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Abstract: Black adults experience diabetes complications and mortality in disproportionate rates in the United States, with barriers to
care driven by factors such as limited access to quality healthcare, socioeconomic disparities, racial discrimination contributing to
mistrust and health misperceptions, and social determinants of health such as food insecurity. Poor diabetes outcomes occur, in part
due to insufficient access to novel diabetes medications and technologies, and low participation in diabetes management education
programs. Within care teams across various healthcare settings, limited health literacy, and poor patient-provider communication, often
influenced by implicit bias, further hinders effective diabetes management. Peer support, especially when integrated effectively into
a multidisciplinary care team, is a promising approach to address these challenges. Peer supporters, individuals with shared lived
experience and cultural backgrounds can foster trust, translate medical guidance in lay terms, and provide ongoing and sustained
emotional, social, and tangible support. Peer-led interventions reduce diabetes distress and improve self-efficacy, medication adher-
ence, and clinical outcomes, especially when tailored for Black adults. To effectively integrate peer supporters into care teams, defined
roles, structured workflows, and strategically engaging them in patient care planning and team meetings is needed. Comprehensive and
robust training, certifications, and continuing education ensure their competence, while maintaining role authenticity. Visibility within
clinic and healthcare spaces, role clarity, administrative support, funding and continuous evaluation enhance the sustainability of peer
supporters. Facilitators of their role include policy advocacy and funding avenues including Medicaid and Medicare reimbursements.
Future efforts should focus on policy reforms to address structural inequities, support the expansion of peer supporters within care
teams, including focused roles to thrive professionally, and establish sustainable models through participatory designs and robust
evaluations. To address diabetes inequities in Black adults, culturally tailored peer support within multidisciplinary teams is critical,
requiring collaborative engagement of healthcare systems, communities, and policy makers.
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Introduction
Diabetes in Black Adults

Diabetes affects Black adults in the United States at a disproportionately higher rate, with the prevalence of diagnosed
diabetes being one of the highest among all racial and ethnic groups, and twice the prevalence compared to non-Hispanic
White adults.' Black adults with diabetes are also 1.5 times likely to be hospitalized, and 2.7 times more likely to die
from the disease.” These diabetes disparities are mostly driven by systemic barriers such as limited healthcare access,
racial and socioeconomic inequalities, discrimination experiences, and social contributors to health such as food
insecurity.®* Other barriers that lead to poor management of diabetes among Black adults include limited access to

insulin, newer classes of medications,’ and diabetes technology devices such as continuous glucose monitors,®’ and low
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participation rates in diabetes self-management education programs due to lack of cultural adaptation® and/or addressing
of health misperceptions.” ! Consequently, Black adults have disproportionate rates of diabetes-related complications
such as kidney disease, vision loss, heart disease/stroke, and lower limb amputations, as well as reduced quality of life
compared to their white counterparts.'*'?

Related to receiving services from a diabetes care team in different clinical settings, there are different ways in which
barriers to optimal diabetes care can manifest for Black adults. For example, health literacy and patient provider
communication are essential components of effective self-management in Black adults with diabetes.®'* Low health
literacy hinders the ability to understand complex diabetes management regimens and treatment plans, which can be
further exacerbated by diabetes care services that do not reflect Black adults’ cultural needs or lived experiences.'” Also,
implicit bias from providers who provide care for diabetes management can lead to undertreatment, miscommunication,
and reduced engagement in care. These interconnected patient-related barriers are frequently observed in diabetes care
services provided in clinics and healthcare settings and can lead to reduced patient trust in healthcare, decreased
engagement and adherence to treatment,'®"”

for Black adults.

and subsequently poor diabetes outcomes, leading to widening disparities

Peer Support: Format and Mechanism of Action

Peer support, especially when embedded into multidisciplinary care teams, is a promising solution for addressing
disparities and overcoming barriers faced by Black adults with diabetes.'®'® Peer supporters are individuals who share
similar lived experiences, cultural backgrounds, or disease journeys with other individuals.'” Though they can offer
empathetic guidance, encouragement, and practical strategies for self-management to others with diabetes, they are often
underutilized within diabetes care teams in clinic and healthcare settings. Based on the social cognitive and empower-
ment theory, peer support is based on role modeling, observation, and reciprocal exchange among individuals or groups

that can foster behavior change and self-efficacy.'® 2!

