al., 2016).
The author of the DKT2 gave the Pl permission (Appendix J) to use, revise, and translate the
tool. The PI agreed to send the author a copy of the translated tool once the study is complete.

Culturally specific diabetes knowledge questions (Appendix E) and qualitative research
questions (Appendix G) were developed by the PI and reviewed for content validity by the
research committee, Dr. Gulshan Harjee, and two diabetes educators that care for immigrant and
refugee populations.

Likert scale questions regarding acceptability and self-efficacy (Appendix F) were
completed by the participant after viewing the video. Acceptability of the health education and
self-efficacy were assessed using a health communication tool adapted from the National Cancer
Institute (U.S. Department of Health and Human Services, 2004). No specific reliability or
validity statistics were available for this tool; however, these items were recently used in a
diabetes health education interventional study for immigrant and refugee adults in Minnesota

(Wieland et al., 2017).
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Data Collection Procedure

The participant began by completing the demographic data (age, gender, region of birth,
primary language, education level, and years lived in the United States), the revised brief
diabetes knowledge test, and the culturally specific diabetes knowledge questions. Next, the
participants viewed the video-based diabetes health education. After the participant completed
the video, they repeated the revised diabetes knowledge test and culturally specific diabetes
knowledge questions. Finally, they answered questions regarding acceptability and self-efficacy
related to the intervention. At the end, the participant had the option of answering open-ended
questions regarding perceptions, dietary implications, and health education needs regarding
diabetes.

All information obtained remained password protected and stored securely on a
Microsoft SQL server database. No personal information was stored on the database. All data
collected was analyzed with SPSS version 24.0 to answer each specific research question and the
results will be disseminated through a peer reviewed journal, conference podium, or poster
presentation. All data will be reported in aggregate to keep patient confidentiality. Collected
data will be kept on a secure network for five years.

Sampling Plan

After receiving IRB approval (Appendix 1), the researcher enrolled subjects that met the
inclusion and exclusion criteria. Recruitment of a convenience sample was conducted in June
and July 2018 from Clarkston Community Health Center. Participants were informed of the
study by the receptionist at check-in.

Each subject voluntarily participated with the ability to cancel his or her participation at

any time during the study without reason. Patients also had the option of viewing the diabetes
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health education video without participating in the study. Patients that did not meet the inclusion
criteria, but desired diabetes health education were provided written or oral education in their
primary language. The first 32 subjects that expressed an interest in participating in the research
study received a detailed informed consent (Appendix H). A copy of the signed consent form
was provided to the participant for their records.

The consent, video, and tools were translated into the participant’s primary language
(English, Arabic, or Hindi) by a trained medical translator. All translated content was validated
by two independent reviewers fluent in the language. The video audio was in English and the
closed captioning was in the participant's primary language.

Protection of Human Subjects

Consent from CCHC and Georgia College and State University (GCSU) Institutional
Review Board (IRB) was obtained prior to beginning the recruitment of participants for this
study. Each subject voluntarily participated with the ability to cancel his or her participation at
any time during the study without reason.

After the participant signed the informed consent it was kept in a locked cabinet until it
could be scanned and stored on a protected and secure network. The informed consent was
obtained by the Pl only. Each participant was given a copy of the informed consent for their
records.

To ensure confidentiality, an identification number was assigned to each participant prior
to starting data collection and was known only by the PI and participant. The identification
number was on all questionnaires. Only the Pl had access to the participant’s identity and
identification number. All information obtained remained password protected and stored

securely on a Microsoft SQL server database. No personal information was stored on the
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database. All data will be reported in aggregate to keep patient confidentiality. Collected data
will be kept on a secured network for five years. After five years, the Pl will destroy the data by
erasing it according to the GCSU record retention policy.

Video-based diabetes health education is considered incredibly safe with minimal side
effects, not more than typical day to day stressors. Participants did not receive any compensation
to participate in the study. The data obtained was not related to illegal activities and no
information was obtained about immigration status. No compensation or incentive was received
by the researcher or clinic related to this study.

Anticipated benefits for the participants was an improved understanding of the diabetes
health topics presented. The healthcare providers at Clarkston Community Health Center
identified a need for culturally sensitive diabetes health education that could be translated into a
variety of languages. This study evaluated if video-based diabetes health education is an
effective educational solution for this diverse population.

Results

The specific aim of this project was to create culturally sensitive, evidence-based diabetes
health education in a video format that was translated into English, Arabic, and Hindi with
closed-captioning to meet the identified health education and language needs of the clinic. An
alpha level of .05 was used for all statistical tests, resulting in a 95% confidence interval.
Sample

Thirty-two subjects participated in the study (Table 1). Slightly over half (53.1%) were
male and 46.9% were female. The age range was 20 to 81 years, with the mean being 53.6 years
(SD = 14.21). Birth regions were divided into five categories: Africa (34.4%), North or South

America (12.5%), Asia (43.8%), Middle East (9.4%), and Europe (0%). Asia and Africa were
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the most common regions of birth for the sample. Participants lived in the United States between
one and sixty-one years (M =11.22, SD = 14.42). All subject could speak, read, and write in at
least one of the three languages offered and considered it their primary language. English was
the most common language (46.9%), second most common was Hindi (34.4%) and the least
common was Arabic (18.8%). The population was generally well educated, with only 21.9%
having less than a high school education. Thirty-seven percent (37.5%) reported graduating from
high school. The remaining forty percent (40.6%) attended at least some college, with 25% of
participants being a college graduate and 12.5% obtaining a graduate degree. Most participants
(59.4%) stated that they prepared most of their meals, one quarter (25%) had a spouse that
prepared the meals, and one eighth (12.5%) had another family member or friend that prepared
their meals. Only three (3.1%) percent of participants ate most of their meals at a restaurant.
What demographic factors (age, gender, primary language, education level, and years lived
in the United States) are associated with increased knowledge following the diabetes health
education intervention.

Knowledge was assessed comparing the variables of age, gender, primary language,
education level, and years lived in the United States. Using the Independent-Samples Kruskal-
Wallis Test, no significant difference was seen in the distribution of the pretest DKT2 score
related to gender (p = .682), primary language (p = .582), or education level (p = .655). Using
the Independent-Samples Mann-Whitney U Test, no significant difference was seen in the
distribution of the pretest DKT2 score related to age (p = .770) and years lived in the United
States (p =.093). Likewise, no significant difference was seen in the distribution of the posttest
DKT?2 score related to primary language (p = .537), education level (p = .640), age (p = .318), or

years lived in the United States (p = .516). There was noted to be a significant difference in
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distribution of the posttest DKT2 score related to gender (p =.018) seen with the Independent
Samples Mann-Whitney U Test.

