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LEARNING OBJECTIVES

Asian Americans and Diabetes 
William C. Hsu, MD, and Henry H. Yoon, MD
After reading this section, the reader should be better able to: 
•  List specifi c strategies for showing and receiving respect in culturally specifi c ways 
•  Review some of the differences within and between Asian ethnic groups regarding 

presentation patterns, complications, and risk factors of type 2 diabetes mellitus (T2DM) 
•  Describe some of the common characteristics of successful prevention and treatment 

programs for T2DM in Asian Americans 
•  Establish a specifi c strategy (not just when, but why and how) to achieve a glycosylated 

hemoglobin level below 7% for patients with T2DM 
•  Discuss culture-specifi c barriers to insulin initiation and strategies to address those barriers 
•  Describe challenges associated with a new diagnosis of T2DM 
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James R. Gavin III, MD, PhD, and Eugene Edward Wright Jr, MD 
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•  Establish a specifi c strategy (not just when, but why and how) to achieve a glycosylated 

hemoglobin level below 7% for patients with T2DM 
•  Discuss culture-specifi c barriers to insulin initiation and strategies to address those barriers 
•  Select the specifi c insulin formulations and insulin delivery systems that will meet patients’ 

individual needs
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A. Enrique Caballero, MD, and Penny Tenzer, MD
After reading this section, the reader should be better able to:
•  List specifi c strategies for showing respect in culturally specifi c ways 
•  Demonstrate methods to improve communication between the physician and Latino 

American patients
•  Describe some of the common characteristics of successful prevention and treatment 

programs for T2DM in Latino Americans 
•  Establish a specifi c strategy (not just when, but why and how) to achieve a glycosylated 

hemoglobin level below 7% for patients with T2DM 
•  Discuss culture-specifi c barriers to insulin initiation and strategies to address those barriers 
•  Describe issues specifi c to intensifi cation of T2DM treatment
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D
iabetes affects about 7% of the US popula-
tion1 with more than 90% of cases being 
type 2 diabetes mellitus (T2DM). In 2005, 

this translated into nearly 21 million Americans with 
diabetes.1 Whereas Americans from all ethnic and 
cultural groups are affected, minority populations are 
disproportionately affected.1 In fact, diabetes preva-
lence is 2 to 6 times higher among Latino Americans, 
African Americans, Native Americans (American 
Indians and Native Alaskans), and Asian Americans 
than among white Americans.2 The National Insti-
tutes of Health reports that American Indians and 
Native Alaskans are 2.2 times more likely to have 
the disease than are non-Hispanic whites.3 Further-
more, studies using glycosylated hemoglobin (A1C) 
as a marker have shown that Latino Americans, Af-
rican Americans, and Asian Americans have poorer 
control of their diabetes. In a study by Brown and 
colleagues, mean A1C levels were higher among La-
tino Americans, African Americans, and Asian Amer-
icans/Pacific Islanders than among white Americans  
(Figure).4 

Perhaps as a direct consequence, diabetes com-
plication rates are higher among patients from ethnic 
minorities,5 and the mortality rates in these popula-
tions are 2 to 5 times higher than the rates among 
white patients.2 End-stage renal disease is higher 
among Latino Americans and African Americans 
than among whites. At least 4 studies have shown 
higher risks of lower extremity amputations among 
ethnic minorities.5 Thus, all patients with diabetes—
but especially patients from ethnic minorities—need 
more assistance in controlling this chronic and 

progressive disease. A more culturally appropriate 
approach to these patients will increase the effective-
ness of available treatments. 

The trends of immigration suggest that the num-
ber of Americans of Latino, African, and Asian ethnici-
ties will rise over time. Currently, Latino Americans 
make up 12.5% of the population, followed by Af-
rican Americans at 12.3%, and Asian Americans at 
3.6%.6 It is estimated that by the year 2050, minority 
populations will comprise 47% of the total US popu-
lation,6 with projected increases in diabetes diagnoses 
of 165% in the overall population and at least this 
high in minority subpopulations.7 Many health care 
initiatives, including Healthy People 2010, have ac-
knowledged the importance of improving care across 
America and have set goals to eliminate racial dis-
parities in health and health care.8 However, barriers 
abound in the current health care environment even as 
we attempt to improve care.

Cultural Obstacles
Minority populations face many cultural obstacles to 
the acquisition of health care. Although some assume 
that the American system of health care is universal-
ly accepted and accessible, for a variety of reasons, 
many ethnic minorities receive suboptimal care in the 
United States. Barriers to care include patients’ and 
providers’ cultural beliefs and misalignment between 
the American health care system and ethnic health 
assumptions. Furthermore, our approach to treating 
medical conditions in the United States, combined 
with the lack of health insurance for many individu-
als, contributes to these barriers and disparities. In 

introduction and Overview 
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addition, immigration is adding more diversity to 
socioeconomic groups. Therefore, diversity within 
various cultural groups, as well as the cultural ob-
stacles described here, must be understood and over-
come to achieve superior cross-cultural health care.

In some cultures, seeking health care may be con-
sidered a “self-indulgent luxury.”2 To seek care before 
the emergence of evident physical impairment may 
suggest egocentric conduct. Because diabetes, partic-
ularly T2DM, is a disease with a typically prolonged 
asymptomatic period, patients who wait for physi-
cal impairment may lose years of potential treatment 
for the disease. Without early treatment, residual 
pancreatic beta-islet cells diminish and complication 
rates rise. Patients with T2DM often present with 
complications such as neuropathy, vision changes, or 
nephropathy at the time of diagnosis.

Many patients fail to seek medical care because 
they believe there is an association between illness 
and an imbalance of excess and defi ciency.2 Some cul-
tures believe that diabetes indicates a failure to live 
properly, represents a lack of spiritual strength, or is 
a punishment for immoral behavior.2 Again, patients 
who resist seeking health care because they associ-
ate illness with a morally inferior lifestyle deny them-
selves timely access to care. 

For some groups, cultural ideals may be violated 
by American health care attitudes. In diabetes care, 
much emphasis is placed on healthy diet and lifestyle 

as well as on limiting a patient’s weight to achieve 
glycemic control. For some cultures, however, a 
heavier physique is indicative of health.2 Although 
much evidence links obesity and T2DM, patients 
who consider weight control measures to be con-
trary to their cultural ideals may devalue the ad-
vice of their physician. Thus, US providers must 
exercise care in offering health care advice to their 
patients to avoid confl icts between their patients’ 
cultural beliefs and any pre-existing notions of the 
superiority of the traditional American approach 
to medical care. Refuting engrained cultural health 
care standards before a relationship of mutual 
trust and respect between patient and health care 
provider has been developed will likely lead to rejec-
tion of any plan for treatment.

With these and other cultural factors in mind, 
American health care providers might easily consider 
patients from unfamiliar cultures and ethnicities to be 
“problem patients.”2 But American health care pro-
viders and the American health care system may be at 
least partly responsible for the barriers to caring for 
our ethnically diverse population. Instead of viewing 
beliefs that are different as foreign, we need to edu-
cate ourselves and modernize our health care system 
to accommodate these different approaches to illness. 
In order to lessen the burden of disease, we need to 
recognize the differing opinions about provision of 
care and treatments. To optimally care for Ameri-
cans across ethnic and cultural boundaries, a cross-
cultural understanding of medicine is paramount. 

Cultural Competency
Cultural competency is “awareness of and sensitivity 
to cultural differences; knowledge of cultural values, 
beliefs, and behaviors; and skill in working with cul-
turally diverse populations.”2 Although the defi nition 
is succinct, the challenge is to identify an individual 
patient’s culture. It is vital for providers to compre-
hend the distinction between race (populations char-
acterized by physical traits), ethnicity (social groups 
with shared history and cultural roots regardless of 
race), and culture (members of a society with shared 
beliefs, values, customs, and behaviors). 

FIGURE 

Variation in A1C Level by Ethnicity in the United States 
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Brown AF, et al. Diabetes Care. 2005;28:2864-2870. 
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Instead of stereotyping, culturally competent 
providers can fi rst gain a general awareness of a 
culture’s norms; they can then explore a patient’s 
beliefs and values, remembering that each patient is 
different, even within his or her own cultural con-
text.6 Whether the issue is achieving an understand-
ing of the Latino or Asian belief that a balance of 
hot and cold is necessary for health,6 or the Afri-
can American belief that the use of bitter foods and 
herbs can neutralize the blood,2 an appreciation of 
varied cultural convictions is critical to caring for 
the individual patient.

Although achieving cultural competency can 
be time-consuming and challenging, it has the po-
tential to lead to greatly improved outcomes. The 
history-taking interview is the best opportunity to 
establish open communication with the patient. 
From this history taking, the physician will be able 
to establish a solid basis for appropriate manage-
ment of the patient. Throughout the patient cases 
discussed here, there are a number of recommended 
questions and techniques that physicians can use 
with patients. Interview questions must be tailored 
to elicit the patient’s perceived cause of illness, in-
formation about complications related to the ill-
ness, the severity of the illness, and the patient’s 
fears about the illness.6 Questions must also be 
nonjudgmental (TABLe 1).9

Health care providers must be skilled in inter-
cultural communication, understanding the various 
perceptions and attitudes toward personal space, the 
appropriateness of certain gestures, and the meaning 
of direct and indirect communication.2,6 For example, 
some Asian American populations consider indirect 
eye contact a sign of respect and so will avoid direct 
eye contact with a physician. Interpreters can be help-
ful in reducing language barriers, but they must also 
be chosen carefully to ensure profi cient translation of 
sensitive topics. To provide culturally competent care, 
providers must compile a new knowledge set, includ-
ing cultural awareness (to appreciate and accept differ-
ences), cultural knowledge (to comprehend different 
world views of illness), and cultural skill (to assess and 
explain issues to a person who has different beliefs), 

and then providers must amass an abundance of 
cultural encounters.9 Cultural competency enables 
a provider to tailor care to the individual needs of 
the patient, and it has the potential to revolutionize 
diabetes care in America.

As important as cultural competency is, we 
must also remember to focus on what so many pa-
tients with diabetes share—the inability to achieve 
target glycemic goals. All patients with diabetes face 
long-term challenges that will affect their lifestyle. 
Diabetes is a progressive disease, and the treatment 
modality must match not only the patient’s lifestyle 
but also the amount of endogenous insulin being 
produced by the body at any one time. All glucose-
lowering agents are limited in their ability to lower 
A1C levels; therefore, it is unrealistic to expect any 
one medication to be successful, particularly if that 
medication’s effects may be limited by the amount 
of endogenous insulin available.

Case Studies
To further explore the similarities and differences in 
treating Americans with diabetes, case-based scenarios 
are presented for Asian American, African American, 
and Latino American patients with T2DM. These 3 
cases describe a variety of patients: one who is newly 
diagnosed, one who must now initiate insulin thera-
py, and one who has had the disease for a few years 
and now needs the treatment plan to be intensifi ed 
(TABLe 2). Each patient is treated as an individual, 
with his or her own ethnic and cultural beliefs. How-
ever, because many of the challenges are similar, each 
case highlights a different cultural competency issue 
and management discussion. 

• What do you think caused your problem?

• Why did this occur at this time?

• What do you think can be done to treat this?

• Where do you fi nd support during times of stress or illness?

