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Disparities and inequities exist for individuals with diabetes in marginalized communities of color, especially among
people with low socioeconomic status. Although these barriers are apparent, only a few care models have been
designed for and examined in racially and ethnically diverse individuals. This article reviews models that have been
developed and examined in a variety of different populations and focuses on how to implement elements from these
programs in clinical practice. Health equity—promoting ideas and approaches that can be applied throughout the life
span (children to seniors) are also included. As diabetes health care providers, researchers, educators, policymakers,
and advocates, we must now combine our efforts and focus on historically excluded populations to bridge the gap to

essential diabetes care.

Health inequity in the treatment of people with diabetes is a
longstanding issue that has become more apparent in light
of the coronavirus disease 2019 pandemic. Although health
disparities for people with diabetes can begin in childhood
and continue throughout the life span, research conducted
with people with type 1 diabetes has primarily focused on
non-Hispanic White adults, whereas research involving peo-
ple with type 2 diabetes tends to include more diverse popu-
lations. Studies have highlighted that racially and ethnically
diverse individuals encounter numerous barriers to receiv-
ing equitable care and face greater challenges with access
and affordability.

Marginalized populations are less likely to use intensive
approaches to care (e.g., continuous glucose monitoring
[CGM], insulin pumps, and newer medications) and have
worse diabetes outcomes than their non-Hispanic White
peers (1-4). Additionally, approaches to and delivery of care
and technology disparities are influenced by care providers’
implicit and explicit biases (e.g., competency stereotypes of
capability with diabetes self-management) toward communi-
ties of color (1,2,5). As a result, members of historically
excluded communities often experience medical trauma
and distrust of the health care system (6). Increased access
to diabetes technology, medications, and follow-up care is
needed to promote care equity for all people with diabetes.
Although gaps in the literature exist, there are data support-
ing several clinical care models that are well positioned to
address the systemic issues that negatively affect care for
people in marginalized communities.

This article reviews five main areas in which new or modi-
fied care approaches may improve outcomes for racially and
ethnically diverse populations: 1) changing diabetes health
care delivery to improve access and outcomes with interven-
tions designed specifically for marginalized communities, 2)
addressing implicit bias in medical care, 3) expanding access
to new therapeutics and technology, 4) reducing disparities
in the development of diabetes-related complications, and 5)
lowering medication costs. We provide suggestions and
methods to adapt existing models to meet the specific needs
of marginalized populations, while acknowledging that indi-
vidualization of care that incorporates personal preferences
and choices is crucial and that no one solution applies to all.

Changing Diabetes Health Care Delivery to Improve
Access and Outcomes

Improving Access to High-Quality Care

Lack of adequate access to appropriate specialized care is
a problem for under-resourced communities and margin-
alized individuals with diabetes who may rely on safety-
net primary care (7). Many individuals experience barriers
to attending clinic visits, including lack of transportation,
difficulties with scheduling, jobs without benefits or time
off, and competing demands such as caregiving for other
family members. As health care advocates and clinicians,
we must be aware of these challenges. Clinicians and edu-
cators should perform a needs assessment for the people
with diabetes to whom they provide services. These
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crucial assessments include taking a thorough health his-
tory; assessing cognition, functional health literacy and
numeracy, diabetes distress, and support systems; and
gaining an understanding of religious and cultural influ-
ences, health beliefs and attitudes, physical limitations,
barriers, and social determinants of health (e.g., low financial
resources and risk of food and housing insecurity) (8). Addi-
tionally, we must practice acceptance and empathy to improve
satisfaction with visits and decrease anxiety for people with
diabetes (9). Finally, we should create care systems with staff
and clinicians who are members of the local communities we
serve, as people respond best when they receive care from
clinicians with whom they share life experiences (10,11).