. . 2224
Based on previous literature,

a peer-support person should have personal lived experience managing diabetes or have
provided care for someone who has diabetes, should be able to provide emotional, motivation, and practical support, and have
strong communication and interpersonal skills (eg, empathy and a nonjudgemental attitude).?> Other criteria that can be used
for recruitment include alignment with the program population based on language, culture or familiarity with the community
especially for Black adults with diabetes with unique cultural values, norms, and preferences. There should also be
a commitment to confidentiality and respecting boundaries. In non-volunteer/paid staff roles such as community health
workers, training expectations may be required such as community health worker (CHW) state recognized certification and
having a basic knowledge of diabetes self-management education and motivational interviewing principles.'®***® Due to
interfacing with clinicians as part of a multidisciplinary group, additional criteria that may be preferred include experience
navigating local resources for social needs, comfort with technology, and ability to coordinate care via teamwork.*’

Peer support has been delivered in various forms to enhance disease self-management including one-on-one pairings,
group discussions, online forums or social media platforms, and interventions led by CHWs or health coaches.'® Across
peer-delivered interventions, whether CHW-led, race-concordant matched paired mentors, and/or technology enhanced
peer models, the mechanisms by which support is offered for patients with chronic diseases like diabetes include through
emotional and psychosocial support, knowledge sharing about disease management, increased accountability, and
modeling of success strategies that can lead to increased self-efficacy and confidence in disease self-
management.”®*%>! Further, reducing barriers to care through trust building, practical problem solving of social needs,
and sustained encouragement for Black adults might differ across the types of peer intervention, including how the trust
is generated and knowing what kind of support is most feasible to implement within an organizational setting.

CHW-led peer models are usually structurally integrated into health or community organizations and can address
a wide range of patients needs such as social needs navigation, appointment coordination, patient follow-ups, and health
education especially when meaningfully integrated into care teams and referral workflows. However, trained CHWs even
with good supervision, need clearly defined roles and adequate compensation as CHWs may be constrained by “task
saturation” where they are focused on social needs resolution without adequate staffing, compensation, or authority,
causing increased burnout and reduced fidelity and sustainability.

2 https: Journal of Multidisciplinary Healthcare 2026:19



Shiyanbola and Hawkins

Race-concordant peer mentors can strengthen engagement of populations who face historical and ongoing medical
mistrusts and stigma as their role is grounded in their shared identity with peers and their relational credibility.*> While
concordance may increase rapport and improve acceptability of interventions, they can be difficult to scale because of
workforce availability, and risk of assumptions that shared race implies shared values or experiences.”® There is also
likely emotional labor on the race-matched mentor who may relive the trauma of their own lived experience or be
positioned as a representative of the entire demographic group.34

On the other hand, technology-enhanced peer models using features such as texts, apps, telehealth coaching, moderated
forums, etc, highlight a priority for scalability and accessibility of peer support, particularly since geography, scheduling or
transportation could limit in-person contact. This type of support can lower the cost associated with peer-participant
interactions and increase care continuity.>> However, digital access and digital literacy can influence who participates, and
the strength of the relationship may be diluted compared to in-person support which enhances trust and accountability. This
is an important consideration since peer support is grounded on these two factors. Technology models also raise concerns
about privacy protections and engagement attrition which could reduce their effectiveness despite their high reach.*®

Overall, these varying approaches to peer support models should best be viewed as complementary to each other as
CHW-led programs address structural and navigational issues, race-concordant peers emphasize trust, cultural safety and
stigma reduction, while technology-enabled peer models enhance increased reach and continuity (Table 1).

Beyond the label of who the “peer” is, peer model implementation hinges on how peer supporters are trained,
supervised, compensated, and integrated within care systems. Although peer support is effective, its structured integration
within multidisciplinary care teams for Black adults remains insufficiently examined. Compared to other prior reviews on
peer support, this paper focuses on the implementation of peer supporters into a multidisciplinary care team with an
emphasis on considerations for integration structures, policy financing, and sustainability.

Peer Support Among Black Adults

There is ample evidence that various formats of peer support interventions can lead to significant improvements in
diabetes outcomes.'®!'"*7-*¥ For example, a study showed that individual telephone peer support for adults with diabetes
led to improved glycemic control and self-care behaviors, while group-based support including community health worker

Table 1 Comparison of Peer Support Delivery Models for Black Adults with Diabetes

Dimension

CHW:-Led Peer Models

Race-Concordant Peer
Mentors

Technology-Enhanced Peer
Models

Integration structure

Embedded in health/community
organizations; addresses social needs,
appointment coordination, health

education

Paired by shared racial identity;
relational integration

Platform-based; operates
independently or as care team

supplement

Primary strengths

Addresses wide range of patient needs;
effective when integrated into referral

workflows

Strengthens engagement among
populations with historical medical

mistrust; relational credibility

Scalable; reaches rural/dispersed

populations; lower per-contact cost

Key limitations

Risk of task saturation without adequate

staffing or authority; burnout risk

Difficult to scale due to workforce
availability; risk of assuming shared

race implies shared values

Digital access/literacy barriers;
relationship may be diluted vs. in-

person; privacy concerns

Trust mechanism

Institutional credibility + community

connection

Shared racial/cultural identity and

lived experience

Convenience, anonymity, and

peer testimonials

Best used when...

