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Abstract 

Latino/Hispanic communities in the US are at an 
increased risk for developing Type II diabetes 
compared to other social groups. This disparity of 
chronic disease helps to demonstrate that the 
traditional healthcare model of acute disease 
management lacks the capacity to provide adequate 
diabetes prevention for this at-risk community. 
This paper will apply an alternate systems 
framework known as the Chronic Care Model 
(CCM) in order to assess its capacity to address the 
socially-determined factors that lead to elevated 
diabetes risk in Latino/Hispanic communities. In 
leveraging the CCM, there is an opportunity to 
incorporate a systems approach to a complex public 
health problem rooted in challenges beyond a 
single system or sector. The CCM guides the 
author’s recommendations to 1) promote 
partnerships between Latino/Hispanic 
community groups and hospital systems and 2) 
integrate the efforts of Community Health 
Workers (CHWs) to address diabetes risk in 
Latino/Hispanic populations across the US.  

I. Diabetes Risk  

According to the CDC, Latino/Hispanic Americans 
are twice as likely to develop Type II diabetes 
compared to non-Hispanic whites (17% vs. 8%).1 
Increased diabetes risk in Latino/Hispanic 
communities represents both a public health and 
health systems problem. From a public health 
standpoint, disparities in diabetes risk point to 
health inequities across racial and ethnic 
boundaries. The “Latino/Hispanic” group 
encapsulates a wide range of individuals from 
different countries in South/Central America, the 
Caribbean, and Europe. Depending on the 
individual’s specific Latino/Hispanic background, 
their risk is modified. For example, Puerto Ricans 

are twice as likely to have diabetes compared to 
individuals with South American heritage. 1 To 
inform efforts to reduce diabetes risk, the collective 
barriers that the Latino/Hispanic population face in 
the context of larger systems-based challenges must 
be explored.  

For the US as a whole, systemic challenges in 
addressing chronic illnesses like diabetes are the 
result of a “myriad of influences” such as increases 
in overall life expectancy, obesity, and other related 
behavioral risk factors.2 The growing number of 
individuals suffering from diabetes and other 
chronic conditions has led to a dramatic increase in 
the need for ongoing care. Studies show that 84% of 
the national health care expenditure goes towards 
chronic disease management and treatment.3 
Nevertheless, while patient cases and spending has 
clearly shifted towards a focus on chronic disease, 
health care systems have struggled to meet those 
care needs of diverse patient populations. 
Mounting evidence indicates that in order to 
improve chronic disease outcomes and costs, the 
traditional healthcare model of acute disease 
management and siloed institutional advance must 
be replaced by the Chronic Care Model (CCM) of 
external, community-driven partnerships and 
population health management.4 Yet, nationwide 
studies have found that comprehensive 
implementation of the CCM “remains low in many 
communities and primary care settings and 
practices.”5,6 

II. Framework 

The CCM advocates for a systematic restructuring 
of medical care to fosters partnerships between 
health systems and communities. Studies show that 
the CCM approach is effective for managing 
diabetes in primary care settings.7 Please see Figure 
1 for a visual of the CCM.8 By integrating the 
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healthcare systems and community resources, 
collaborations can lead to a series of benefits such 
as strengthened patient-provider relations, 
confident self-management of chronic disease, 
increased treatment compliance, large-scale 
prevention efforts, improved health outcomes, and 
ultimately healthcare cost-savings. To effectively 
apply the CCM framework for systems change, this 
assessment will consider the assets and barriers of 
both the Latino/Hispanic community and health 
systems in addressing diabetes risk.  

III. Community Assets and Barriers 

As America’s largest and fastest growing 
racial/ethnic minority group, the Latino/Hispanic 
community possesses valuable assets that can be 
leveraged for diabetes risk reduction. With a 
population expected to double by 2060, it is clear 
that addressing the health disparities of the 
Latino/Hispanic population is a priority based in 
concepts of health equity and the health of future 
American generations.9  This growing population of 
young, technologically privileged members also 
represents an important opportunity for 
communities to harness the creative potential and 
expertise of their younger generations such as in 
online networking strategies for health promotion.  

