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ARTICLE INFO                                       ABSTRACT 
 
 

Background: In the United States, Type-2 Diabetes has now become the most common public 
health problem among Hispanics. Understanding risk factors for and barriers to control Type-2 
Diabetes may lead to strategies that prevent and manage the disease. Purpose: To describe risk 
factors for and barriers to control Type- 2 Diabetes among Hispanics.  
Methods: Databases, including PubMed, MEDLINE, and Google Scholar were used for 
conducting this review. The literature search yielded 80 articles, of which 65 articles were 
included in this review after excluding non-relevant articles.  
Results: The review revealed that obesity, physical inactivity, low socioeconomic status, 
smoking, and acculturation are the major risk factors for Type-2 Diabetes among Hispanics. 
Further, barriers including, fatalism, susto, herbal remedies, lack of access to healthcare services, 
and language hamper Hispanics from controlling Type-2 Diabetes.  
Conclusion: Studies are needed to understand the complexity of successfully managing Type-2 
Diabetes among diverse subgroups of Hispanic populations. 
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INTRODUCTION 
 
Type -2 Diabetes (T2D) is a disease that results when the body 
either doesn't make enough insulin or can't use its own insulin 
properly (The American Diabetes Association [ADA], 2015). 
It is estimated that 347 million people worldwide are diabetic, 
and T2D accounts for about 90% of all diabetes cases (Danaei 
et al., 2011). In the Unites States (US), more than 29 million 
Americans were diagnosed with diabetes in 2012 (Centers for 
Disease Control and Prevention [CDC], 2014c). Further, the 
high costs associated with diabetes is a big concern in the US.  
In 2007, it was estimated that $174 billion was spent on 
diabetes care (ADA, 2008). However, the total cost of diabetes 
care had risen to $245 billion by 2012 (ADA, 2013). This 
trend highlights the substantial economic burden that diabetes 
imposes on society and underscores the importance of 
targeting efforts to attenuate diabetes complications. 
Therefore, reducing the yearly number of new cases of 
diagnosed diabetesin the US population is a crucial objective 
of the Healthy People 2020. There were 8.0 new cases of 
diabetes per 1000 population among individuals aged 18-84 
that occurred between 2006-2008. Healthy People’s 2020 
objective is to reduce this number to 7.2 cases (U.S 
Department of Health and Human Services, 2015).  
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Additionally, in the US, Hispanics are the fastest-growing 
minority (CDC, 2014b). The term Hispanics refer to 
individuals of Cuban Mexican, Puerto Rican, South or Central 
American, or other Spanish culture or origin regardless of race 
(CDC, 2014b). In 2013, there were approximately 54 million 
Hispanics living in the US, accounting for 17 % of the US 
total population (CDC, 2014b). Further, the CDC expects that 
the number of Hispanics will reach roughly 129 million by 
2060, representing 31% of the US total population (CDC, 
2014b). In addition, T2D is a serious and growing epidemic 
among Hispanics in the US (Colon, Giachello, McIver, 
Pacheco, and Vela, 2013). In 2012, the CDC reported that 13 
% of Hispanics were diagnosed with diabetes, and their risk 
for diabetes was 66% higher compared to non-Hispanic 
Whites (CDC, 2014c). Further, data indicated that Hispanics 
are 41% more likely to die from diabetes compared to non-
Hispanic Whites (Ickes and Sharma, 2012). In 2010, CDC 
ranked diabetes as the seventh leading cause of death in the 
US (CDC, 2013). However, it ranked diabetes as the fifth 
leading cause of death among Hispanics (CDC, 2013). In 
addition to higher prevalence, Hispanics are more likely to 
develop complications and worse outcomes from diabetes such 
as: kidney, eye, circulation problems, and non-traumatic limb 
amputations than non-Hispanic Whites. Data from the San 
Antonio Heart Study and Third National Health and Nutrition 
Examination Survey underscored that diabetic Hispanics have 
twice the risk of retinopathy compared with diabetic non-
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Hispanic Whites (Kuo et al., 2013). These statistics highlight 
the importance of controlling T2D among Hispanics. 
However, in order to prevent T2D, it is necessary to detect the 
associated risk factors for T2D. Additionally, this paper 
delineates barriers that hinder Hispanics from managing their 
T2D. Identifying these barriers may lead to effective 
management and avoid the occurrence of life-threatening 
complications (Kaplan et al., 2014). The purpose of this paper 
is to describe risk factors for and barriers to control Type- 2 
Diabetes among Hispanics in the US. 
 