The culturally specific diabetes knowledge questions were also assessed with the same
variables. Using the Independent-Samples Kruskal Wallis Test, no significant difference was
seen in the distribution of the pretest culturally specific diabetes knowledge score related to
primary language (p = .657) or education level (p = .759). Using the Independent-Samples
Mann-Whitney U Test, no significant difference was seen in the distribution of the pretest
culturally specific diabetes knowledge score related to age (p =.770) or gender (p =.261). The
Independent-Samples Mann-Whitney U, suggested a statistically significant difference in
distribution of the pretest culturally specific diabetes knowledge questions score related years
lived in the United States (p =.004). Likewise, no significant difference was seen in the
distribution of the posttest culturally specific diabetes knowledge score related to primary
language (p = .320), educational level (p = .538), age (p = .545), gender (p =.202), or years lived
in the United States (p = .486).

What demographic factors (age, gender, region of birth, primary language, education level,
and years lived in the United States) are associated with acceptability of the diabetes health
education intervention.

Distribution of acceptance was assessed comparing the variable categories of age, gender,
primary language, education level, region of birth and years lived in the United States for each
statement measured. The first Likert scale statement evaluated was: the diabetes video was easy
to understand. When comparing the variables of age (p = .358), gender (p = .941), and years
lived in the United States (p = .456) using the Independent-Samples Mann Whitney U Test, there

was no significant difference in distribution across the variable categories. Likewise, using the
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Independent-Samples Kruskal-Wallis Test for the variables of primary language (p = .308),
educational level (p =.202), and region of birth (p = .488), there was no significant difference in
distribution across the variable categories.

The final Likert scale acceptance statement assessed was: health education videos are an
effective way for me to learn more about my health. The same nonparametric tests were
performed. No significant difference in distribution was seen in the variable categories of age (p
=.495), gender (p = .655), years lived in the United States (p = .943), primary language (p =
.687), educational level (p =.221), or region of birth (p = .483).

What demographic factors (age, gender, primary language, education level, and years lived
in the United States) are associated with self-efficacy following the diabetes health
education intervention.

Perceived self-efficacy was measured by three questions: the diabetes video helped me
learn about diabetes; the video helped me understand changes | can make to my diet to improve
my diabetes; and the video helped me understand how to monitor my blood sugar at home. A
five-point Likert scale was used to measure self-efficacy, with one representing strongly disagree
and five representing strongly agree.

Distribution of self-efficacy was assessed comparing the variable categories of age,
gender, primary language, education level, region of birth and years lived in the United States for
each statement measured. The first Likert scale statement evaluated was: the diabetes video
helped me learn about diabetes. When comparing the variables of age (p = .770), gender (p =
.941), and years lived in the United States (p = .427) using the Independent-Samples Mann
Whitney U Test, there was no significant difference in distribution across the variable categories.

Likewise, using the Independent-Samples Kruskal-Wallis Test for the variables of primary
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language (p = .141), educational level (p =.514), and region of birth (p =.477), there was no
significant difference in distribution across the variable categories.

The next self-efficacy Likert scale statement assessed was: the video helped me
understand changes | can make to my diet to improve my diabetes. No significant difference in
distribution was seen in the variable categories of age (p = .830), gender (p = .682), or years
lived in the United States (p = .486) using the Independent-Samples Mann Whitney U Test.
Likewise, using the Independent-Samples Kruskal-Wallis Test for the variables of primary
language (p = .393), educational level (p = .535), and region of birth (p =.621), there was no
significant difference in distribution across the variable categories.

Finally, the last self-efficacy Likert scale statement assessed was: the video helped
me understand how to monitor my blood glucose at home. The same nonparametric tests
were performed. No significant difference in distribution was seen in the variable
categories of age (p =.711), gender (p = .882), years lived in the United States (p = .683),
primary language (p = .565), educational level (p =.283), or region of birth (p = .927).

Will a culturally sensitive, evidence-based diabetes health education video increase knowledge
of diabetes in patients speaking Arabic, Hindi, or English at Clarkston Community Health
Center?

Diabetes knowledge was measured by the Revised Diabetes Knowledge Test (DKT2)
before and after the intervention. The overall pre-test DKT2 mean score was 48.66% (SD =
23.12) and the post-test DKT2 mean score was 73.21% (SD = 21.16). This represented a 24.55%
(SD = 26.84) increase in mean score following the intervention. A paired samples t-test revealed

a statistically significant difference in knowledge between the pretest and posttest score, t (31) =
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5.174, p=.000. Cronbach’s coefficient alpha demonstrated reliability for the use of the DKT2 in
this study (.894). Table 2 shows the individual question scores as well as the overall test results.

Culturally specific diabetes knowledge questions were also developed by the PI to assess
knowledge of healthy dietary choices specific to the population. The pretest mean score was
60.31% (SD = 23.62) and the post-test score was 78.44% (SD = 22.45). This represented an
18.13% (SD = 25.33) increase in mean score. A paired samples t-test revealed a statistically
significant difference in knowledge between the pre-test and post-test culturally specific diabetes
knowledge questions score, t(31) = 4.05, p =.000. Cronbach’s coefficient alpha demonstrated
reliability of the culturally specific diabetes knowledge questionnairre in this study (.910). Table
3 details the pre and post-test scores and change in scores by question.

Will a culturally sensitive, evidence-based diabetes health education video be an acceptable
educational solution in patients speaking Arabic, Hindi, or English at Clarkston
Community Health Center?

Acceptance was measured with two Likert scale statements: the diabetes video was easy
to understand, and health education videos are an effective way for me to learn more about my
health. The statements were scored on a one to five scale, with one meaning strongly disagree
and five meaning strongly agree. The mean Likert score for the statements were as follows: the
diabetes video was easy to understand (M = 4.59, SD = .665), and health education videos are an
effective way for me to learn more about my health (M = 4.72, SD = .457). Considering that a
score of four represents agree and five represents strongly agree, these results represent a high

level of acceptability.
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Will a culturally sensitive, evidence-based diabetes health education video improve self-
efficacy in patients speaking Arabic, Hindi, or English at Clarkston Community Health
Center?

A five-point Likert scale was used to measure self-efficacy, with one representing
strongly disagree and five representing strongly agree. Cronbach’s coefficient alpha for this
study demonstrated reliability of the acceptability and self-efficacy tool (.889). The mean Likert
score for the statements are as follows: the diabetes video helped me learn about diabetes (M =
4.72, SD = .52); the video helped me understand changes | can make to my diet to improve my
diabetes (M = 4.69, SD = .22); the video helped me understand how to monitor my blood glucose
at home (M = 4.75, SD = .44). With a score of four representing agree and five representing
strongly agree, the results suggest a high level of perceived self-efficacy following the
intervention.