AMSA. http://www.amsa.org/programs/gpit/cultural.cfm. Accessed 
May 14, 2007; Juckett G. Am Fam Physician. 2005;72:2267-2274. 

TABLE 1 

Nonjudgmental Questions for Patients With Diabetes
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Diabetes is a disease with a variety of presenta-
tions, treatment options, and complications. By better 
understanding the patient as an individual, within the 
context of his or her cultural beliefs, the health care 
provider can better tailor the patient’s overall care 
and, particularly, his or her diabetes care. The implica-

tions are of great consequence.  A culturally competent 
physician can not only identify the disease but also rec-
ognize the challenges to incorporating treatment into a 
life fi lled with family and cultural infl uence. Failing to 
understand the importance of cultural beliefs, lifestyle, 
family responsibilities, or the way the patient expresses 
himself or herself fails the patient. Therefore, providers 
are now charged with a new task: the implementation 
of culturally competent care. In the case of diabetes, 
the provider and all members of the health care team 
are responsible for understanding the disease beyond 
pancreatic dysfunction and treatment options. Un-
derstanding not only the disease of T2DM but also 
the patient with the disease is paramount in achieving 
optimal outcomes. Cultural competence is an ongoing 
journey and a lifelong learning process. n

Patient Cultural Issue Management Discussion

Asian  Family/cultural New diagnosis 
American beliefs

African  Effective Initiation of insulin
American  communication 

Latino  Heterogeneity  Intensifi cation
American of the culture of treatment

TABLE 2

Case-Based Scenarios Presented

1.   National Diabetes Fact Sheet. United States 
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/ndfs_2005.pdf. Accessed July 17, 2007.
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Type 2 diabetes mellitus (T2DM) is an ever-
increasing cause of significant morbidity and 
mortality worldwide. As one of the most com-

mon chronic diseases our nation is facing today, it is 
also a major contributor to rising health care costs. 
Complications from uncontrolled T2DM result in 
significantly higher per-patient health care costs for 
patients with diabetes compared to health care costs 
for nondiabetic patients.1

Genetic factors play an important role in the de-
velopment of T2DM, with prevalence among some 
ethnic groups—including certain Asian American 
groups—considerably higher than among white Amer-
icans.1 Studies have shown that glucose control is also 
significantly poorer in this subgroup of patients.2 

The need to address these ethnic disparities has 
led to the growing interest in cultural competency in 
medical care. While patient-centered care has tended 
to focus on the patient as a unique person, cultural 
competency recognizes that the individual is a prod-
uct of his or her culture.3 The degree of disparity also 
varies, depending on how long the individuals have 
been living in the United States and how American-
ized these individuals are. Patients whose health care 
providers may need a higher level of cultural com-
petency include those who have recently emigrated 
from their home countries and those who have been 
residing in the United States for a long time but have 
not acculturated to the mainstream society, a scenario 
highlighted in the following case study. 

CASE STUDY

Mrs Hu is a 54-year-old Chinese American woman who immi-
grated to the United States with her husband several decades 
ago. Her husband had worked for many years in the dry clean-
ing business, and they enjoyed a modest but comfortable life-
style. Mrs Hu has associated mainly with other families who 
immigrated from nearby regions of her homeland. 

Mrs Hu was recently widowed, and she has moved in 
with her son and his family. Her son is concerned that his 
mother did not take care of herself while caring for her dying 
husband. He brings her to Dr Smith for a checkup. He reports 
to Dr Smith that it has been several years since his mother 
has seen a Western health care provider, preferring instead 
to visit the neighborhood Chinese healer.

Asian American Demographics
Asian Americans are a very diverse and rapidly grow-
ing segment of the American population. Between 
1990 and 2000, the Asian American population grew 
by 48%, far above the national growth rate of 13%.4 
By 2000, Asian Americans made up 4.2% of the US 
population, and it has been projected that this figure 
will increase to 10.7% by the year 2050.5 

To address the cultural issues in this ever-grow-
ing group, it is important to understand the diversity 
within the Asian American population. Included in 
this group are Chinese, East Indians, Filipinos, Viet-
namese, Koreans, Japanese, and Pacific Islanders, 
among others. There are at least 49 ethnic groups 
speaking more than 100 languages and dialects.6 

Building Cultural Competency  
for improved Diabetes Care:  
Asian Americans and Diabetes

William C. Hsu, MD   •   Henry H. Yoon, MD 
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Despite the considerable diversity within the 
Asian American population, certain factors are 
common to many groups. A 1985 survey found 
that Asian Americans were more likely than white 
Americans to be without health insurance,2 which 
limits their access to health care. Although the me-
dian family income is higher for Asian Americans 
as a group compared with the general population, 
socioeconomic status tends to be lower in certain 
groups,7 which is an independent risk factor for poor 
health.2 Although the degree of language barriers as 
well as the immigration experiences among the dif-
ferent Asian American ethnic groups and individuals 
vary, the overall pattern contributes to the disparities 
in care received by various ethnic populations in the 
US health care system.

It is important to recognize that some of these 
issues can only be addressed on a system-wide level. 
However, others can be improved by the efforts of 
individual health care providers. It is through the 
careful study of the cultural beliefs, family relation-
ships, views of illness, and styles of communication 
of Asian Americans that a provider can develop the 
appropriate approaches and skills to provide cross-
cultural care. 

CASE STUDY…continued 

During her visit with Dr Smith, Mrs Hu prefers to sit in the chair 
in the examination room rather than on the examination table. 
She tends to be quiet and brief with her responses and does 
not elaborate much in response to open-ended questions. Her 
son helps with translation, as she speaks limited English. 

Dr Smith learns that Mrs Hu has been relatively healthy 
and has had no major health issues in the past. Her son does 
note, however, that over the last 6 months his mother has 
mentioned being very thirsty, and he has noticed that she 
needs to urinate quite often, which has disturbed her sleep. 
Mrs Hu has lost some weight despite having a good appetite, 
and her son reports that she has had several urinary tract 
infections that she has treated with herbal remedies. She 
fatigues easily and recently has been unable to perform her 
usual household activities.

During the physical examination, Mrs Hu appears  
fatigued but not in acute distress. Mrs Hu is 5 feet 3 inches 

tall and weighs 126 pounds. Her body mass index (BMI) is  
22.3 kg/m2. Vital signs show a pulse rate of 74, blood pres-
sure levels of 134/88 mm Hg, respiratory rate of 14, and body 
temperature of 97.8°F. Her physical examination is unre-
markable. A routine in-office urinalysis reveals the presence 
of both glucose and protein. A finger stick blood glucose test 
reveals a glucose level of 212 mg/dL. Her son reports that 
they last ate several hours ago and planned to have dinner 
upon their return home from today’s visit. 

Dr Smith orders blood work, including a CBC, a chemis-
try panel with liver function, glycosylated hemoglobin (A1C), 
lipid profile, and microalbumin tests. He instructs Mrs Hu 
and her son that she cannot eat or drink anything after mid-
night that night. Mrs Hu’s son will bring his mother to the 
laboratory the following morning. Dr Smith asks that Mrs Hu 
return with her son at the end of the week to review the re-
sults and determine any appropriate follow-up care that may 
be needed.

When Mrs Hu and her son return to the office, Dr Smith 
reviews Mrs Hu’s laboratory results. Although the CBC and 
liver function tests are normal, Mrs Hu’s fasting plasma glu-
cose (FPG) is 202 mg/dL and her A1C level is 9.3%. Her total 
cholesterol level is 238 mg/dL. The high-density lipoprotein 
(HDL) level is 46 mg/dL, the low-density lipoprotein (LDL) level 
is 165 mg/dL, and the triglyceride level is 345 mg/dL. Mrs Hu’s 
creatinine is normal at 0.8 mg/dL. Her urinary albumin to cre-
atinine ratio is 89 mcg/mg. On recheck, Mrs Hu’s blood pres-
sure is 134/82 mm Hg.

Dr Smith explains to Mrs Hu and her son that Mrs Hu 
has type 2 diabetes and recommends initiating oral therapy 
with metformin and glipizide. Dr Smith also provides a re-
ferral to a certified diabetes educator (CDE) for a review of 
dietary choices and for Mrs Hu to learn glucose self-moni-
toring. Mrs Hu’s son agrees to accompany his mother to the 
visit with the CDE.

Dr Smith recommends that Mrs Hu begin taking an an-
giotensin-converting enzyme (ACE) inhibitor to lower her 
blood pressure and as a renal protective measure, as well 
as a statin to help lower her cholesterol level. He also pre-
scribes a daily aspirin.

Before Mrs Hu leaves with her prescriptions, Dr Smith 
inquires about any alternative therapies Mrs Hu is taking on 
a regular or intermittent basis. She acknowledges that she is 
taking an herbal tea daily that is believed to balance glucose 
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levels and help with digestion. Dr Smith does some research 
and finds that, although there is no proven benefit, there are 
also no known adverse effects or interactions with the medi-
cations he has prescribed.

Mrs Hu accepts the prescriptions for the medications 
without question, listening closely as her son explains the 
plans. They agree to return in 1 month for a follow-up visit. 

Discussion Points
The interview with Mrs Hu brings out several as-
pects of certain traditional Asian cultural values. For 
example, patients may not proactively ask questions 
and may not openly disagree with the health care 
provider about medical regimens. These behaviors 
stem from the belief system that such actions are dis-
respectful and are to be avoided. Health care provid-
ers can put their patients at ease by encouraging them 
to ask questions and eliciting their opinions on the 
prescribed medical regimen. 

In addition, Asian culture is generally consid-
ered to be a “low-touch” society.8 Therefore, an 
explanation of what the health care provider will 
be doing during the examination can often diffuse 
a patient’s discomfort. Health care providers may 
find that the interview process tends to be unidi-
rectional, with the provider led to ask more closed-
ended questions. Much of the issue has to do with 
lack of linguistic proficiency. Techniques that may 
be helpful include using shorter and more simple 
sentences and speaking more slowly. The approach 
of asking more closed-ended questions is in con-
trast with what physicians are typically taught dur-
ing training, which is to focus on more open-ended 
questions. This traditional open-ended questioning 
approach, although still valuable and appropriate 
in many patient encounters, may not always be the 
best for those patients who have limited English 
proficiency. Care must also be taken to extend the 
invitation for questions multiple times during the 
interview. This may facilitate greater information 
exchange during the visit.

Whenever a family member is acting as an in-
terpreter, it is important to consider the capabil-
ity of the family member to accurately convey the 

medical information being communicated. Studies 
show that the use of trained interpreters leads to 
higher-quality communication than translation by 
family members or untrained staff.9

Family obligations in Asian American culture 
generally are given higher priority than personal 
needs and wants.4 This is illustrated both in Mrs 
Hu’s dedication to her husband’s needs despite her 
own health issues and in her son’s concern for pro-
viding care for her after the death of his father. In-
deed, Mrs Hu agreed to see Dr Smith only because 
she is concerned that her health is affecting her abil-
ity to perform her household duties.

