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ABSTRACT

Objective: Hispanic individuals are disproportionately affected by type 2 diabetes (T2D) and face access limitations in diabetes
technology utilization. Despite proven benefits, continuous glucose monitoring (CGM) use remains low among Hispanic adults
with insulin-treated T2D. This study used a social-ecological model (SEM) framework to identify societal/policy, interpersonal/
community, and individual level barriers to CGM access and adoption within this population.

Methods: Two focus groups were conducted in Spanish at the University of Miami (UM) with Hispanic adults (n =16) with T2D.
Inclusion criteria were age >18 years, HbAlc >8%, >1 daily insulin injection, and no CGM use in the past 2 years. The initial focus
group was conducted to identify barriers to CGM initiation. At the end of the focus group, participants were provided with real-
time CGMs for 30 days of use. After completing the wear period, the same participants returned for a follow-up focus group to
explore factors related to CGM adoption and acceptance. Focus groups were analyzed using a thematic analysis, systematically
coding and categorizing key concepts and ideas expressed by participants.

Results: The mean age was 59.68 +13.37 years, and baseline HbAlc was 9.78 & 1.14. Key barriers included high device costs,
limited insurance coverage, alarm fatigue, and lack of culturally concordant provider guidance. Facilitators for CGM use included
manufacturer discounts, peer modeling, and the desire to avoid fingersticks. After a 30-day CGM trial, most participants reported
improved dietary awareness, glycemic control, and a strong desire for continued use.

Conclusion: This pilot study provides novel insights into the experiences of the Hispanic population and highlights the complex
interplay of societal, interpersonal, and individual-level factors influencing CGM use. Tailored interventions addressing these
barriers are crucial for improving CGM utilization in this population.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided
the original work is properly cited.
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1 | Introduction

Type 2 diabetes (T2D) disproportionately affects Hispanic adults
in the United States, with a prevalence of 22.1% compared to
12.1% in the non-Hispanic White (NHW) population [1]. In addi-
tion, Hispanic adults with T2D experience worse glycemic con-
trol and increased risk of diabetes-related complications
compared to NHW individuals [2—4]. Continuous glucose moni-
toring (CGM), which provides real-time measurements of inter-
stitial glucose levels, allows patients to track glucose trends and
make informed decisions about diet, physical activity, and medi-
cation dosing [5, 6]. In people with T2D treated with insulin,
CGM has been shown to improve glycemic control and reduce
the risk of hypoglycemia- and hyperglycemia-related hospital
admissions [7, 8]. The American Diabetes Association (ADA)
and the American Association of Clinical Endocrinology
(AACE) strongly recommend CGM use for all insulin-treated
individuals with diabetes [9, 10].

Despite these benefits, CGM utilization remains limited among
Hispanic adults with diabetes [6, 11-13]. Few studies have exam-
ined barriers to diabetes technology use among this vulnerable
population [12-14]. While research has identified racial, ethnic,
insurance-mediated, and provider bias as barriers to technology
adoption in type 1 diabetes (T1D) [15-20], there is a gap in
understanding barriers to CGM use in insulin-treated T2D popu-
lations, especially among Hispanic patients who face unique cul-
tural, linguistic, and socioeconomic barriers.

Identification of the specific challenges preventing Hispanic indi-
viduals from using CGM technology is important for developing
targeted interventions. This pilot study used a social-ecological
model (SEM) to explicate barriers and facilitators to CGM use
among Hispanic individuals with insulin-treated T2D at the soci-
etal/policy, interpersonal/community, and individual levels by
utilizing focus groups before and after CGM use for 30 days.
We also aimed to compare the factors influencing CGM accep-
tance and adoption between Hispanic adults <65 years and those
>65 years.

2 | Methods

This qualitative study used focus groups to explore barriers to
CGM use among Hispanic adults with T2D using insulin. Focus
group domains and questions were developed using the concep-
tual framework of the social-ecological model (SEM) [21] and
elements of the Consolidated Framework for Implementation
Research [22]. A focus group script was developed and reviewed
by six content experts, including four endocrinologists with 5-20
years of clinical and research experience in adult endocrinology,
a psychologist and qualitative researcher with over 20 years of
experience, and a public health researcher with more than 10
years of experience in focus group methodology. A pre-focus
group survey was also developed using REDCap and used to
capture overall participant demographics, baseline CGM knowl-
edge, and aspects of current diabetes care. Focus groups were
conducted in Spanish at the University of Miami (UM) from
winter of 2023 to spring of 2024 and took place twice: once prior
to using CGMs and another session after participants had an
opportunity to use CGMs. Four focus group sessions were con-
ducted in total: two pre-CGM sessions and two post-CGM

sessions. Participants attended sessions according to their age
subgroup and returned with the same group for the follow-up
session. All research protocols and consent processes were
approved by the institutional review board at UM.

