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Abstract
Community health workers (CHWs) can reduce health disparities for low income patients but type of contact and outcomes 
has had limited study. Low-income Hispanic primary care patients with hemoglobin A1c [HbA1c] ≥ 9% received care manag-
ment (CM) over 6 months classified as: (CM1) telephone only; (CM2) clinic visit but no calls; (CM3) clinic visit with calls; 
and (CM4) ≥ 2 visits ± calls. Type of CM delivery and time to DM control (HbA1c < 9%) examined in Cox proportional haz-
ards model and more rapid control within 6 months using logistic regression. Models adjusted for demographics, clinical, and 
health care variables. At baseline, 523 patients had mean HbA1c 10.9% (SD = 1.7%), mean age 57.9 years (SD = 10), 58.5% 
women, 87.6% Hispanic, and 55.5% uninsured. CM types for patients: 51 (9.8%) CM1; 192 (36.7%) CM2; 44 (8.4%) CM3; 
and 236 (45.4%) CM4. Median time to HbA1c control was 197 days (95% CI [71, 548]) and 41.5% achieved control within 
6 months. Compared with CM1, control was more rapid for CM2 (Hazard ratio [HR] 1.45, 95% CI [1.01, 2.09], p = 0.043) 
and CM4 but not significant (HR [95% CI] 1.29 [0.91, 1.83], p = 0.15). Adjusted odds of more rapid control within 6 months 
were twofold higher for CM2 (p = 0.04) and CM4 (p = 0.055), respectively, versus CM1. CM2 did not differ from CM1. DM 
control was less likely for CM by telephone only than face-to-face in clinic. To benefit vulnerable patients with uncontrolled 
DM, in-person engagement may be required.
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Introduction

Lifetime risk of diabetes mellitus for Hispanic men and 
women in the U.S. exceeds 50% which far exceeds that for 
the non-Hispanic white population [1]. Once diagnosed 
with diabetes, Hispanics experience greater morbidity from 
complications and mortality [2]. Successful management of 
diabetes requires patient education and supportive resources 
to promote treatment adherence and healthier lifestyle. 
Greater social support has been associated with a lower risk 
of diabetes among Hispanics of diverse backgrounds [3] and 
greater self-efficacy to manage diabetes in some Hispanic 
groups [4]. Community health workers (CHWs) serve a 
key support role as they come from similar communities 
and understand challenges of managing diabetes. CHWs 
address limited health literacy, needed resources and care, 
and behavioral change [5, 6].

A systematic review of randomized controlled trials of 
CHW support and education for diabetes reported improve-
ment in patient-reported outcomes such as knowledge, 
self-care behaviors, emotional distress/well-being, and 
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medication adherence [7]. A narrative review of randomized 
trials reported modest improvement in control with CHW 
care management as assessed by hemoglobin A1c (HbA1c), 
especially for patients with higher baseline levels [8]. Yet 
most interventions were face-to-face and this review deemed 
the benefit of telephone-based interventions as inconclusive 
[8]. However, face-to-face home visits are resource intensive 
and office visits can be challenging to coordinate with clini-
cian visits. Phone calls may be more readily implemented in 
practices with high demand for patient support.

This study examines a pilot CHW project undertaken 
for a Texas’ Transformation and Quality Improvement Pro-
gram (1115 Medicaid waiver) project in urban primary care 
practices serving primarily Hispanic patients. The project 
aimed to improve both diabetes and hypertension control 
among patients with diabetes. Patients with uncontrolled 
diabetes based on a HbA1c ≥ 9% were offered CHW care 
management in face-to-face meetings in clinic, by telephone, 
or both. This retrospective cohort study examines the asso-
ciation of the type of CHW contacts for care management 
delivered over a 6-month period and time to control based on 
a HbA1c < 9% as well as more rapid achievement of control 
within 6 months.

Methods

Setting and Patients

The 1115 Medicaid Waiver allowed the state of Texas to 
expand Medicaid managed care and services for the unin-
sured. Through this 1115 Medicaid waiver, a pilot project 
to improve diabetes outcomes was conducted in a family 
medicine and a general internal medicine residency practice 
serving low income Hispanic-majority communities. The 
waiver set HbA1c < 9% as the diabetes control goal.