Qualitative Questions

Qualitative questions were not statistically analyzed since only three of the thirty-two

participants completed these optional questions.
Interpretation/ Discussion

Results suggest a statistically significant increase in knowledge following a culturally
sensitive diabetes educational video, as measured by a pre and posttest of the DKT2 (t(31) =
5.17, p = .000) and culturally specific knowledge questions (t(31) = 4.05, p =.000). There was
no difference in score distribution for the DKT2 related to demographic variables, except for
gender on the posttest score (p =.018). It is unclear why a difference in gender scores were seen
following the intervention. No studies were identified in the literature review with similar

results. Tenkorang (2017) suggested gender disparities related to development of diabetes in
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immigrants, but related these differences to lifestyle factors, not necessarily to knowledge levels.
Additional studies will be needed to determine if this trend continues.

The culturally specific knowledge questions also showed one significant demographic
variable that revealed a difference in score distribution. Years lived in the United States showed
a statistically significant difference in distribution of scores on the pretest (p =.004). This
finding suggests that the participants’ familiarity with culturally specific foods may be impacted
by the length of time they had been living in the United States. Following the intervention,
however, no significant difference in distribution was noted in any demographic variables,
suggesting an increase in knowledge for all subgroups.

Participants overall found great value and promotion of self-efficacy in the video-based
diabetes education. They strongly agreed that the diabetes video helped them learn about
diabetes (M = 4.72, SD = .52) and changes that they can make to their diet to improve diabetes
(M =4.69, SD = .22). They also agreed that it helped them understand how to monitor their
blood glucose at home (M = 4.75, SD = .44). Self-efficacy improvement was seen across all
demographic variables, with no variables showing a significant difference in distribution. These
findings suggest that video-based diabetes education may be an effective tool to increase self-
efficacy in diverse population groups.

Participants reported a high level of acceptance with this form of diabetes education.
Most strongly agreed that the health education video was easily understandable (M = 4.59, SD =
.67) and was an effective way for them to learn about their health (M = 4.72, SD = .46). High
levels of acceptance were reported across all demographic variables with no significant
difference in distribution. These findings are valuable considering the education was offered in

three different translations. More studies are needed to assess the effectiveness and acceptance



VIDEO-BASED DIABETES EDUCATION 33

of video-based health education for diverse cultural groups, but the findings of this study suggest
it may be a promising solution for a busy, culturally diverse, primary care clinic setting.
Strengths of the Study

The strengths of this study were primarily related to multiple levels of collaboration and
support for the project. This project was not only an educational experience for the participants,
but University of North Georgia BSN and media students were also able to learn how to create a
useful, culturally sensitive educational tool. They learned concepts of health promotion and
disease prevention and the challenges of creating a tool that meets a variety of patient needs.
Students expressed a positive experience with the project and an interest in future population
health related endeavors.

The founders of the clinic graciously provided space and organizational support. Since
patient education was a desire of the organization, the project was fully accepted and promoted.
CCHC volunteers also assisted in supplying and installing the computers, Miracast, and video
monitors for the project. Without the support of numerous individuals, the project would not
have been such a success.

This study also allowed the PI to meet some personal goals related to advanced nursing
practice. The translational project provided opportunities for leadership, personal, and
professional growth. It allowed the PI to provide meaningful educational opportunities for an
underserved population, as well as facilitate interprofessional educational opportunities in both
academic and private settings. The study will provide a foundation for future population health

focused research.
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Limitations/ Barriers of the Study

There were a few limitations to the study. The study utilized a convenience sample from
a small, free clinic in Clarkston, Georgia. There was a small sample size, with only thirty-two
participants, which makes the study less generalizable. The participants spoke three primary
languages, English, Arabic, and Hindi. Although the translated materials were reviewed by three
separate individuals for each language, it is difficult to determine if the translations were
completely understandable to the participants. There can be many different dialects within a
single language and reading levels can greatly vary.

Barriers also include the accessibility and cost of translational services. Translation of
educational material can take a significant amount of time, especially when multiple reviewers
are needed. Some languages are more commonly spoken and more readily available for
translation. This will need to be considered with future studies.

The setting of the project may have also impacted the results. All education was
completed in a busy waiting room, with distractions and noise present. A quiet, more private
setting may have increased the potential for learning.

Implications for Future Research

Future studies are recommended for the use of video-based education for diverse
populations. Studies are needed to evaluate the acceptability of this technology in different
ethnic groups. Since real-time translation can sometimes be difficult and expensive to obtain,
trialing short, translated videos related to various health topics may continue to be helpful. A
comprehensive needs assessment to identify educational gaps in specific populations is

recommended to guide implementation and future research.
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Additional research should also assess short-term and long-term diabetes outcomes
following educational interventions in diverse ethnic groups. Gender differences and years lived
in the United States should be further evaluated to determine implications and possible
appropriate interventions.

Sustainability

Clarkston Community Health Center has embraced the results of this study and intends to
implement video-based health education in all waiting areas. Key stakeholders have suggested
additional health topics and translations needed. CCHC is currently creating a library of videos
that can be viewed in the office as well as online through the CCHC YouTube channel. The
patient will be able to access the topic and language that they desire by connecting to the link
provided. As a result of this study, CCHC volunteers and UNG nursing students have developed
thirty more brief translated videos on the topics of tuberculosis, asthma, stroke, heart disease,
hypertension, handwashing, accessing health care and more. BSN nursing students will continue
to create additional videos to further expand the library.

Other free clinics and health departments have been identified as potential sites to utilize
this educational tool. This research will be further disseminated through local inservices and
presentations, state or national podium or poster presentations, and/or peer reviewed journal
publications.

Conclusion

Refugees and immigrants are a vulnerable population in need of quality medical care for
chronic conditions. Clarkston Community Health Center (CCHC) had an opportunity to provide
culturally appropriate diabetes health education to this population. Since CCHC is a free clinic

and patients are mostly seen on a walk-in basis and can wait for more than an hour for care,
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providers and staff at CCHC identified a need to provide health education while the patient was
in the waiting room. This study focused on diabetes education, but topics could be expanded to
numerous acute and chronic conditions. Viewing a video prior to seeing the provider may
prompt increased discussion about care. Closed captioning in select languages may allow
additional accessibility for non-English speaking patients.

This study suggests that culturally sensitive, video-based diabetes education can increase
knowledge of diabetes, have a high perceived self-efficacy, and be an acceptable educational
medium in a culturally diverse primary care clinic. These results are consistent with a recent
study by Gao, Cook, and Mayhew (2018), who concluded that a culturally-tailored, multi-lingual
health promotion video increased knowledge, was an acceptable education tool, and may
facilitate behavior change in a culturally diverse population. The languages evaluated by these
researchers were Tagalog, Vietnamese, Korean, Punjabi, Mandarin, and English and the health
topic was tuberculosis (Gao, Cook, & Mayhew, 2018).