Patients have complex social needs

requiring navigation and coordination

High medical mistrust or stigma;

cultural safety is paramount

Geography or scheduling limits
in-person contact; scalability is

a priority
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(CHW) interventions led to reduced diabetes distress and improved medication adherence.*® In another study, a CHW
diabetes self-management education program with added peer leader support led to sustained improvements in Alc and
depressive symptoms, over 18 months.*’

Within Black communities, peer support has shown effectiveness in diabetes outcomes. In a randomized-controlled
trial of a diabetes self-management education program including mHealth-enhanced peer support compared with the self-
management program alone, low-income African American adults with poorly controlled type 2 diabetes, experienced
a larger reduction in diabetes distress.*! Studies by Shiyanbola et al showed that tailoring peer support programs to fit the
cultural experiences and needs of Black adults, via group discussions addressing provider distrust and medication and
diabetes misperceptions, led to signals of improvements in medication adherence, glycemic control, and psychosocial
outcomes.'*'"*7>% Similarly, Ewen et al found positive changes in Alc levels, general diet and blood glucose monitor-
ing, and blood pressure among Black men who completed a peer-led and empowerment-based Diabetes Self-
Management Education and Support intervention.”’ Overall, peer support, irrespective of the format it is delivered,
can lead to improvement in diabetes outcomes for Black adults and should be leveraged within multidisciplinary care
teams to address diabetes disparities.

Multidisciplinary Team-Based Care in Diabetes

For comprehensive diabetes management, using multidisciplinary teams including primary care physicians, nurses,
dietitians, pharmacists, and behavioral health professionals is highly recommended, based on the 2026 American
Diabetes Association Standards of Medical Care.*? Studies have shown that treatment of diabetes in multidisciplinary
teams with pharmacists or behavioral health professionals is associated with reduced Alc levels.** *® In a pharmacist-led
multidisciplinary team within a safety-net primary care clinic, there was improved Alc and behavioral outcomes for
patients with type 2 diabetes.*’ In a systematic review/meta-analysis that evaluated the clinical outcomes of patients with
uncontrolled diabetes within multidisciplinary collaborative care models, defined as care provided by at least two
different care providers, Alc and blood pressure significantly improved over 3-12 months.*® In a review of peer
supporters embedded within shared medical appointments (in-person doctor-patient visits in which groups of patients
are seen by one or more healthcare providers), results showed significant reductions in Alc, suggesting that the
engagement of clinicians, other healthcare team members, and peer supporters in diabetes interventions enhances
diabetes outcomes.”® In a scoping review of varying peer support models embedded into primary care settings, results
showed promising improvements in Alc.*

Limited studies have investigated the effectiveness of multidisciplinary teams among Black adults. In a randomized
controlled study of a multidisciplinary behavioral intervention for Black adults with diabetes, integrated care from
a community health worker, the patient’s primary care physician, a diabetes nurse educator, and a clinical pharmacist led
to better diabetes self-management, diabetes self-efficacy, and trust in the healthcare system compared to usual care
participants. However, the intervention was not better than usual care at preventing emergency room visits and
hospitalizations.® However, in an intensive intervention involving a CHW and nurse collaborating to care for urban
Black adults with diabetes, 23% were less likely to have an emergency room visit over 2 years.’' While multidisciplinary
team-based care can be effective for Black adults with diabetes, reducing system-level barriers to build community health
care capacity, and designing interventions that better align with the everyday realities of patients’ lives are needed.’® In
this paper, we discuss how peer support is critical in addressing diabetes disparities among Black adults, especially when
peer supporters are integrated as a critical part of a multidisciplinary care team.

Integration into the Multidisciplinary Team

Roles and Responsibilities Within the Care Team

Effective integration of peer support into multidisciplinary diabetes care requires clear delineation of roles that leverage
the unique contributions of each team member.”® Peer supporters bring what no other team member can offer: lived
experience, credibility and cultural concordance that builds trust with patients who may be skeptical of traditional
healthcare.>*>* Within the care team, peer supporters serve several complementary functions.>® As cultural mediators,
they bridge communication gaps between patients and healthcare providers, translating medical recommendations into
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culturally relevant guidance. They facilitate connections to medical and social services, and as systems navigators
helping patients manage insurance, appointments, and pharmacy access.””> Their role as health educators differs from
formal diabetes educators in that peers share experiential knowledge and practical strategies developed through their own
self-management journeys. Perhaps most critically, peers serve as patient advocates ensuring equitable access to quality
care, and as social support providers who reduce isolation and offer emotional encouragement (Figure 1).