For this project, an electronic medical record (EMR) 
registry was created for patients aged 18–75 years and 
diagnosed with diabetes at one inpatient or two outpatient 
encounters (ICD-9-CM 250.xx or ICD-10 E10.xx or E11.
xx) or HbA1c ≥ 6.5%. The registry included: demographics; 
diagnoses; medications; test results; and health care utili-
zation [9]. Patients were eligible for CHW support with a 
HbA1c ≥ 9% or clinician referral. Eligibility criteria for this 
study were: most recent HbA1c ≥ 9%; clinic care initiated 
by January 2013; and at least two clinic visits from January 
2014 through December 2017 (Fig. 1). Exclusions included: 
no CHW encounter; fewer than two HbA1c tests; and less 
than 6 months in care after initiating CHW support.

CHW Support and Counseling Program

Four bilingual (Spanish or English) CHWs—also called pro-
motoras–were certified by the Texas Department of Health 
and Human Services to serve in this role after completing 
approved training. CHWs received 20 h of specific training 
for our project on: diabetes epidemiology; complications; 
medications; treatment goals; and evidence-based medi-
cation adherence supports. CHWs also received print and 
electronic information (Spanish and English) to share with 
patients, family, and caregivers about community resources, 
affordable healthy diet for diabetes, and physical activities. 
CHWs reviewed and practiced motivational interviewing 
skills to promote patient-centered care. CHWs met weekly 
with clinic directors and the research team to review suc-
cesses and challenges.

CHWs were charged with contacting all eligible patients 
by telephone and/or in clinic. Clinic contact was attempted 
whenever time and space were available. The 15–30 min 
CHW-patient meetings addressed: access to prescribed 
medications/devices (e.g. glucose monitor); medication 
adherence; access to a local health care financial assis-
tance program; and lifestyle changes. CHWs attempted to 
follow-up with patients at least once. Staff-directed group 
diabetes education classes were also offered. The CHW or 
a research staff member recorded all patient encounters and 
type (phone or visit) in a REDCap database. This analysis 
considered only telephone calls personally with the patient 
while calls with family members or visit reminder messages 
were not.

Study Variables

Dependent Variables

The primary outcome was time from initiating CHW support 
until the first HbA1c < 9%. A secondary outcome more rapid 
achievement of control as demonstrated by a HbA1c < 9% 
within 6 months after CHW initiation (Yes/No).

Independent Variables

Type of CHW care management [CM] delivered over 
6 months was classified as: CM1—no visits and one or 
more telephone calls; CM2—one visit but no calls; CM3—
one visit and one or more calls; and CM4—two or more 
visits with or without calls. Baseline data from the registry 
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before CM initiation included: demographics (age, race/
ethnicity, and sex); clinical (Elixhauser comorbidity score 
[10], most recent HbA1c, and diabetes medications/dose), 
and health care (insurance, primary care provider (PCP) 
visits in prior 6 months, offer of diabetes group visit). 
During the study years, available diabetes medications for 
these low income patients were insulin and/or four classes 
of oral diabetes drugs: biguanides (e.g., metformin), sul-
fonylureas (e.g., glimepiride); thiazolidinediones (e.g., 
pioglitazone), and dipeptidyl peptidase IV inhibitors 
(e.g., sitagliptin). With the guidance of a pharmacolo-
gist, dose of insulin (units/d) was classified as four levels 
(none; low < 50; medium 50–99; or high ≥ 100). Dose of 
each oral diabetes medication was assigned a point score 

as: minimum (1); minimum to less than maximum (2); or 
maximum (3) These points were totaled for a maximum 
of three oral drugs (range 1–9) and categorized as: none, 
low (1–3), medium (4–6), or high (7–9).

Statistical Analyses

We examined patient demographic and clinical character-
istics by type of CM using the chi-squared test or Fisher’s 
exact test for categorical variables and Kruskal–Wallis H test 
or ANOVA F test for continuous variables. Kaplan–Meier 
curves of time to first HbA1c < 9% by the four types of CM 
were plotted and compared using the log-rank test. For the 
primary outcome, Cox proportional hazards model examined 

*HbA1c = hemoglobin A1c 

† CHW = Community health worker

All pa�ents with DM seen in study clinics 2013-2017  
N=11,150

First HbA1c* <9%
N=8975

First A1c ≥9%   N=2175

At least 2 visits 2014-2017
N=2012

<2 visits 2014-2017  
N=163

Seen by a CHW case manager N=827

Last A1c ≥9 before first CHW encounter N=606

>6 mos follow-up and 2 HbA1c tests a�er first CHW 
encounter N=523

No CHW† management  
encounter  

N=1185

Last HbA1c <9% 
N=221

<6 mos follow-up or  
<2 HbA1c tests  

N=83

Exclusion 

Fig. 1  Diabetes mellitus (DM) study population flow chart diabetes mellitus (DM) study population flow chart
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the association of type of CM with time to first HbA1c < 9% 
adjusted for all available important demographic and clini-
cal variables. For the secondary outcome, the association of 
type of CM with achieving an HbA1c < 9% within 6 months 

after CM initiation was examined using logistic regression 
and adjusted for the same covariates. Statistical analyses 
were performed using Stata/SE 16 (College Station, TX).