Research supports culturally appropriate diabetes health education for refugee and
immigrant patients. Creating health education to meet this need is the biggest challenge. Video-
based education translated in select languages may be a viable option to meet this need. This
media can better utilize wait time by presenting educational information. The goal of this project
was to increase diabetes knowledge and ultimately improve diabetes outcomes in a diverse
population. This study suggests that video-based diabetes health education may be a means to

make this goal a reality.
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Appendix A

Video-Based Diabetes Education for a Culturally Diverse Population at Clarkston Community
Health Center

January 31, 2018
Georgia College Institutiona! Review Board,

Based on my review of the proposed research by Heather Harris, I give permission for her to
conduct the project entitled Video-Based Diabetes Education for a Culturally Diverse Population
within Clarkston Community Health Center. As part of the project, [ authorize the researcher to
create culturally appropriate diabetes health education videos and then show the created videos
to patients diagnosed with diabetes or pre-diabetes. As part of the project, we understand that the
researcher will conduct a pretest and posttest to evaluate diabetes knowledge, acceptability, and
self-efficacy. We understand that the participation of patients in the research will be voluntary
and at their own discretion.

We understand that our organization’s responsibilities would include: 1.) assigning the
researcher an appropriate space that would be appropriate for the implementation of this project:
2.) informing potential participants of the research study: 3.) providing access to patient medical
records to verify diabetes or pre-diabetes diagnosis; 4.) and Facilitating the researcher in
presenting the findings of her project to the stakeholders. We also understand that we reserve the
right to withdraw from the study at any time our circumstances change.

The anticipated time for the implementaticn and evaluation of this project is from spring to fall,
2018. T understand that the data collected will remain entirely confidential and may not be
provided to anyone outside of the research team, All presentation of data will be in a de-
identified ar}d aggregate form to ensure confidentiality.
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Appendix B

1

00:00:04,570 -=> 00:00:09,780

What is diabetes? Diabetes is a disease
that affects how the body uses glucose,

2

00:00:09,780 --> 00:00:12,770
a sugar that is the body's
main source of fuel.

3

00:00:12,770 -=> 00:00:17,770

Your body needs glucose to keep running.

Here's how it works. Imagine this is a blood vessel.

4

00:00:18,410 --> 00:00:23,730

After you eat, glucose from food gets into

your blood. This picture represents your pancreas,

5

00:00:23,730 -=> 00:00:28,440

which is an organ in your body that makes a hormone called
insulin. Insulin works like a key

6

00:00:28,440 --> 00:00:32,789

to help glucose in the blood get into the body's

cells. This allows the body to get the energy it needs.

.
00:00:36,400 --> 00:00:40,821
When you have diabetes your body
either can't make insulin or

8

00:00:40,821 --> 00:00:45,231

the insulin doesn't work in the body like
it should. This means the glucose can't get

9

00:00:45,231 --> 00:00:49,710

into the cells normally and this causes
a lot of glucose to be in the blood.

10

00:00:49,710 --> 00:00:53,8061

If a lot of glucose is in the blood,
the blood glucose level gets too high,
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11

00:00:53,861 --> 00:00:56,391
which makes people sick if
they don't get treatment.

12

00:00:57,571 --> 00:01:00,0611
People from all over the world
are diagnosed with diabetes.

13

00:01:00,611 --> 00:01:04,510

People with diabetes need to adjust their
eating habits to live healthy lives and

14

00:01:04,510 --> 00:01:08,841

avoid complications. What are the major
symptoms of diabetes?

15
00:01:08,841 --> 00:01:13,481

Being very thirsty no matter how much you drink.

very hungry no matter what you eat.

16
00:01:13,481 --> 00:01:15,151
And, urinating much more than usual.

17

00:01:21,921 --> 00:01:25,450

So, let's talk about what kind of
foods people with diabetes should eat,

18

00:01:25,450 --> 00:01:29,520

what is good in moderation, and
what kinds of food is best to avoid.

19

00:01:29,520 --> 00:01:32,471
The diabetes diet focuses

on limited carbohydrate and fats,

20
00:01:32,471 --> 00:01:37,221
which is a healthy way for most

people to eat. These are some pictures of healthy foods.

21
00:01:42,738 --> 00:01:47,108

Being

43
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Carbohydrates are class of food that
contain starches and sugars, and

22

00:01:47,108 --> 00:01:51,419

can be called simple or

complex. Particularly simple carbohydrates

23

00:01:51,419 --> 00:01:55,889

in excess cause your blood glucose to go
up and excessive consumption of fats can

24

00:01:55,889 --> 00:02:00,299

lead to long term problems such as heart
disease. These are some foods that are high

25

00:02:00,299 --> 00:02:05,0098

in simple carbohydrates. We can separate
these foods into three categories: green,

26

00:02:05,098 --> 00:02:09,439

vellow, and red. Green means good foods
that you can always enjoy, yellow

27

00:02:09,439 --> 00:02:13,869

means that those foods should be eaten in
moderation, and red means that those foods

28

00:02:13,869 --> 00:02:18,759

should be eaten less often. Some examples
of green foods or foods I can always eat

29

00:02:18,759 --> 00:02:23,789

are steamed vegetables, lean meats

such as fish, chicken, or lamb and low-fat yogurt or milk.

30
00:02:25,199 --> 00:02:26,969
Shredded cabbage, broccoli, or

31

00:02:26,969 --> 00:02:32,199

cauliflower is also a healthy food to eat instead of
white rice. Cabbage does not spoil easily and
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32

00:02:32,199 --> 00:02:37,239

can be topped with stew or curry. Vegetable

curry, green salad and hummus, and grilled eggplant

33
00:02:38,388 --> 00:02:40,719
with sumac aioli are healthy choices.

34

00:02:42,109 --> 00:02:47,099

What kind of foods are okay to eat sometimes
or in small portions? Some yellow foods

35

00:02:47,099 --> 00:02:51,968

include nuts, whole grain

breads, olive o0il, olives, and seeds.

36

00:02:51,968 --> 00:02:56,139

Some helpful tips for yellow foods
are choosing whole grain breads and

37

00:02:56,139 --> 00:03:01,199

eating small portion sizes. For

example, wheat chapattis could be substituted for

38

00:03:01,199 --> 00:03:05,799

white nan as a healthy alternative. So

what kind of foods are in the red category?