Search Strategy Method 
 
The literature search was conducted on risk factors for and 
barriers to Type-2 Diabetes using the databases PubMed, 
MEDLINE, and Google Scholar. The literature search yielded 
80 articles, of which 65 articles were included in this review 
after excluding non-relevant articles. 
 

Findings of the Literature Review  
 

Diabetes Risk Factors 
 

Historical data indicates that the incidence and prevalence of 
diabetes continue to increase among Hispanics (Geiss et al., 
2014; Kandula et al., 2008). A 20-year prospective study 
disclosed that Hispanics had a significantly higher risk of T2D 
than non-Hispanic Whites even after controlling for Body 
Mass Index (BMI) (Shai et al., 2006). Therefore, in order to 
prevent T2D, it is necessary to determine its associated risk 
factors  (Kaplan et al., 2014).  Data indicated that obesity, 
physical inactivity, socioeconomic status (SES), smoking, and 
acculturation were the major risk factors for T2D among 
Hispanics (AR, Pérez, Brown andReininger, 2010;Caballero, 
2011) (Figure a). 
 

 
 

Fig. a. Diabetes risk factors among Hispanics 
 
Obesity 
 
The World Health Organization (WHO) identified obesity as 
the most visible, but the most neglected public health issue 
worldwide (Rahman and Berenson, 2010). Several studies 
revealed that obesity and weight gain are associated with an 
increased risk for T2D (Hossain, Kawar, and El Nahas, 2007; 
Mokdad et al., 2003; Shai et al., 2006). Additionally, data 
underscored that obesity is the most important factor in 
causing insulin resistance (Cossrow and Falkner, 2004; Kaplan 
et al., 2014). In the US, Hispanics have disproportionately 
high rate of obesity. The prevalence of obesity among 
Hispanics is generally greater than among non-Hispanic 
Whites (Cossrow and Falkner, 2004). In 2012, the age-

adjusted level of obesity was 43% among Hispanics compared 
to 33% among non-Hispanic Whites (Ogden et al., 2014). 
Further, it is well known that the prevalence of diabetes 
increases with increasing levels of obesity or body mass index 
(BMI of 30.0 and higher). It is estimated that the prevalence of 
obesity (BMI) of 30.0 and higher) is 36% of Hispanic men and 
45% of women compared to 34% of non-Hispanic Whites men 
and 32% of women (American Heart Association, 2013). 
Additionally, physical inactivity is a risk factor for developing 
T2D among Hispanics.  
 
Physical Inactivity  
 

Several data indicated that physical inactivity is a significant 
risk factor for developing T2D (Al-Quwaidhi, Critchley, 
Flaherty, and Pearce, 2013; Hu, 2011; Salois, 2012; 
Temelkova and Stefanov, 2012). The prevalence of physical 
inactivity is higher among Hispanics (37%) compared to 
Blacks (33%), and Whites (22%) (Ickes and Sharma, 
2012).Further, in terms of gender, data disclosed that Hispanic 
women are 74% less active compared to 65% of men 
respectively (Ickes and Sharma, 2012). Further, low 
socioeconomic status is found to be associated with T2D 
among Hispanics. 
 