Latino/Hispanic communities typically identify 
with traditional cultural values that promotes 
strong family structures and emotional bonds. 
Familismo or “strong feelings of commitment, 
loyalty, and obligation to family members” is 
viewed as a protective health factor, that can 
provide a sense of social wellbeing and problem-
solving capacity amongst Latino/Hispanic families 
and community members.10 The interdependence 
within families often across generational 
boundaries is highlighted in a recent Pew study that 
found that 70 percent of Latinos report that they 
obtained health information from family, friends, 
and church or community groups within the past 
year.11 The social interconnectedness of 
Latino/Hispanic communities represents an 
important leverage point for systems-based 
diabetes risk reduction efforts. By impacting the 
health habits of family and community members, 
positive health behaviors could be passed down to 
future generations and across communities forming 
an important feedback loop. The trust that 
Latino/Hispanic individuals have built in their 
community organizations will be an important asset 
to consider when designing for systems change.  

 

Latino/Hispanic communities also faces significant 
barriers to reducing their diabetes risk. These 
barriers can be described as consequences of the 
social determinants of health. As a minority group, 
Latino/Hispanic communities are more likely to 
experience social disadvantage in a variety of ways 
that are commonly compounded. For example, the 
average weekly income of Latino/Hispanic 
individuals is substantially lower than that of non-
Hispanic whites; Mexican immigrants, make nearly 
$50,000 less than non-Hispanic white individuals 
do at the same occupation level.12 Lower 
socioeconomic status along with language/literacy 
level challenges, immigration status, racism, 
unhealthy physical environments, and obstacles to 
healthcare access or coverage, are several of the 
many barriers that may underly the disparities in 
Latino/Hispanic chronic illness indicators. 

IV. Health System Resources and Challenges 

Health systems tend to have a strong capacity to 
utilize data to identify populations at the greatest 
risk for chronic disease. In the case of diabetes 
prevention, health systems can utilize the 
Electronic Health Records (EHRs) and diabetes 
registries to form population care management 
systems.4 Through EHRs, patient-level information 
can be used to investigate racial/ethnic disparities 
as well as language preferences, and identify 
patients in need of further tests or screenings.4 
Registries and EHRs can also function as dynamic 
tools in team-based care settings. Diabetes care 
teams could include individuals such as primary 
care doctors, community health workers, 
nutritionists, and many other healthcare 
professionals. Through the population care 
management system, a physician-community 
health worker (CHW) referral partnership could 
develop to guide a greater number of 
Latino/Hispanic community members toward 
culturally-appropriate diabetes prevention and 
resource supports.4 

On the other hand, one challenge to consider for 
health systems and their leaders, would be that 
healthcare entities are constantly challenged to 
improve in-house healthcare delivery. This can 
mean that partnership building and reaching out to 
external community groups is often not an 
immediate priority. While evidence-based, patient-
centered care might likely be the mission of health 
care entities, as mentioned earlier, few health 
systems have implemented a comprehensive CCM 
that could meet those standards. 
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V. Evidence-based Diabetes Prevention in 
Latino/Hispanic Communities 

To effectively apply the CCM framework, leverage 
assets, and address barriers, this systems-thinking 
approach requires that evidence for effective 
change guide solutions. In the context of diabetes 
prevention in Latino/Hispanic communities, it is 
clear that this public health and systems-based 
problem is complex and could be addressed in 
many different ways – each with their own 
limitations and drawbacks. Considering the 
methods explored in the literature, there is strong 
evidence to show that partnered initiatives between 
health systems and community groups to deliver 
culturally-tailored lifestyle interventions have been 
effective in reducing diabetes risk in 
Latino/Hispanic populations.13 The specifics of 
these interventions vary across studies but a 
comprehensive review found that the most 
impactful often leveraged community assets. These 
interventions “included one or more of the 
following adaptations: literacy 
modification, Hispanic foods/recipes, 
cultural diabetes beliefs, family/friend 
participation, structured community input, and 
innovative experiential learning.”14 Other studies 
have found that self-directed DVD interventions 
were similarly effective to in-person groups.15 
Beyond adult-centered programs, culturally 
appropriate lifestyle interventions in family group 
settings have also been shown to improve the 
cardiometabolic and psychosocial health of Latino 
adolescents at an elevated risk for diabetes.13 