Asian Americans and Diabetes
Several important aspects of the risk of diabetes in 
the Asian American population have become more 
apparent in recent years. For example, although 
first-generation Asian Americans tend to have lower 
body weight and BMI measurements, they have a 
greater prevalence of T2DM than the general pop-
ulation. Therefore, in this population, providers 
must be more aware of the need to screen patients 
even at a weight or BMI lower than one that would  
usually trigger suspicion.2 In contrast, second- and 
later-generation Asian Americans tend to have high-
er body weight and are prone to developing T2DM 
at younger ages. Finally, Asian Americans have 
higher rates of certain complications such as end-
stage renal disease.10

Some studies have shown that Asian Americans 
can tend to have lower levels of physical activity,11 
which increases their T2DM risk. In addition, as 
Asian Americans adapt to the American culture, di-
etary changes that occur (otherwise referred to as 
the Americanization of the typical Asian diet) likely 
have a dramatic impact on their risk of developing 
T2DM and cardiovascular disease, among other 
conditions. 

Perspectives on factors influencing health and 
resulting in disease are quite different in the Asian 
American culture than in the American culture. 
There is a strong belief in the role of environmen-
tal factors, food choices, mental balance, and family 
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harmony in the development of disease. One of the 
key aspects of the Asian American view on health is 
that of balance. Commonly known as yin and yang, 
Asian Americans typically seek balance in all as-
pects of their lives. The concept of balance includes 
viewing foods, illness, and treatments as being hot 
or cold.12 These beliefs affect food choices, the will-
ingness to take medicines, and the use of alternative 
therapies, including herbal remedies, acupuncture, 
and other traditional Asian physical therapies—a  
distinction that is often more true for Oriental than 
for East Indian cultures.

To achieve compliance with recommended ther-
apies, health care providers must understand how 
medical recommendations interact with their pa-
tients’ beliefs. Only in this way can they provide care 
that is harmonious with the belief system of Asian 
American patients and facilitate improved health 
outcomes.

CASE STUDY…continued 

Mrs Hu returns in 1 month. Her physical examination is un-
changed. Her FPG is now 208 mg/dL. Urinalysis continues to 
show protein and glucose, and her A1C level is only slightly 
decreased to 9.1%. Mrs Hu’s son reports that she has been 
feeling better and sometimes skips some of her medication 
as a result.

Dr Smith reviews Mrs Hu’s glucose diary, as well as the 
food diary that the CDE has asked her to keep. Dr Smith notes 
that there is significant carbohydrate intake. Her meals tend to 
consist of rice or noodles, with several side dishes made from 
fresh vegetables, meat, or poultry. Fruit is often consumed as 
a dessert dish.

Dr Smith asks Mrs Hu about her eating patterns. She 
explains that she prepares the meals with her daughter-
in-law for the whole family to enjoy. She believes that her  
selections provide balance among the various types of foods, 
and she does not feel that she should deprive the family of 
any part of the meal because she is supposed to restrict her 
food choices.

Dr Smith, aware of the importance of food to Mrs Hu’s 
cultural and family values, decides that insulin will be the 
most effective way to provide adequate control of her glu-
cose levels, while allowing her the flexibility to continue  

participating in family meals. Dr Smith decides to continue 
the metformin but discontinue the glipizide and initiate  
neutral protamine Hagedorn (NPH) insulin because Mrs Hu 
cannot reach an A1C level of less than 7% with other medica-
tions. She is instructed to begin with a twice-daily injection of  
10 units, with dosing to be adjusted weekly as needed. 

Mrs Hu expresses concern that the insulin will be too 
strong for her. In addition, she is concerned that having to 
take shots and the accompanying risk of hypoglycemia will 
be too disturbing to her family.

Dr Smith acknowledges her concerns, explaining that the 
insulin will restore the balance in her body. He further explains 
that the insulin is a replacement for the substance her body 
is no longer making. Dr Smith also enlists Mrs Hu’s son to ad-
dress his mother’s concerns about her family. Her son explains 
how important it is to the family that she take care of herself so 
she can be healthy and continue to help care for them.

Mrs Hu agrees to start the insulin therapy that Dr Smith 
has recommended. She seems quite pleased with the per-
mission to continue family meals in her usual tradition while 
reducing her own carbohydrate intake and increasing her 
intake of fruits and vegetables. Dr Smith advises Mrs Hu and 
her son on the use of insulin and the importance of regularly 
monitoring her blood glucose levels. Mrs Hu and her son 
agree to return in 1 week with her glucose diary.

One week later, Mrs Hu and her son return and Dr 
Smith reviews Mrs Hu’s glucose diary. Although the FPG is  
123 mg/dL, the postprandial values—especially after din-
ner—remain high. This prompts Dr Smith to initiate bolus 
therapy with a rapid-acting insulin analog (4 units of insulin 
aspart) with the main meal, in addition to increasing the dose 
of NPH insulin by 2 units. Another follow-up visit is arranged 
for 1 week later, at which time Mrs Hu’s glucose levels seem 
stable. There have been no episodes of hypoglycemia. Mrs 
Hu and her son agree to return in 2 months.

Discussion Points
This conversation illustrates a key aspect of the 
culture of many Asian Americans. Food is essen-
tial to harmony and family relationships. The focus 
is on balancing yin and yang foods, texture, color, 
and aroma in addition to the nutritional quality of 
the food.13 Having meals together is an important 
means of relating within the family and, for Chinese 
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Americans, protecting the quality and taste of meals 
for the family is often more important than manag-
ing personal health issues.4 

In addition, providing food is often a means of 
expressing care for an individual. Family members 
often provide food aimed at restoring balance. For 
example, special teas or soups prepared with herbal 
supplements may be given to restore health and vi-
tality.13 This arises from the belief that a lack of bal-
ance can be the cause of illness and that restoring 
that balance is essential to treating it.4,13 

Many Asian Americans are often reluctant to 
take medications, believing that dietary changes can 
restore balance and that Western medications will be 
too strong.12,13 Dr Smith skillfully allayed this fear by 
relating the need to take insulin to Mrs Hu’s view of 
disease and treatment. However, in the case of T2DM, 
the provider must be sure to explain that the medica-
tions, including insulin, must be continued to maintain 
balance, as Asian Americans often believe that medica-
tions can be discontinued once balance is restored.12

Involving family members in encouraging pa-
tients to participate in treatment recommendations 
and reminding patients of their social or family re-
sponsibilities can be essential to good management 
of diabetes in the Asian American population. In fact, 
the need to maintain social and family responsibilities 
can be a major motivator for complying with recom-
mended care.4 However, providers must be cognizant 
of relationships within families. In Asian American 
families, age, gender, and the family member’s rela-
tionship to the patient may determine who can par-
ticipate or even have knowledge of medical issues.4 

In this case, Dr Smith takes care to explain to Mrs 
Hu that her body is out of balance and that this is af-
fecting her ability to do the things she cares about. Dr 
Smith also explains that this imbalance could cause 
more health problems and affect her abilities even 
further in the future if it is not treated properly.

CASE STUDY…continued 

At the 2-month checkup, Mrs Hu’s A1C level is down to 7.0%. 
Dr Smith performs a thorough foot examination and educates 
both Mrs Hu and her son on the importance of regular foot 

care and self-examination. Mrs Hu also receives pneumo-
coccal and influenza vaccinations, and an ophthalmology  
appointment is arranged. Mrs Hu and her son agree to return 
in 3 months for a follow-up visit.

Principles of Diabetes Management
Effective management of T2DM has clearly been 
shown to delay or prevent the development of com-
plications.14 National guidelines recommend a team 
approach to the management of diabetes in order to 
focus on all aspects of care.15 Important aspects to 
address with the diabetic patient include nutrition 
and dietary counseling, physical activity, treatment 
selection, glucose self-monitoring, psychosocial as-
pects of the disease, managing concurrent illnesses, 
and immunization needs.15

Decisions about medication selection are vital 
and are growing more complicated with the devel-
opment of new treatment options. Vast amounts of 
literature have been published to help guide the pro-
vider through the various choices, with the focus be-
ing on achieving targeted glycemic control. 

Recommended management also includes reg-
ular screening for complications, which includes 
monitoring lipid profiles, renal function, and blood 
pressure, as well as routine dilated eye examination, 
foot examination, and assessment for neuropathy.15 

CASE STUDY…continued 

Mrs Hu returns in 3 months. Her physical examination is still 
unremarkable. Her blood pressure is now 120/72 mm Hg. She 
no longer has protein or glucose on urinalysis. Her FPG is  
112 mg/dL, and her A1C level is 6.9%. She states that she is 
feeling much better and has significantly more energy. She 
has had a few episodes of hypoglycemia, but she is aware of 
the signs and was able to take some food to counteract them. 
Because of these bouts of hypoglycemia, Dr Smith decides 
to change Mrs Hu’s NPH insulin to insulin glargine, 16 units 
once daily, to be injected at bedtime.

Mrs Hu’s son informs Dr Smith that his wife has started 
walking daily with his mother as a way to increase Mrs Hu’s 
activity level. By doing this together, Mrs Hu feels she is also 
helping her daughter-in-law to increase her activity level and 
optimize her health as well.
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Dr Smith provides some resources for the family so they 
can become involved with other Asian Americans in the area 
who are dealing with diabetes. The community leaders have 
started a support group, and Mrs Hu seems interested in par-
ticipating and sharing her experiences with others.

Discussion Points
Mrs Hu has had great improvement in her T2DM 
through the use of insulin analogs. The enhanced 
control of a basal-bolus regimen enabled her to reach 
her A1C goal of less than 7% with a minimum of 
side effects. By presenting the need for insulin in the 
correct manner, Dr Smith was able to achieve com-
pliance and enhance patient satisfaction. And by 
enlisting her family in providing direct and indirect 
encouragement, Dr Smith was able to help Mrs Hu 
overcome her fears of the medications and improve 
her physical activity status.

The use of complementary and alternative ther-
apies is very common among Asian Americans.5 It 
is imperative, therefore, that the health care provid-
er specifically inquire about the use of such treat-
ments, as some of these remedies may interact with  

standard medications or result in adverse effects.
The use of community resources is very help-

ful in providing comprehensive and relevant care 
to Asian Americans with diabetes.16,17 From the 
provision of translators, to the education of clini-
cians, to the sense of community support provided 
for the patient, these resources can help to erase the 
disparities in health care for Asian Americans with 
T2DM.

Summary
The United States has long been known as a melting 
pot of cultures. The current growth of various ethnic 
groups within the population ensures that this tradi-
tion will continue. Although all ethnic groups tend 
to assume some characteristics typical of the Ameri-
can culture, most also retain very distinct aspects 
of their native culture. Effective delivery of medical 
care requires that health care providers be educated 
about and respectful of these beliefs and traditions. 
Health care providers’ continued focus on attaining 
cultural competency will enable all ethnic groups to 
obtain equal access to quality medical care. n
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For decades, it has been assumed that the nature 
and art of medicine automatically embrace an 
unbiased approach to maintaining health and 

life. Current data show this is not the case. An estimat-
ed 3.2 million African Americans—comprising 13.3% 
of the African American population in the United 
States—aged 20 years and older currently have type 2 
diabetes mellitus (T2DM). Among this group, a third 
are undiagnosed.1

The Problem of Disconnection
To start addressing the “why and how,” we must ex-
amine and address the underlying problem of discon-
nection. This is a repurposed word used to introduce 
the concept of “barrier.” As it relates to the African 
American patient and T2DM, a disconnection exists 
on several levels, including health beliefs, nutritional 
practices, religious beliefs and practices, interactions 
with the health care system, and socioeconomic issues. 
Being aware of these factors and being prepared to 
assess and treat the African American patient with re-
spect and compassion is the best way to make a posi-
tive impact on the devastating epidemic of T2DM. 