Assisting With Transportation and Appointment Scheduling

As adults age, mobility, comorbid illnesses, low technology
literacy, lack of resources, and/or environmental factors may
impede their access to diabetes care (12). A successful inter-
vention to improve access to and attendance at clinic visits
for adults with diabetes is to implement automated or per-
sonalized telephone reminders, which has been found to
enhance appointment making and increase attendance (13).
Another solution is to provide or arrange for transportation
for people who need it. Ride-sharing programs to address
health care transportation barriers are often available to
improve access for adults and seniors with diabetes. Specific
examples include the Diabetes Foundation Transportation
Assistance Program, which partnered with Lyft to offer free
transportation assistance (14). Uber Health also offers a pro-
gram through which people in need can get free rides to
appointments when participating health care organizations
or clinics agree to cover the cost (15). Finally, many state
Medicaid agencies pay for public transportation to medical
appointments on a per-visit basis.

focusing on Transitions in Care

Guidelines for the provision of diabetes self-management,
education, and support (16) outline the four most critical
times to offer these services, including 1) at diagnosis, 2)
annually and/or when a person is not meeting treatment tar-
gets, 3) when complicating factors develop (e.g., diabetes-
related complications, a need for steroids, preconception
planning, or pregnancy), and 4) when transitions in life and
care occur. Changing from pediatric to adult care is a partic-
ularly problematic transition during which youth who previ-
ously achieved glucose targets can end up lost to follow-up,
with serious health consequences (17).

In Los Angeles, CA, the LEAP (Let's Empower and Prepare)
program was designed to provide structured diabetes
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transition support (e.g., tailored diabetes education and
improved access) for marginalized young adults with type 1
diabetes (18). This program led to improved glycemic out-
comes, fewer hypoglycemic events, and increased psychoso-
cial well-being for intervention participants. It also increased
the likelihood that participants would find an adult care
provider. Inclusion of a health care navigator who assisted
young adults in their care transition and thereby ensured
that there was no gap in the services, played a key role in the
intervention’s success (18).

Other programs have had success with similar navigator
approaches. The Diabetes Community Care Ambassador
Program (19) was designed specifically for marginalized com-
munities and addressed the needs of youths with diabetes
by combining diabetes care, education, and legal aid. Likewise,
the Novel Interventions in Childrens Healthcare (NICH) pro-
gram reduced disparities by providing trained interventionists
(via a family systems approach) to assist young adults in navi-
gating the health care system and helping with other social
needs (20).

Addressing Health Literacy

Simplifying educational materials to make them relevant to
diverse learners may improve diabetes management. A
small pilot study supporting CGM use adapted appropriate
educational materials for predominantly Hispanic adults
with type 1 diabetes who had low health literacy, limited dia-
betes knowledge, and limited experience with technology
(21). Participants received intensive instruction in CGM use
and regular follow-up for 21-22 weeks. Although AIC, time
in the glycemic target range, and time below range did not
significantly improve, most participants (80%) opted to con-
tinue CGM use after the study. A second investigation in
predominantly low-income Hispanic adults with type 1 dia-
betes (22) provided targeted educational materials to over-
come literacy barriers in teaching technology skills. The use
of these educational guides was associated with improve-
ments in participant-reported health-related quality of life
and a reduction in diabetes-related ketoacidosis (DKA), but
not glycemic levels. These results support the need for tai-
lored educational materials to improve access to beneficial
treatments and technology for members of high-risk groups.

Providing Clinician Education and Specialty Care Resources

Project ECHO (Extension for Community Healthcare
Outcomes) bridges access issues for people with diabetes
by providing diabetes specialist mentors to primary care
clinicians. These specialist mentors support the clinicians
in developing expertise to manage various aspects of
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diabetes care (23,24). The current shortage of endocrinolo-
gists who treat adults makes expanding access to specialty
care support even more crucial (25). This model of care is
an effective tool for decreasing disparities by removing geo-
graphic barriers and reducing clinicians’ knowledge gaps. A
Project ECHO TiD pilot program in Florida and California
added diabetes support coaches to the existing Project ECHO
model. It demonstrated improvement in diabetes knowledge
and confidence for participating primary care providers (26).
By adding diabetes support coaches, Project ECHO TIiD may
combat disparities in access to specialists and offer more psy-
chosocial support to people with diabetes.

Adopting Nonphysician Care Models

Providing care outside of the traditional medical model can
also have a positive impact on communities of color. Pharma-
cist-led programs can be an added resource to provide more
diabetes support and education at the point of care. Many
members of underserved populations interact more with
pharmacists than with medical providers as a touchpoint in
care (27). Mental health professionals, including social work-
ers and psychologists, can also assist people in dealing with
various life and mental health challenges that affect their dia-
betes management.