Evidence shows that effective community-level 
programs engage community health leaders who 
have knowledge and experience within the social 
context of the target population.16 For chronic 
disease prevention, CHWs or Promotoras de Salud 
can serve as culturally competent mediators 
between health providers and their fellow 
community members. CHWs strive to promote 
positive health behaviors and outcomes for 
underserved communities via evidence-based 
strategies and outreach.17 In a review of 18 studies 
looking at the impact that CHW-led diabetes 
prevention and treatment programs had in 
Latino/Hispanic communities, it was shown that 
their outreach “improved knowledge and lifestyle 
and self-management behaviors among 
participants, as well as [resulted in] decreases in 
the use of the emergency department.18 There are 
several good examples of successful CCM-based 
programs throughout the nation. One program, 

implemented in federally qualified health centers 
(FQHCs) across San Diego County called Project 
Dulce, is a team-based diabetes management 
program administered through nurse care 
managers and CHWs. Project Dulce has 
consistently shown significant improvements in 
diabetes risk indicators across its 20,000+ patient 
group of predominantly low-income, Spanish-
speaking Latino population.5 It is important to 
stress that CHWs not only improve health 
outcomes in their communities, but research also 
shows that they increase access to health services 
and help to control medical costs.19  In fact, 
researchers have studied the long-term cost-
effectiveness of CHW-led diabetes management in 
Hispanic adults and found a roughly 1 to 3 cost-
benefit ratio per quality-adjusted life years 
(QUALYs).20 Based these findings and many others, 
the Institute of Medicine concluded that evidence 
supports integrating CHWs into multidisciplinary 
healthcare teams for enhanced risk reduction of 
chronic disease.21 

VI. CCM Implementation Across Systems 

The purpose of addressing systems change through 
a CCM lens is to implement community-based, 
evidence-driven diabetes prevention efforts that are 
dynamic, and adaptive to socio-cultural 
considerations. CHWs have been identified as key 
actors within the CCM and integral members of 
health care teams in community clinics, migrant 
health centers, and primary care settings that serve 
Hispanic/Latino individuals.22 To connect health 
system resources with community groups, it is 
important to recognize that most of chronic care 
management will take place outside of traditional 
healthcare settings and care plans. This departure 
will have critical implication for policymakers 
shaping state and federal health policy. For 
instance, it will be important to pursue insurance 
coverage for CHWs’ diabetes prevention services 
such as in the form of “diagnostic-related patient 
education.”23 Furthermore, strong policymaking 
can contribute to the accessibility and sustainability 
of this systems change while concurrently 
solidifying partnerships within the CCM. 

VII. Promising Efforts 

Since 1997, Project Dulce has been leading the way 
in broad collaborative efforts between community-
based organizations and healthcare entities in 
California. The project sheds light on effective, 
culturally-sensitive, and community-based 
strategies to achieve improvements in blood sugar, 
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blood pressure, and lipid parameters, in 
Hispanic/Latino communities.24 The key to the 
program according to the CDC, is its mission to 
mobilize community assets and encourage capacity 
building within the community partnerships.25 
Project Dulce’s success has led to the creation of 
spin-off programs offered in 8 different languages 
and adapted for other underserved groups such as 
African American, Filipino, and Vietnamese 
communities. It has been concluded that the 
program offers adaptability to local community 
needs and is an effective tool for culturally-
appropriate administration of diabetes care and 
education in underserved populations. 