39

00:03:05,799 --> 00:03:10,409

Foods high in simple carbohydrates include
white potatoes, white rice, white flour

40

00:03:10,409 --> 00:03:14,879

bread, most fruit juices, other sweetened
beverages like regular soda, and

41

00:03:14,879 --> 00:03:20,349

canned fruit in heavy syrup. All of these
will make your blood sugar go up. Fruit and

42
00:03:20,349 --> 00:03:23,309
fruit juices can be tricky.
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Even though some juices and

43

00:03:23,309 --> 00:03:27,498

fruits have no sugar added, they still
contain natural sugars which can cause

44

00:03:27,498 --> 00:03:32,998

your blood sugar to go up. Foods high in
fat include oils, fried foods, ghee, whole

45

00:03:32,998 --> 00:03:38,208

milk, and corn. Ugali is considered a food to
avoid. It consists of thickened cornmeal and

46

00:03:38,208 -=> 00:03:42,319

is high in simple carbohydrates and
fat. What does a free food mean?

47

00:03:42,319 -—> 00:03:45,869

Some foods and drinks can be taken without
affecting your blood glucose level.

48

00:03:45,869 --> 00:03:50,299

These are called free, which means you
may have them as much as you like.

49

00:03:50,299 --> 00:03:54,198

Free foods are any food that has less
than twenty calories per serving.

50

00:03:55,358 --> 00:04:00,758

Free drinks include: unsweetened tea,
black coffee, clear soups like consommé,

51

00:04:00,758 --> 00:04:06,4098
and diet soft drinks. Free
vegetables are asparagus, garlic,

52

00:04:06,498 --> 00:04:11,71°9
leeks, capsicum, onions,
chilies, eggplant, fennel,

46
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53

00:04:11,719 --> 00:04:16,0649

and zucchini. Some other items that are also
considered to be free foods are herbs and

54

00:04:16,649 --> 00:04:22,289

spices, low calorie jams, low calorie salad
dressing, vinegar of all varieties, and

55
00:04:22,289 ——> 00:04:24,039
artificial sweeteners.

56
00:04:24,039 --> 00:04:27,569

With all this in mind, what does a well balanced

meal and eating plan look like?

57

00:04:28,749 --> 00:04:33,419

Stick to a regular schedule for meals.
Eat the same time every day as much as

58

00:04:33,419 --> 00:04:37,0649

possible. Each meal should have a similar
amount of protein, carbohydrates, and

59

00:04:37,649 --> 00:04:42,729
fats. Protein intake should
make up ten to twenty

60

00:04:42,729 --> 00:04:47,639

percent of your diet. Some healthy protein
choices include baked fish, lean lamb, and

61

00:04:47,639 --> 00:04:51,219

bake skinless chicken. Non-meat
protein options include lentils and

62

00:04:51,219 --> 00:04:56,338

beans. Carbohydrate intake should come from
whole grains, whole fruits and vegetables,

63
00:04:56,338 —=—=> 00:05:00,768
and foods high in fiber. Some examples

47
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include steamed brown basmati rice and

64

00:05:00,768 --> 00:05:05,319

vegetables. Examples of high fiber
carbohydrates include whole grain breads,

65

00:05:05,319 --> 00:05:10,619

legumes and fruit. If you are eating a lot
of fruit with the meal, cut down on rice

66

00:05:10,619 --> 00:05:14,889

and bread so the carbohydrates don't add
up to quickly. Green vegetables are a great

67

00:05:14,889 --> 00:05:20,189

addition to any diet, whether that is green
beans, broccoli, or kale salad. Always drink

68

00:05:20,189 -=> 00:05:24,268

lots of water. Hydration is an important
factor in your body functioning properly.

69

00:05:26,718 --> 00:05:30,758

So, let's talk about checking your blood
glucose level at home. Knowing the right

70

00:05:30,758 --> 00:05:34,638

foods to eat is a big part of controlling
diabetes but it is also important to check

71

00:05:34,638 --> 00:05:37,828

your blood glucose so you can know
how different foods are affecting

72
00:05:37,828 --> 00:05:40,138
you. At home, the best method for

73

00:05:40,138 --> 00:05:43,978

blood glucose checks involve giving
yourself a small finger prick and

74

48
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00:05:43,978 -=> 00:05:47,758
using a test strip and glucometer, which
collects a small amount of blood and

75

00:05:47,758 --> 00:05:52,178

analyzes it. Some important times to
test your blood glucose are: first thing

76
00:05:52,178 -—> 00:05:56,357
in the morning before breakfast. Your blood

glucose should be between seventy and one hundred.

77

00:05:59,869 --> 00:06:03,659

Two hours after a meal, your blood
glucose has risen because of eating

78

00:06:03,659 -=> 00:06:05,649

but should still

be less than one hundred and forty.

79

00:06:10,058 --> 00:06:13,468
Also check it during the night if
you have been experiencing:

80

00:06:13,468 —--> 00:06:17,748

night sweats, morning headaches,

or unexplained high or low readings.

81

00:06:20,969 --> 00:06:24,999

Remember you should also check your blood
glucose levels if you are unwell or sick

82

00:06:24,999 --> 00:06:30,389
"Sickness usually leads to high blood
glucose levels. You are experiencing

83

00:06:30,389 --> 00:06:34,729

symptoms of high blood glucose levels
such as headaches, vision changes, and

84
00:06:34,729 --> 00:06:38,599
extreme thirst. You suspect that you

49
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might have a low blood glucose level.

85

00:06:38,599 --> 00:06:43,388

Some symptoms of low blood glucose include
sweating, shaking, light headedness, or

86

00:06:43,388 -=> 00:06:47,699

fatigue. What do you do when your blood
glucose is too high? Take your medications

87

00:06:47,699 --> 00:06:51,349

as prescribed and be sure not to eat or
drink anything that can make your blood

88

00:06:51,349 --> 00:06:55,899

glucose increase more. What do you do when
your blood glucose is too low? Take some

89

00:06:55,899 --> 00:07:00,768

sugar or a sweet drink immediately, for
example: half a cup of ordinary soft

90

00:07:00,768 --> 00:07:05,219

drink. Low calorie diet drinks do not have
natural sugar in them so they will not

91

00:07:05,219 --> 00:07:10,459

help increase your blood glucose
level. A half glass of fruit juice or

92

00:07:10,459 --> 00:07:15,079

three to five glucose tablets, available
from a pharmacy. Why is it important to

93

00:07:15,079 --> 00:07:19,239

control my diabetes? Uncontrolled diabetes
can lead to other health concerns such

94

00:07:19,239 --> 00:07:22,888

as vision problems, kidney disease,
nerve problems, heart disease, and

50
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95

00:07:22,888 —--> 00:07:26,849
more. These are all result of
poor blood supply that occurs

96

00:07:26,849 --> 00:07:31,508

with uncontrolled diabetes, which can
cause damage to your feet, eyes, and

97

00:07:31,508 --> 00:07:35,799

other parts of your body. Take care of your
feet by inspecting them every day for

98
00:07:35,799 --> 00:07:38,688
sores or cuts. Wash them well with soap and

99

00:07:38,688 -=> 00:07:42,769

warm water. Moisturize your feet and
wear supportive shoes. Numbness and

100

00:07:42,769 --> 00:07:46,379

tingling in your feet and other
extremities can be a sign of nerve disease.