A survey done at Emory University to determine 
any racial or ethnic disparities in the management of 
T2DM found that while African Americans and La-
tino Americans reported more frequent health care 
visits over a year than did whites, they also demon-
strated significantly lower utilization of preventive 
health services.2 In a study of 56 African American  

patients admitted to the hospital for diabetic  
ketoacidosis (DKA),3 50% of the patients had 
stopped insulin therapy for economic reasons, and 
14% had done so because they were unaware of 
insulin dosing strategies for days that they were ill 
and needed adjustments to their insulin. The au-
thors of the study concluded that two thirds of the 
episodes of DKA may be preventable with improved 
patient education and access to care. These factors 
are extrinsic and are more difficult to study from 
an evidence-based perspective; however, intrinsic 
biological factors and their relationship to T2DM 
outcomes are currently under active investigation. 
Findings from the Diabetes Prevention Program in-
dicate that no apparent ethnic disparity was evident 
in the risk of developing T2DM.4 Nonetheless, cur-
rent data show that African Americans are 1.8 times 
more likely than non-Hispanic whites of similar age 
to have T2DM.1

insulin resistance in ethnic Populations 
There is evidence to suggest that insulin resistance 
is higher among African American and Hispanic 
American populations as compared with white 
Americans.5-7 However, once insulin resistance pro-
gresses to impaired glucose tolerance, genetics no 
longer seems to be a factor in the risk of developing 
T2DM.7 Impaired glucose tolerance is characterized 
by insulin resistance coupled with hyperinsulinemia 
and mild postprandial hyperglycemia (Figure 1).7
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The role of external infl uences
External infl uences may play a signifi cant role in 
T2DM development and outcomes for African 
American patients. We can qualify but not accurate-
ly quantify cultural factors that signifi cantly infl u-
ence patient care, patient participation, and patient 
outcomes. There is an abundance of information in 
various studies that looks at perceptions of African 
Americans and socioeconomic factors as they relate 
to T2DM outcomes. Some research has shown that 
African Americans have a strong sense of living in 
the present, willingly accept obesity as the norm, 
and express the view that T2DM is hereditary and 
therefore cannot be prevented. In addition, socio-
economic barriers such as cost of medications and 
supplies can be a big hurdle for many African Amer-
icans, particularly when health insurance or Medi-
care/Medicaid coverage is lacking or reimbursement 
is inadequate. High out-of-pocket expenses for such 
items as glucose monitoring strips can be problem-
atic.8 High treatment costs and the perceived high 
costs of a “diabetic diet” are also negative effects 
of low socioeconomic status.9,10 Numerous respon-
dents in a community-centered approach to diabetes 
survey in East Harlem reported that fi nances were a 
key challenge (TABLe 1).9 

No readily available studies are able to catego-
rize barriers that are distinct or specifi c to African 
Americans, but at least one report has gathered 
data that can be helpful to physicians in becom-
ing more aware of some challenges that are both 
real and perceived.11 One example is a health care 
provider’s tendency to manage the numbers relat-
ed to glycosylated hemoglobin (A1C) and fasting 
plasma glucose (FPG) rather than attempting to 
understand the patient’s concept of the disease and 
his or her goals.11

The most successful approach to effectively car-
ing for patients with T2DM is an individualized ap-
proach. The best start for individualized care is the 
development of good rapport with the patient. This 
is by far the most useful tool that a health care pro-
vider has in improving diabetes outcomes in African 
American patients. 

CASE STUDY
Mr Jackson is a 53-year-old African American man who has 
been diagnosed with and treated for T2DM for 6 years. He 
is 5 feet 10 inches tall and weighs 190 pounds, with a body 
mass index (BMI) of 27.3 kg/m2. His blood pressure is well 
controlled, at 122/76 mm Hg. He is currently on maximal 
doses of metformin and a thiazolidinedione (TZD), but over 
the last 9 months he has had a steady increase in his A1C 
level. Today, Mr Jackson’s A1C is 9.5%. Dr Jones explains to 
Mr Jackson that his diabetes is “poorly controlled,” and Mr 
Jackson defensively explains that a lot of people in his family 
have “sugar” and some of them have died from it. He goes 
on to say that he has tried to go on a diet but he “couldn’t eat 
that mess long” and he is back to eating what his wife cooks 
for everyone else. He tells Dr Jones that he is taking his pills 
every day to help keep his “sugar” down.

Mr Jackson is also taking an angiotensin-converting en-
zyme (ACE) inhibitor, a statin for his cholesterol, and an aspirin. 

Discussion Points
In this case, the patient uses the word “sugar” in-
stead of “diabetes” when referring to his disease. 

FIGURE 1

Natural History of Type 2 Diabetes 

The prediabetic state of impaired glucose tolerance is characterized by increas-
ing insulin resistance, compensatory hyperinsulinemia, and mild postprandial 
hyperglycemia. Initially, fasting blood glucose levels are maintained in near-
normal ranges. The beta cell then begins to fail, resulting in higher postprandial 
glucose levels and, with further loss of insulin secretory capacity and impaired 
glucorecognition, fasting blood glucose and hepatic glucose production 
increase. 

Adapted from Primary Care: Clinics in Offi ce Practice, Vol 26, Ramlo-Halstead 
BA, Edelman SV. The natural history of type 2 diabetes: implications for clinical 
practice, pages 771-789, Copyright 1999, with permission from Elsevier.
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Language and terminology usage barriers often ex-
ist in parts of the African American population even 
though the primary language for the vast majority 
of African Americans is English. Whether the reason 
for the communication barrier is a result of educa-
tion challenges or a preference for using one’s own 
vernacular is not as important as being compassion-
ate and respectful in determining how to discuss 
information on a level that is understandable and 
acceptable to the patient.

Building Trust
As a general rule, for the African American patient, 
eye contact is very important during both the listen-
ing phase and the talking phase of any discussion. 
In the African American community, it is important 
to establish eye contact at the patient’s level. For ex-
ample, if you enter the examination room and the 

patient is sitting on the examination table, sit on the 
stool to maintain an even level of eye contact while 
talking with the patient and before you begin the 
examination. 

Trust may be a little more challenging to establish 
with African Americans as a result of past experiences 
that may have been negative or viewed as discrimi-
natory. This is especially true of patients in older age 
groups. Historically, unethical research projects such 
as the Tuskegee experiment12 may make African Amer-
icans suspicious initially until the provider proves that 
he or she can be trusted. Other reasons that African 
American patients may be distrustful in this setting in-
clude negative health care experiences their friends or 
family members have had, receiving bad news about 
their own health, embarrassment about their lack of 
medical knowledge, or fi nancial concerns.

Some religious beliefs about diabetes may further 
promote the reluctance of many of these patients to 
access proper treatment. Many African Americans be-
lieve spiritual faith has more curative potential than 
prescribed therapies, and they may indicate that they 
are “not claiming” diabetes. They may believe that 
praying for a cure along with their religious leader 
and church congregation will rid the body of T2DM; 
therefore, to acknowledge it will undo the healing. 
Matters of faith are never to be regarded lightly, re-
gardless of cultural setting. Churches are starting to 
partner with health care providers to educate their 
members on diabetes care and the complications of 
poorly controlled diabetes. One way to connect with 
highly religious patients is to respond to any requests 
that they may initiate to join them in prayer, but it 
is important for this to be comfortable for both the 
patient and the provider, and it must be perceived by 
the patient as a sincere act. This gesture can show the 
patient that his or her religious beliefs are respected as 
an integral part of personal well-being. In other cases, 
where religious affi liation and/or inclination is not 
known, a physician might ask an open-ended ques-
tion, such as “Where do you fi nd support during times 
of stress or illness?” Then the response needs to be 
honored, supported, encouraged, and integrated into 
the care management plan.

Barriers n/N %

No insurance that pays all  633/897 71
prescription costs

Did not see health care provider  144/898 16
due to money concerns

Took less medicine than prescribed  145/900 16
due to money concerns

Skipped taking medicine due to  183/899 20
money concerns

Skipped checking blood sugar due  210/899 23
to money concerns

Skipped meals due to money  251/899 28
concerns

Did not keep diabetic diet due to  357/899 40
money concerns

Language prevented getting the  174/902 19
best diabetes care

Transportation needs prevented  196/905 22
getting the best diabetes care

Medication costs prevented getting  188/905 21
the best diabetes care

Adapted from Horowitz CR, et al. A community-centered approach to diabetes 
in East Harlem. J Gen Intern Med. 2003;18:542-548, with permission from 
Blackwell Publishing.

TABLE 1

Barriers to Diabetes Care 
in 939 Patients in East Harlem 
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Common myths are also responsible for what may 
appear to be poor attitudes and noncompliance. There 
is a long-held myth that the highs and lows of blood 
glucose can be readily identified by the patient as a 
nondescript “bad feeling” and that this feeling negates 
the need for monitoring glucose levels with a glucose 
meter. Another common misconception is that glucose 
levels only go up if sweet-tasting foods are consumed; 
this has sabotaged many efforts by patients with dia-
betes to diet.

A thorough history is paramount in discovering 
patients’ beliefs about T2DM, their basic knowl-
edge of the disease, how they monitor the disease, 
and the treatment options they are using. This in-
formation will help identify knowledge deficits and 
personal beliefs that can guide patient education ef-
forts. However, in gathering this information, it is 
important that the patient not feel as though he or 
she is being interrogated. In addition, while trying to 
elicit a detailed patient history or provide informa-
tion about T2DM, it is helpful to use analogies. For 
example, explaining tissue damage that results from 
microvascular and macrovascular disease can be lik-
ened to a lawn that gets no water due to a kink in 
the garden hose or the damage done to a car engine 
if you put sugar in the gas tank. Very often, cultural 
sensitivity is best displayed by the nature of the sto-
ries one uses to illustrate concepts.

Showing concern for the patient by performing 
a thorough history and by taking the time to teach 
may not adequately motivate patients to reach man-
agement goals. Many patients are involved in caring 
for older or younger family members, or both, and 
working one or more jobs “to make ends meet.” Ac-
knowledging these responsibilities when developing 
a treatment plan would be more likely to motivate 
patients to adhere to treatment and self-monitoring 
than would the provider’s well-intentioned goal of 
avoiding disease complications.

Another way of showing concern and estab-
lishing trust is to proactively discuss issues that, al-
though important to patients, may be uncomfortable 
for patients to discuss with a provider. For example, 
erectile dysfunction and stroke are two common 

concerns of male patients with T2DM. By initiating 
conversation about these very personal concerns, a 
high degree of trust can often be established, there-
by helping to build a long-term patient-provider  
relationship that is essential for successful diabetes 
management.

Nutrition and exercise are universal challenges 
when dealing with T2DM, but some African Ameri-
cans do not believe nutrition or exercise has any im-
pact on the disease.13 This demonstrates the need for 
patient education materials that are directed more 
appropriately to specific audiences; patients must 
also be made aware of the availability of these mate-
rials. It is also necessary to inquire about a patient’s 
financial and access barriers when trying to help 
plan nutritional and exercise treatment strategies.