2.1 | Participants

Hispanic adults with insulin-treated T2D were recruited from the
UM Endocrinology clinic between December 2023 and February
2024. Two focus groups were conducted by age subgroup: a “young
adult” group (18-65 years; n=11) and an elderly group (>65 years;
n=>5). Each group participated in two sessions conducted in
Spanish—one prior to CGM use and one after participants had
an opportunity to use CGMs—resulting in four focus group sessions
in total. Participants remained in the same group for both sessions.
Inclusion criteria were age >18 years, Hispanic or Latino/a ethnic-
ity, diagnosis of T2D for at least 6 months, use of at least 1 or more
injections of insulin per day, hemoglobin Alc >8% at enrollment,
and ability to speak and understand the Spanish language.

2.2 | Focus Group Protocol

Informed consent was obtained and documented from all parti-
cipants in person via paper consent prior to the first focus group.
Participants completed an in-person written baseline survey
prior to the first focus group, collecting demographic information
and diabetes-related care questions. Focus groups were con-
ducted in Spanish, which lasted 1h, and followed a semi-struc-
tured format. They were led by a trained Spanish-speaking
moderator and audio-recorded for transcription. A multidisci-
plinary team comprised of endocrinologists, a clinical psycholo-
gist, and a qualitative research expert developed the focus group
protocol. The script included general topic domains and specific
discussion prompts designed to explore participants’ perceptions,
knowledge, and experiences related to CGM technology (Table 1).
Participants were compensated $100 for their time filling out pre-
focus group surveys, participating in each focus group session,
and covering any associated transportation costs.

2.3 | CGM Wear Period

Following the initial focus group, participants were provided
with a 30-day supply of CGM sensors (Dexcom G7). A trained
study member provided education on CGM placement, mobile
application installation and operation, and sensor removal and
disposal. The same participants returned after the wear period for
a follow-up focus group aimed at exploring factors related to
CGM acceptance. Eight weeks after the completion of the second
focus group, a structured follow-up assessment was conducted.
The research team contacted each participant via telephone to
determine whether participants had successfully obtained a
CGM through their healthcare provider and insurance benefits.

2.4 | Data Analysis

Focus group audio recordings were transcribed and translated by
Datagain Inc., an external qualitative analysis vendor, and a the-
matic analysis was conducted using two coders using a method of
constant comparison associated with grounded theory [23]. This
approach involved iteratively comparing data segments to identify
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TABLE 1 | Focus group sample questions.

Focus group questions before continuous glucose monitor
use

If you know about continuous glucose monitors, where do you go
for information about them?

How do you envision the continuous glucose monitor affecting
your daily life, activities, and routines?

What are some of the ways you think a continuous glucose
monitor might improve your life or experience with diabetes
management?

Are there any specific challenges or fears you have regarding
wearing a glucose monitor continuously?

What would you say are some of the major obstacles to obtaining
a continuous glucose monitor?

Focus group questions after continuous glucose monitor
use

Can you describe your overall experience using the continuous
glucose monitor for 30 days?

What aspects of your daily life or routines were affected by the
continuous glucose monitor?

Were there any specific challenges you encountered while using
the continuous glucose monitor, and how did you address them?

What benefits did you notice in terms of managing your diabetes
or overall well-being while wearing the continuous glucose
monitor?

Are there any specific fears you have regarding wearing a glucose
monitor continuously?

recurring patterns and themes, allowing for the emergence of key
concepts directly from the participants’ narratives. In addition to
the external thematic analysis conducted by Datagain Inc., subse-
quent content analysis was conducted by two coders of all quotes
from participants related to barriers to CGM use. Each coder inde-
pendently analyzed external thematic analysis and transcripts. The
SEM served as the framework for the coding scheme. This model
facilitates the identification of barriers across multiple levels,
including individual, interpersonal/community, and societal/pol-
icy levels. To ensure coding reliability, inter-rater reliability (IRR)
was assessed using percentage agreement between the two coders
and Cohen’s kappa statistic [24]. The study protocol was approved
by the University of Miami Institutional Review Board.

