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Practice points

●● 	This article reviews current evidence and potential future directions for novel patient-centered care models designed 
to improve diabetes treatment outcomes and achieve optimal management for Latinos, especially patients with 
significant linguistic and cultural barriers.

●● 	The goal of this perspective article is to support the further consideration, research and implementation of 
community health worker (including ‘promotores’) services, peer-based mentoring and health information 
technology tools as emerging areas for the potential improvement of diabetes management in Latinos.

●● 	Healthcare systems, policy-makers, researchers, providers and caregivers should consider the potential benefit of 
these innovative interventions for the following reasons:

●● 	The incidence and prevalence of Type 2 diabetes is expected to increase, with Latinos experiencing a higher 
prevalence and worse health outcomes.

●● 	Estimated direct and indirect costs of diabetes in 2012 amounted to US$245 billion.

●● 	With the Affordable Care Act, more Latinos are entering primary care and are in need of effective diabetes 
management.

●● 	Linguistic and cultural barriers make it difficult for many Latino patients to achieve optimal diabetes management.

●● 	Community Health Workers (CHWs) can be effective as liaisons between Latino patients and providers.

●● 	Using promotores as part of an interdisciplinary team can result in significant glycemic control improvements. Since 
former patients can volunteer to become promotores, this model is potentially cost effective.

●● 	Peer-mentoring, including reciprocal peer support, can serve as effective formal healthcare supplements for Latino 
adults with T2D. Peer-support can also complement CHW or ‘promotora’ interventions. Peer volunteers make this 
intervention potentially low-cost.

●● 	More Latinos are becoming familiar with using technology (computers, internet, mobile phones and text messaging). 
Cell phone approaches may be more cost effective than web-based programs.

●● 	Technological advances can address the hiring, funding and training limitations to CHWs and peer support. They may 
also be integrated into these latter interventions, in which navigators use health information technology tools.

●● 	In response to the diabetes epidemic that is disproportionately affecting Latinos, health systems of the future must 
substantially lower barriers to care by implementing flexible and multicomponent programs so that all patients can 
benefit from the proven prevention and treatment strategies known to prevent the costly complications of poorly 
controlled diabetes.
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Scope of the problem
Approximately 29.1 million people (9.3% of the 
population) were living with diabetes in the USA 
in 2012 [1]. Total costs of diagnosed diabetes that 
year were estimated at US$245 billion, a 41% 
jump from the 2007 estimate of US$174 bil-
lion  [2]. According to the US National Health 
and Nutrition Examination Survey, Mexican 
Americans (15.6%) have over double the preva-
lence of diabetes as white Americans (7.6%) [3]. 
Latinos with Type 2 diabetes (T2D) also have 
lower glycemic control rates, greater disease 
severity, higher rates of complications and over-
all have worse health outcomes than non-Latino 
whites with the same condition  [4–6]. Current 
estimates project the incidence and prevalence 
of T2D to increase. At least 1 out of 3 people 
will develop the disease in their lifetime  [1] 
and prevalence can potentially reach 33% 
(Figure 1) by 2050 [7]. This trend is expected to 
disproportionately affect Latinos.

With the advent of the Affordable Care Act, 
many previously under- or un-insured Latinos 
are now entering into primary care [8]. The ques-
tion is whether our US care system is prepared 
to meet this growing demand for high quality 
T2D management. Foreign-born patients or 
those with limited literacy or numeracy often 
find it difficult to engage with the US health 
system. Given the costs and consequences of 
inadequate diabetes risk factor management, 
innovative approaches are needed to better over-
come barriers to effective care in this population. 
Emerging areas of research innovation include 
community health workers (including ‘promo-
tores’), patient navigators, peer-based support 
and health information technology (IT) tools.

Language & cultural barriers to effective 
diabetes care
Although many Latinos achieve excellent diabe-
tes management, there are several barriers that 
are both common and potentially ameliorable 
within this population. One obvious barrier 
for many Latinos is lack of or limited English 

proficiency (LEP). Between 2005 and 2007, 
41.7% of the Latino population was born out-
side of the USA and more than a third of these 
foreign-born Latinos have LEP [9].