SES   
 
Low socioeconomic status (SES) is associated with unhealthy 
lifestyles among Hispanics. Amongst Hispanics, health-related 
behaviors such as smoking cigarettes, being overweight, and 
being physically inactive are more common among Hispanics 
with a lower SES than among those with a higher SES 
(Morales, Lara, Kington, Valdez, and Escarce, 2002). Further, 
SES among Hispanics is significantly lower than that of non-
Hispanic Whites in most measures including poverty rates and 
educational attainment. Hispanics are among the poorest 
people in the US. The Kaiser Family Foundation (2013) 
underscored that Hispanics are the second poorest people in 
the US, with 24% of the population living below the poverty 
line compared to 27% of Blacks and 10% of the non-Hispanic 
Whites. Further, the US Census Bureau (2012) reported that 
the median family income for Whites is $62,545, however for 
Hispanics is $39,730. Additionally, lower educational level is 
also high among Hispanics. The US Census (2012) reported 
that the percentage of Hispanics with a High school or less 
education is (63%) compared to their White  (89%) and Black 
(84%) counterparts respectfully. 
 

With regard to diabetes, Link and McKinlay (2009) reported 
that SES (education and income) are more important in 
determining who has diabetes than the non-modifiable risk 
factor of race/ethnicity. Additionally, data indicated that low 
income and less educational level are associated with a higher 
prevalence of T2D among Hispanics (Hunt, Arar, and Akana, 
2000; Ogden, Carroll, Kit, and Flegal, 2014; West et al., 
2002). Further, SES is associated with undiagnosed of T2D 
among Hispanics. For example, a cohort study conducted from 
2004 to 2007 on 810 Mexican Americans aged 35-64 years; 
indicated that participants with higher SES were significantly 
less likely to have undiagnosed diabetes compared with those 
in a lower SES classification (AR et al., 2010).In addition to 
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low SES, smoking is another prominent risk factor related to 
the development of T2D among Hispanics. 
 

Smoking 
 

Several studies revealed that smoking is an independent 
modifiable risk factor for T2D (Cabellero and Tenzer, 2007; 
Eze et al., 2014; Kaplan et al., 2014; Luo et al., 2013; Morales 
et al., 2002; Saeed, 2012; Shai et al., 2006). A 14-year 
prospective cohort study conducted on 1,236,443 Korean men 
and women, aged 30–95; underscored that smoking was 
significantly associated with increased risk for T2D (Jee et al., 
2010). Further, the CDC (2014a) reported that smokers are 
30–40% more likely to develop T2D than nonsmokers. 
Additionally, smoking is found to be associated with glucose 
intolerance, impaired fasting glucose, and worsened diabetes 
control (Saeed, 2012). Smoking among Hispanics is a big 
concern (Cokkinides et al., 2009). According to the US 
Census (2014), the prevalence of smoking rates among 18- to 
24-year-old Hispanics is 11%. Additionally, Hispanic 
adolescents are two times more likely to smoke than Black 
adolescents (Rodriguez, Carlos, Adachi-Mejia, Berke, and 
Sargent, 2012). Further, Rodriguez et al. (2012) reported that 
there are a greater proportion of tobacco outlets being 
allocated in Hispanic community that might lead to increase 
smoking among Hispanics. In addition, acculturation is also 
another risk factor for T2D among Hispanics.  
 

Acculturation  
 

Acculturation is when people from one culture adopt the 
attitudes, behaviors, and beliefs of the people of the existing 
culture (Pérez and Putnik, 2007). During the acculturation 
process, individuals are thought to abandon the behavioral 
norms of their culture of origin while adopting those of 
another (Morales et al., 2002). Acculturation is a complex 
phenomenon that is difficult to measure. Researchers 
frequently base their measures on simple static proxy 
indicators such as homeland, language use, and the length of 
residence in the US (Pérez and Putnik, 2007). With respect to 
T2D, acculturation is positively associated with T2D amongst 
Hispanics (West et al., 2002). Data disclosed that the 
prevalence of diabetes is significantly higher among Hispanics 
living in the US compared to those in their countries of origin 
(Cusi and Ocampo, 2011; Kaplan, Huguet, and Newsom, 
2004; Schneiderman et al., 2014). An analysis of the San 
Antonio Heart Study and the Mexico City Diabetes Study 
underscored that Hispanics who live in the US particularly in 
San Antonio, Texas have higher incidence rates of T2D 
compared with Hispanics who live in Mexico City, Mexico 
(Caballero, 2011).  
 

