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Introduction
A complex set of social, political, historical, environmental, cultural and behavioral factors
influence both the management of type 2 diabetes and the sustainability of diabetes self-care
practices. No single set of interventions is capable of addressing all of these influences. Rather,
multiple approaches that include education, social support, and community programs are needed.
These approaches should also be directed at multiple levels, including individuals, families,
communities, healthcare providers, and policy makers. To strengthen the links between
healthcare providers and community members, many health promotion and diabetes programs
are engaging community health workers (CHW).1-5
CHWs are uniquely positioned to collaborate with diabetes educators and other health care
providers to improve the quality of diabetes education and care, as well as prevention in local
communities. CHWs that have completed specialized diabetes training are especially needed.
CHWs are individuals who represent their ethnic, cultural, or geographic communities and
provide a link between these communities and health care providers.6-12 CHWs can assist in
preventing diabetes and controlling the disease and its complications through education, lifestyle
change, self-management and social support. As a representative of the community they serve,
CHWs are well positioned to engage the people in their community to prevent diabetes and its
complications through education, lifestyle change, self-management and social support.13
CHWs are by definition, a member of the community they serve, and thus are uniquely skilled to
serve as bridges between community members and healthcare services because they:
• live in the communities in which they work,
• understand how to translate “medical talk” to community members,
• explain the community perspective to providers, and
• communicate in the language of the people in their communities.
CHWs understand the cultural buffers, such as cultural identity, spiritual coping, and traditional
health practices that can help community members cope with stress and promote positive health
outcomes.13,14 A critical asset of programs that engage CHWs is that they build on already
existing community network ties that contribute to the acceptance and sustainability of effective
community programs.11,14,15
Background and Definitions
CHWs—also known as community health advocates, lay health advisors, lay health educators,
community health representatives, tribal diabetes educators, peer health promoters, community
health outreach workers, and promotores de salud—are frontline public health workers who are
trusted members of and/or have an unusually close understanding of the community served. This

trusting relationship enables the CHW to serve as a liaison/link/intermediary between
health/social services and the community to facilitate access to services and improve the quality
and cultural competence of service delivery. A CHW also builds individual and community
capacity by increasing health knowledge and self-sufficiency through a range of activities such
as outreach, community education, informal counseling, social support and advocacy.6
The history of CHWs has been described elsewhere.7 Over the past several years, a number of
states have legislation in support of CHWs, in some cases collaborating with the Centers for
Disease Control and Prevention’s Diabetes Prevention and Control Programs within state health
departments. AADE’s 2010 White paper, A Sustainable Model of Diabetes Self-Management
Education/Training Involves a Multi-Level Team That Can Include Community Health Workers
helps diabetes educators understand how to meet the ever-increasing needs of people with
diabetes by expanding the educational team.16 The White paper builds upon the AADE
Guidelines and Competencies, in offering practical ways to involve community health workers in
the diabetes education team.17,18
Several studies support the use of CHWs in diabetes care.19-30 A systematic review of the
effectiveness of CHWs13 classified the roles of CHWs into five types of service: patient care and
support; education and assistance with skill development; instrumental support; care
coordination/ health care liaison; and social support.2,3,5,18
The community-based system of care and social support provided by CHWs complements, but
does not substitute for, the more specialized services of health care providers. A study of
employers of CHWs indicates that half have established educational or training requirements for
CHWs – 21% required a high school diploma (or GED high school equivalency); 32% required a
bachelor’s degree.6, 10 DSME/T programs that have successfully met the Diabetes Education
Accreditation Program (DEAP) requirements and that involve CHWs require formalized training
and oversight for these individuals. In addition, most employers require some kind of training
either through continuing education (68%), classroom instruction (32%), or mentoring (47%).
The length of training reported varied greatly and ranged from nine to 100 hours.6,10.32,
Role and Competencies of Community Health Workers
CHWs function as Level 1 educators according to the Guidelines for the Practice of Diabetes
Self-Management Education and Training,17 Performance of activities at this level of care
should be conducted under the direction of a qualified diabetes healthcare professional who has
training and expertise in areas relative to direct care and ongoing support services.17In this
capacity, the CHWs serve as important community-based resources who increase outreach to
underserved racial and ethnic minorities to facilitate access to health care and serve as liaisons
between health care providers and the communities they serve.11 They provide a bridge between
health care systems, communities, and people diagnosed or at risk for diabetes. Under the
direction of a diabetes educator who is a licensed healthcare professional (e.g., RN, RD, RPh),
CHWs also promote primary prevention (e.g. lifestyle changes) and secondary prevention (e.g.
smoking cessation and self-management skills). They can also help educate other health care
providers about community health needs and the cultural relevance of diabetes education, care,
and prevention programs.34

CHWs are an important part of the multi-level team when working under the direction of
credentialed diabetes educators and licensed health care professionals.16 In this capacity, the
CHWs should have non-technical and non-clinical instructional responsibilities35,36; they should
receive ongoing informal and formal training.16-18,36 The role of the CHW has been defined as
including ,practical problem solving, advocacy, and assistance with obtaining access to care,
services, medications, etc.17 CHWs use a number of core skills and competencies to provide this
community-based system of care and social support. They can be expected to perform the
following activities, but these may vary based on the needs of the practice and community and
the setting in which DSME/T is provided.33,34,37-41:
•

•
•
•

•

Basic Assessment: Measure vital signs and anthropometrics, assess literacy, and
follow protocols for patient intake. Assessment may include family and social support
systems. Provide support, general information, and guidance regarding accessing
care, available diabetes education offerings, and financial assistance.
Goal Setting: May help patients by providing basic information and assisting in
setting basic goals for healthy eating and physical activity defined by protocols.
Planning: Follow the prescriber’s orders and diabetes educator’s guidance for
planning.
Implementation: Refer/support diabetes management skill training, and offer
guidance on accessing care and financial resources. Level 1 DSME/T providers may:
a) lead support groups or organize a community physical activity (e.g., walking
group); and b) refer to the prescriber or diabetes educator as needed.
Monitoring/Evaluation: Monitor progress toward the plan and report findings to the
prescriber and diabetes educator.17

Role of the Diabetes Educator
Diabetes educators: 1) supervise CHWs who have non-technical, non-instructional
responsibilities in DSME/T programs16,35 2) support the role of CHWs in primary and secondary
prevention; and 3) provide training in core diabetes skills and competencies to these
individuals.16-18 In this structure, CHWs are important members of the diabetes health care team
who can effectively facilitate community-based diabetes care, education, and prevention.
Recommendations
1. Community health workers are an important part of the multi-level diabetes self-management
education and training team.
2. Diabetes educators and other health care professionals should value the role of CHWs in
serving as bridges between the health care system and people with and at risk for diabetes;
3. Diabetes educators and other health professionals should support the role of CHWs in
primary and secondary prevention.
4. CHWs serve under the direction of a diabetes educator who is a licensed health care provider
(e.g, RN, RD, RPh) should receive effective training in core diabetes skills and
competencies.
5. There should be reciprocal exchange of information and support between CHWs and the
health care team to facilitate the best outcomes for people with and at risk for diabetes.
6. Diabetes educators and other health care professionals should support continued research that
evaluates the roles, contributions and effectiveness of CHWs.
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