Language is a critical determinant of health-
care utilization  [10]. Language discordance 
between patient and physician is associated with 
worse patient self-reported healthcare quality, 
especially LEP Latinos who are less likely to have 
access to primary care and to engage in follow-
up care  [11]. Current trends in graduate medi-
cal education predict that Latinos face a con-
tinuing shortage of culturally and linguistically 
concordant healthcare providers [12].

Separate from language proficiency is the 
concept of cultural proficiency, which describes 
the ability for healthcare providers to recog-
nize and work within common Latino cultural 
beliefs and practices. Conversely, Latinos (as 
with many other patients) must recognize and 
understand how to work within ‘medical’ cul-
ture. While individual variation from any cul-
tural norm exists, ethnographic research has 
identified four key constructs within Latino 
culture: ‘Confianza’ (trust) and ‘personalismo’ 
(the expectation of being dealt with in a caring 
and personal manner) influence Latino health-
seeking behavior in general, while ‘familismo’ 
(family) and ‘respeto’ (respect) further influence 
how Latino patients engage with healthcare [13].

The Latino construct of confianza plays a 
role in healthcare because it is important for the 
Latino patients to build a trusting relationship 
with the physician, but language and cultural 
discordance can hamper this process and lead to 
poorer health outcomes. However, over time a 
physician can expect to win their patient’s trust 
by respecting their culture and demonstrating 
personal interest  [14]. For Latino patients, per-
sonal rather than institutional relationships are 
important, which illustrates the construct of 
personalismo. This explains why many Latinos 
rely on community-based organizations and 
clinics for their primary care. They seek warm 
and friendly treatment from their healthcare 

Summary	 During the past three decades, the prevalence of Type 2 diabetes has risen 
much more rapidly among US Latinos compared with other groups. Achieving optimal 
diabetes management requires coordination among various providers, significant lifestyle 
modifications and adherence to multiple concurrent medications, making effective Type 2 
diabetes management a particular challenge for many Latino patients. In this Perspective 
article, we review current trends and potential future directions for care innovations 
designed to improve diabetes treatment outcomes for Latinos with low English proficiency 
or with significant cultural, literacy or numeracy barriers to effective care.
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providers, which may be absent in settings unfa-
miliar with Latino cultural norms. Impairments 
to personalismo, such as time-constricted visits 
and physician rotations can prevent the building 
of trust (confianza).

Latino families traditionally emphasize inter-
dependence over independence and cooperation 
over competition. As a result, they are very likely 
to be involved in the treatment and decision-
making process for a patient (familismo). In 
addition, LEP Latinos often rely on their accul-
turated children to navigate the US health-
care system. Therefore, healthcare providers 
should be mindful and respectful of family 
dynamics [14].

A major cultural norm that mediates Latino 
socialization and dynamics is respect. Respeto 
dictates appropriate deferential behavior toward 
others based on age, gender, social position, 
economic status and authority. Research shows 
that many Latinos give a high level of respect to 
healthcare providers and view them as author-
ity figures. While, respeto implies a mutual and 
reciprocal deference, studies have shown Latinos 
may avoid asking their provider questions or dis-
agreeing with their judgment. This may result in 
patients not following treatment orders or even 

terminating healthcare. Taken together, the 
interplay of these four common Latino cultural 
constructs has implications on health-seeking 
behavior, quality of care and health outcomes. 
Transgression of these norms can broaden the 
existing social distance between providers and 
Latino patients and increase the barriers to T2D 
control.

Lower rates of health insurance coverage, 
socioeconomic challenges and immigration-
related issues all further complicate healthcare 
for Latinos with diabetes. Thus multifaceted, 
culturally sensitive interventions are needed to 
address this alarming disease burden experi-
enced by the growing Latino population. These 
include community health workers, peer-based 
support and innovative health IT tools.