Community health workers (CHWs) and community-based
care models have successfully improved diabetes care and
health-related behaviors in historically excluded popula-
tions. For example, the I Am Woman (IAW) program is a
community-based model designed to support health-related
behavior changes among Black women with prediabetes or
diabetes (28). The IAW programs’s targeted intervention empha-
sizes nutrition and physical activity. The CHWs who facilitate
program sessions live in the same communities as the partici-
pants and thus are uniquely positioned to provide health-related
information to community residents.

Faith-based programs have also shown benefits in some com-
munities, particularly programs geared to lowering the risk of
developing diabetes (29,30). Two established programs support
the value of Black churches as essential venues for improving
diabetes care. These include Project FIT (Faith Influencing
Transformation), an intervention focused on weight loss (31), and
A New DAWN (Diabetes Awareness & Wellness Network), both
of which are church-based diabetes management programs
designed for Black people with type 2 diabetes (32).

Two models of care serve as examples of helpful frameworks for
individual- and population-level disease management among
Hispanic adults with diabetes. Project Dulce (33) was designed
primarily for high-risk Hispanics with diabetes (high baseline
AIC and less than an eighth-grade education). Through the
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Project Dulce model of providing culturally sensitive, commu-
nity-based, peer-led education, participants gained in both
health status and diabetes knowledge. Project Dulce com-
bined nurse case management and group education delivered
by peer educators to achieve self-empowerment. Nurse-led
teams included bilingual/bicultural medical assistants and
dietitians who traveled to clinic sites. The positive impact of
Project Dulce has provided insight into crucial components
of diabetes care within Hispanic populations.

A population-based effort in an impoverished border commu-
nity of Hispanics with type 2 diabetes also provided essential
lessons (34). This 20-year research program in Starr County,
TX, featured an approach that was culturally tailored in terms
of language, dietary preferences, social emphasis, family
involvement, and cultural beliefs, while also being sensitive to
the generally lower socioeconomic status (SES) of participants.
A key component was using Spanish-speaking promotoras (lay
CHWs) to serve as community liaisons, advocates, educators,
mentors, outreach workers, role models, and translators. Inter-
estingly, during focus groups with community members with
diabetes, researchers learned that having promotoras lead the
intervention sessions was unacceptable to participants, who
preferred having a health care professional. The crucial take-
away from this 20-year research experience was that commu-
nity acceptability of the promotora role needed to be assessed
before program implementation, highlighting the importance
of stakeholder involvement early in intervention development.

Implementing Virtual Diabetes Care

Although telehealth has been shown to improve quality of
care and increase access for rural and urban pediatric and
adult populations with diabetes, concerns remain regarding
historically excluded communities (35). For adults =65 years
of age, telehealth-related concerns include possible hearing
difficulties, problems speaking or making themselves under-
stood, and dementia (36,37). Fortunately, telehealth studies of
individuals with diabetes have indicated that these services
provide promising opportunities to reach medically marginal-
ized people. For youth and young adults with diabetes, tele-
health models increase access to diabetes care and improve
outcomes (e.g., lowering AIC, increasing clinic attendance,
and reducing diabetes-related distress) by including flexible
connectivity locations, technological support, and enhanced
care consistency (e.g., one clinician for all visits) (38—42).

A recent study demonstrated that telehealth visits can effec-
tively provide care for adults with type 1 diabetes who live in
rural areas (43). Additionally, a systematic review analyzed a
subset of studies on telehealth interventions in Black and
Hispanic adults with type 2 diabetes and found reductions
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in A1C over an average of 9 months (44). In Houston, TX,
the TIME (Telehealth-Supported, Integrated Community
Health Workers, Medication-Access) program (45) combined
strategies for low-income Hispanics with type 2 diabetes
whose mean age was 55 years in a 6-month intervention fol-
lowed by 6 months of CHW follow-up to bridge care. Three-
hour CHW-led monthly telehealth group visits were coupled
with large-group diabetes education sessions, small-group
breakout sessions, healthy meal education, and a 1:1 medical
encounter with a provider for 6 months. At month 7, partici-
pants returned to usual in-person care with their provider
and continued contact with the CHW. A post-intervention
assessment showed sustained AIC and blood pressure
reductions for 2 years after the CHW follow-up period
ended. Another telehealth study involving Black (15%) and
Hispanic (35%) seniors with type 2 diabetes and a mean age
of 71 years, showed greater engagement in diabetes self-care
with telehealth compared with usual care (37). The 5-year
intervention included telehealth visits with nurse case man-
agers and dietitians every 4-6 weeks and the ability to
upload blood glucose and blood pressure measurements.
These results support the long-term benefits of implement-
ing telehealth services in routine clinical settings for people
in all age-groups.