Additionally, Garcia et al. (2012) used data from the National 
Health and Nutrition Examination Survey (NHANES) (1999–
2008) to examine the prevalence and the relation of 
acculturation to diabetes and obesity among a nationally 
representative sample of 5,069Mexican-American aged 20–89 
years. The report revealed that most acculturated Mexican 
Americans have a higher prevalence of diabetes and obesity 
compared with Mexican Americans least acculturated. 
However, Hazuda, Haffner, Stern, and Eifler (1988) carried 
out a cross sectional study on 1,288 Mexican Americans and 
929 non-Hispanic whites, aged 25-64 years and highlighted 

that increased acculturation was associated by a significant 
decline in diabetes among Mexican Americans. Further, 
acculturation to western lifestyles is related to greater BMI, 
which is linked to the risk of developing T2D. The adoption of 
an American diet, high in fats and sugars, and low in dietary 
fibers combined with a sedentary lifestyle promotes high rates 
of obesity and increases the risk for T2D among Hispanics 
(Cabellero and Tenzer, 2007; Calzada and Mora, 2011). 
Kaplan et al. (2004) conducted a cross sectional study on 2420 
foreign-born Hispanic adults aged > or =18 years to determine 
whether length of residence in the US is associated 
with obesity defined by a body mass index [BMI]>30 kg/m2. 
Kaplan et al. indicated that the prevalence of obesity among 
Hispanics with 0 to 4, 5 to 9, 10 to14, and 15 years or higher 
of the US residency is 9%, 14%, 21%, and 24% respectively. 
Data highlighted that the link between obesity with length of 
residence could be due to the acculturation process including 
adopting unhealthy food habits including a diet high in fat and 
low in fibers (Cabellero and Tenzer, 2007; Calzada and Mora, 
2011; Kaplan et al., 2004).   
 
T2D is a serious disease, prevalent in a large part of the US 
population, and Hispanics are at greater risk for developing 
T2D because of the aforementioned risk factors previously 
described. However, a number of hurdles still exist. In order to 
control T2D, it is necessary to identify barriers and address 
them effectively.  
 

Barriers to Control T2D 
 

Understanding the impact of how cultural beliefs and social 
determinants of health can be barriers to diabetes treatment is 
essential for effectively managing the disease. In this regard, 
determination of barriers to diabetes control amongst 
Hispanics is a vital step in attaining best possible health 
outcomes. Cultural beliefs including fatalism, susto, and 
herbal remedies may influence diabetes treatment among 
Hispanics (Caballero, 2011; Calzadaand Mora, 2011; 
Coronado, Thompson, Tejeda, and Godina, 2004). 
Additionally, social determinants of health including language 
and lack of access to healthcare services are hurdles that may 
hamper Hispanics from managing T2D as well (Cabellero and 
Tenzer, 2007; Campos, 2007) (Fig b). 
 

 
 

Fig. b. Barriers to control Type-2 Diabetes among Hispanics 
 
Cultural Beliefs 
 
Fatalism 
 
Cultural concepts like fatalism or “fatalismo” in Spanish may 
influence healthy behavior among Hispanics (Caballero, 2011; 
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Coronado et al., 2004). Fatalism is defined as individuals 
believing their diseases process cannot be changed because it 
is part of their destiny (Cusi and Ocampo, 2011). A survey 
distributed to 104 Hispanic patients diagnosed with T2D, 
indicated that 78% believed they had diabetes because it was 
God's will, and 81% believed their diabetes could only be 
controlled by God (Caballero, 2011). According to the results 
of this study, Hispanics who believe that their health is only in 
the hands of God, may delay seeking care for diabetes and not 
adhere to their recommended plans. Additionally, their beliefs 
may also hinder them from using preventative methods for 
diabetes prevention including engaging in healthy lifestyles 
(Caballero, 2011; Calzadaand Mora, 2011; CusiandOcampo, 
2011). Such a fatalistic view means that Hispanics may less 
likely to actively manage their T2D. 
 