Due to peers’ ability to contribute to clinical decision-making processes by leveraging their patient experience, it may be
beneficial for them to demonstrate some minimal diabetes-related knowledge. Adding peer supporters in multidisciplinary care
allows the clinician to focus on final clinical decision making while incorporating the input of the peer supporter in diabetes care
management.”®>’” However, there is a potential risk or unintended consequences of peer supporter’s role which include role strain,
emotional distress and burnout, and overreliance on them to compensate for structural inequities.**>’

Distinguishing peer supporters from other team members helps prevent role confusion and supports effective inter-
disciplinary collaboration.®® Unlike nurses who handle medical management and medications,®' peers provide non-clinical
support focused on daily self-management challenges. Unlike social workers who address complex crises,®” peers offer
ongoing relational support and encouragement. While certified diabetes care and education specialists provide formal
instruction,®® peers supplement formal education with real-world problem-solving and sustained motivation. And while
case managers coordinate care for high-complexity patients,** peers develop longer-term relationships that extend beyond
acute care episodes. Identifying appropriate patients for peer support enhances program impact.®® Ideal candidates could
include those with suboptimal glycemic control (A1c above 8-9%),% significant social determinants of health barriers such

66,67

as food insecurity or housing instability, frequent emergency department utilization, or evidence of medical mistrust

and low engagement with traditional care — characteristics common among Black adults with diabetes.®®

Workflow and Communication Structures

Successful integration in multidisciplinary diabetes care teams requires structured workflows that embed peer support into routine
clinical operations.®® Referral processes may include both scheduled referrals based on screening criteria and warm handoffs
during clinic visits, where clinicians and other providers directly introduce patients to peer supporters. Warm handoffs are

Conceptual Framework: Integration of Peer Support into Multidisciplinary
Diabetes Care Teams for Black Adults

Ny

Structural & Policy Environment

Workflow &
Communication
Structures

Training &
Competency
Development
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Nutritionist
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Diabetes J Alc & complications
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Figure | Conceptual Framework: Integration of Peer Support into Multidisciplinary Diabetes Care Teams for Black Adults. The peer supporter (center) bridges the patient
and care team through lived experience and cultural concordance, within a structural environment of training, workflows, financing, and policy advocacy.
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particularly valuable for building initial trust, as the endorsement of a known provider signals credibility.’”**"® Co-location of
peer supporters within clinical spaces facilitates accessibility and Visibility.(’8 When peers are physically present in primary care
settings, they become readily available for spontaneous consultations and can participate in care planning discussions. This
proximity also normalizes peer support as an integral component of comprehensive care rather than an add-on service.

Documentation and information sharing are essential for care coordination. Peer supporters should have electronic
health record access to document encounters, including social determinant assessments, barriers identified, resources
connected, and patient progress in their disease self-management journey.”' Structured documentation templates ensure
consistency and facilitate communication with the broader care team. Regular feedback loops such as monthly summaries
to referring providers with immediate escalation protocols for urgent issues maintain bidirectional communication.

Team integration extends beyond documentation to active participation in care planning. Peers should be included in
multidisciplinary team meetings and case conferences,’” as they can contribute insights into patient circumstances that
may not emerge in clinical encounters. Pre-clinic huddles allow teams to discuss scheduled patients and coordinate peer
outreach.”® Integration of peer support goals into formal patient care plans reinforces their role as valued team members
and ensures accountability.”*"?

Caseload management typically involves 20-30 patients per peer supporter, with a mix of home visits, phone calls,
and clinic encounters.”* Contact frequency should be highest initially, weekly during the first month which can then
transition to monthly maintenance contacts as patients stabilize. Flexibility for intensive support during critical periods,
such as hospital discharge or personal crises, allows responsive care that meets patients where they are.®’

Training and Competency Development

Quality peer support depends on structured training that balances formal skill development with preservation of
experiential authenticity. The Community Health Worker Core Consensus (C3) Project provides a national framework
identifying ten core roles and eleven essential skills, with connection to community recognized as the most critical
competency.®®’> Training duration varies by role, with comprehensive community health worker certification typically
requiring 48—160 hours, while diabetes-specific peer training may involve 2—12 weeks of focused preparation.

Core training content should include diabetes pathophysiology and self-management, medication fundamentals, compli-
cation prevention, nutrition education, social determinants screening, motivational interviewing, cultural humility, and
documentation practices.*”’® Training approaches range from state certification programs which are available in 27 states
in the US to diabetes-specific curricula such as the Diabetes Self-Management Education and Support Programs.”” Hybrid
models combining intensive initial training with ongoing teleconference support have demonstrated effectiveness.’*’°

Ongoing professional development maintains competency and prevents skill decline. Most certification programs
require 24 contact hours of continuing education over three years.”® Specialized training in mental health first aid,
trauma-informed care, and telehealth expand peer capacity to address complex patient needs. Peer learning networks and
communities of practice provide both skill development and emotional support for those in helping roles.>*

Supervision structures should address both clinical and administrative needs.”® Regular individual or group clinical
supervision with qualified professionals such as a social worker, nurse, or experienced community health worker
supervisor provides space for case consultation, boundary management, and processing emotionally challenging
encounters. Administrative oversight through biweekly or monthly meetings addresses performance evaluation, workload
management, and program coordination.