3 | Results
3.1 | Survey Data

A total of n =16 adults with T2D participated in focus groups. The
mean age was 59.68 + 13.37 years, and baseline HbAlc was 9.78 +
1.14. There were 11 participants with the 18-to-65-year age group
and 5 participants in the >65 years group. Table 2 presents partici-
pant demographics stratified by whether they independently
obtained a CGM by the 8-week follow-up call. Overall, more
than half of participants reported an income of less than $35,000

TABLE 2 |
uous glucose monitor (CGM) uptake at 8-week follow-up.

Baseline demographic characteristics stratified by contin-

Obtained CGM Did not obtain
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Characteristic (n=11) CGM (n=5)
Age in years, mean (SD) 58.6 (15.6) 62.2 (6.9)
Sex, n (%)
Male 5 (45.5) 1 (20.0)
Female 6 (54.5) 4 (80.0)
Self-reported race, n (%)
White 9 (81.8) 5 (100.0)
Black (or 2 (18.2) -
African—American)
Country of origin, n (%)
Cuba 2(18.2) 4 (80.0)
Dominican Republic 3(27.3) -
Nicaragua 1(9.1) -
Peru 1(9.1) -
Venezuela 1(9.1) -
U.S. (including Puerto 3(27.3) 1 (20.0)
Rico)
Years living in the USA, 37.5(20.8) 31.6 (18.0)
mean (SD)
Education level, n (%)
Less than high school 1(9.1) 1 (20.0)
High school diploma 2 (18.2) 4 (80.0)
Some college 4 (36.4) -
College degree 4 (36.4) -
(associate’s, bachelor’s,
or equivalent)
Yearly income ($), n (%)
<35,000 3(27.3) 4 (80.0)
35,000 to <50,000 1(9.1) 1(20.0)
50,000 to <75,000 3(27.3) -
Do not wish to provide 4 (36.4) -
Insurance, n (%)
Private 4 (36.4) 2 (40.0)
Medicare 1(9.1) 2 (40.0)
Medicaid 1(9.1) 1 (20.0)
Other/do not wish to 5(45.5) -
provide
HbA1lc, mean (SD) 9.9 (1.3) 9.6 (0.7)
Time of insulin use, n (%)
<6 months 1(9.1) -
1-2 years 2 (18.2) -
(Continues)
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TABLE 2 | (Continued)
Obtained CGM  Did not obtain
Characteristic (n=11) CGM (n=5)
2-5 years 2 (18.2) 1 (20.0)
>5 years 6 (54.5) 4 (80.0)
Type of insulin used, n (%)
Basal only 6 (54.5) 2 (40.0)
Basal + bolus 5(45.5) 3 (60.0)
Insulin injection times per day, n (%)
1 time/day 6 (54.5) 1 (20.0)
2 times/day 2 (18.2) 1 (20.0)
3 times/day 3(27.3) 3 (60.0)
Single literacy item, n (%)
Never 7 (63.6) 2 (40.0)
Rarely 3(27.3) -
Sometimes 1(9.1) 2 (40.0)
Often - -
Always - 1 (20.0)

per year. Participants reported a wide range of countries of origin
including, Cuba (n=6), Dominican Republic (n=3), Nicaragua
(n=1), Peru (n=1), Venezuela (n=1), and the United States
(n=4, including 1 participant from the United States territory of
Puerto Rico). The mean number of years living in the United States
was 35.62+ 19.52 years. All participants reported having T2D for
more than 5 years, and most (62.5%) were on insulin for more
than 5 years. In the single literacy item, 86% of participants reported
“never” needing assistance with reading instructions, pamphlets, or
other written materials from their doctor or pharmacy.

3.2 | Pre-CGM Focus Groups

3.21 | Frequency of Barriers and Facilitators by SEM
Level

In order of frequency, the barriers from participants from the two
pre-CGM focus groups were identified as societal-level (155
agreements by independent reviewers; IRR =95.0%), interper-
sonal/community-level (147 agreements by independent
reviewers; IRR =89.8%), and individual-level (150 agreements
by independent reviewers; IRR =90.9%) (Table 3). IRR calcula-
tions using the Cohen’s kappa statistic [24] revealing an average
agreement of 91.9% across the three SEM levels, indicating
almost perfect consistency in thematic coding between coders
across the barriers. In order of frequency, the facilitators from
participants were identified as societal-level (158 agreements by
independent reviewers; IRR =96.9%), interpersonal/community-
level (151 agreements by independent reviewers; IRR=92.1%),
and individual-level (152 agreements by independent reviewers;
IRR =93.0%) (Table 3). IRR calculations using the Cohen’s kappa
statistic [24] revealed an average agreement of 94.0% across the
three SEM levels, indicating almost perfect consistency in the-
matic coding between coders across the barriers.