Community health workers & promotores
One of the most promising interventions to 
improve care of Latinos with T2D is the use 
of community health workers (CHWs)  [15–17]. 
CHWs are defined as laypersons with differing 
degrees of health-related training who act as cul-
tural mediators between patients, community 
resources and the greater healthcare system [18]. 
They possess the ability to build rapport with the 

Figure 1. Incident cases of diagnosed diabetes per 1000 people, 1980–2007, and three scenarios 
for projected cases per 1000, 2008–2050: a middle scenario (posterior means) and low and high 
scenarios (lower and upper limits of 95% Bayesian confidence intervals) from the projection 
model of diagnosed diabetes incidence [7].  
Reproduced from [7].
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target population and provide health informa-
tion in a culturally sensitive way [19,20]. A recent 
systematic review found significant improve-
ments in diabetes-related knowledge, self-care 
and lifestyle and in HbA1c levels  [16]. Today 
there are an increasing number of studies and 
trials attempting to examine the power of this 
model among Latinos.

One study tested the hypothesis that a 
CHW is effective as the sole T2D educator 
for Latinos [21]. The research team compared a 
newly designed Community Diabetes Education 
(CoDE) intervention with similar culturally 
appropriate T2D management programs tai-
lored for Latinos. After 1 year, they found that 
individuals in the CoDE arm experienced sig-
nificant A1c improvement leading the authors 
to conclude that CHWs can serve as the pri-
mary patient educator in the absence of a more 
highly educated personnel required by American 
Diabetes Association-certified diabetes educa-
tion programs. Further support for the CoDE 
program comes from a recent follow-up rand-
omized controlled trial that tested the effective-
ness of the intervention for uninsured Mexican 
Americans and found that 53% of the interven-
tion group achieved a A1c level below 7% com-
pared with 38% from the control arm [22]. Aside 
from providing evidence of the beneficial role of 
CHWs, the findings suggest CHWs are a poten-
tially low-cost model that can be integrated with 
existing T2D management interventions  [21]. 
Similar conclusions were reached by a study 
that evaluated the effectiveness of a CHW-led 
T2D self-management (SM) education program 
focused on Latino patients  [23]. After 1 year, 
patients who participated in the program saw 
statistically significant reductions in mean A1c 
levels and blood pressure readings. This study 
also sought to understand how CHWs and pri-
mary care providers work together to provide 
comprehensive diabetes care. The latter objective 
aligns with the belief that CHW-led programs 
should complement formal healthcare, not serve 
as substitutes.

A CHW-led diabetes SM training program 
was implemented at a Detroit federally qualified 
health center (FQHC) serving Latino communi-
ties since 2000  [24]. FQHCs are organizations 
receiving grants under Section 330 of the Public 
Health Service Act. They are legally required to 
assist underserved areas. Key components of the 
CHW-led program are culturally tailored inter-
active group sessions, action planning and clinic 

visit preparation. Two randomized controlled 
trials showed that after 6 months, the interven-
tion groups’ A1cs were on average nearly 1 point 
lower than the control group [24]. However, sus-
taining gains beyond the intervention continues 
to be a challenge. This is partly due to limited 
resources, such as funding. Volunteer peer-sup-
port interventions could potentially remedy this 
problem.

A parallel, three-arm randomized controlled 
trial compared two models of SM support 
over 12 months to maintain gains achieved at 
6 months immediately after CHW-led training 
program [25]. The models were a peer mentor pro-
gram versus monthly calls from a CHW. Peer-
mentors, who were former patients and received 
training, held weekly face-to-face sessions and 
contacted via telephone individuals who missed 
three consecutive sessions. CHWs did monthly 
telephone outreach. In all three arms, nearly 
all participants were Spanish-speaking Latinos 
(control = 79%, peer = 82%, CHW = 91%). 
Due to low attendance at group sessions, the peer 
arm relied extensively on telephone outreach. At 
18 months, the mean A1cs of the peer group 
were 0.5 points less than baseline and 0.4 points 
less than the CHW arm. Despite a few limita-
tions such as a low follow-up rate (67%), the 
study concluded that both strategies were effec-
tive in maintaining short-term gains achieved 
through a more intensive program and a future 
direction is to look toward individuals from the 
community as valuable sources of SM support.