Table 1  Baseline demographic characteristics of patients with uncontrolled diabetes by type of community health worker support

Demographic characteristics All patients Community Health Worker Care Management (CM) P value

CM 1
(No visit; 1 + calls)

CM 2
(1 visit, no calls)

CM 3
(1 visit; 1 + calls)

CM 4
(2 + visits, ± calls)

Total, n (%) 523 51 (9.8) 192 (36.7) 44 (8.4) 236 (45.1)
Age, years (mean) 57.9 (10) 57.2 (9.1) 58.7 (10.1) 58.8 (8.8) 57.3 (10.4) 0.46
Women, n (%) 306 (58.5) 28 (54.9) 105 (54.7) 26 (59.1) 147 (62.3) 0.42
Race-ethnicity, n (%) 0.20
 Hispanic 458 (87.6) 41 (80.4) 173 (90.1) 39 (88.4) 205 (86.9)
 Non-Hispanic white 34 (6.5) 8 (15.7) 9 (4.7) 1 (2.3) 16 (6.8)
 Non-Hispanic black 21 (4) 2 (3.9) 5 (2.6) 3 (6.8) 11 (4.7)
 Other 10 (1.9) 0 (0) 5 (2.6) 1 (2.3) 4 (1.7)

Insurance, n (%) 0.07
 Insured 46 (8.8) 7 (13.7) 7 (3.65) 3 (6.8) 29 (12.3)
 Medicaid 56 (10.7) 5 (9.8) 27 (14.1) 2 (4.6) 22 (9.3)
 Medicare 133 (25.4) 14 (27.5) 48 (25.0) 11 (25.0) 60 (25.4)
 Uninsured 288 (55.1) 25 (49.0) 110 (57.3) 28 (63.4) 125 (53.0)

Table 2  Baseline clinical characteristics by diabetes mellitus (DM) case management typology

*See methods: dose for all oral DM drugs (range 1–9) was totaled and categorized in four levels: none, low (1–3), moderate (4–6), and high 
(7–9)
† Dose of insulin (units/d) at baseline classified as four levels: none; low < 50; medium 50–99; or high > 100

Clinical characteristics at baseline Diabetes case management (CM) typology

All patients CM 1
(No visit; 1 + calls)

CM 2
(1 visit; no calls)

CM 3
(1 visit; 1 + calls)

CM 4
(2 + visits, ± calls)

P value

Total, n 523 51 192 44 236
Hemoglobin A1c, % mean (SD) 10.9 (1.7) 10.8 (1.6) 10.9 (1.8) 11.2 (1.6) 10.9 (1.7) 0.75
Elixhauser comorbidity score, mean (SD) 4 (2.4) 4.6 (2.3) 4.1 (2.4) 4.1 (2.3) 3.8 (2.3) 0.01
Type of DM medication 0.67
 Insulin only 127 (24.3) 9 (17.7) 54 (28.1) 10 (22.7) 54 (22.9)
 Oral only 152 (29.1) 16 (31.4) 54 (28.1) 14 (31.8) 68 (28.8)
 Both 172 (32.9) 17 (33.3) 54 (28.1) 15 (34.1) 86 (36.4)
 Neither 72 (13.8) 9 (17.7) 30 (15.6) 5 (11.4) 28 (11.9)

Total oral DM medication dose* N (%) 0.55
 None 199 (38.1) 18 (35.3) 84 (43.8) 15 (34.1) 82 (34.8)
 Low 80 (15.3) 9 (17.7) 26 (13.5) 4 (9.1) 41 (17.4)
 Moderate 157 (30) 15 (29.4) 54 (28.1) 18 (40.9) 70 (29.7)
 High 87 (16.6) 9 (17.7) 28 (14.6) 7 (15.9) 43 (18.2)