There are also grassroots community programs that 
have expanded diabetes prevention to include a 
broader participation of community members such 
as youths and families that show promising results. 
The Latino Diabetes Association located in Los 
Angeles runs the “Lucha” or “Fight” Diabetes 
Program which is an 8-week program open to any 
individuals over the age of sixteen.26 Taught in a 
bilingual format, participants learn lifestyle 
improvement strategies from diabetes educators 
and if uninsured are referred to low-cost medical 
clinics for additional healthcare needs. The 
program even launched a “Lucha for Kids” program 
to address diabetes in the context of parent-child 
group education. Other successful efforts to bridge 
community and healthcare groups for diabetes 
prevention in Hispanic/Latino individuals have 
aimed to integrate in-person educational sessions 
with online support. In a JAMA-published 
randomized control study, the delivery of the CDC’s 
Diabetes Prevention Program via in-person and 
online support was shown to be effective in primary 
care settings and “readily scalable and 
exportable.”15 

VIII. Equitable System Improvements 

A unifying observation that can be made of all these 
promising efforts in Hispanic/Latino diabetes 
prevention, is that each employs a version of the 
CCM framework in their program design. In 
leveraging the CCM, there is opportunity to 
incorporate a systems approach to a complex public 
health problem rooted in challenges beyond a 
single system or sector. The CCM guides the 
author’s recommendations to 1) promote 
partnerships between Latino/Hispanic 
community groups and healthcare entities and 2) 
integrate the efforts of Community Health 
Workers (CHWs) to address diabetes risk in 
Latino/Hispanic populations across the US. 

Recommendation 1: Strong Partnerships 

Nurturing partnerships between Latino/Hispanic 
community groups and health care systems 
represents a significant “Level 2” structural change 
that can sustainably foster long-term 
connections between partner organizations.27 By 
leveraging assets such as the built trust that 
Latino/Hispanic individuals have in their 
community organizations and leaders, policies and 
practices can be reshaped to encourage broader 
participation in health promotion and equitable, 
cross-cultural engagement. It is important to note 
that the potential for structural change goes 
beyond the walls of the healthcare institutions. By 
forming partnerships with health care systems, the 
opportunity for expanded capacity, partnership, 
and power could lead to addressing other factors 
linked to chronic disease such as unhealthy physical 
environments, and obstacles to healthcare access. 
To strengthen diabetes prevention programs’ 
effectiveness in local Hispanic/Latino neighbors, 
institution-backed collaborations could be pursued 
with local food stores, transportation or city 
planners, for instance. These “innovative 
environmental change strategies” would function to 
promote both primary and secondary diabetes 
prevention while building an ecosystem of local 
collaboration.13 

Another key systems improvement that should be 
pursued within strong partnerships between 
community groups and health care systems is 
effective communication and data sharing. 
Healthcare institutions are poised to leverage their 
information technology systems to maximize the 
efficiency of program delivery. Institutions can 
assist in creating a database of program 
participants’ Electronic Health Records (EHRs) and 
linking this information to diabetes registries.13 
These steps will allow for: easier cross-talks 
between institutions and community organizations, 
care management on the population level, 
improved continuity of care for individuals, use as a 
tool in team-based care dynamics, and two-way 
clinician-CHW referral processes. Additionally, 
health systems can improve their institutional EHR 
flagging system to encourage providers to refer at-
risk Hispanic/Latino patients to the community’s 
diabetes prevention program. 

Recommendation 2: CHW-integrated 
Diabetes Prevention Programs 

The second systems-based recommendation is to 
increase the number of CHW-integrated 
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programs offering diabetes screening and delivery 
of lifestyle modification education across the 
United States. According to a Bureau of Labor 
Statistics report, there are about 116,000 employed 
health educators/CHWs across the US and this 
number is projected to grow.28 In states with a 
population of 1 million or more Hispanic residents 
– Arizona, California, Colorado, Florida, Georgia, 
Illinois, New Jersey, New Mexico, New York and 
Texas – the majority employ between 1,380 and 
7,750 CHWs, please see the Figure 2.29 
Furthermore, based on a 2002 report, there are 
roughly 600 CHW programs throughout the 
country.30 Considered together, the data shows that 
there is a workforce and basic infrastructure 
already in place to focus CCM-guided diabetes 
prevention efforts especially in states with the 
largest number of Hispanic/Latino individuals. 
Still, it is evident that the available programs are 
unable to meet the current needs of 
Hispanic/Latino communities. It is recommended 
that the CDC’s Division of Diabetes Translation 
update its 2002 national reports to reflect the 
number and design of all current diabetes 
prevention programs in Hispanic/Latino 
community settings, comprehensively assess needs, 
and publish a statement on the best, field-tested 
practices for implementing further CHW-integrated 
diabetes education programs across the country. 
From Meadow’s leverage point perspective, these 
recommendations could be considered “Level 3” 
systems changes centered in national feedback 
efforts to assess and expand knowledge in 
addressing health inequities and meeting the 
unique needs of local Hispanic/Latino 
communities. Increasing the number and spread of 
CHW-integrated diabetes prevention programs 
may also help to shift paradigms as “CHW 
employment itself addresses a major social 
determinant- poverty.”31 By providing the 
opportunity for a good paying job as a CHW, 
program design empowers members of the 
Hispanic/Latino community both from an 
economic and leadership standpoint.31 Furthermore 
by leveraging assets and changing mindsets, these 
new CHW recruits could offer the creative potential 
and technological expertise of the younger 
generations in online networking strategies for 
community health promotion. 