101

00:07:48,269 --> 00:07:52,659

Exercise i1s an important aspect of a
healthy lifestyle and it helps lower blood

102

00:07:52,659 --> 00:07:57,888

glucose levels. It also reduces stress and
other risks of heart disease.

103

00:07:57,888 --> 00:08:02,019

Some good exercises to participate in
include running or walking, swimming, and

104

00:08:02,019 --> 00:08:04,988
cycling. It is recommended
that you should exercise for

105
00:08:04,988 --> 00:08:09, 848
thirty minutes a day. It is important to



VIDEO-BASED DIABETES EDUCATION

maintain regular check-ups with your doctor.

106

00:08:09,848 --> 00:08:13,439
They will look at your blood
pressure, weight, feet, eyes, and

107

00:08:13,439 --> 00:08:16,449
lab tests to see how well
your diabetes is controlled.

108

00:08:16,449 --> 00:08:20,939

One important blood test your doctor will
look at is called hemoglobin Alc.

109

00:08:20,939 --> 00:08:24,839

It is a test you need to get every three
to six months because it shows your

110

00:08:24,839 --> 00:08:28,979

overall blood glucose control for

the last six to twelve weeks. Remember,

111

00:08:28,979 --> 00:08:32,109

eating right, exercising, and

following the instructions of your health

112

00:08:32,109 --> 00:08:35,609

care provider is the best way to get
the most out of life with diabetes.
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Appendix C

Demographic Survey

1. Age inyears
@)

2. Gender
o Female
o Male

3. Region of birth
o Africa
North or South America
Asia
Middle East
Europe
Other

O O O O O

4. Years lived in the United States
(@]

5. Country of origin

6. Primary language
o Arabic
o Hindi
o English

7. Highest education level

o Less than high school
High school graduate
Some college
College graduate
Graduate degree

o O O O

8. Who prepares most of the meals that you eat?
o | prepare most of the meals
o My spouse prepares most of the meals
o Another family member or friend prepares most of the meals
o | eat most of my meals at restaurants
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Appendix D
Revised Diabetes Knowledge Test

1. The diabetes diet is:
o The way most people eat (revised)
o A healthy diet for most people
o Too high in carbohydrate for most people
o Too high in protein for most people

2. Which of the following is highest in carbohydrate?
o Baked chicken
o Cultured cheese (revised)
o White rice (revised)
o Salted nuts (revised)

3. Which of the following is highest in fat?
o Low fat (2%) milk
o Orange juice
o Corn
o Honey

4. Which is the following is a “free food”?
o Any unsweetened food
o Any food that has “fat free” on the label
o Any food that has “sugar free” on the label
o Any food that has less than 20 calories per serving

5. AlC is a measure of your average blood glucose level for the past:
o Day
o Week
o 6-12 weeks
o 6 months

6. Which is the best method for home glucose testing?
o Urine testing
o Blood testing
o Both are equally good
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7. What effect does unsweetened fruit juice have on blood glucose?
o Lowersit
o Raises it
o Has no effect

8. Which should not be used to treat a low blood sugar?
o 3 hard candies
o Y cup orange juice
o 1 cup diet soda
o 1 cup skim milk

9. For a person in good control, what effect does exercise have on blood glucose?
o Lowersit
o Raises it
o Has no effect

10. What effect will an infection most likely have on blood glucose?
o Lowersit
o Raises it
o Has no effect

11. The best way to take care of your feet is to:
o Look at and wash them each day
o Massage them with alcohol each day
o Soak them for 1 hour each day
o Buy shoes a size larger than usual

12. Eating foods lower in fat decreases your risk for:
o Nerve disease
o Kidney disease
o Heart disease
o Eye disease

13. Numbness and tingling may be symptoms of:
o Kidney disease
o Nerve disease
o Eye disease
o Liver disease
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14. Which of the following is not associated with diabetes?

©)

©)
@)
@)

Vision problems
Kidney problems
Nerve problems
Lung problems
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Appendix E

Culturally Specific Diabetes Knowledge Questions

1. What are examples of healthy food choices? (select all that apply)

a.
b.
C.
d.

e.

Steamed vegetables (MS1)

Fried white rice (MS2)

Canned fruit in heavy syrup (MS3)

Low fat yogurt (MS4)

Green salad with pita and hummus (MS5)

2. What are examples of foods that should be limited in your diet? (Select all that apply)

a.
b.
C.
d.

e.

Olive oil (MS6)

Ugali (MS7)

Sugar-sweetened beverages (MS8)
Ghee (MS9)

Fresh vegetables (MS10)

3. What best describes a diabetes diet?

a.
b. A diet that is like the way most people eat
C.

d. A low-calorie diet with many limitations

A diet containing a wide variety of food with regular meals and snacks

A diet too high in fat for most people
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Appendix F

Acceptability and Self-Efficacy Questionnaire

1. The diabetes video helped me learn about diabetes.
o Strongly agree
o Agree
o Neutral
o Disagree
o Strongly disagree
2. The diabetes video was easy to understand
o Strongly agree
o Agree
o Neutral
o Disagree
o Strongly disagree

91

3. The video helped me understand changes | can make in my diet to improve my diabetes.

o Strongly agree
Agree

Neutral

Disagree
Strongly disagree
4. The video helped me understand how to monitor my blood sugar at home.
Strongly agree
Agree

Neutral

Disagree

o Strongly disagree

o O O O

o O O O

5. Health education videos are an effective way for me to learn more about my health.

o Strongly agree
Agree

Neutral

Disagree
Strongly disagree

o O O O
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Appendix G

Qualitative Questions

Examples of open-ended questions included:

What foods have you given up since being diagnosed with diabetes?

What foods do you miss the most?

How do you feel about living with diabetes?

Do you have any difficulty managing your diabetes?

Please give examples of foods that you shouldn’t eat.

What suggestions do you have to improve diabetes education for your culture?
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Appendix H

Informed Consent Form
Video-based Diabetes Education for a Culturally Diverse Population

‘ PURPOSE OF RESEARCH

You are invited to participate in a research study on evaluating a diabetes health education video.
The primary goal of this research study is to determine whether video-based diabetes health
education is an effective education tool for culturally diverse patients.

You were selected as a possible participant in this study because you are currently diagnosed with
diabetes or pre-diabetes. This research study is looking for participants who speak Arabic, Hindi,
or English and are diagnosed with diabetes.

‘VOLUNTARY PARTICIPATION

Your participation in this study is entirely voluntary. You are free to terminate your participation
in this study at any point without reason. If you decide to terminate your participation, please
notify Heather Harris at heather.harris1@bobcats.gcsu.edu or call 706-429-5452 (C).