Insulin  dose† N (%) 0.94
 None 224 (42.8) 25 (49) 84 (43.8) 19 (43.2) 96 (40.7)
 Low 145 (27.7) 11 (21.6) 49 (25.5) 13 (29.6) 72 (30.5)
 Moderate 66 (12.6) 5 (9.8) 25 (13) 5 (11.4) 31 (13.1)
 High 88 (16.8) 10 (19.6) 34 (17.7) 7 (15.9) 37 (15.7)

Primary care visits in prior 6 months, 
mean (SD)

3.2 (2.3) 3.4 (2.2) 3.6 (2.4) 2.9 (2.1) 3.0 (2.3) 0.05

Offered DM group education, N (%) 290 (56) 27 (53) 116 (60) 24 (55) 123 (52) 0.37
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Compliance with Ethical Standards

The authors declare that they have no conflicts of interest. 
The Institutional Review Boards of both University of Texas 
Health Science Center at San Antonio and University Health 
System (UHS) approved the study and judged this quality 
improvement study as exempt from patient consent. The 
funding agency had no role in conducting or analyzing the 
results of this study.

Results

The study cohort included 523 subjects with a mean age 
of 57.9 years (SD = 10) and 58.5% women (Table 1). Most 
subjects were Hispanic (87.6%) and over half (55.1%) were 
uninsured and paid for care through a local financial assis-
tance program. The median observation time for this cohort 
was 626 [first quartile = 393, third quartile = 935] days.

In regard to type of CM received over 6 months, 236 
(45.1%) subjects received at least two office visits with or 
without telephone calls (CM4). One office visit with a CHW 
but no telephone calls (CM2) was received by 192 subjects 
(36.7%) while only telephone calls (CM1) or one visit with 

telephone calls (CM3) was received by 51 (9.8%) and 44 
(8.4%) subjects, respectively. Type of CM received was not 
significantly associated with patient demographics.

Mean baseline HbA1c was 10.9% (SD = 1.7%) and mean 
Elixhauser comorbidity score was 4 (SD = 2.4) (Table 2). 
Oral diabetes medication without insulin was prescribed for 
29.1% of subjects, 24.3% received only insulin, and one-
third received oral drugs with insulin. Only 13.8% of sub-
jects were not treated at baseline. Among subjects receiving 
oral diabetes drugs, the most frequent dose category was 
medium but, among subjects treated with insulin, the most 
frequent dose was low. Significant differences by type of CM 
included higher comorbidity score for CM1 subjects and 
more prior PCP visits for CM1 and CM2 subjects.

Both CM2 (one visit, no calls) and CM4 (two visits or 
more visits, with or without calls) were associated with a 
shorter time to diabetes control than CM1 (only calls) or 
CM3 (one visit and calls), log-rank p = 0.053 (Fig. 2). Not 
shown, median time (days) to control was: 350 days for 
CM1; 159 days for CM2; 281 days for CM3; and 197 days 
for CM4. Compared with CM1 (reference), the adjusted haz-
ard ratio for diabetes control for CM2 was 1.45 (p = 0.043) 
and 1.29 for CM4 but not significant (p = 0.15). CM3 did not 
differ from CM1 (Table 3). The Cox model also showed that 

Fig. 2  Kaplan–Meier curves for time to first hemoglobin A1c < 9% after case management initiation for patients categorized by four case man-
agement typologies
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a longer time to control (p < 0.05) was required for: greater 
comorbidity; higher dose oral diabetes medication; low or 
high dose insulin; and 1–2 primary care visits in past six 
months versus none. 

By 6 months after CM initiation, the entire cohort had 
a mean HbA1c reduction of − 1.37% (SD = 2.2%) but the 
reduction was even greater for CM2 (− 1.58% [SD = 2.33%], 
not shown). Overall, 41.5% of the cohort achieved more 
rapid diabetes control by 6 months. Adjusted odds of control 
by 6 months were approximately twofold higher for CM2 
(p = 0.046) and CM4 (p = 0.055) versus CM1 (Table 4). 
Again, CM3 did not differ from CM1. Rapid control within 
6 months was negatively associated with greater comor-
bidity (p = 0.001) and low dose insulin (p = 0.05). Five or 
more PCP visits within the 6 months prior to CM initiation 
was associated with over two-fold higher adjusted odds of 
achieving rapid control versus none (p = 0.016).