Given the promise of CHW-led interventions, 
researchers continue to design randomized con-
trolled trials in an effort to demonstrate their 
effectiveness at reducing T2D disparities. A 
recent systematic review identified 12 rand-
omized controlled trial studies, in which seven 
reported statistically significant HbA1c improve-
ments [26]. However, there is great variation in 
terms of intervention design and use of CHW 
services. Interventions for diabetes care among 
Latinos widely vary: stand-alone CHWs, CHW 
with a certified diabetes educator, CHW with 
nurse and dietician and CHW with nurse and 
medical assistant [27–31]. Clearly, findings of stan-
dalone lay CHW interventions are not compa-
rable to interventions that integrate CHWs as 
part of a larger team. Therefore, future research 
is needed to study different models of care while 
improving the reporting of relevant factors such 
as CHW training, background and skills. A key 
area of innovation will be to figure out how to 
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effectively integrate CHWs with the rest of the 
clinical care team [26].

Promotoras are a specific type of CHW within 
the Latino community that have received basic 
health education training. Traditionally, pro-
motoras have been female, but more men are 
entering the field and thus, the more gender-
neutral term promotores is increasingly being 
used. Promotores have been proposed as a via-
ble approach to reduce heart disease and stroke 
among Latinos, and are now being used for 
addressing T2D disparities [32–34]. A randomized 
controlled trial examined the effectiveness of a 
promotora intervention on the glycemic control, 
diabetes knowledge and diabetes health beliefs 
of Mexican–Americans with T2D  [35]. After 
recruiting 150 participants at a Catholic faith-
based clinic, the intervention consisted of partic-
ipative group education, telephone contact and 
follow-up using inspirational faith-based health 
behavior change postcards. While no significant 
changes were observed at the 3-month assess-
ment, the intervention resulted in decreased 
A1c levels and increased diabetes knowledge at 
6 months. This and additional studies conclude 
that using promotoras as part of an interdisci-
plinary team can result in positive outcomes for 
Latinos with T2D [36,37].

Realizing the potential of CHW-led inter-
ventions, the CDC published a Policy Evidence 
Assessment Report to inform researchers, evalu-
ators and practitioners about the strengths and 
limitations of the evidence bases for individual 
components of CHW policy interventions [38]. 
Of the 14 CHW policy components identified 
and assessed, eight have a strong evidence basis, 
meaning they fall into the ‘best’ category. These 
eight components are: CHWs provide chronic 
disease care services, inclusion of CHWs in 
team-based care model, core competency CHW 
certification, CHWs supervised by healthcare 
professionals, standardized core CHW cur-
riculum, medicaid payment for CHW services, 
specialty area CHW certification and inclusion 
of CHWs in development of their certification 
requirements. Additionally, the remaining six 
components either fell into the ‘promising’ or 
‘emerging’ categories.

Despite evidence to support benefit, it is not 
clear whether healthcare delivery systems will 
begin to implement CHW programs due to 
costs and the investment of time required to 
start a new program. Once established, there is 
evidence that such programs may be cost saving 

over the long term. One long-term cost–effec-
tiveness analysis of a CHW program for low-
income Latino adults with T2D found that the 
intervention was cost effective, especially for 
individuals with A1c levels above 9%  [39]. In 
addition, two studies found that CHWs as part 
of a team model were low cost  [21,40]. Another 
study estimated that a CHW program for T2D 
care could result in annual cost savings of up to 
US$2000 per Medicaid participant [41].