Quality metrics should span process, outcome, and fidelity dimensions.®” Process metrics could include patients
enrolled, contact frequency, documentation completion, and team meeting attendance. Outcome metrics encompass
clinical measures such as Alc changes, behavioral outcomes including self-management and medication adherence,
healthcare utilization patterns, patient activation, and satisfaction. Fidelity metrics assess adherence to core peer support
functions and evidence-based approaches. Program-level quality assurance includes stakeholder advisory committees
with community representation, quarterly program evaluations, monthly dashboard reviews, and continuous quality
improvement cycles.”® Equally important is peer support for the peer supporters themselves including group supervision
for shared learning and emotional support, reasonable caseloads to prevent burnout, and recognition initiatives that
acknowledge the demanding nature of their work. These key points are presented in Table 2.
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Table 2 Peer Support Training and Competency Development Considerations

Domain Key Points

Guiding principle High-quality peer support requires structured training that builds formal skills while preserving lived experience

authenticity

National framework Community Health Worker Core Consensus (C3) Project outlines core roles and essential skills; connection to

community is the most critical competency

Initial training duration Training length varies by role

Core training content Foundational diabetes knowledge and support skills

Training delivery models Multiple pathways exist and can be combined.

Ongoing professional Continuing education prevents decline in skill and maintains competency

development

Specialized skills Expands ability to meet peers’ complex needs

Peer learning supports Helps build skills and reduce isolation/emotional burden

Supervision- clinical Regular individual/group supervision supports safe practice, helps with case consultations, and coping with difficult
encounters

Supervision-administrative Ensures program execution and accountability. Allows for performance evaluation, workload management

Quality checks of peer roles | Focus on process metrics - meeting attendance, completing documentation etc, fidelity to peer functions

Implementation Guidance

Pre-lmplementation Planning

Successful peer support programs begin with thorough needs assessment and stakeholder engagement.”’ Analysis of
population health data—diabetes prevalence, Alc distribution, diabetes complication rates, and existing diabetes dis-
parities, identifies high-need subgroups and geographic priorities. Mapping existing community resources reveals gaps
that peer support can address while avoiding duplication of services.

Stakeholder engagement should occur early and include leadership, frontline providers, and community members.
Securing organizational buy-in from administrators establishes institutional commitment. Engaging providers and
identifying physician champions build clinical support. Partnering with community organizations such as churches,
community-based organizations, and trusted local institutions ensures cultural relevance and community ownership.
Including potential peer supporters in program design, consistent with community-based participatory research princi-
ples, enhances program acceptability and sustainability. Program design decisions should address target population and
selection criteria, peer support model selection appropriate to local needs and resources, structured workflows and
protocols, job descriptions with specific roles and responsibilities, supervision structures, and sustainability planning
including diversified funding strategies.*”

Facilitators of Successful Implementation

Implementation science research has identified key facilitators of successful peer support integration.* Administrative
support including visible leadership endorsement, adequate sustained funding, logistical resources, and protected time for
training provides the foundation for program success. Role clarity through written guidelines, staff education about peer
support value, and regular communication prevents confusion and territorial conflicts.®® Team cohesion requires treating
peers as equal team members, including them in meetings and quality improvement projects, and proactively addressing
concerns.”” Access and visibility—co-locating peers in clinical settings, making them available for warm handoffs, and
marketing services through multiple channels increases utilization. Stakeholder buy-in grows through sharing evidence
on effectiveness, identifying and empowering physician/provider champions, and disseminating success stories that
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demonstrate early wins. Structured program functioning includes clear referral criteria and processes, feedback loops
between peers and providers, standardized workflows for common scenarios, and continuous quality improvement.*°
Programs that establish these structures early demonstrate stronger implementation outcomes and sustainability.

Common Barriers and Solutions
Organizational barriers include inadequate funding, space constraints, and insufficient leadership support.®* Solutions
involve pursuing Medicaid reimbursement (now available in 27 US states), applying for grants, advocating for health
system operational budget allocation, utilizing creative scheduling and shared spaces or telehealth options, and presenting
return-on-investment data and success stories aligned with value-based care goals.®

Team and provider barriers often involve role confusion, skepticism about peer qualifications, territorial concerns, and
poor communication.’> Addressing these barriers requires clear written guidelines and ongoing staff education —
emphasizing that peers complement rather than replace professional roles, structured feedback mechanisms including
EHR documentation and regular team meetings and highlighting the unique value peers bring through lived experience.

Patient-level barriers include unfamiliarity with peer support, stigma concerns, and practical obstacles like transporta-
tion and scheduling conflicts. Solutions include clear explanation of services with provider introductions, voluntary
participation with confidentiality assurances and emphasis on shared experience, and flexible delivery options including
home visits, phone calls, video sessions, and evening or weekend availability.”**' Peer supporter barriers encompass skill
gaps, burnout risk, and boundary challenges.”® Comprehensive initial training with ongoing professional development,
reasonable caseloads with peer support groups and recognition, and supervision explicitly addressing self-disclosure
decisions and work-life boundaries provide protective structures (Table 3).