Susto 
 

In addition to fatalism, many Hispanics believe susto, “fright 
of surprise,” is a cause of diabetes (Calzada and Mora, 2011). 
Susto is a belief that diabetes occurs as result of a specific 
startling event; a strong emotional response to events makes 
the body susceptible to diabetes (Poss and Jezewski, 2002). 
The emotion can be sadness, fear, or depression (Coronado et 
al., 2004; Hatcher and Whittemore, 2007). Coronado et al. 
(2004) conducted a qualitative study on 42 Mexican 
Americans (14 men and 28 women); who reported that 
experiencing strong emotions such as fright, intense anger, or 
sadness and depression was thought to precipitate diabetes. 
The cultural belief “susto” can be a barrier that prevents 
Hispanics from seeking diabetes management. In addition to 
susto, another factor to consider is the use of herbal remedies 
among Hispanics. 
 

Herbal Remedies  
 

Hispanics preferred herbal treatments because they considered 
them as being natural and less expensive than western 
medicine (Hatcher and Whittemore, 2007). Hunt et al. (2000) 
carried out a qualitative design on 43 Mexican Americans with 
T2D and reported that 84% of these patients mentioned herbs 
as possible alternative treatments over conventional treatment 
of diabetes.Additionally, some Hispanics believed insulin, the 
recommended treatment for diabetes, causes blindness 
(Calzada and Mora, 2011; Campos, 2007). This means that 
some Hispanics will be more likely to seek out herbal and 
other non-pharmaceutical medications for treatment of 
diabetes. For example, a study enrolling 3,623 Hispanics in the 
southwestern US between the ages of 18 and 74 years; 
revealed that 4% of participants consulted herbalist, or other 
folk medicine practitioners to use natural remedies to treat 
their illnesses (Coronado et al., 2004). Further, data 
underscored that many Hispanics tended not to reveal the use 
of herbal products for their health care providers because of 
the fear that their providers would disapprove of these herbal 
products (Calzada and Mora, 2011; Hatcher and Whittemore, 
2007). In addition to understanding the impact of cultural 
beliefs, it is essential to exam how social determinants can 
impact management of diabetes. 
 

Social Determinants Factors 
 
The CDC (2014d) defines social determinants of health as 
economical, social, and political conditions in which people 

are born, live, work, and age, as well as the systems put in 
place to deal with illness. Data indicated that social 
determinants of health could influence healthy behavior 
(Caballero, 2011; Campos, 2007; Coronado et al., 2004). The 
Healthy People 2020 report indicated that resources including 
language and access to health care facilities enrich quality of 
life and have a substantial influence on population health 
outcomes (U.S Department of Health and Human Services, 
2015). With regard to diabetes, data also revealed that 
language and lack of access to health care services are related 
to poor diabetes control among the Hispanics (Cabellero and 
Tenzer, 2007; Wilper et al., 2009). 
 

Language  
 

Patients who are not able to discuss their diabetes problems 
with their doctors in their own language may face inferior 
health outcomes, which can decrease the likelihood of 
successful treatment of diabetic care (Abdulrahim and Baker, 
2009). Fernandez et al. (2011) conducted a cross-sectional 
study on 3,877 Latinos and 4,520 White patients with T2D 
using data from the 2005-2006 Diabetes Study of Northern 
California (DISTANCE) and uncovered that poor glycemic 
control was higher among Latino patients with limited English 
proficiency than in Whites. Additionally, data highlighted that 
Hispanic groups in the US who do not speak or understand 
English at all are less likely than English speaking Hispanics 
to adhere to a medication schedule and are also less possible to 
be satisfied with the care and services they received (Cabellero 
and Tenzer, 2007). Fernandez et al. (2004) carried out a cross 
sectional study on 116 Spanish-speaking patients with diabetes 
and 48 primary care physicians with interpreter services, and 
revealed that Spanish-speaking diabetic patients were more 
likely to report better Interpersonal Processes of Care, a 
perception that providers are more receptive to patients, 
problems and concerns, when the primary care physician had 
higher language ability and cultural competence. 
 