CHWs may be a tool to reach the populations 
that require a more human touch or personalized 
approach, and thus help address disparities in 
diabetes care. However, the current grant fund-
ing system creates persistently low wages, high 
turnover and low job security among CHWs [42]. 
Fortunately, in 2013, the Centers for Medicare 
and Medicaid Services created a new rule allow-
ing state Medicaid agencies to reimburse for pre-
ventive services provided by professionals that 
may fall outside of a state’s clinical licensure 
system, such as CHWs, as long as a physician 
or other licensed practitioner recommends the 
services [43].

Patient navigators
Another emerging strategy to overcome barriers 
faced by Latinos involves patient navigators, who 
differ from CHWs or health coaches by relying 
less on motivational interviewing and more on 
using their knowledge of the health system itself 
to help patients [44]. Originally conceptualized 
at the National Cancer Institute for cancer care, 
navigators were trained and culturally sensitive 
healthcare workers who provided support and 
guidance throughout the care continuum by 
helping patients ‘navigate’ the multiple compo-
nents of the healthcare system  [45]. Today the 
patient navigation concept has been expanded 
to include a wider range of healthcare workers, 
from lay community members to trained profes-
sionals such as social workers, registered nurses 
and physicians [46].

Patient navigation was shown to increase 
health-seeking behavior in Latino women diag-
nosed with breast cancer compared with usual 
care [47]. Navigation significantly shortened the 
time from definitive diagnosis until initiation 
of primary therapy (57 days vs 74 days). Results 
were especially significant for the Latino strata 
(56 days vs 81 days). More Latino women were 
diagnosed within 60 days of abnormal screening 
(62.6% vs 47.5%) and more began treatment 
within 60 days of diagnosis (80% vs 56.3%). 
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These findings suggest patient navigation may 
show promise in decreasing some delays that 
contribute to health disparities among minority 
women with breast cancer and particularly effec-
tive for patients who are unfamiliar with how 
to interact with the healthcare system. To date, 
there are few patient navigation studies focused 
on glycemic control in patients with T2D.

Peer-based diabetes management
Peer-support interventions are increasingly being 
used to support self-care among adults with dia-
betes [48]. The model is defined as support from a 
fellow patient who shares the same condition and 
thus, shares experiential knowledge of a specific 
behavior or stressor [49]. Peer support improves 
T2D outcomes by providing informational and 
emotional support venues, while offering mutual 
reciprocity. In addition, because peer support 
is generally via volunteers, this approach is 
typically less expensive than interventions that 
depend on salaried personnel such as CHWs. 
Similar to the complementary role of CHWs to 
primary care providers, trained peer mentors can 
complement CHWs. The focus is to help sup-
port patients with their efforts to sustain SM and 
relay concerns or questions to providers.

One randomized controlled trial combined 
peer-support with promotoras by training 
individuals with T2D who exemplified natu-
ral leadership as promotoras over a 3-month 
period  [18]. Known as Project Dulce (Sweet 
Project), the low-cost peer-educator intervention 
implemented a Spanish-language curriculum 
based on the American Diabetes Association 
standards of care. In this trial, all patients 
(207 Mexican–Americans) had baseline A1c lev-
els greater than 10%, making them a very high-
risk sample. Whereas no significant changes were 
noted in the control group, the intervention arm 
saw an A1c level decrease of 1.7% at 4 months 
and decrease of 1.5% at 10 months. These find-
ings further suggest that this is an effective and 
low-cost approach to T2D SM education for 
low-income and high-risk Latino patients.

Health IT tools
While CHWs, patient navigators and peer-to-
peer groups can potentially improve diabetes 
care for disadvantaged Latino patients, they all 
share two key limitations: hiring and training 
staff and organizing in-person groups is expen-
sive, and to a greater or lesser extent, these three 
approaches are all meant to compensate for 

limitations of the current health system. In an 
ideal world, health systems would be more easily 
accessible to all patients, and all patients would 
receive care from highly trained providers. As a 
greater proportion of the population becomes 
familiar with using online tools, health IT inno-
vations that can effectively link patients to their 
care team hold the potential for future improve-
ments in diabetes care that may overcome these 
two limitations.