Financing and Sustainability

Sustainable financing increasingly relies on Medicaid reimbursement, with 27 US states now offering coverage for
community health worker services as of January 2024.”7%" State Plan Amendments represent the most common
mechanism, with Section 1115 waivers providing alternative pathways in US states like Massachusetts, New Jersey,
and North Carolina. Managed care contracts increasingly require community health worker staffing ratios.

At the federal level, reimbursement pathways are evolving. The Centers for Medicare & Medicaid Services has
expanded coverage for services delivered by auxiliary personnel under clinician supervision through existing care
management and education-related billing codes, creating new opportunities for financing peer and community health
worker services in both fee-for-service and managed care contexts. Medicare coverage in the US is expanding, with the
first community health worker billing codes introduced in the 2024 Physician Fee Schedule.®” Alternative funding
sources include health system operational budgets (particularly in accountable care organizations, federally qualified
health centers, and hospitals), federal grants from CDC and other agencies, foundation grants, local government funds,
and value-based care arrangements with performance incentives.

Table 3 Common Barriers to Peer Support Integration and Recommended Solutions

Organizational | Inadequate funding; space constraints; Pursue Medicaid reimbursement (27 states); apply for grants; present ROI
insufficient leadership support data aligned with value-based care goals; use telehealth/shared spaces

Team/Provider | Role confusion; skepticism about peer Clear written guidelines; staff education emphasizing peers complement
qualifications; territorial concerns; poor (not replace) professional roles; EHR documentation and regular team
communication meetings

Patient-Level Unfamiliarity with peer support; stigma Provider introductions with clear service explanation; voluntary
concerns; transportation/scheduling barriers participation with confidentiality assurances; flexible delivery (home visits,

phone, video, evenings/weekends)

Peer Skill gaps; burnout risk; boundary challenges; Comprehensive initial training with ongoing development; reasonable
Supporter emotional labor caseloads; peer support groups and recognition; supervision addressing
self-disclosure and work-life boundaries
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Cost-effectiveness evidence, while still emerging, suggests that peer support interventions are generally cost-effective
or cost-neutral, particularly when targeted to high-risk populations.®® Reductions in emergency department use and
hospitalizations may offset program costs, although additional longer-term economic evaluations are needed to fully
characterize cost-effectiveness.

Sustainability strategies should emphasize diversified funding streams rather than reliance on single sources, state-
level policy advocacy for expanded payment models, documentation of outcomes and return on investment, and
transition planning from grant-dependent pilot programs to sustainable reimbursement-based operations.* Programs
that build sustainability planning into initial program design demonstrate longer-term viability.

Future Directions and Recommendations

Based on the review of the literature, there is robust evidence on the effectiveness of peer support for adults with
diabetes, but limited information on its effectiveness among Black adults with diabetes in multidisciplinary care teams.
We propose the following priorities and recommendations for integrating peer support into multidisciplinary teams that
care for Black adults with diabetes.

Addressing Structural Inequities in Diabetes Care via Policy Reform and Advocacy
Persistent disparities in diabetes outcomes for Black adults are deeply rooted in systemic inequities including access
barriers, discrimination in healthcare delivery and provider communication, and socioeconomic disadvantage.2 Hence,
multi-level policy reforms must be prioritized. First, Black adults have higher rates of underinsurance and lack of health
insurance coverage, which can undermine their access to primary care physicians, diabetes care specialists, new diabetes
medications including GLP-1s, and novel diabetes technologies such as automated insulin delivery, continuous glucose
monitors, etc.** ™ Improved healthcare access is needed, and advocacy for improved healthcare access and health
insurance as well as expanded Medicaid coverage is critical.®®

Second, it is evident from numerous studies that when race/ethnicity-concordant health professionals provide care to
Black adults, there is a more effective therapeutic patient-provider relationship,®’” improved engagement in health
behaviors, satisfaction in care delivery,®® and adherence to prescribed treatment recommendations.*® Therefore, work-
force diversification is critical. Policies that incentivize recruitment and retention of Black peer supporters and commu-
nity healthcare workers should be developed.”® Mandates with direct funding for anti-racism and implicit bias training,
and cultural humility education for providers that engage with Black patients in diabetes care and will work with peer
supporters should be provided.”!

Third, with the critical need to integrate social determinants of health (SDOH) programs in clinics, primary care settings,
etc, which will increase access and reduce barriers to healthcare;’> SDOH navigations within multidisciplinary diabetes care
teams are needed. Obtaining policy support for health care systems that leverage peer supporters to directly address food
insecurity, unstable housing, transportation, employment, etc.* can help individuals and communities achieve better diabetes
outcomes and health equity. Cross-sector collaborations across individuals, organizational and policy levels are an essential
step for health care systems and non-health partners.” Integrated approaches that address the root causes of SDOH barriers to
diabetes management need built coalitions and involvement of faith-based, local government, business institutions, etc.”+%°
Future research should investigate whether varying SDOH navigation systems, and types of peer supporters work better for
a group of patients with various complex social and medical needs.”’