CASE STUDY…continued 

Dr Jones had asked Mr Jackson to bring in all of his medica-
tions. The doctor asks if he can look at all of the pills, and Mr 
Jackson hands him a plastic grocery sack full of pill bottles, 
some of which are in food storage bags. Dr Jones notices that 
there are several bottles of each of the medications and that 
some of them are out of date. Mr Jackson volunteers that he 
is not checking his blood sugar every day because the strips 
cost too much, and he is also tired of sticking himself.

Because Mr Jackson’s A1C level is 9.5%, Dr Jones de-
cides to introduce the idea of insulin therapy, but Mr Jackson 
quickly interrupts him to say that he had an uncle who “lost 
his leg” after he started “the needle.” Dr Jones explains that 
his uncle’s loss of his leg was the result of the diabetes pro-
gression and is an example of what can happen if control of 
the disease is not maintained. He explains that insulin had 
nothing to do with the loss of the leg and in fact might have 
prevented it if the insulin had been started earlier. Dr Jones 
provides some literature showing revised treatment guide-
lines from professional associations describing the use of 
insulin and the advantages of optimal glycemic control in 
preventing complications. He points out where Mr Jackson’s 
current A1C level is, compared to where it should be. 

Dr Jones then asks Mr Jackson to go home and think 
about how he wants to manage his diabetes; he also advises 
him to review the materials and discuss these issues with 
his family. He asks Mr Jackson to think about the goals he 
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has for the next 10 years and what family events he is looking 
forward to experiencing. He suggests that at the next visit, 
in 2 to 4 weeks, Mr Jackson bring his wife and that they be 
prepared to discuss a revised diabetes management plan. 
After explaining various options for insulin administration, he 
asks Mr Jackson to consider which type of insulin might fi t 
his lifestyle best. Dr Jones again emphasizes that insulin is 
necessary to prevent future complications such as amputa-
tion. Mr Jackson agrees to take his medications as instruct-
ed, review the handouts and discuss them with his family, 
and return with his wife in 4 weeks.

Discussion Points
The barriers to insulin use are certainly not specifi c to 
African Americans. Many people do not feel that they 
can self-administer insulin. Taking an incorrect dose, us-
ing the incorrect type, or administering it at the incor-
rect time interval are all worrisome thoughts for many 
people. The ability to inject in a discreet and clean fash-
ion is also a priority. Although the insulin pens and new 
insulin formulations that are now available help solve 
many of these problems, compliance is still an issue. 
Multiple doses are required with many types of insulin, 
and there is the concern about pain associated with in-
jection. However, modern needles are coated and small-
er (30-32G) and thus less painful than a glucose stick. 
Furthermore, insulin pens are more discreet and easier 
to use compared with vials and syringes. Physicians and 

other health care providers should be prepared to ex-
plain these options clearly to patients.

The progressive nature of the disease should be 
discussed with the patient early in his or her treatment. 
The physician should also prepare the patient for the 
eventuality of insulin therapy. These steps should be 
established as a routine part of diabetes manage-
ment because oral agents can only lower A1C levels 
by ~0.5% to 1.5%. This factor is highlighted by this 
patient’s current A1C level of 9.5%. It is also helpful 
to tell the patient that as the disease progresses, differ-
ent types of oral medications may be added and that 
doses of these medications may change to keep pace 
with the progression of the disease. (Indeed, one could 
argue that a patient under active treatment should not 
be allowed to “drift” to an A1C level as high as 9.5% 
prior to initiating insulin therapy.) In fact, this is an op-
portune time to alert the patient that when the treat-
ment plan can no longer maintain the treatment goals 
(ie, A1C <7%), a change in therapy will be required, 
and that this change will likely entail insulin use. 

Insulin should not be presented as the “the last 
step” or “the last resort,” but rather as a natural next 
step. Physicians should educate patients about the 
gradual decline in pancreatic function and the re-
sulting decrease in the amount of insulin produced. 
This may help the patient understand that insulin 
injections replace what the body can no longer pro-
duce; they are not the result of anything the patient 
may have done wrong. 

Taking the time to learn more about the indi-
vidual needs of patients with diabetes and teaching 
them about the disease sets a course for a rewarding 
patient-provider experience. Analogies and stories 
can help patients to better understand important 
medical information that may help them become 
actively involved in self-management strategies. 
The current role of patient education is to enable 
the patient to make informed and self-directed 
decisions.14-17 Encouraging dialogue about major 
concerns—from the patient’s perspective and in a 
culturally appropriate fashion—will open a path of 
opportunity that can help patients have better self-
management, less fear, and better outcomes.

FIGURE 2

Time Action Curves of Selected 
Commercial Insulin Formulations

NPH, neutral protamine Hagedorn. 

Adapted with permission from Brunton S. Insulin regimens for type 2 diabetes 
mellitus. J Fam Pract. 2006;55(12 suppl):S10-S17. 
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CASE STUDY…continued 

Mr Jackson returns to the office 4 weeks later, accompanied 
by his wife. Dr Jones enters the exam room and greets the 
patient as “Deacon Jackson.” He has learned from a staff 
member that the patient is an active participant and respected 
leader in a local church. Dr Jones asks about Mr Jackson’s 
goals and asks specifically about his role as a deacon in the 
church. Mr Jackson appreciates the recognition of his stat-
ure in the church community. Getting to the matter at hand, 
however, Mrs Jackson voices her concern about the poten-
tial for insulin to cause her husband to gain weight. She also 
worries that his ”blood sugar” may drop too low, which is 
what happened to her sister’s husband. She reports that her 
brother-in-law was taken to the emergency room and had to 
be admitted to the hospital to get his “sugar right.” Dr Jones 
tells Mrs Jackson that she can play a very important role in 
preventing this from happening to her husband by helping 
him follow his prescribed diet plan, monitor his blood glucose 
levels regularly, and take his insulin injections. He goes on to 
explain that all of these steps can minimize the occurrence 
of weight gain and hypoglycemia (which he tells her is the 
name for low “blood sugar”) while her husband is adjusting to  
insulin therapy. 

Mr and Mrs Jackson agree that this type of partnership is 
the best approach for them to take to ensure that Mr Jackson’s 
diabetes is better controlled. They also admit that they are now 
more comfortable about starting “the needle.” Dr Jones sug-
gests that they use the term “replacement insulin therapy” 
rather than “the needle.” He starts Mr Jackson on a basal 
detemir formulation using the FlexPen™ device and continues 
the oral antidiabetic drugs (OADs). This choice is based on Mr 
Jackson’s irregular meals and the low incidence of hypogly-
cemia with insulin detemir as well as its favorable profile on 
weight gain. Dr Jones chooses a starting dose of 10 units daily 
and instructs Mr Jackson to return in 1 week with his glucose 
diary. Dr Jones also explains that the dose may need to be ad-
justed based on his blood glucose readings.

Diabetes Management and insulin Therapy
Lifestyle interventions, OADs (eg, sulfonylureas, al-
pha-glucosidase inhibitors, biguanides, meglitinides, 
and TZDs), and insulin therapy are the standard 
approaches to maintaining good control of T2DM 
and preventing complications. Detailed reviews of 

insulin therapy are available in the literature (see, for 
example, the December 2006 Journal of Family 
Practice supplement, Practical Insulin Strategies for 
Family Physicians), but key points to remember when 
choosing insulin therapy include the following:

•  To better determine which regimen is simplest 
to start and least likely to cause hypoglycemia, 
review the various types of insulin available with 
respect to their time action curves (Figure 2).18

•  Match the type of insulin with the patient’s 
lifestyle in terms of ease of use, timing, and 
possible impact on compliance.

•  Consider the use of pen devices, which provide 
a convenient, accurate, and patient-friendly 
method of insulin delivery.

The following points may also be helpful when initi-
ating insulin therapy:  

•  Basal insulin therapy may be better for pa-
tients with hectic or more erratic daily sched-
ules, assuming postprandial glucose levels are 
not elevated.

•  Premixed insulin may be better for patients 
with established, stable daily schedules who 
require both basal and prandial insulin.

•  Smaller doses of insulin should be prescribed 
initially and titrated carefully to avoid hypogly-
cemia. 

•  Patients should be reminded to monitor their 
blood glucose levels 2 hours after an injection 
to help determine dosing adjustments.

•  Patients should be informed that when using 
insulin, snacks are not usually necessary to 
prevent hypoglycemia. 

•  Patients should be informed that insulin and 
other medications will be titrated or adjusted 
regularly toward the stated targets for fasting 
and/or postprandial glycemia.

CASE STUDY…continued 

Mr Jackson returns for his follow-up appointment 1 week 
later and hands Dr Jones the blood glucose readings his 
wife has recorded. He is happy to report that his “sugar” 
has not dropped low enough to make him feel bad and that 
he has not gained weight. However, he has avoided the 
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yard work he enjoys doing because he has been afraid his  
glucose levels would become too low. 

Mr Jackson’s FPG has been averaging about 140 mg/dL. 
Dr Jones tells Mr Jackson that he is pleased, but he also re-
minds him that he has to continue taking all of his medications 
or his glucose levels may become unpredictable. He also tells 
Mr Jackson that resuming his yard work can be helpful to his 
overall health, if done in moderation and with careful monitor-
ing of his glucose levels. Dr Jones also advises his patient that 
any time there is a change in diet or exercise habits, a change 
in glucose levels should be expected and planned for.

Mr Jackson returns 6 weeks later and has no further 
complaints. His FPG levels have been in the 90-120 mg/dL  
range. At a follow-up visit 3 months later, Mr Jackson has an 
A1C level of 6.8%, and both patient and provider celebrate 
this terrific achievement and are satisfied with this prog-
ress under the new therapeutic regimen. Dr Jones asks Mr  
Jackson to return again in 3 months so they can again check 
his status and consider any additional treatment measures  
if his A1C level is any higher.

Summary
Cultural competency can be a polarized topic for 
many people because at its core lie real and perceived 
discrimination, which are still woven into the fabric of 
ethnic disparities. Health care is one of the few remain-
ing arenas where these disparities can exist because 
some diseases have different expressions in different 
ethnic populations and others are present only in cer-
tain ethnic populations. The development of T2DM, 
however, has recently been shown to be more highly 
influenced by lifestyle and socioeconomic factors than 
by ethnicity. Yet there are real cultural differences in 
approaches to the concept and treatment of disease us-
ing common modalities of therapy such as insulin ad-
ministration. More research is needed to understand 
the differences and similarities in both the disease and 
the approaches to care among ethnic populations. This 
research should offer tools to enable health care pro-
viders and patients to unite in the struggle to change 
T2DM outcomes for future generations. n
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Building Cultural Competency  
for improved Diabetes Care: 
Latino Americans and Diabetes

A. enrique Caballero, MD   •   Penny Tenzer, MD 

The incidence of type 2 diabetes (T2DM) has 
reached epidemic proportions in the Latino 
American community,1,2 contributing to sub-

stantial morbidity, mortality, and health care costs. 
In fact, 2.5 million Latino Americans are affected 
by T2DM.3 Compared with the general population, 
Latino Americans suffer a higher burden of dis-
ease: 14% of Latino Americans have T2DM com-
pared with 12% of African Americans and 7% of 
non-Hispanic whites.4 Further, using glycosylated 
hemoglobin (A1C) as a marker indicates that La-
tino Americans have poorer disease control; higher 
rates of complications, including diabetic retinopa-
thy, nephropathy, and amputations; and increased 
mortality.4,5 According to a recent survey, Mexican 
Americans are less likely to achieve glycemic con-
trol than are non-Hispanic whites.6 Peripheral vas-
cular disease is 80% more common among Mexican 
Americans than among whites with diabetes,7 and 
mortality rates due to diabetes are twice as high 
among Mexican Americans and Puerto Ricans as 
among non-Hispanic whites.8

Despite greater understanding of the etiology of 
T2DM and the development of novel treatment strat-
egies, T2DM is on the rise among Latino American 
populations. While the prevalence of T2DM is pro-
jected to increase in the general population by 44% 
by 2020, it is projected to increase by 107% in the La-
tino American population.3 Latino American children 
born today have a 50% chance of developing T2DM 

in their lifetime.9 These startling statistics underscore 
the need for the health care community to focus on 
the prevention and treatment of T2DM among Latino 
Americans, and, indeed, research has shown that effec-
tive communication directly affects physician-patient 
interaction and subsequent outcomes.10 

CASE STUDY
Mrs Garcia is a 36-year-old Mexican American woman who 
presents to Dr Green with complaints of fatigue and frequent 
urination. Aided by a trained interpreter, Dr Green learns that 
Mrs Garcia and her family came from Mexico 4 years ago, 
joining several extended family members who were already 
established in America. She has a family history of diabetes. 
When Dr Green asks Mrs Garcia about her pregnancies, 
she states that each of her 3 children weighed more than  
9 pounds at birth.