The Health Information Technology for 
Economic and Clinical Health (HITECH) Act 
is largely driving the rapid adoption of health IT. 
This is especially true for nonvulnerable popu-
lations, where health IT tools are increasingly 
used for T2D SM [50]. However, given that the 
digital divide is beginning to narrow for minori-
ties it is worth addressing the current challenge 
of how to fully engage Latinos with health IT 
T2D management tools [51].

Data from Pew survey indicate that 87% of 
American adults use the internet, up from 14% 
in 1995, including rapidly increasing rates among 
elderly and Latinos (83%)  [52,53]. In addition, 
most Latino patients will have the hardware nec-
essary to engage in IT-based interventions  [51]. 
Several studies have found that Latinos can be 
engaged via bidirectional IT management tools, 
allowing for significant provider and patient 
communication in order to adhere to Latino cul-
tural constructs such as personalismo and trust-
building  [54]. However, there remain concerns 
regarding adults with low health and computer 
literacy, especially in minority groups [55]. Among 
those 65 years or older, only 57% are internet 
users and only 10% with limited health literacy 
used the internet to get health information [56]. 
In addition, the pattern worsens for older adults 
with lower income or from minorities. To serve 
LEP Latino patients with T2D, the next genera-
tion of patient facing tools must be more easily 
accessible (e.g., via widely used smartphones) 
and have very simple user interfaces (e.g., more 
figures and fewer words).

There has been a growing use of web and 
email-based T2D peer support programs. 
Current research groups are interested in evalu-
ating the effect of these tools providing evidence-
based information to facilitate medication and 
other SM discussions between peer supporters 
and patients. The same idea has been postulated 
for CHWs. Could tailored, interactive health IT 
tools increase effectiveness of CHW outreach 
with adults with low health literacy compared 
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with when CHWs rely on printed educational 
materials alone? A recent randomized controlled 
trial evaluated the effectiveness of tailored, Web-
based tools to support CHW outreach among 
low-income Latinos at a FDHC in Detroit [57]. 
Tailoring refers to personalized content based 
on personal information collected from indi-
vidual assessments. Evidence shows that greater 
tailoring results in a larger effect size. CHWs 
used the program, called iDecide and available 
in English and Spanish, on iPads to facilitate 
discussions with patients. In addition, the tool 
guides the CHW and patient to formulate 
the patient’s action plan and raise concerns to 
discuss with healthcare providers. The study 
found that participants in both arms improved 
significantly over the 3 month study period on 
nearly all measures, but iDecide arm participants 
reported greater improvements in reducing dia-
betes distress and in satisfaction with medication 
information.

Traditional Web-based tools may have limited 
reach [52]. An increasing number of meta-analy-
sis and systematic reviews have shown the effec-
tiveness of cell phone interventions and texting 
to improve health behaviors and disease-related 
health outcomes  [58]. Prevalent ownership and 
use of cell phones and cheaper text-messaging 
services account for the growth in non-Web-
based interventions [59]. Unlike computer tech-
nology, cell phone methods might be more cost 
effective and facilitate contacting hard-to-reach 
populations.

Integrated care delivery systems with robust 
health IT infrastructures are well positioned 
to take the lead in reducing traditional barri-
ers faced by Latino patients. Kaiser Permanente 
(KP), for example, is the largest nonprofit inte-
grated healthcare delivery system in the US. 
In California, Latinos are the fastest growing 
race/ethnic membership group. KP Northern 
California is currently implementing a multi-
pronged strategy that includes providers (recruit-
ment of Spanish-speaking providers, language 
course refreshers for current providers and organ-
ization of Latino practice modules with Spanish-
speaking staff), tailored patient outreach using 
culturally appropriate and easily accessible 
materials and deployment of a Spanish-language 
patient portal with robust patient educational 
materials. Integrated strategies such as the 
approach taken by KP may be required to effec-
tively improve diabetes care for Latinos facing 
language or cultural barriers to care.