Embracing Person-Centered Care and Shared Decision-
Making

Person-centered care (PCC) and shared decision-making
(SDM) are care models that promote collaboration between
people with diabetes and their care providers and have the
potential to mitigate disparities, including lower uptake of
diabetes technology, less frequent prescription of intensive
therapy plans, and disparate psychosocial outcomes (46—48).
Two examples of programs that incorporate PCC and SDM
are Team Clinic (49) and the Colorado Young Adults With
Type 1 Diabetes (CoYoTI) Clinic (50). Although these models
were not originally designed specifically to address dispar-
ities, diabetes technology use increased among participants
receiving the interventions, while psychosocial outcomes
improved and clinic attendance increased.

Outcomes from the initial studies of these models created a
path to adapt them for a marginalized, historically excluded pop-
ulation through a multistep process. We assembled diverse
stakeholder groups, including diabetes care providers and clinic
staff such as diabetes nurse educators and dietitians, social work-
ers, and hospital administrators. These stakeholders guided the
design and core elements of the models, focusing on PCC and
SDM. Four data sources were used to adapt CoYoTr Clinic for
a racially and ethnically diverse population (50). In addition to
the results of the pilot study, we gathered information from an
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advisory board of people with diabetes, stakeholder focus
groups, and an assessment of the population of interest to
develop collaborative tools (39,50). The research team for-
malized SDM and collaborative action-planning tools and
provided clinician training focused on autonomy-supportive
communication strategies (50). The advisory board and other
stakeholders recommended structured collaborative care
tools (50) and emphasized the need for summaries of care
plans from clinic visits, specific group topics, and family
involvement. The advisory board also recommended enhanc-
ing telehealth and diabetes data platforms, and other stake-
holders suggested scheduling processes and methods of
connecting with families (50). Preliminary evidence shows
that PCC and SDM are beneficial in predominately publicly
insured populations of color (J K.R., unpublished observations).

Models within and outside of routine clinic settings (e.g., Support-
ing Emerging Adults With Diabetes [51] and the previously men-
tioned NICH [20], LEAP [18], Project ECHO [23,24], and Project
Dulce [52] programs) have been designed to reduce disparities
and meet the needs of specific populations using PCC based on
participants’ preferences and values. In addition, the Latino
Clinic, a model featuring culturally sensitive shared medical
appointments for Spanish-speaking or bilingual Latino families
and youth in Colorado, led to reduced AIC and increased diabe-
tes technology uptake (53). Finally, Teen Power, group interven-
tion for youth with type 1 diabetes, resulted in improved
psychosocial functioning and diabetes management and reduced
diabetes-related distress in caregivers while addressing partici-
pants’ unique cultural needs (54). Teen Power also resulted in
higher self-efficacy scores and was associated with lower levels of
depressive symptoms in participating youth (55).

Identifying and Eliminating Implicit Bias

A recent study suggested that implicit bias is reflected in
prescription practices for diabetes technology (56). In a
diverse population of adults (=18 years of age) with type 1
diabetes (25% Black and 15% Hispanic), more than half of
White participants used diabetes technology compared
with less than one-third of non-White participants. The
authors found that sociodemographic factors such as
annual household income and language spoken did not
appear to be the primary drivers of this disparity, raising
the question of provider-level factors, including implicit
bias. Another study of pediatric type 1 diabetes care pro-
viders in the United States identified implicit bias against
individuals with public insurance with regard to diabetes
technology recommendations (57).

Evidence-based information on ways to reduce individual
providers’ bias is lacking. There is no consensus regarding
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how to teach clinicians about implicit bias as it relates to
disparities in the provision of health care. More studies
using real-world interaction measures may help to eluci-
date the actual behavior of health care professionals in
this regard (58).