Fourth, there should be legislation to support Medicaid”® and Medicare reimbursement for peer support persons, peer
support coaches, and peer support services. As more states in the US are starting reimbursement for community health

99100 ¢ontinued and consistent policy

workers and peer support services within community centers, and health systems;
advocacy can ensure its expansion and sustainability nationally and globally.
Finally, federal investment in public health infrastructure will allow for the development, expansion, and sustainability of
community-based diabetes prevention and self-management programs that are tailored and adapted for Black adults.
Integrating peer support into these programs allows for improved engagement, and effectiveness. Black communities should

be empowered to participate in health policy designs and evaluation, and healthcare organization discussions which ensures
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peer support programs within diabetes care teams are community driven, and culturally congruent.''~'% Participatory
research initiatives that engage peer supporters will foster trust and enhance uptake of policy initiatives.'*

Workforce Development and Integration of Peer Supporters into Multidisciplinary

Teams

The development of recruitment and retention strategies for peer supporters must be advanced within diabetes care teams,
healthcare systems, and community-based organizations. For peer supporters to thrive in their role, structured career
paths and ladders should be developed including providing advanced training, formal certification, competitive remu-
neration, etc. This allows peer support roles to be positioned as a viable long-term profession.”’ Without these established
career pathways, peer supporters will not feel supported, and their visibility is likely to be diminished.'®® To enhance the
effectiveness of peer supporter training, a culturally tailored curriculum co-created with Black peers, Black patients and
their community should be implemented, with focused attention on topics that culturally influence diabetes care
outcomes for Black adults including historical medical mistrust, trauma-informed care, SDOH screening and referrals,
and culturally tailored diabetes management topics.

Mentorship networks and peer mentor programs can be created within health systems where peer supporters can offer
ongoing coaching, training, supervision, and emotional support to reduce burnout. As already stated, formally integrating
peer supporters into multidisciplinary care teams require clearly defined roles to avoid confusion which can affect group
dynamics within the care team.”® Well integrated teams can be also established by empowering peers in clinical decision
making, allowing for contribution to care plans and team meetings, and providing opportunities for them to share insights
from their own lived experience.'’® However, there should be clear delineation of decision-making authority and
safeguards in the inclusion of peer supporters within these multidisciplinary care teams. It is important to maintain
clinical governance standards with deference of clinical decisions to providers, while preserving the unique strengths of
experiential knowledge of peer supporters.

For peer supporters to function efficiently and effectively, workflows and protocols should be established and formalized,
enhancing interdisciplinary collaborations and meetings.'®” By doing this, healthcare teams and health care organizations can
ensure their peer supporters are empowered to work as an integral member of the multidisciplinary care team.

Formal coaching and supervisory structures do increase administrative costs moderately, due to time needed to
train peer supporters, supervisor time for coaching and supervision, and operational resources needed for peer
supporter scheduling, fidelity monitoring, management of communication platforms, and organization of docu-
mentation workflows.'®® Cost-contained methods could include group-based supervision to streamline discussion
of cases, and less intensified one-on-one peer performance evaluation. Supervision roles could also be shared with
other similar staff roles within the clinic/health system, and technology could be used to automate parts of fidelity
monitoring.'® These costs can prevent larger downstream costs due to workforce turnover, inconsistent docu-
mentation and fidelity issues, safety incidents, and low supporter engagement.”*'%’

Criteria for selecting peer coaches are in some cases like those of the peer supporters they are supervising,
including having a lived experience with diabetes, commitment to confidentiality and boundaries, having cultural
humility and community alignment, and being reliable, and consistent. Beyond this, some criteria for the supervisory
peer coach’s role could include having long term experience with success as a peer coach, prior mentoring experience,
advanced interpersonal skills, team collaboration experience especially with a clinical team, and some familiarity with
documentation and fidelity monitoring.'®*'"" A training strategy for supervisory peer coaches could include an
emphasis on patient empowerment approaches, peer support skills, behavior change techniques, and diabetes core
competencies. Role plays, case scenarios, and training on workflow tools and documentation are methods that can

support their training.""

Peer Supporters in Diabetes Technology and Health Care Delivery Design
As mentioned in this review, hybrid approaches to delivering peer support, including blended in-person, telehealth,
digital peer support etc, can expand reach for rural and geographically dispersed communities.''>'"® Peer support can be
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enhanced and delivered by technology within diabetes care teams. Technology-enhanced peer support that includes
smartphone applications, group video chats, and online communities should be tailored for Black adults, while leveraging
platforms that are widely disseminated among this population and can be used by peer supporters in care teams.