IX. Limitations 

There are some limitations and potential 
unintended consequences that could challenge 
these recommendations. For instance, healthcare 

entities largely only serve those individuals who 
seek medical care. There will be individuals that fall 
through the social safety net of the local health 
resources available. On the other hand, if those 
individuals participate in community groups, the 
social safety net could be extended via the CHWs. 
Health systems may also find that coordinating 
with other community groups can led to a diffusion 
of responsibility and potential follow-up issues if 
the program isn’t designed with this issue in mind. 
For CHWs, limitations to their program capacity or 
resources could hinder consistent, sustained 
diabetes prevention efforts. Additionally, 
limitations to implementing CHW-integrated 
programs also include the differences in policies 
and resources between states implementing 
programs. It is possible that states with better 
political resources, would be better positioned to 
secure federal support for their programs compared 
to low resource states that may actually have 
greater need. Another limitation is that the process 
of building partnerships and integrating across 
community and health systems is an effort that will 
be carried out electively. While CHW-integrated 
programs aren’t typically seen as controversial, they 
do represent a considerable deviation from 
traditional healthcare delivery structures and for 
that reason will likely run into institutional 
resistance. This also means that institutions or 
community groups must have sufficient capacity, 
resources, and motivation to coordinate the 
necessary large-scale changes. A potential 
externality of these efforts would be that in focusing 
on building relationships and CCM compatible 
infrastructure specifically with Hispanic/Latino 
communities, other underserved communities who 
also want culturally-sensitive diabetes prevention 
partnerships with healthcare entities may not 
receive comparable attention. An unintended 
consequence could be that if resources are spread 
unevenly across communities in need, relative 
disparities might deepen within and between 
certain Hispanic/Latino groups.  

X. Measuring Improvement 

To measure progress in these systems 
improvements, evaluations should 
comprehensively assess each partner or 
organization involved. Firstly, standardized 
assessments of CHWs’ impact needs to be gauged 
on both the agency and community level. On the 
agency level, surveys from program participants 
will assess knowledge of program curriculum 
delivered, participant biometric data, and quality 



 
 

Selected student papers, Public Health 785 | Spring 2020 | University of Wisconsin School of Medicine & Public Health 

improvement suggestions, for program outcome 
evaluations. On the community level, data will be 
gathered to assess whether CHW-integrated 
programs are improving access to health services 
and controlling medical costs. Secondly, healthcare 
entities will be evaluated on measures of 
community engagement, effectiveness of 
communication systems with partners, and the 
number of referrals from CHW and community 
organizations. Lastly, Hispanic/Latino community 
organizations will be evaluated on their efforts to 
publicize prevention programs in their 
communities, refer members to the program, and 
communicate local needs to the health entities and 
CHWs. Along with these more local improvement 
metrics, three national indicators of system 
improvement will be 1) increases in the number of 
CCM-inspired partnerships between 
Hispanic/Latino community and healthcare 
entities, 2) increases in the number of CHW-
integrated diabetes prevention programs and lastly, 
3) reduction in diabetes risk within  
Hispanic/Latino communities across the US. 
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Figure 2: 
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