Meanwhile, although not specific to people with diabetes,
a few interventions have shown promise (59). As part of an
effort to increase medical students’ awareness and under-
standing of health disparities, Albert Einstein College of
Medicine designed a program requiring students to exam-
ine their own experiences and explore their own biases
(59). The results support the value of teaching medical stu-
dents to recognize their own implicit biases and develop
skills to overcome them. Another program called Yo Veo
Salud, which specifically targeted implicit bias against His-
panics, used a visual approach with narrative photography
to increase ethnocultural empathy, physician empathy, and
person-centeredness among medical residents to reduce
implicit bias (60). In its pilot study, medicine and pediatrics
residents viewed a series of photographs that chronicled the
migration journey of a young girl and her family and
attended a Photovoice forum (61) to view photos and videos
created by Hispanic adolescents in response to the prompt,
“What I wish my doctor knew about my life.” All partici-
pants completed an online survey and a visual sequential
priming exercise, while a comparison group had no expo-
sure to the intervention components (pictures or videos).
The intervention group showed higher scores than the com-
parison group on all three self-report outcomes.

Future research is needed to find additional effective ways to
teach students in health care fields and physicians to recog-
nize their implicit biases and mitigate their impact on pre-
scribing behavior and clinical decision-making.

Expanding Access to New Therapeutics and Technology

Racially and ethnically diverse people living with diabetes are
less likely to use intensive treatment approaches (e.g., CGM,
insulin pump therapy, multiple daily injections, and newer
medications) and often experience therapeutic inertia—a lack
of timely adjustment to therapy when treatment goals are not
met (2,62—67). Clinician and health system biases and racism
contribute to stereotypes regarding competency, resulting in
stark differences among diabetes treatment plans for non-His-
panic Whites, Latinos, and non-Hispanic Blacks (1,2,63).

One of the most effective ways to reduce therapeutic inertia is
to empower care team members (e.g, nurses, pharmacists,
and diabetes educators) to initiate or intensify treatment
plans. This model has been shown to reduce AIC in people
with type 2 diabetes (68). Barriers to CGM uptake and
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continuation among adults with type 1 diabetes and low SES
have been addressed in this manner, with provision of inten-
sive instruction in CGM use and regular follow-up (21). For
youth and young adults, offering culturally sensitive group
appointments is another way to overcome therapeutic inertia.
The previously mentioned Latino Clinic for Spanish-speaking
or bilingual Latinos (53) not only reduced AIC levels, but also
increased diabetes technology use.

The use of newer diabetes-related technology (e.g, CGM
systems and insulin pumps) in seniors has been found to
lower AIC and reduce the risk of hypoglycemia (69,70).
However, ageism may cause hesitancy to prescribe diabetes
technology to seniors. In addition, most assessments of tech-
nology use in seniors with diabetes include predominantly
non-Hispanic Whites. Little is known about the potential
barriers to accessing, adopting, and using technology or dif-
ferences in providers’ prescribing practices for racially and
ethnically diverse older adults.

One starting place to improve seniors” access to diabetes tech-
nology in the United States would be to address the challenges
posed by Center for Medicare & Medicaid Services (CMS)
guidelines for insulin pump therapy for adults with type 1 dia-
betes (71,72). Even in a cohort of well-educated, predominantly
White individuals with well-managed type 1 diabetes, 56%
reported difficulties obtaining supplies, with obstacles includ-
ing problems getting paperwork completed (24%), scheduling
the required face-to-face visit every 9o days (18%), arranging
other needed appointments (12%), and keeping scheduled
appointments because of inclement weather, illness, lack of
transportation, or appointment canceling or rescheduling by
health care providers (8%) (72). This evidence shows that cur-
rent CMS requirements to ensure uninterrupted insulin pump
therapy present challenges to most Medicare/Medicaid recipi-
ents with type 1 diabetes and often lead to delays or interrup-
tions in pump therapy. More lenient eligibility criteria and
requirements for using these advanced systems are imperative
to prevent widening disparities.

Reducing Disparities in Rates of Diabetes-Related
Complications

Diabetes-related complications, including both acute com-
plications such as DKA and chronic micro- and macrovascu-
lar conditions, are more prevalent among racial and ethnic
groups with low SES (73,74).

Some programs have been developed to reduce DKA events
and hospital admissions for youth and young adults with
type I diabetes by implementing a family systems approach
and risk screening. These models, including NICH and
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other quality improvement projects (20,75,76), and can be
implemented at or adapted for other institutions.