There are inequities in the distribution of diabetes technology among Black adults, resulting in poorer outcomes.''
Recommendations for health systems to offer financial assistance or free access to continuous glucose monitors, and related
technologies for uninsured or underinsured individuals have been documented. As well, literature has acknowledged the
disparities in device prescription patterns and offer of technological devices among providers, partly due to unconscious bias
based on race, income, or insurance.'!>116 Beyond this, when Black adults receive a diabetes care technology or device, peer
supporters can be leveraged to demystify these devices through peer education and technology literacy programs, offering
practical demonstrations, peer testimonials, and troubleshooting experiences, especially for those with limited digital literacy.
They could also be trained as navigators to help patients access telehealth platforms, and diabetes management apps.
Systemically, to reduce disparities in diabetes care technologies among Black adults,''” peer supporters should be involved
as partners with technology firms co-designing digital health tools, apps, and devices, to ensure cultural fit, accessibility, and
usability for Black adults. Industry collaboration allows for inclusive and user-centered designs that ensure diabetes
technology innovations include the feedback and community perspectives of peer supporters.''®

Innovative health care delivery models can also be leveraged with peer supporters. They can be positioned on-site in
high-need clinical settings such as emergency departments, federally qualified health centers and ambulatory care settings
that predominately serve Black populations. Group education clinic sessions could be led by peer supporters, which
blend self-management, goal setting, and skill building with social connections based on lived experience.

Sustaining and Evaluating Peer Support Interventions

There is already robust evidence highlighting the critical role of peer support for Black adults with
diabetes.'*!1-21:37401197122 Buyre work should now focus on tailoring and scaling the various peer support delivery
models already available. Sustaining and evaluating peer support interventions require innovative approaches that center
on participatory design models, financial stability, and comprehensive evaluation strategies.*® To sustain peer-supported
diabetes programs, participatory designs and models are critical.'** Co-creation with community organizations embedded
within Black communities such as local barbershops, faith-based institutions, etc can enhance uptake of peer supported
diabetes programs. Using participatory evaluation models that regularly engage Black peer supporters, and community
partners can enhance continuous quality improvement.'**

With regard to evaluation of peer supporters, we caution not to attribute downstream clinical outcomes to a peer
support person as there are several other factors that can influence outcomes such as Alc. There are several possible
mechanisms for evaluating what peer supporters within a multidisciplinary setting could directly influence, which is
separate from an organization’s overall evaluation outcome. Peer support is party relational based on trust and empathy
and for it to be operational within a health system/clinic/organization, there needs to be outreach and
documentation.>*'?> Therefore, some individual level metrics could be patient engagement rates and continuity metrics
based on appointment adherence, number of completed contacts, follow-up, retention, etc, and complete linkage to care
through navigation/referral follow-through.'?° Participant reported experiences through surveys, and qualitative feedback
on trust, perceived helpfulness, and diabetes distress support, can also be incorporated into performance evaluation. If
a peer supporter is effectively embedded into a clinical workflow, timeliness and quality of documentation is a metric that
could be assessed.””'?” If technology enhanced peer support is implemented, digital engagement metrics based on
number of logins, and messages can be treated as evidence of reach and responsiveness and incorporated into
performance evaluation.?” Direct observations from supervisors, structured rubrics, and chart/documentation audits are
data sources that can inform individual evaluation.'*

Funding streams for reimbursing and funding peer supporters should be diversified beyond grants. Health system
operating budgets, philanthropic funds, Medicaid/Medicare reimbursements, and value-based payment models can
enhance financial sustainability for peer supporters. Evaluations of peer supporter programs embedded into multi-
disciplinary care teams that document cost-effectiveness, data on outcomes, health care utilization, and quality adjusted
life years can help build a case for institutional and payer investment.”* Data-driven improvement cycles that track and
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share process and clinical outcomes metrics with health system and organizational leaders can demonstrate the value of
peer supporters within care teams. Return on investment evaluations should incorporate economic modeling information
that incorporates productivity gains, long-term diabetes complications, interventions and system level savings.'*®'?° By
demonstrating value using both quantitative (health outcomes, clinical metrics, and cost-effectiveness data) and quali-
tative feedback from participants, diverse stakeholders’ perspectives can be shifted, paying the way for broader
institutionalization and policy support.

Conclusion

There is an urgent need to address diabetes-related health disparities for Black adults. Though this review showed robust
evidence supporting the effectiveness of peer supporters, especially within multidisciplinary diabetes care teams, it is
based on current evidence in literature which shows the heterogeneity of peer support models, with limited long-term
randomized controlled trial data specific to Black adults, and few examples of implementation/sustainability peer support
models for Black adults within clinical/health system settings. There is an urgent need for more implementation studies
and evaluation of sustainability approaches, rather than more descriptive research. Three actionable takeaways include
implementation guidance to define peer supporter’s role clearly, secure pathways to reimburse peer supporters, and
embed peers into care team workflows to leverage their lived experience. Cross sectoral and multisector collaborations
involving healthcare providers, community-based organizations, researchers, and policymakers are needed to enhance the
role, efficiency, effectiveness, and sustainability of peer supporters in diverse care team settings. The integration of peer
supporters for the care of Black adults with diabetes is a critical key to structural health equity reform.
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