On examination, Mrs Garcia is a well-appearing, obese 
female. She is 5 feet 4 inches tall and weighs 200 pounds.  
Her body mass index (BMI) is 34.3 kg/m2 and her waist cir-
cumference is 36 inches. Mrs Garcia’s blood pressure is 
146/88 mm Hg. She hands Dr Green a copy of her blood test 
results from 1 month earlier, which indicate that her low-
density lipoprotein (LDL) cholesterol was then 178 mg/dL. 
Her retinas appear normal and her monofilament examina-
tion is normal. The rest of her physical examination is unre-
markable. Mrs Garcia takes a finger stick blood glucose test, 
which indicates that her blood glucose level is 198 mg/dL.

Dr Green believes that Mrs Garcia has T2DM with hyper-
tension and hypercholesterolemia. He advises Mrs Garcia  
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of his speculations and suggests that she return 1 week later 
for a confirmatory fasting plasma glucose (FPG) test, a lipid 
panel, and a repeat blood pressure check. At that time, Dr 
Green can also discuss with Mrs Garcia the results of her 
blood tests.

Discussion Points
Latino (or Hispanic) Americans are a heterogeneous 
group. The term Latino American refers to indi-
viduals of Mexican, Puerto Rican, Cuban, Central 
and South American, and Spanish descent, among 
others. Although they have the Spanish language in 
common, their history, dialects, cultural beliefs, tra-
ditions, and values vary widely. Although discussion 
of some uniting cultural principles may be helpful 
in equipping physicians to better care for Latino 
American patients, it is important to recognize this 
cultural diversity and avoid viewing Latino Ameri-
cans as a single group. 

Physicians must also understand that Latino 
Americans vary in their degree of acculturation and 
in the values and beliefs to which they subscribe. 
New immigrants and those residing in communities 
with strong ties to the home culture are more likely 
to hold to traditional values. Second- and third-gen-
eration immigrants and those with more time spent 
in the American education system may be more in-
clined to assume the values of the dominant American  
culture. Physicians can assess their patients’ degree of 
acculturation by inquiring about their background, 
asking whether they were born in the United States 
or are recent immigrants, their language prefer-
ence, the type of community in which they reside, 
and the level of education they have received in the  
United States.

understanding the Cultural Framework
Since effective communication is the foundation of 
the patient-physician relationship, physicians should 
understand that the communication styles of their 
Latino American patients may differ from their 
own.11 For example, in Latino culture, communica-
tion between the patient and physician tends to be 
more formal. Greetings may be more ceremonious,  

with the use of proper names rather than first 
names, as is more common during American medi-
cal encounters. In addition, polite small talk may be 
expected before discussing intimate medical issues. 
Nonverbal communication is also important.11 For 
example, a patient’s indirect eye contact is a show 
of respect for the physician. The physician can show 
respect by sitting or standing in close proximity to 
the patient. 

Latino American attitudes toward medicine and 
treatment may also differ from the Western medical 
model. Latino culture places a high value on herb-
al remedies and other natural treatments. A small 
study of 22 individuals with T2DM living in El Paso 
County, Texas, on the Texas/Mexico border revealed 
that Latino American patients frequently mix herbal 
and Western treatments but often do not disclose 
this information to their physicians because they 
fear being “scolded.”12 The patients withhold this 
information because they believe their physicians 
do not share their beliefs about herbal remedies. 
Physicians who are able to establish an open and 
nonjudgmental dialogue with their patients about 
medical beliefs will help to foster trust and mutual 
understanding.

It is also important for physicians to understand 
the cultural framework of health and wellness that 
informs the Latino concept of disease. Since T2DM 
is so common among Latinos, many groups actually 
have a good understanding of the disease. A survey 
of Latino patients with T2DM in such diverse loca-
tions as Connecticut, Texas, Guatemala, and Mexico 
indicated that Latino beliefs about T2DM are gen-
erally concordant with the biomedical model.8 In  
addition, in communities with higher disease prev-
alence, there was greater consistency among the 
populations in their beliefs about T2DM, and those 
beliefs tended to be biomedically accurate.8 

However, Mexican American participants tend-
ed to believe the traditional cultural view that T2DM 
was caused by fright or “susto,” anger, and strong 
emotions.8 In the Latino culture, the emotional life 
is intertwined with the physical; therefore, emotions 
can affect health. Susto is thought to be an episode 
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of severe fright or a terrifying emotional experience 
that can predispose the body to developing diabetes 
rather than being the cause of diabetes per se.12 

When faced with differing cultural views on the 
etiology of disease, physicians can seek to build trust 
by listening to their patients and asking questions 
in a nonjudgmental manner. An example of this ap-
proach is the question “Can you tell me a little more 
about that?” Rather than discounting their patients’ 
beliefs, physicians can build on their patients’ under-
standing of T2DM by educating them about the bio-
medical model of the disease and finding common 
ground between the two, for example, by discussing 
the link between stress and disease. 

CASE STUDY…continued 

Mrs Garcia returns for a follow-up visit 1 week later. Dr 
Green discusses the results of her tests with her, confirm-
ing that she has type 2 diabetes, hypercholesterolemia, 
and hypertension. Mrs Garcia’s FPG was 212, her A1C 
level was 9.4%, and her blood pressure was 148/92 mm Hg  
(>140/90 mm Hg on 3 readings). The lipid panel confirmed her 
earlier high LDL, with a current level of 182 mg/dL. Dr Green 
asks Mrs Garcia about her experiences with diabetes. She  
says that she is not surprised by her diagnosis since, she ex-
plains, “Everyone in my family has diabetes.” Nonetheless, she 
is concerned. She has seen her mother suffer considerably  
from diabetes, requiring a lower extremity amputation last  
year. Dr Green spends some time explaining to Mrs Garcia 
what diabetes is and its typical course. He tells her that,  
although it is a progressive disease that often requires higher 
doses of medications and insulin as replacement therapy, it 
can be managed and complications can be minimized. 

Dr Green discusses the medications Mrs Garcia can 
take to manage her diabetes, including those to treat her 
high LDL and blood pressure, and he asks her how she feels 
about this. Mrs Garcia explains that she tries to avoid medi-
cations because she has had bad reactions in the past. With 
more discussion, Dr Green determines that she likely had 
an allergic reaction to an antibiotic she took for a sinus in-
fection. Mrs Garcia agrees to try metformin, and Dr Green 
explains the potential side effects, such as gastrointestinal 
intolerance. He also explains that metformin will not cure her 
diabetes but that it is part of a plan to manage it. Dr Green 

refers Mrs Garcia to diabetes nutrition classes conducted in 
Spanish at a local church, and together they formulate a plan 
to help her start incorporating physical activity into her daily 
routine. He also prescribes a statin, an angiotensin-convert-
ing enzyme (ACE) inhibitor, and an aspirin. Dr Green asks Mrs 
Garcia to make an appointment to return in 1 month.

Discussion Points
Because of the association between overweight/ 
obesity and T2DM, it is important that physicians  
understand Latino views of body image and nutrition. 
The prevalence of overweight and obesity among 
Latino Americans has been estimated to be 73%,13 
and cultural values may underlie this tendency. In 
the Latino culture, a degree of excess weight may 
be tolerated or even celebrated, effectively lessening 
social pressure to lose weight. Especially among chil-
dren, being slightly overweight or plump is equated 
with being well cared for and healthy, whereas being 
thin may be associated with being undernourished 
or even neglected. “Gorda,” translated as “Fat One,” 
is a common Spanish term of endearment that a hus-
band might use affectionately with his wife. Another 
term of endearment is “Gordito” or “Little Fat One” 
for a young son.

The traditional Latino cuisine is rich in legumes, 
rice, and fresh fruits. It is nutrient-rich, high in fiber,  
and low in fat. However, as Latinos become accultur-
ated into American society, the content of their diet 
becomes lower in nutrients and higher in fat.13,14 They 
may exchange traditional corn tortillas for refined 
flour tortillas, which are easier to use. Those living 
in economically disadvantaged areas may have dif-
ficulty finding affordable fresh fruits and vegetables. 
Convenience foods, which are typically higher in fat, 
may be preferred because they are easy to prepare 
and are generally affordable. These dietary changes, 
along with the increasingly sedentary lifestyle that 
characterizes American life, undoubtedly contribute 
to the epidemic of overweight and obesity and their 
associated health problems, such as T2DM. 

As is true in many cultures, mealtime is an es-
pecially social activity in the Latino culture. Meals 
are often shared and are less individualized than in 
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Western culture. For many immigrants, traditional 
cuisine also serves as an important link with their 
homelands. The process of immigration and accul-
turation involves a significant sacrifice of culture, 
and with this in mind, physicians should realize that 
expecting patients to replace their diet with unfa-
miliar, “healthier” foods is asking them to make a 
further sacrifice, giving up one of the few remaining 
ties to their homeland. This type of intervention is 
not likely to be effective. Dietary changes that are 
easy to incorporate into the traditional diet, such as 
pouring off excess grease after cooking meat or sub-
stituting healthier oils for lard, are more culturally 
acceptable options and, therefore, are more likely to 
be successful. 

Barrier to Health Care: Access
Sociocultural barriers are complex and involve an 
interplay of patient-related barriers, physician-relat-
ed barriers, and systemic barriers. Clearly, the need 
to access good health care is a primary issue. In the 
current national climate of underinsurance, Latino 
Americans are especially vulnerable. Latino Ameri-
cans are less likely than members of the general 
population to have health insurance, and among 
people with T2DM, Mexican Americans are 23% 
more likely to lack insurance than are white Ameri-
cans.5 Immigrants in particular are at high risk of 
being uninsured. Many new immigrants work as 
unskilled laborers, in the types of jobs that often do 
not provide health insurance. 