TABLE 3 | Pre-focus groups agreement count and Cohen’s kappa
statistic.
Barriers Facilitators
Cohen’s Cohen’s

Agreement kappa Agreement kappa
Level count statistic count statistic
Societal 155 0.950 158 0.969
Interpersonal/ 147 0.898 151 0.921
community
Individual 150 0.909 152 0.930

Barriers and facilitators to CGM use in the Hispanic population
were identified at multiple levels using the SEM (Figure 1). At the
societal and system level, barriers included limited insurance cov-
erage and the high cost of diabetes technology, while facilitators
included manufacturer-sponsored discounts, coupons, and variable
insurance benefits (Table 4). At the community and interpersonal
level, concerns centered around CGM alarms, device detachment,
and lack of exposure to CGM use among peers; conversely, positive
word-of-mouth, social modeling, and caregiving support were facil-
itators. Interpersonally, barriers included a lack of introduction to
CGM by healthcare providers and limited cultural and linguistic
concordance, whereas facilitators involved strong self-advocacy
and a desire for wellness regardless of external judgment. At the
individual level, challenges such as limited knowledge of diabetes
technology, alarm fatigue, and fears around device use were noted;
yet, motivators were the desire to reduce fingersticks, receive real-
time feedback, and improve glycemic control.

3.2.2 | Societal Barriers

At the societal level, several participants described difficulties
obtaining CGMs even with insurance. Most participants expres-
sing concerns regarding cost and insurance were under the age of
65 years. These concerns primarily focused on the high cost of the
device and the complexities and barriers encountered when seek-
ing insurance coverage for the device. One participant noted,
“T've applied to see if I could get it, but maybe it was the insur-
ance, they block you and they don’t give it to you... it’s quite
costly” (Interviewee <65 years). Another explained, “When I
tried to get the device, and this is with good insurance... it is still

Societal/system-level barriers:
« Insurance coverage
« High cost of diabetes technologies

Community-level barriers:
« Cultural and language differences

Interpersonal-level barriers:
« Lack of introduction of CGM from
healthcare team

Individual-level barriers:
« Lack of knowledge about diabetes
self management and diabetes
technologies
« Fears or concerns about CGM use
» Low self-advocacy

FIGURE 1 |
CGM use.

Social-ecological model and multi-layered barriers to
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TABLE 4 | Quotes regarding barriers and facilitators to CGM use prior to CGM initiation.

1. Societal

Barriers Insurance coverage and cost: “I've applied to see if I could get it, but maybe it was the insurance, they block you and
they don’t give it to you. Because it’s quite... you could say it’s costly. The doctor has just prescribed the Free Style, but
it’s very expensive. It’s around $45 every 14 days. So, then I have to see if I will add $45 to my list of medications,
insulin, the other medication they just gave me for my stomach. It’s quite a lot.” (Interviewee <65 years).
“When I tried to get the device, and this is with good insurance, I work for the university, it is still expensive.”
(Interviewee <65 years)

“The insurance puts up many barriers to get it approved.” (Interviewee <65 years)
“Well, the difficult thing is the competition. Let there be more competition so that these insurance problems end. It’s
pitiful that... imagine, people in need, more than me I think. I'm pretending that I'm fine, but people are in need or
more worried than me. We come to this excellent study that you are doing, and you will realize how good it is, how
necessary. And then, if they don’t get anything, it kills them. [re. You agree that the biggest barrier is insurance and
cost?] Insurance and cost.” (Interviewee <65 years)

Facilitators Manufacturer discounts: “Obviously, working for a university, I have learned of various ways to get monitors at a
discount through manufacturers. Obviously, not everyone has access to computers or knows how to get in, or the
indications that doctors sometimes don’t tell you as well. Look, whether you have insurance or not, you can still access
and get the cards or coupons to get it at a discount, too.” (Interviewee <65 years)
Insurance coverage: “[re. What makes it difficult to get one?] I wouldn’t say cost because there are insurance plans
that can pay for it anyway. But I say the connection to get it.” (Interviewee >65 years)

2. Interpersonal/community

Barriers Concerns regarding alarms: “People who have a partner and you have that on, well, at night it could beep, and you are
bothering the other person.” (Interviewee <65 years)
CGM detachment: “I've heard good and bad things about them, like some of them fall off.” (Interviewee <65 years)
Limited exposure to CGM: “I haven’t seen anyone wearing it. I mean, in the clinic I've seen people wearing it, but I
haven’t asked how it is.” (Interviewee >65 years)