‘ INCLUSION AND EXCLUSION CRITERIA

By signing this informed consent, you are agreeing to the inclusion criteria. Please read through
the inclusion and exclusion criteria entirely.

Inclusion Criteria:
e Male or female aged over 18 years old

e Current diagnosis of diabetes or pre-diabetes
e Proficient in English, Arabic, or Hindi
e Willing to sign an informed consent

Exclusion Criteria:
e Younger than 18 years old

e Not diagnosed with diabetes or pre-diabetes
e Not proficient in English, Arabic, or Hindi
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‘ DURATION OF STUDY INVOLVEMENT

This research study is expected to take 12 weeks. The study is estimated to start spring, 2018.

| PROCEDURES

If you choose to participate, you will be asked to complete a pre and post video questionnaire.
The pre and post questionnaire is estimated to take 10 minutes to complete.

The intervention for this study consists of a 10-minute diabetes educational video. The video
will include audio in English and closed captioning in your primary language.

Risks:
Video-based diabetes health education is considered incredibly safe with minimal side effects,
not more than typical day to day stressors.

The results of the study will remain confidential and will not be linked with your name. The
results are to be used for research purposes only.

IPARTICIPANT RESPONSIBILITIES

As a participant, your responsibilities include:

Complete the pre and post questionnaire

View the diabetes health education video

Ask questions as needed

Tell the researcher if you would like to terminate your participation

POTENTIAL BENEFITS

The researcher cannot guarantee or promise that you will receive any benefits from this study.
However, learning more about diabetes may improve your understanding of diabetes and its
treatments.

FINANCIAL CONSIDERATIONS

There are no costs associated with participation in this research study.

CONFIDENTIALITY

The purpose of this research study is to obtain data or information on the effectiveness of a
diabetes health education video; the results may be disseminated in a nursing or medical journal,
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healthcare conference podium, or poster presentations. Your identity and/or your personal health
information will not be disclosed. Prior to the beginning of the study you will receive a unique
identification number that will be on each questionnaire rather than your name.

Signature of Adult Participant Date

Signature of Witness Date
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342018 Geardia College Mail - Your IRB protocol 9592 is Approved for 2015-03-14 - 20190314

.
G m I | heather harris1 <heather.harris 1i@hobcats. gcsu.edu>
eyGoogle

Your IRB protocol 9692 is Approved for 2018-03-14 - 2019-03-14

IRB Portal <irbiG@gcsuedu=

Reply-To: irbiE@gosu. edu

To: heather harrisT@bobeats gesu edu
Ccirbi@gosu.eduy

GEORGIA
COLLEGE

GEORGIA'S PUBLIC LIBERAL ARTS UNIVERSITY

DATE: 20158-03-14

TO: Heather Harris

Wed, Mar 14,2018 at 4:12 P

Institutional Review Board
Office of Academic Affairs
irb@gesu.edu

hitp: e gosu.edudrb

FROM: Yhitney L Heppner, Ph.D. Chair of Georgia College Institutional Review Board

RE: Your IRB protocal 9692 is Approved for 2018-03-14 - 2019-03-14

Dear Heather Harris,

The proposal you submitted, "video-Based Diabetes Education for a Culturally Diverse
Population," has been granted approval by the Geargia College Institutional Review
Board. You may proceed but are responsible for complying with all stipulations described
undaer the Code of Federal Relationship 45 CFR 46 (Protection of Hurman Subjects). This

docurnent can be abtained frarm the following address:

http: e hh e gov /o hrp/humansubjects/guid anced ScfrdB.himl

The approval period is for one year, starting fram the date of approval. After that time, an
extension may be requested. It is your responsibility to notify this committee of any
changes to the study or any problems that occur You are to provide the cormmittee with a
surnrnary staternent. Please use the IRB Portal (hitp s firb- portal gesu edud) to reguest an
extension, repart changes, or repart the completion of your study.

Finally, an behalf of IRE, we wish you the best of luck with your study. Please contact GC

IRE at any time for assistance.

incerely,

hittpes: Szl google. coom dmail uf STu=28ik=027 a7 a04 58 jzver=k BTD gkP pohd A en S eves ptdm sn=1 E226248087 7 dd 358 search=inbocAsiml=1 6226244
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3/14/2018 Georgia College Mail - Your IRB protocol 9692 is Approved for 2018-03-14 - 2019-03-14
Whitney L. Heppner, Ph.D.

https:/mail.google.com/mail/u/1/?ui=28ik=927 a7a04 5a8jsver=kBTDgk PpgMA.en .8 view=pt&msg=1622624a087 7dd35& search=inbox&siml=1622624a... 2/2
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Appendix J

1492015 Geargia College Mail - Revized Disbetes Knowledge Test

L
G M I | heather harris1 <heather.harris 1ghobcats.gcsu.edu=
by Google

Revised Diabetes Knowledge Test

Campbell, Pam <pamcamp@med.umich.edu= Tue,Jan 23,2018 at 8:37 AM
Ta: heather harris1 <heather.harris1@bobecats.gcsu.edu>

Dear b=, Harris,

Flease feel free to use our Diabetes Knowl edge Test, YWe just azk that you cite our Center as follows: the project
described was supported by Grart Murmber P30DE092926 (MCDTR) from the MNational Institute of Diabetes and
Digestive and Kidney Diseases

Ls for the translation, please contack Piero Bindi { phindi@masiorogg com Jat MAP! group whorn provides translations
of our survey instruments, free of charge.

Thark you,

Pam Campbell

Michigan Digbetes Research Center

Michigan Center for Diabetes Transiafional Research
University of Michigan Medical School

1000 Wall Street

RiNE 6100 Brehm Tower

Ann Arbog, Michigan 481035

Tel 734-r63-5730

Faxe 734-647-2307

Femember to cite the Wichigan Diahetes Research Center (MDRC) and/or the Michigan Center for Diabetes
Translational Research (MCOTR)in publications:

"The project described was supported by Grant Mumber P300K020572 (MDRC) from the Mational Institute of
Diabetes and Digestive and Kidney Diseases" OR the project described was supported by Grant Mumber
P30DK092926 (MCDTR) from the Mational Institute of Diabetes and Digestive and Kidney Diseases”

hitpes: Sl google . comimail WD u=28ik=927 a7 al45a8 jsver=pk G7hiC EwP U en Svievept &msg=160cdb24 8017 Id4 208 search=inhox&sim=160db2450... 142
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1492015 Geargia College Mail - Revized Disbetes Knowledge Test

MICHIGAN MEDICINE

UNIVERSITY OF MICHIGAN

From : heather harrisl [mailto:he ather harrisT@bobecats. gosu edu]
Sent: Monday, January 08, 2018 2:57 PM