Lower socioeconomic status also creates a mul-
titude of barriers to a patient’s ability to maximize 
his or her health status. These barriers include:

• Lack of reliable transportation
• Unpaid time off from work for doctor visits
• Need for child care during doctor visits
• Costs of medications and nutritious foods
•  Difficulty finding affordable and safe places to 

exercise
Although improving access to health care and 

increasing the availability of health insurance for 
Latino Americans are important and necessary steps, 
other problems remain. Even among insured Latino 

Americans, for whom access to care is theoretically 
more equitable, the situation is troubling. A recent 
study showed lower rates of glucose self-monitoring 
and worse glycemic control for Latino Americans in 
managed care organizations (MCOs) than for non-
minority populations.5 The administrative complex-
ity of MCOs, together with cultural differences and 
language barriers between patients and physicians, 
may put Latino Americans at an increased risk of 
underuse of services, poor quality of care, and worse 
outcomes than white Americans.5

Cultural barriers and attitudes undoubtedly af-
fect the care that Latino Americans with T2DM re-
ceive. With an attitude of fatalism, many of these 
patients—who often have family members with dia-
betes—may believe that they are destined to have the 
disease and that there is nothing that can be done 
about it.13 Along similar lines, Latino Americans are 
typically more focused on the “here and now” and 
thus may “leave the future in God’s hands.”11 The 
many preventive features that comprise good diabe-
tes care (eg, monitoring and controlling glucose lev-
els, taking medications to lower cardiovascular risks, 
and scheduling regular eye and foot examinations) 
simply may not be seen as a high priority. The strat-
egy of discussing future diabetes complications, such 
as blindness and amputations, to scare patients into 
adherence may not be effective in this population.  
Instead, it may be more advantageous to focus on the 
present—on why patients will feel better if they lose 
weight or exercise, for example. It may also be helpful 
to focus on the positive effects that successfully man-
aging their diabetes may have on their families. For 
example, improving one’s own diet as well as that of 
family members may lessen the likelihood that one’s 
children will be overweight or more prone to T2DM.

CASE STUDY…continued 

Mrs Garcia returns for her follow-up visit 1 month later. She 
says she is feeling better overall, although she is frustrat-
ed that she has not lost weight. Her FPG is 176 mg/dL, her 
A1C level is 9.1%, and her blood pressure is 130/82 mm Hg. 
Dr Green asks Mrs Garcia about any dietary and physical  
activity changes she has made. Mrs Garcia replies that she 
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has been reluctant to make any changes and is too busy for 
physical activity. She cooks for the whole family and feels 
guilty about changing their diets and essentially forcing them 
to eat a “diabetic diet.” Dr Green discusses the fact that the 
proposed lifestyle changes are healthy for everyone, not just 
for people with diabetes. He adds that the way that she can 
best take care of her family is to pay attention to her own 
health so that she will be better able to care for them and be 
an advocate for their health. 

Cultural Views on Medication
The way that various cultures view medication can 
also be a barrier to maximizing health status. Some 
patients may view medications with suspicion and 
prefer natural treatments; others may overvalue 
what Western treatments can accomplish. A sur-
vey designed to evaluate disease self-management 
techniques among Mexican Americans with T2DM 
found that medications are considered a “safety 
valve.”15 Many patients do not take their medi-
cations regularly, but instead save them for days 
when they are unable to eat healthfully, thinking 
that the medication can counteract a particular 
dietary indiscretion. Recognizing that living with 
diabetes involves numerous daily self-management 
decisions, physicians should seek to understand the 
daily barriers patients face and together with the 
patient develop strategies to effectively deal with 
those barriers.

Another barrier to good diabetes care is cul-
tural beliefs about insulin. The initiation of insulin 
may be a difficult passage for patients in any clinical 
setting; therefore, it is important for physicians to 
speak openly with their patients about their beliefs 
regarding insulin, so that fears and misconceptions 
can be addressed. Common misconceptions include 
the belief that the need for insulin indicates a pa-
tient’s personal failure to manage his or her disease, 
and that if insulin is needed, the patient must indeed 
be very sick. However, research continues to suggest 
that early insulin use and aggressive management of 
hyperglycemia may preserve beta-cell function.16 By 
initiating a discussion with patients early on about 
the progressive nature of diabetes and by explaining  

that escalating doses of oral medications and the 
use of insulin as replacement therapy should be ex-
pected, physicians can begin to allay some of their 
patients’ fears long before the need for insulin be-
comes apparent.

Some patients have even greater fears about in-
sulin. The survey of Latino Americans with T2DM 
in El Paso County, Texas,12 discussed earlier, found 
that some participants believed insulin caused 
blindness, and several patients related stories about 
relatives who became blind shortly after begin-
ning insulin therapy. Others were concerned that 
continued insulin use would lead to dependence.12 
Health care providers can do much to build trust-
ing relationships with their patients by taking the 
time to inquire about their views and fears and by 
providing culturally appropriate education about 
the use, effects, and goals of insulin therapy. Myths 
about adverse effects resulting from insulin therapy 
must be dispelled through culturally appropriate  
education.

Communication Affects Outcomes  
Communication is the most basic aspect of the pa-
tient-physician relationship, and research has shown 
that the communication between patient and clini-
cian directly affects patient satisfaction, treatment 
plan adherence, and outcomes.10 Data show that 
Latino Americans with limited English proficiency 
are less satisfied with the care they receive in prima-
ry care settings17 and are more likely to avoid taking 
medications and to miss office visits than are Eng-
lish-speaking Latino Americans.10 Similarly, Span-
ish-speaking patients discharged from emergency 
rooms are less likely to understand their diagnosis, 
how to take prescribed medications, and the plans 
for follow-up, and they report lower satisfaction 
with the patient-physician relationship.10 Although 
having Spanish-speaking physicians is ideal, it is not 
always possible. In this case, the use of high-quality 
translation is critical. Studies show that the use of 
trained interpreters leads to higher-quality commu-
nication than does translation by family members 
or untrained staff.10 
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During medical visits, a trained interpreter can 
assist the physician in explaining the diagnosis, any 
necessary preparation for laboratory tests, adminis-
tration of medications, follow-up appointments, etc. 
Interpreters can also convey to the physician any 
questions or comments the patient may have. At the 
end of the visit, interpreters can also ask patients to 
describe the information they have received in their 
own words to help ensure that communication has 
been effective.

However, even when interpreters are used, Span-
ish-speaking Latino Americans report being less 
satisfied with their care and less likely to rate their 
physician as respectful and concerned about them 
than do English-speaking Latino Americans.17 This 
suggests that something beyond language compre-
hension affects the patient-physician relationship. 
A recent study showed an independent association 
between patients’ reports about the interpersonal 
process of care and physicians’ self-reported level of 
cultural competency,17 suggesting that cultural com-
petency affects the clinical encounter. Health litera-
cy—a patient’s capacity to receive and understand 
health interventions—is a vital part of effective com-
munication. Without this, even the best and most 
well-intentioned care is bound to fail. Therefore, 
physicians must strive to develop their own cultural 
competency to optimize their clinical encounters 
with patients of all cultures.

Successful interventions  
Consider Differences
Culturally competent physicians are aware of their 
own personal and medical cultures, and they under-
stand how these cultures shape their own beliefs, 
ideals, and values. They realize that the patient also 
has a unique set of beliefs, ideals, and values based 
on his or her own culture, background, and expe-
rience. The most effective communication occurs 
when cultural differences are acknowledged, ex-
plored, and accepted. On the other hand, physicians 
who are unaware of the ways in which culture af-
fects communication are likely to miss opportunities 
to help their patients. These physicians may become 

frustrated and may even blame their patients when 
their treatment recommendations are not followed. 

The types of interventions most successful in 
bringing about desired end points are those that take 
sociocultural issues into account, are community-
oriented, and intervene at multiple levels and with 
multiple strategies.18 The least effective strategies are 
those that use didactic formats alone and focus only 
on diabetes knowledge.18  

The Starr County Border Health Initiative19 is 
a well-designed diabetes intervention that exempli-
fies key aspects of a successful program. The initia-
tive, focused on a Texas-Mexico border community, 
involved culturally appropriate interventions on 
multiple levels. Using cultural references to educate 
participants about diabetes, the program design-
ers enlisted the help of trusted community leaders. 
Dietary change was encouraged by demonstrating 
healthy adaptations of favorite Mexican American 
recipes and by visiting local grocery stores to help 
individuals apply that dietary information. Inter-
ventions were held in easily accessible community 
locations, such as schools, churches, and commu-
nity health clinics. The program promoted group 
problem-solving as a way to address individual 
concerns. In biweekly support group sessions, par-
ticipants could ask questions in a non-threatening 
environment, discuss their concerns and problems, 
and obtain community support. This 12-month 
initiative demonstrated that culturally competent  
diabetes self-management education is effective—
even in one of the poorest counties in the country—
in improving A1C (11.66% to 10.64%, P = .011) 
and FPG levels (211.74 mg/dL to 193.72 mg/dL,  
P = .019) as well as diabetes knowledge scores 
(40.78 to 43.15, P < .001). 

Diabetes Management
The traditional approach to T2DM treatment in-
volves the slow, step-by-step progression of lifestyle 
changes, followed by the addition and upward titra-
tion of oral agents, with insulin saved as the “last re-
sort.” However, this approach may miss the window 
of time during which loss of beta-cell function can 



Supplement to The Journal of Family Practice  n   September 2007   S2�

be reversed.16 The progressive worsening of glycemia 
that characterizes diabetes is presumed to be caused 
by declining pancreatic beta-cell function.16 Research 
suggests that early, aggressive restoration of normo-
glycemia not only reduces the risk of long-term com-
plications but may also reverse beta-cell dysfunction 
and restore endogenous insulin secretion.16 

The oral agents that are used to lower blood 
glucose levels have varying mechanisms of action. 
They can increase insulin secretion (insulin secreta-
gogues), increase insulin action in the tissues (insulin 
sensitizers), decrease the need for glucose (inhibitors 
of glucose absorption), or enhance incretin function 
(dipeptidyl peptidase-4 [DDP-4] inhibitors).20 Most 
oral agents can be expected to lower A1C levels by 
~0.5% to 1.5% as monotherapy.21 

Insulin secretagogues include the sulfonylureas 
(eg, glipizide, glyburide) and the glitinides (eg, repag- 
linide, nateglinide). 

Insulin sensitizers include metformin, which 
acts primarily by decreasing hepatic gluconeogen-
esis but can also increase peripheral insulin sensi-
tivity. It is often used as initial therapy because of 
its association with weight loss and its favorable 
effect on endothelial function and cardiovascular 
event rates.20 Recent American Diabetes Associa-
tion guidelines recommend that metformin be used 
as initial therapy in combination with diet and ex-
ercise rather than starting treatment with a trial of 
diet and exercise alone.22 

The thiazolidinediones (TZDs) (eg, rosiglitazone 
and pioglitazone) are also insulin sensitizers with 
primarily peripheral effects. Some data suggest that 
when used as monotherapy, these agents may pre-
serve beta-cell function and control glycemia longer 
than do sulfonylureas and metformin.23 However, re-
cent studies suggest that rosiglitazone may increase 
cardiovascular risk.24 The FDA was recently pro-
vided with a meta-analysis of clinical trials in which 
rosiglitazone was compared with either placebo or 
other diabetes therapies in patients with T2DM. The 
results suggested that patients receiving rosiglitazone 
may have a 30% to 40% greater risk of heart at-
tack and other cardiovascular events than patients 

treated with placebo or other antidiabetic therapies. 
These results must be confirmed; however, patients 
currently taking or considering taking rosiglitazone 
are advised to discuss this new information with their 
physicians.25 Both rosiglitazone and pioglitazone can 
increase the risk of extremity fractures.26 Further-
more, the FDA has recommended that TZD labeling 
include black box warnings regarding increased risk 
of congestive heart failure. Therefore, TZDs should 
be used with caution. 