Discussion

In a systematic review examining multiple chronic condi-
tions, CHW care management (CM) was reported to be cost 
effective for low-income, underserved patients but the spe-
cific types of CHW contact were not assessed [11]. Among 
523 primarily Hispanic primary care subjects with poor dia-
betes control, this 3-year observational pilot study suggests 
that CHW contact only by telephone (CM1) was less likely 
to achieve control over time compared with face-to-face 
meetings (CM2 and CM4). This difference translated into 
a median of more than 150 days longer to achieve control 
for subjects receiving CM1 (350 days) than for those with 
either CM2 and CM4 (both less than 200 days). Our study 
also found that patients who received either CM2 or CM4 
had approximately two-fold higher adjusted odds of achiev-
ing control more rapidly within 6 months after CM initiation 
as compared to CM1.

Other studies have observed less benefit from telephone 
CHW support. A review of telephone-based diabetes man-
agement by lay health workers judged the evidence to be 
weak [12]. A randomized trial of telephone-based diabetes 
counseling by CHWs in a local health department reported 
no improvement in HbA1c control among low income sub-
jects [13]. CHW support may also require individualized 
in-person encounters; a randomized trial of group-based dia-
betes education by CHWs for Hispanics with uncontrolled 
diabetes did not reduce HbA1c [14].

The significant improvement among subjects with one 
face-to-face CHW clinic visit compared with those receiv-
ing telephone contacts remained after adjusting for diverse 
demographics, treatment, and health care variables. It is pos-
sible that these individuals required only limited support to 
address their barriers to following the treatment plan. Future 
studies should aim to identify characteristics of patients with 
uncontrolled diabetes who might not require more intensive 
face-to-face CHW support because CHW interventions have 
usually involved numerous encounters. A trial of four CHW 
home visits with an average of 20 telephone calls achieved 
a significant reduction in HbA1c [15]. Similarly, up to 
36 home visits by CHWs plus calls significantly reduced 
HbA1c among Mexican–American subjects at 1 and 2 years 
follow-up [16]. Among subjects with mean baseline HbA1c 
9.6%, a CHW intervention of up to 17 visits reduced mean 
HbA1c by 0.47% at 6 months versus controls and was main-
tained after 12 and 18 months [17]. However, the sustaina-
bility of CHW support for low income primary care patients 
requires attention to the infrastructure required for in-person 
clinic encounters including space, CHW time, and systems 
to encourage patients to take advantage of this resource.

Of note, our study subjects had markedly poor diabetes 
control with a baseline mean HbA1c of 10.9%; unfortunately, 

Table 3  Cox model for time from initiating diabetes mellitus (DM) 
case management to first hemoglobin A1c control < 9%

Reference groups: CM 1 (calls), uninsured, no insulin, no oral diabe-
tes medication, no primary care visits before CM; Also adjusted for 
age, sex, Hispanic ethnicity, baseline A1c, insurance type, offer group 
DM education
† See methods: dose for all oral DM drugs (range 1–9) was totaled and 
categorized in four levels: none, low (1–3), moderate (4–6), and high 
(7–9)
‡ Dose of insulin (units/d) at baseline classified as four levels: none; 
low < 50; medium 50–99; or high > 100

Variable Hazard ratio 95% CI P value

Case management (CM) typol-
ogy

 CM 2 (1 visit) 1.45 1.01–2.09 0.043
 CM 3 (1 visit + calls) 0.98 0.60–1.59 0.93
 CM 4 (2 visits ± calls) 1.29 0.91–1.83 0.154

Elixhauser score (per comorbid-
ity)

0.95 0.91–1.00 0.044

Total oral DM medication  dose†

Low 0.78 0.57–0.89 0.104
Moderate 0.72 0.56–0.92 0.008
High 0.71 0.53–0.96 0.030
Insulin  dose‡

 Low 0.70 0.55–0.89 0.004
 Moderate 0.84 0.61–1.15 0.27
 High 0.72 0.54–0.97 0.030

Primary care visits in 6 mos 
before CM

 1–2 0.70 0.49–0.99 0.046
 3–4 0.96 0.67–1.38 0.84
 5+ 0.92 0.64–1.35 0.74
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this is common among Hispanics in the US. Not only is the 
age-standardized prevalence of diabetes in Hispanics over 
twice that of non-Hispanic whites [18], but, nationally, less 
than half of Hispanics with diabetes achieved a HbA1c < 7% 
[19]. Gratifyingly, the mean reduction in HbA1c for our 
entire cohort was − 1.37% supporting a clinically signifi-
cant improvement but the reduction was even greater for the 
group with a face-to-face visit (− 1.58% HbA1c).