Language-concordant care: “The problem that I see the most, to find a doctor who speaks Spanish, and who
understands the problems of Latinos. Because they are different from people of another [ethnicity]. For the food, the
tradition, all that. In Florida that’s not much of a problem, because there are many Latino doctors. But in other parts of

the country, it is.” (Interviewee <65 years)

Facilitators Word of mouth and social modeling: “And the other people I've seen with it, which have been around 50, some of
them say, “I'm thrilled, I can shower, and so on. Nothing happens. I can monitor myself with my cell phone.””
(Interviewee 1, <65 years)
Hypoglycemia alerts: “My mom is 80 years old, my brother is going to St. Lucie with her, because I have my life, 'm a
mom, and she says that the best thing in the world is when that beeps in the morning, because he knows that mom’s
levels are low, and there he gets up to see her and can attend to her thanks to the sound that it makes. While she’s
sleeping, there are alarms.” (Interviewee <65 years)
Indifference to judgment: “I don’t care what others think. What concerns me is being well.” (Interviewee >65 years)

3. Individual

Barriers Alarm fatigue: “It will be beeping all day long.” (Interviewee <65 years)
Limited awareness or knowledge of CGM: “It’s the first time I hear about it, I didn’t know about it, and I've had
diabetes for years. Since I was 14.” (Interviewee <65 years)
Concerns about CGM wear: “I do worry about it for bathing, sleeping, going out, certain things one does, personal,
during the day. And like washing, cooking, this, that, washing your head, wetting it with shampoo. It doesn’t harm for
that, right?” (Interviewee >65 years)
Ability to obtain: “And how does one get that thing? How am I going to get it? To have it?” (Interviewee >65 years)
Language barrier: “But not everyone has the same facility to learn a language. Maybe you learned it, I can’t learn it.”
(Interviewee >65 years)

Facilitators Fewer fingersticks: “I came to a point where I told the doctor, don’t ask me to do it [to prick my fingers], I won’t do it.
I'm tired. For me, honestly, to avoid pricking my fingers, I would wear two if I want.” (Interviewee <65 years)
“It would be a benefit for me and I would be very happy to wear it because there’s no one who can stand pricking their
fingers. But unfortunately one has to keep pricking their fingers, but that would be an extraordinary benefit.”
(Interviewee >65 years)

(Continues)
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TABLE 4 | (Continued)

More glucose information: “The first week will be a little hard, and you go crazy because you want to keep looking,
looking, looking. You get up in the morning, it beeps, okay. If it gets too low, you need to manage it, and if it goes up,
same thing. From the moment you get the hang of it in two weeks you follow your rhythm, and it is the best thing
they’ve ever invented for it.” (Interviewee <65 years)
Improved glycemic control: “I'm going to improve a lot with everything I'm learning, I think I can control it like that.”
(Interviewee <65 years)

expensive” (Interviewee <65 years). The cumulative burden of
managing and paying for multiple medications further amplified
concerns around affordability. There was also frustration with
systemic inefficiencies, with one participant highlighting the
broader impact: “It’s pitiful... people are in need... We come to
this excellent study... and then, if they don’t get anything, it kills
them” (Interviewee <65 years).

3.2.3 | Societal Facilitators

Nevertheless, facilitators at the societal level emerged. Some parti-
cipants were aware of manufacturer-sponsored discounts and cou-
pons, though access to these resources often required digital literacy
or proactive provider guidance. As one individual shared, “Whether
you have insurance or not, you can still access and get the cards or
coupons... but not everyone has access to computers or knows how
to get in” (Interviewee <65 years). In contrast, others with more
robust insurance reported fewer financial barriers, suggesting cov-
erage variability across plans: “I wouldn’t say cost because there are
insurance plans that can pay for it anyway” (Interviewee >65 years).

3.24 | Interpersonal/Community Level Barriers

At the interpersonal and community level, several barriers were
noted. Concerns about device alarms interrupting sleep or dis-
turbing partners were common: “People who have a partner and
you have that on, well, at night it could beep, and you are both-
ering the other person” (Interviewee <65 years). Additionally,
anecdotal reports of device detachment undermined confidence:
“T've heard good and bad things about them, like some of them
fall off” (Interviewee <65 years).