To: pamcampi@umich.edu; heather harrisi@ung.edu; Sheryl Winn
Subject: Revised Disbetes Knowledge Test

[Quated test hidden]

Electranic Mail is not secure, may not be read every day, and should not be used far urgent or sensttive issues

hitpes: Sl google.comimail WD u=28ik=927 a7 al45a8 jsver=pk GThiC EwP U en Svievept &msg=160cdb24 8017 Id4 208 search=inhox&sim=160db2450... 22
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A28 Geargia College Mail - Revised Disbetes Knowledge Test

-
G M I | heather harris1 <heather.harris 1ghobcats.gcsu.edu=

Revised Diabetes Knowledge Test

Fitzgerald, Tom <tfitz@med.umich.edu= Wied, Mar 21,2018 at 12:43 PM
Tao: Heather Harris =<HeatherHarris@ung. edu>

Cc: "Campbell, Pam" <pamcamp@med.umich.edu=, "heather harris1@bobeats.gesu.edu”

<heatherharris1@bobeats gosu.edus

Hella,

| have gone over your changes with the team. There is no problem with the first change. However, they are concerned
about the change to "plain yogurt” inthe second change. The original version has foods with little or very litle carb so it is
measuring recognizing carb/no carb foods. Yogurt has up to 12 carbs depending which would be "counted”. So while it is
less than rice or potato, it isn't measuring the same thing. That would be a good discussion for teaching but not for
measuring knowledge. Cultured cheese or hard cheese would be options.

Jarnes T Fitzgerald, PhD

Professar

Department of Learning Health Sciences
217 Wictar Waughn Building

1111 E. Catherine Street

Ann Arbor, Ml 45109-2054

ph:¥34-836- 1644 fax:734-936-1641

Associate Director

Education and Ev aluation

GRECC

Ann Arbor Medical Center (111G)
2215 Fuller Road

AnnArbor, MI45105-2300
phi¥34-845-3047 fax/734-545-3298

ffitzi@med. urmich e du

[Quoted tet hidden]

Electronic Mail is not secure, may not be read every day, and should not be used for urgent or sensitive issues

https: fmal google.comdmail i fPu=28ik=927 a7 a045a8 jever=-9i_g7 822k en Sviewspt&mag=1624971311c86b58& search=inhox&simI=1624871911c.. 11
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Appendix K

DNP Translational Research and Clinical Project Proposal

Evaluation Form

Project Title: Video-based Diabetes Education for a Culturally Diverse Population Version # 1

Student Name: Heather Harris, DNP-S, APRN, NP-C

Student Signature:

Committee Chair Name: Dr. m:ac; Winp

= A
Committee Chair mE:mE_.m Q.\ £ ;T‘X\ \m\\N\ (i

J

Committee Member Name: Dr. Deborah MacMillan

O, O / Pt
Committee Member Signature: PO Y, Y Prac

Committee Member Name: Dr. w rvszn Moody

Committee Member Signature: .x N \ \\Y.\

Agreement Date: 3/12/2018

Approved with the following
Approved | recommendations

Not Approved

Background and Significance

Background information
demonstrates the focused need or

Literature review supports
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significance / relevance of problem /
proposed project / intervention

Need, feasibility and significance are
clearly presented

Problem Statement or Purpose

Problem/purpose clearly described

Scope of project realistic and
appropriale

Theoretical Framework

Framework
(theoretical/conceptual/practice) is
described/evident and applicable

Other:

Project Description

Literature, benchmarks and
supporting data provided and
organized into integrated
synthesized summary

Project objectives stated in feasible
and measurable terms

Congruence of organizations’
strategic plan to project is described

L

Other:

Project Design )

Appropriate for objectives

Clear rationale for actions/method

Sctting and group clearly described

Implementation methods/tools are
feasible and clearly described

Resources/supports and risks/threats
and benefits noted

Time line is clearly described and
feasible
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Project includes well defined
opportunities for student to
demonstrate leadership.

Evaluation Plan

Evaluation plan is coherent /
consistent with project plan

Evaluation measures linked to
objectives

Outcomes / evidence-based
measures appropriate for objectives

Tools / instruments described and

linked to measures and objectives

Method of analysis clearly described
for each measurement.

References

References that are appropriate to
the topic and in APA format

Approvals

Letters of support/Statement of
Mutual Agreement from cooperating
agencies provided.

Informed Consent, if necessary,
meets human subject requirements

| All approvals are in place

Writing and organization

APA format followed approvriately;
writing is scholarly and clear;
appropriate for doctoral level
education.

Relevant program/clinical
uestions

Student can articulate response to

program/clinical questions arising
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Table 1

Demographic Characteristics of Participants

115

Variable Frequency (n) Percentage (%)
Age in years
18-53 16 50.0
54+ 15 46.9
No answer 1 3.1
Gender
Male 17 53.1
Female 15 46.9
Region of birth
Africa 11 34.4
North or South America 4 12.5
Asia 14 43.8
Middle East 3 9.4
Europe 0 0
Other 0 0
Years lived in U.S.
0-5 15 46.9
6+ 12 37.5
No answer 5 15.6
Primary Language
Arabic 6 18.8
Hindi 11 34.4
English 15 46.9
Highest education level
Less than high school 7 219
High school graduate 12 37.5
Some college 1 3.1
College graduate 8 25.0
Graduate degree 4 12.5
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Table 2

Overall Revised Diabetes Knowledge Test Results
Question number Pretest score Posttest score Change in score
1 59.4% 71.9% +12.5%
2 65.6% 78.1% +12.5%
3 25% 59.4% +34.4%
4 21.9% 75% +53.1%
5 37.5% 59.4% +21.9%
6 71.9% 90.6% +18.7%
7 28.1% 50% +21.9%
8 25% 46.9% +21.9%
9 75% 93.8% +18.8%
10 53.1% 78.1% +25%
11 62.5% 84.4% +21.9%
12 53.1% 81.3% +28.2%
13 50% 75% +25%
14 53.1% 81.3% +28.2%

Total 46.7% 73.2% +24.5%
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Table 3

Overall Culturally Specific Diabetes Knowledge Question Results
Question number Pretest score Posttest score Change in score
MS1 84.4% 93.8% +9.41%
MS2 87.5% 93.8% +6.3%
MS3 96.9% 96.9% 0%
MS4 56.3% 68.8% +12.5%
MS5 59.4% 71.9% +12.5%
MS6 34.4% 62.5% +28.1%
MS7 21.9% 59.4% +37.5%
MS8 59.4% 78.1% +18.7%
MS9 37.5% 65.6% +28.1%
MS10 65.6% 93.8% +28.2%
Total 60.3% 78.4% +18.1%

Note: MS = multiple select
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