Types of CM received did not differ significantly by sub-
jects’ demographic characteristics. However, the comorbid-
ity score did differ and may indicate the type of subjects who 
need to be targeted with in-person support. Patients who 
received a face-to-face meeting and both phone calls (CM3) 
comprised only 9% of the cohort but did not significantly 
improve versus CM1. It is possible these patients did not 
accept another meeting in clinic because they did not want 
CHW help. The favorable association of CM4, the group 
with multiple visits with or without calls, was not significant 
in the time to event analysis but was associated with nearly 
two-times greater adjusted odds of control within 6 months.

Among our study limitations, foremost is our observa-
tional design that cannot prove causality. However, our anal-
yses adjusted for multiple factors that can influence achieve-
ment of control. Second, the funding agency set HbA1c < 9% 
for diabetes control, similar to other studies in Medicaid 
enrollees [20]. Yet, a reduction of HbA1c to < 9% would not 
protect against diabetes-related complications [21]. Still, the 

reduction in HbA1c at 6 months for our cohort (− 1.38%) 
was greater than the mean -0.45% observed for another 
CHW intervention in Hispanics [22]. Third, although type 
and intensity of diabetes medications prescribed at baseline 
were significantly associated with achievement of control, 
unmeasured medication adjustments during receipt of CHW 
support may have also influenced outcomes. Fourth, this 
study was conducted in two primary care practices serving 
largely uninsured, Hispanic patients and may not be relevant 
to practices serving different populations.

These observational cohort data should galvanize further 
studies to inform policymakers, administrators, and clini-
cians to define how to take best advantage of the talents of 
CHW for low-income minority populations with diabetes 
while conserving resources. It does require practices to set 
aside time and space for CHWs to see patients in clinic while 
other more intensive models involve home visits by CHWs. 
If CHW care management for patients from low income 
and other vulnerable populations is to become widely avail-
able, an important research priority will also aim to identify 
patients most likely to benefit from this support and examine 
outcomes of various types and intensities of delivering CHW 
services.

In conclusion, most studies of telephone-based counseling 
for diabetes have involved nurses and report disappointing 
results in reducing HbA1c [23–25]. We also found limited 
benefit for telephone calls by CHWs for diabetes support. 

Table 4  Logistic regression 
model of achieving hemoglobin 
A1c control < 9% within 
6 months after diabetes mellitus 
(DM) case management 
initiation

Reference groups: CM 1 (calls), no insulin, no oral DM medication, no primary care visits before CM Also 
adjusted for age, sex, Hispanic (Y/N), baseline A1c, insurance type, offer group DM education
† See methods: dose for all oral DM drugs (range 1–9) totaled and categorized in four levels: none, low 
(1–3), moderate (4–6), and high (7–9)
‡ Dose of insulin (units/d) at baseline classified as four levels: none; low < 50; medium 50–99; or high > 100

Variable Odds ratio 95% CI P value

Case management (CM) typology
 CM 2 (1 visit) 2.08 1.01–4.27 0.046
 CM 3 (1 visit + calls) 1.08 0.42–2.79 0.88
 CM 4 (2 visits ± calls) 1.99 0.99–4.03 0.055

Elixhauser score (per comorbidity) 0.85 0.77–0.93 0.001
Total oral DM medication  dose†

 Low 1.40 0.78–2.50 0.25
 Moderate 0.81 0.51–1.31 0.40
 High 1.16 0.67–2.03 0.60

Insulin  dose‡

 Low 0.63 0.40–1.00 0.05
 Moderate 0.74 0.40–1.36 0.33
 High 0.63 0.36–1.11 0.11

Primary care visits in 6 months before CM
 1–2 0.69 0.35–1.35 0.28
 3–4 1.45 0.74–2.82 0.28
 5+ 2.34 1.17–4.69 0.016
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However, our longitudinal observational study offers encour-
aging preliminary evidence regarding the benefit of face-to-
face CHW support in clinic for poorly controlled Hispanic 
patients. Yet with advances in telemedicine related to the 
COVID-19 pandemic, it will be more important than ever to 
define more effective support strategies that do not require 
face-to-face encounters in primary care practices.

Funding CMS Medicaid 1115 Waiver for the Texas Healthcare Trans-
formation and Quality Improvement Program #085144601.1.2.2.
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