In addition to language deficits, low health literacy is more 
prevalent among Hispanics (Campos, 2007). Health literacy, 
the ability of patients to read, comprehend, and use basic 
healthcare information to make effective healthcare decisions 
and follow instructions for treatment, is important in diabetes 
management (Campos, 2007). Schillinger et al. (2002) 
conducted a cross sectional study on 408 English- and 
Spanish- speaking patients older than 30 years with T2D and 
reported that 52% of Hispanic patients had inadequate health 
literacy compared to 15% of non-Hispanic White patients.  
Further, patients with low health literacy are more likely to 
have poor glycemic control and greater likelihood of 
developing retinopathy (Campos, 2007). Similar to language 
deficits, the lack of access to healthcare services plays a 
prominent role in the management of diabetes among 
Hispanics. 
 
Lack of Access to Healthcare Services 
 
Hispanics confront an array of barriers to getting health care 
services of superior quality. Some of these barricades result 
from low SES (Tienda, Mitchell, Escarce, and Kapur, 2006). 
For example, low income has significantly contributed to the 
difficulty in accessing consistent transportation to physicians’ 
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offices, buying medications, and receiving time off for doctor 
visits (Weinick, Zuvekas and Cohen, 2000). Further, lack of 
health insurance is a significant access problem for Hispanics 
(Morales et al., 2002). In the US, Hispanics are less likely to 
have health insurance, in comparison to non-Hispanic Whites. 
The US Census (2012) reported that the percentage of 
Hispanics who lacked health insurance is 29% compared to 
only 11% of non-Hispanic Whites. Further, Campos (2007) 
reported that uninsured individuals with diabetes are less 
likely to receive the appropriate standards of care, including 
regular glucose monitoring and preventive examinations for 
their eyes and feet compare to insured people. Additionally, 
lack of health insurance can lead to a greater risk of 
hospitalization and increase the risk of chronic diseases 
including diabetes (Wilper et al., 2009).In addition to health 
insurance, lack of cultural competence care could be a barrier 
that may prevent Hispanics to access the US healthcare 
services. Wallace, Mendez-Luck, and Castañeda, (2009) 
conducted a cross sectional study on 488,000 of Mexican 
immigrants to examine why Mexicans in California seek 
health services in Mexico and reported that services in Mexico 
provided a more culturally acceptable alternative source of 
care for many Mexicans compared to the US services.  

 

DISCUSSION 
 
The literature revealed that obesity, physical inactivity, low 
SES, and smoking are the major risk factors for T2D among 
Hispanics. Further, cultural beliefs (i.e., fatalism, susto, and 
herbal remedies) and social determinants (i.e., language and 
lack of access to healthcare services) are barriers that hamper 
Hispanics from controlling T2D. In this review SES was 
treated as an independent factor because research showed that 
SES is a key predictor for T2D among Hispanics (Link, and 
McKinlay, 2009; AR et al., 2010). With respect to 
acculturation, the associations between acculturation, obesity, 
and diabetes in Hispanics have not been consistent (Kandula et 
al., 2008). Longitudinal studies are needed to better 
understand if and how acculturation is a risk factor for obesity 
and diabetes among Hispanic populations. Further, the 
findings of this review highlighted that greater efforts are 
needed to curb T2D among Hispanics in the US. There are 
multiple diabetes risk factors among Hispanics, which make 
T2D a big challenge to overcome. Luckily these risk factors 
are modifiable which means they are possible to control when 
adapting healthy lifestyles. As such, diabetes health prevention 
programs should focus on modifiable factors including 
obesity, physical activity, and smoking to achieve a significant 
reduction in T2D among Hispanics. Health care providers 
including primary care physicians and nurses can play an 
important role in educating their Hispanic patients by 
emphasizing the importance of exercise, weight control, and 
smoking cessation in diabetes prevention and management. 
Additionally, providing educational lectures on these diabetes 
risk factors in Hispanic communities including health centers, 
churches, work sites, and schools may be useful in reducing 
the incidence and prevalence of T2D.  
 