As an example of disparities in long-term diabetes-related com-
plications, Black and Hispanic adults have higher rates of dia-
betes-related retinopathy than their non-Hispanic White
counterparts (74). Some interventions that have improved and
expanded access to retinal screenings among racially and eth-
nically diverse adults used a telehealth model and nonmydri-
atic cameras (77-79). These studies have demonstrated the
efficacy of detecting diabetes-related retinopathy via remote
specialist interpretation of retinal images taken in primary care
clinics. Another simple intervention that involved setting up a
free, community-based retinopathy screening clinic improved
the number of Black participants with diabetes who returned
for subsequent annual screenings (80). Individuals who
received a letter and a telephone call from project staff encour-
aging them to return for a dilated eye exam were more likely
to return than those who received a letter alone (66 vs. 35%).

Helping to Lower Medication Costs

Direct financial costs related to medications and supplies
place an additional burden on members of marginalized
communities, and cost is the most cited reason for not taking
prescribed medications (81,82). Sadly, more than one-third of
people who underuse insulin because of cost concerns do
not discuss this barrier with their provider (83). These find-
ings are consistent with prior studies suggesting that more
than one-third of people do not speak to their clinicians
about prescription drug costs (84-86). Often, people say that
stigma related to the potential inability to pay is a barrier to
initiating such discussions, and clinicians cite a lack of
knowledge regarding prices (84-86).

A person-centered approach is needed to respond to the chal-
lenges of high medication costs (87). What are the person’s
acute financial needs? Does the person need assistance with
budgeting or planning? Is cost a factor in a necessary clinical
decision? At the core of cost-of-care conversations is discus-
sion of the pressures individuals with diabetes and their fami-
lies might face from both direct out-of-pocket expenses and
indirect costs (e.g., lost wages from absenteeism and child care
and transportation costs for medical appointments). Resources
are available to aid providers in these discussions (88).

Once cost conversations occur, connecting people to available
resources is the next best step (89). One recognized approach
is to share information about websites and digital apps for
accessing the current cash payment prices of prescription
drugs at local pharmacies. By helping to locate the lowest
available prices, these sites and apps can potentially lower out-
of-pocket costs for under- and uninsured people with diabetes
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(90). Resources such as GoodRx (https://www.goodrx.com) and
RxSaver (https://www.rxsaver.com) remove barriers to commu-
nication with providers about cost issues and may facilitate
increased medication taking (91).

The devastating consequences of rising out-of-pocket costs
for people with diabetes include taking less medication than
prescribed and rationing insulin. Data from GoodRx cast light
on the urgent need to lower the cost of insulin in the United
States. The use of GoodRx consumer coupons for rapid-acting
insulins aspart and lispro increased from 2018 to 2022 at a
rate 50% faster than the use of coupons for other medications
(T. Marsh, unpublished observations).

Incorporating Patient Engagement Strategies

Medication-taking is a tenet of optimal diabetes self-manage-
ment and outcomes; however, many underserved populations
face numerous challenges. The pharmacy presents an impor-
tant area of contact and opportunity for improvement in
medication-taking. In a predominantly Hispanic population
with diabetes, participants preferred both written (52.5%) and
verbal (52.5%) communication in Spanish from their pharma-
cies (82). Although cost was the most common reason cited
for not taking medications, “no refills” was the second
(20.3%). These findings serve as a reminder that simply
asking a question or reviewing the prescription label may
provide pharmacists and providers with a status update on
medication supply. Providers often require people to contact
the pharmacy first to request prescription refills. Pharmacists
could check a person’s pill bottles, determine the refill status
for each prescription, and help to make refill requests in
advance, before the supply runs out.

Although studied in a majority White (88%) population with
type 2 diabetes, rates of consistently taking sodium-glucose
cotransporter 2 (SGLT?2) inhibitors and glucagon-like peptide 1
(GLP-1) receptor agonists are discouraging (92). One in three
people newly prescribed an SGLT2 inhibitor or a GLP-I recep-
tor agonist did not fill their prescription within 30 days, with
Black race being a predictor of low medication-taking rates.
Individuals who were under the care of an endocrinologist
had higher medication-taking rates, leading the authors to
suggest that this may reflect a greater awareness among
endocrinologists of which brand-name products are covered
by insurance plans or of endocrinologists’ ancillary staff
being better equipped to secure prior authorization for
these classes of medications.