Discussion
Improving the care of Latino patients with dia-
betes is an area of growing importance to care 
systems, policy-makers, researchers, providers 
and caregivers. The widely documented dis-
parities in care in this growing patient popu-
lation, and the corresponding costs, morbidity 
and mortality that accrue from suboptimal dia-
betes care mean that new strategies are needed 
to reduce barriers to care. Models to address 
cultural, literacy/numeracy and engagement 
barriers tend to focus around two domains: 
people and technology. As reviewed above, dif-
ferent personnel include CHWs, promotores, 
peer mentors and navigators (and combinations 
thereof). Key issues within this domain include: 
startup costs for new programs, level of train-
ing for staff, coordination with healthcare teams 
and payment models. Advances in technology 
hold promise for addressing two of these issues, 
namely integration with care teams and cost. 
While it remains a challenge to engage LEP and 
low literacy/numeracy patients in using health 
IT tools, advances in this area include extremely 
user-friendly interfaces, use of technology navi-
gators, increased use of cell phones and text mes-
saging and placement of health IT kiosks within 
medical practices.

The barriers to effective care faced by many 
Latinos are, to greater or lesser degrees, the barri-
ers faced by all patients. Thus, as new care mod-
els and innovations are developed and tested to 
improve care for poorly managed Latinos with 
diabetes, these advances can and should be 
applied to other vulnerable patient populations 
to simplify navigation through our complex 
and often fractured health system and to help 
empower patients with diabetes to become more 
engaged in their healthcare.

Conclusion
Latinos with Type 2 diabetes are a fast grow-

ing group that presents several unique challenges 
to our health system. Although many Latino 
patients are able to successfully navigate health 
systems, for others new approaches such as com-
munity health workers (including promotores), 
peer-based mentoring and health information 
technology tools are needed to achieve success-
ful diabetes management. Key to future success 
will be to find innovative and effective ways to 
combine the “human” element of promotores 
or peer mentors with the efficiency and reach 
of new health IT tools. Health systems of the 
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future must substantially lower barriers to care 
by implementing flexible and multicomponent 
programs so that all patients can benefit from 
the proven prevention and treatment strategies 
known to prevent the costly complications of 
poorly controlled diabetes.

Future perspective
Given the projected increase of diabetes preva-
lence, costs and complications that is expected 
to disproportionately affect Latinos, new strat-
egies must be developed and implemented to 
reduce cultural and linguistic barriers to care 
(Box 1). Fortunately, the Affordable Care Act 
is tackling one major barrier: lack of health 
insurance. However, even insured patients face 
barriers to effectively engaging with our health 
system and successfully managing a complex 
disease like T2D.

A growing body of evidence continues to dem-
onstrate the effectiveness of new types of person-
nel such as CHWs, promotores and peer mentors. 

Similarly, technological advances are making it 
easier to engage hard-to-reach patients, whether 
by direct patient use or as a support to naviga-
tor interventions. Building on current research 
results, health systems of the future must sub-
stantially lower barriers to care by implementing 
flexible and multicomponent programs so that 
all patients can benefit from the proven preven-
tion and treatment strategies known to prevent 
the costly complications of poorly controlled 
diabetes.
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Box 1. Take-away points. 

●● 	There is considerable variation among CHW-led interventions, which undermine findings
●● 	Peer-based support can complement CHW or promotores’ interventions and be cost effective
●● 	Latinos are increasingly becoming familiar with technology (computing, internet and mobile phones)
●● 	Future research should separately test the efficacy of various CHW interventions, including 
promotores

●● 	Studies of associations between peer-mentoring and HbA1c level improvement can elucidate the 
interventions’ effectiveness

●● 	It is recommended to study the integration of technology and the discussed interventions
CHW: Community health worker.
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