DPP-4 inhibitors represent a new class of medi-
cations. These compounds block the enzyme, DPP-
4, that inactivates glucagon-like peptide 1 (GLP-1), 
the most important naturally occurring incretin 
hormone, which is known to stimulate insulin pro-
duction in beta cells. GLP-1 also decreases glucagon 
secretion.27 Patients with T2DM have a deficiency in 
the production of GLP-1. All of the DPP-4 inhibitors 
are approved for use as monotherapy and in combi-
nation with certain other agents for the treatment of 
diabetes (see package inserts). 

Another recent medication for T2DM is exena-
tide, an exendin-4 analog originally isolated from liz-
ard (Gila monster) saliva that is related to GLP-1. This 
medication is not available as an oral formulation but 
as an injection. In addition to stimulating insulin secre-
tion from pancreatic beta cells, it may lead to weight 
loss by suppressing appetite and inducing satiety in the 
central nervous system.27

CASE STUDY…continued 

Mrs Garcia’s glucose levels have been generally well con-
trolled for the first year of treatment on metformin monother-
apy and her better diet and physical activity program. How-
ever, despite escalating doses, starting at 500 mg and now at  
2000 mg per day, her A1C level has drifted upward. With the 
last A1C level of 7.5%, Dr Green recommends adding an-
other drug. Mrs Garcia wonders what she has done wrong. 
Dr Green tells her that she has done nothing wrong and re-
minds her that this is the natural course of the disease, that 
it typically worsens over time, and that she should not feel 
as though she has failed in her diabetes self-management. 
Dr Green decides to add glipizide, 5 mg once a day, to her 
treatment plan and warns Mrs Garcia about the possibility 
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of hypoglycemia. He also instructs her on how to manage 
hypoglycemic events.

Mrs Garcia returns the following week, complaining of 
several spells during which she felt dizzy, lightheaded, and 
sweaty. She had checked her glucose level during those spells 
and found that it was 54 mg/dL. She felt better after drinking 
juice, but these episodes were unpleasant enough that she 
no longer wanted to take the glipizide. Dr Green decides to 
discontinue the glipizide and to prescribe pioglitazone (30 mg 
once daily). Mrs Garcia tolerates this change in her treatment 
very well, and her A1C level at her next visit is 6.6%. Her blood 
pressure continues to be under good control with the ACE 
inhibitor, and since her LDL levels have improved but not yet 
reached the goal of less than 100 mg/dL, Dr Green increases 
her statin dose. Mrs Garcia also has been getting regular eye 
and foot examinations. 

Over the next year, despite an upward titration of her 
medication doses, Mrs Garcia’s A1C level slowly drifts up. 
When it reaches 8.6% over several visits, Dr Green suggests 
that it is time to start insulin therapy because the glycemic 
goals can no longer be reached with standard therapy. 

insulin Formulations
A variety of insulin formulations are available, 
including rapid-acting (aspart, glulisine, lispro), 
short-acting (regular insulin), intermediate-acting 
(neutral protamine Hagedorn [NPH), and long-
acting (detemir, glargine) formulations, as well as 
premixed analogs and premixed combinations. De-
ciding which insulin regimen to use depends on the 
patient’s clinical status and lifestyle characteristics. 
A basal-bolus combination (such as once-daily de-
temir or glargine with a rapid-acting analog taken 
at each meal) most closely resembles normal physi-
ology and provides the best glycemic control. Many 
patients are reluctant to begin with this type of in-
tensive therapy but can make the transition after 
becoming accustomed to less rigorous regimens. 
The new, inhaled insulin may be an option. It is 
a pre-meal insulin that would mainly target post-
prandial hyperglycemia. It is a new medication, 
and although clearly effective, data about long-
term safety are needed. It is also contraindicated in 
smokers and patients with pulmonary disease.

CASE STUDY…continued 

Mrs Garcia is reluctant to start insulin therapy, so Dr Green 
spends a few minutes discussing what she knows about insulin. 
She mentions that she is afraid of needles and that she associ-
ates insulin use with being very sick. She remembers that right 
after her mother started taking insulin, she required a lower ex-
tremity amputation. Dr Green explains that Mrs Garcia needs 
insulin to get her diabetes under better control so that such 
complications can be prevented. He also explains that insulin 
injections are generally much less painful than the finger sticks 
she is already accustomed to doing. Furthermore, an insulin pen 
is much more discreet and simplifies insulin delivery compared 
with a vial and syringe. Dr Green discusses the various insulin 
regimens and delivery devices that are available. Mrs Garcia is 
particularly opposed to injecting insulin more than a couple of 
times a day, despite Dr Green’s explaining that the ideal regi-
men for full insulin coverage is basal insulin once or twice a day 
with a rapid analog before each meal (basal-bolus concept). 

Based on Mrs Garcia’s regular meal schedule, her willing-
ness to follow a regimen that involves few injections, and the de-
sire to control her postprandial glucose (particularly after dinner 
time), Mrs Garcia and Dr Green decide to begin with a premixed 
insulin analog. She will start with 10 units with dinner, which is 
her largest meal. She is also instructed to continue taking met-
formin and pioglitazone and to monitor her glucose level (before 
bedtime and before breakfast). Dr Green’s staff instructs Mrs 
Garcia on proper injection technique and observes as Mrs Gar-
cia gives herself an injection in the office. This helps Mrs Garcia 
realize the process is much less difficult than anticipated and 
boosts her confidence in her ability to use proper technique.

Dr Green and his staff also recommend to Mrs Garcia 
that she find ways to incorporate more exercise into her daily 
routine. Their suggestions include walking daily for at least 20 
to 30 minutes. Mrs Garcia agrees that this is a realistic expec-
tation and says that she can start walking her children to and 
from school each day, since it is actually quite close to their 
home and there are sidewalks, which make it easier to do.  
Other suggestions they offer for increasing activity levels  
naturally throughout the day include taking the stairs instead 
of the elevator, parking in the farthest parking spot at the mall 
and grocery store, and choosing more active leisure pursuits  
on the weekends with her family (eg, playing softball or oth-
er sports rather than watching television or playing com-
puter games). 
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Dr Green and his staff also provide nutritional recom-
mendations, including tips such as planning the week’s menu 
in advance and packing lunches to bring to work to minimize 
temptations. Dr Green reassures Mrs Garcia that they will 
continue to work together to find a regimen that fits her life-
style and that she finds tolerable.

Mrs Garcia returns to the office 3 months later and is feeling 
very well. Dr Green is pleased to note that her A1C level is now 
6.8% and that her glucose diary shows good glucose pattern 
control. Mrs Garcia’s blood pressure and LDL have also normal-
ized. Dr Green explains to Mrs Garcia that her diabetes control 
is adequate for the time being. However, he explains clearly that 
the natural history of T2DM is associated with an unavoidable 
decline in beta-cell function and that it is very likely that she will 
need a more intensive insulin regimen as time goes by. Never-
theless, he adds, she should be very proud of the changes that 
she has established with the combination of lifestyle modifica-
tion and a more comprehensive pharmacologic program. 

Summary
There is a high incidence of T2DM in Latino Ameri-
can populations that is likely due to a combination 
of genetic susceptibility and lifestyle and cultural 
factors. Given the poorer disease control and worse 
outcomes Latino Americans experience compared 
with non-minority populations, it is imperative 
that physicians become culturally competent. They 
must understand the importance of culture and its 
impact on the patient-physician relationship so that 
they can recognize and overcome cultural barriers. 
Studies confirm that interventions that address 
social and cultural issues are generally more ef-
fective. Since Latino Americans are among the fast-
est-growing minority groups in the United States, 
the culturally appropriate prevention and treat-
ment of T2DM in this population is a task of high  
priority. n
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Clinical Practice Recommendations  
for AAFP EB CME Designation
1) Practice Recommendation: [Diabetes] Testing should be consid-
ered at a younger age [<45 years] or be carried out more frequently in 
individuals who are overweight (BMI >25 kg/m2*) and have additional 
risk factors: 
•  Are members of a high-risk ethnic population (eg, African American,  

Latino American, Native American, Asian American, Pacific Islander)
*May not be correct for all ethnic groups.
Evidence-Based Source: National Guideline Clearinghouse 
Website of Supporting Evidence: http://www.guideline.gov/summary 
/summary.aspx?ss=15&doc_id=8617&nbr=004797&string=ethnic
Strength of Evidence: Expert consensus or clinical experience

2) Practice Recommendation: Good Practice Point (GPP). Be aware 
that language is a barrier. When English is a second language, colloquial 
English may be excellent. Encourage a bilingual family member or prac-
tice nurse to assist with translation.
Evidence-Based Source: National Guideline Clearinghouse
Website of Supporting Evidence: http://www.guideline.gov/summary 
/summary.aspx?ss=15&doc_id=4562&nbr=003363&string=ethnic 
Strength of Evidence: Good Practice Point (GPP). Recommended prac-
tice based on the clinical experience of the Guideline Development Team

3) Practice Recommendation: Health care interventions that take into 
consideration cultural and population-specific characteristics can reduce 
the prevalence and severity of diabetes and its resulting complications.
Key strategies include cultural tailoring of the intervention, community 
educators or lay people leading the intervention, one-on-one interven-
tions with individualized assessment and reassessment, incorporating 

treatment algorithms, focusing on behavior-related tasks, providing 
feedback, and high-intensity interventions (>10 contact times) delivered 
over a long duration (≥6 months).
Evidence-Based Source: Diabetes Care
Source of Supporting Evidence: Diabetes Care; year: 2006; volume 
29; issue 7; page 1687; column 2, paragraph 4, column 3, paragraph 1.
Strength of Evidence: Systematic review of electronic databases 
(Medline, Embase, Cinahl, HealthSTAR, Cochrane Library, Sociological 
Abstracts, Social Science Citation Index, and International Pharmaceuti-
cal Abstracts). Databases were searched for relevant studies from articles 
published in any language between January 1986 and December 2004. 
The references of review articles included original publications and were 
also screened for potentially relevant studies. Data extraction of relevant 
study information for articles meeting the inclusion criteria was per-
formed independently by two reviewers. A total of 16,750 citations were 
initially identified; all but 17 intervention studies were excluded.

4) Practice Recommendation: Optimal treatment for type 2 diabetes 
incorporates a multiple risk factor approach, including self-management; 
counseling; medical nutrition therapy; physical activity; weight reduction, 
if appropriate; and the use of oral glucose-lowering agents or insulin, if 
necessary. If, despite the use of oral agent combination therapy, glycemic 
control is not achieved or maintained, insulin must be used, either alone 
or in combination with an indicated oral drug regimen.
Evidence-Based Source: National Guideline Clearinghouse:  
Massachusetts guidelines for adult diabetes care
Website of Supporting Evidence: http://www.guideline.gov/summary 
/summary.aspx?doc_id=8196&nbr=004571&string=Dia 
Strength of Evidence: Good Practice Point (GPP). Recommended prac-
tice based on the clinical experience of the Guideline Development Team
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