Concerns regarding the negative effects of diabetes medications
are prevalent among Hispanics with low-income status (33).
Despite this concern, interventions that improved medication-
taking included a provider addressing it and family support
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with reminders and help to arrange medicines. These findings
support simple strategies to overcome hurdles, including edu-
cating providers about how individuals’ medication-related
beliefs can affect medication-taking. In addition, routinely
inquiring about patients’ medication-taking (e.g., “Are you tak-
ing your medications every day?”) and engaging family mem-
bers as a support system are crucial.

Although cost remains a strong barrier, it does not fully explain
low medication-taking rates. In an older population of Medi-
care recipients with diabetes who are part of the low income
subsidy program that reduces premiums and copayments,
racially and ethnically diverse individuals still had a higher like-
lihood of not taking medications consistently (93). Strategies to
reduce diabetes-related distress may improve glycemic tar-
gets, in part through increasing consistent medication-tak-
ing. A study attempting to reduce emotional distress in rural
Black women with type 2 diabetes and elevated A1C demon-
strated a potential means of improving medication-taking
(94). The study assessed EMPOWER, a 16-session peer advi-
sor telephone-delivered lifestyle intervention, and found
that reducing emotional distress in this high-risk population
was associated with reductions in AIC, more consistent
medication-taking, and improvements in other behavioral
correlates of self-care.

Considerations for Pediatric Versus Adult Populations

Although pediatric and adult populations with diabetes
encounter similar barriers to care, certain considerations are
especially relevant to each phase of life. Pediatric populations
may have more access to specialty care than do adults. Yet,
many barriers create complex challenges because specialty
care providers and health care institutions may not be
equipped to address social determinants of health or deliver
culturally responsive care. Often, family challenges filter
down to children; therefore, contextualized family approaches
need to be implemented.

Many middle-aged adults with diabetes, particularly those in
under-resourced locations, are treated by primary care pro-
viders because of a lack of endocrinologists and specialty dia-
betes centers in their area. Telehealth can expand specialty
care by developing culturally appropriate programs and deliv-
ering them remotely for individuals in need. Insurance cover-
age for adults can be problematic, and without universal
health care coverage, many adults may lose coverage when
their job or income changes. Safety-net systems help but
rarely provide intensive diabetes management. Beyond insur-
ance limitations, adults face many other barriers such as lack
of child care, food insecurity, job loss, lack of access to afford-
able housing, the need to provide care for family members,
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divorce, incarceration, and abuse. It is essential to recognize
that these and other barriers can make complex diabetes
management daunting and nearly impossible, even for peo-
ple who are given diabetes devices and other tools in an effort
to help them achieve and maintain glucose targets.

Seniors in the United States generally have access to diabetes
devices, insulin, and health care services through Medicare;
yet, few studies have assessed these types of access among
seniors in marginalized populations. Unfortunately, seniors
often face serious complications and reduced life expectancy
if they have not achieved and maintained glucose targets ear-
lier in life. As people with diabetes age, they may need more
help from caregivers, who need a firm grasp of current diabe-
tes education and management processes.

Conclusion

Alternative care models are available and provide a frame-
work for addressing the needs of ethnically and racially
diverse populations with diabetes. PCC, SDM, and culturally
sensitive education and interventions, combined with tele-
health services, have been proven effective and should be
incorporated when designing processes for the delivery of
diabetes care services. Based on our experiences, programs
such as CoYoT1 (50) and Team Clinic (49) are paving the way
for adapting programs for the pediatric population with input
from stakeholders in marginalized communities of color
and a rigorous, multistep process. Building on our experi-
ence and collaboration with statewide stakeholders, CoYoT1
Clinic is now being adapted and formalized into a general-
izable toolkit for new projects. LEAP (18), Latino Clinic (58),
and Teen Power (54) are additional examples of effective
programs to promote health equity among racially and eth-
nically diverse young adult populations in urban settings.
Innovative care delivery models such as Project ECHO (23)
and Project ECHO TiD expand access and improve health
care quality in adult populations.

As outcomes continue to worsen in underserved communi-
ties and disparities widen, researchers must shift gears and
to focus on health care models and programs that promote
access and high-quality care for racially and ethnically
diverse and low-SES individuals with diabetes.
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