Beside health education, the use of culturally oriented 
campaigns for diabetes prevention, as described by the 
National Diabetes Education Program is an important aspect 
of public health practice. These campaigns could include 

elements such as radio and television campaigns on Spanish-
language stations, magazines advertising healthier alternative 
ingredients to use in traditional Hispanic cooking, community 
prepared educational materials with an appropriate level of 
literacy, and local community leaders being trained in the 
delivery of diabetes prevention messages (Calzada and Mora, 
2011). Further, it is crucial to mention that majority of studies 
in this review were focusing on Mexican Americans. Given 
the nature and design of the research studies hamper our 
ability to generalized to other Hispanic populations. More 
studies are needed that include diverse Hispanic subgroups. 
Further, even though these diabetes risk factors are well 
understood, the balance may differ among various Hispanic 
populations. Measuring the contribution of each risk factor 
among Hispanic populations will be very useful to tailor 
effective diabetes prevention to each community. 
Additionally, the result of this review highlights the 
importance of health care providers understanding Hispanic 
cultural beliefs. This may potentially encourage Hispanics to 
be more willing to share their beliefs with their providers, 
which may lead to correcting the misconceptions that improve 
diabetes outcomes. However, it must be kept in mind that 
cultural beliefs may not be applied to all Hispanic populations. 
The majority of studies on health beliefs in this review were 
conducted on Mexican Americans. Hence, it is not clear 
whether Hispanic populations (excluding Mexican Americans) 
believe in these long standing traditions as well. Further 
studies on health beliefs and diabetes incorporating diverse 
Hispanic subgroups in their samples are needed to extrapolate 
how subgroups of Hispanic populations differ on health 
beliefs.  
 
In addition to understanding cultural beliefs, health care 
providers should make sure that Hispanics with T2D have 
fully understood the instructions of diabetes treatment. Hiring 
full-time translators with clinical background or using 
Spanish-speaking staff, as interpreters could be helpful to 
overcome language barriers. Additionally, having comfortable 
environments and effective communication between Hispanic 
patients with their health providers may encourage Hispanic 
patients to ask for more clarifications about their diabetes 
when they do not understand diabetes care instructions. Beside 
effective communication, health care providers should also be 
aware about the barriers that may prevent Hispanics with T2D 
from coming back to health centers include transportation and 
lack of health insurance. Low-income Hispanics with limited 
or no insurance may be eligible to receive free or discounted 
medications from various sources (Campos, 2007). Therefore, 
health care providers can direct those patients who are in need 
to these community health resources. This will allow 
Hispanics to stay on diabetes controlling plans.  
 

Limitations 
 
It is important to mention that this review has limitations that 
should be considered while interpreting the findings. First, 
some of the studies included in this review had small sample 
sizes. Second, the vast majority of research was specific to 
Mexican Americans. So, this limited the generalizability of the 
findings to all Hispanic populations.Third, many cultural 
beliefs studies presented in this review relied primarily on 
qualitative data collection methods (i.e., focus groups and 
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open-ended/semi structured interview), which limited the 
ability to generalize the findings. Finally, there were many 
cross-sectional analyses in this review, which limited causal 
inferences.  
 
Conclusion 
 

T2D remains a serious public health problem among 
Hispanics. In an attempt to decrease the high burden of T2D 
among Hispanics, T2D prevention and control should be put 
one the US list of top priorities. From the public health 
viewpoint, these findings can be helpful for preventing 
diabetes, reducing its economic burden, and improving the 
quality of life for Hispanics who have or are at risk for T2D. 
Since Hispanics are the fastest-growing minority in the US, 
developing culturally appropriate prevention and management 
of T2D in this population should be supported. 
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