Limited exposure to CGM use among peers also contributed to
uncertainty: “I haven’t seen anyone wearing it... in the clinic I've
seen people wearing it, but I haven’t asked how it is” (Inter-
viewee >65 years). Language-concordant care and culturally
competent providers were highlighted as key unmet needs:
“The problem that I see the most, to find a doctor who speaks
Spanish... because they understand the problems of Latinos”
(Interviewee <65 years). A sense of autonomy and self-prioritiza-
tion also emerged as a motivator, with some participants expres-
sing indifference to external judgment: “I don’t care what others
think. What concerns me is being well” (Interviewee >65 years).

3.2.,5 | Interpersonal/Community Level Facilitators

Conversely, community-level facilitators included positive word-of-
mouth and social modeling. Participants primarily learned about
CGMs from their community, including family members and
friends. Some participants shared affirming experiences of others
using CGMs comfortably, even during daily routines like showering
or cooking: “And the other people I've seen with it, which have

been around 50, some of them say, T'm thrilled, I can shower, and
so on. Nothing happens. I can monitor myself with my cell phone™
(Interviewee <65 years). Additionally, alarm functions were impor-
tant in caregiving scenarios, particularly among families monitoring
older relatives: “She says the best thing in the world is when that
beeps in the morning, because he knows that mom’s levels are
low... he gets up to see her” (Interviewee <65 years).

3.2.6 | Individual Level Barriers

At the individual level, alarm fatigue was frequently cited as a
deterrent: “It will be beeping all day long” (Interviewee <65
years). Limited awareness or knowledge about CGMs was cited
as a significant barrier, even among those with long-standing
diabetes: “It’s the first time I hear about it, I didn’t know about
it, and I've had diabetes for years” (Interviewee <65 years). Par-
ticipants also expressed concerns about device usability during
daily activities, such as bathing or sleeping, as well as confusion
over how to obtain a device or navigate eligibility. Language
barriers further exacerbated access and understanding, especially
for those over 65 years: “Maybe you learned [English], I can’t
learn it” (Interviewee >65 years).

3.2.7 | Individual Level Facilitators

Despite these concerns, participants consistently identified com-
pelling individual-level facilitators. Chief among them was the
desire to reduce or eliminate finger-stick glucose checks. One
participant stated, “For me, honestly, to avoid pricking my fin-
gers, I would wear two if I want” (Interviewee <65 years). Others
echoed similar sentiments, viewing CGM use as a major quality-
of-life improvement.

Participants also spoke positively about the potential benefits of
real-time glucose feedback, envisioning that initial challenges
would give way to improved routine and self-management:
“From the moment you get the hang of it... it is the best thing
they’ve ever invented for it” (Interviewee <65 years). Ultimately,
many expressed optimism about CGMs enhancing their ability to
achieve better glycemic control: “I'm going to improve a lot with
everything I'm learning, I think I can control it like that” (Inter-
viewee <65 years).

3.3 | Post-CGM Focus Groups

Following the initial focus group discussions, participants wore a
CGM for 30 days. They subsequently returned for a follow-up
focus group to reflect on their experience and evaluate the accept-
ability of CGM use. While a few challenges persisted—including
sensors falling off, technical issues, and difficulties in carrying a
phone consistently—participants overwhelmingly described the
experience as beneficial. Of the 16 participants, 11 spontaneously
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expressed interest in continuing CGM use, though a response to
the question was not required of every participant. Importantly,
participants did not cite dissatisfaction with the device as their
reason for not continuing. Rather, the key obstacles to sustained
CGM use were insurance coverage and accessibility of obtaining
devices outside of the study setting.

Participants highlighted multiple perceived benefits (Figure 2).
Many appreciated the device’s ability to track dietary impact,
allowing them to make healthier food choices. As one individual
described, “I like it more because it tells me which foods I eat
make my sugar go up a lot. With that, I am eating better, health-
ier” (Interviewee <65 years). Others emphasized the value of
alerts for hypoglycemia, which offered a sense of safety and antic-
ipatory guidance: “I liked it very much—mainly the fact that it
anticipated when my blood sugar would drop. It notified me”
(Interviewee <65 years).

Improved glycemic control was also cited as a major advantage.
Participants described how real-time visibility into their glucose
levels helped them make more informed decisions throughout the
day. One participant shared, “What I loved the most was that it did
keep [my blood glucose] regular, wherever I was. Because you look
at it all day and you can tell, so if you are about to sit down to eat,
you are going to order, you check that and you already know
where it’s at” (Interviewee <65 years). Others noted that CGM
use significantly reduced their need for fingerstick checks, which
they found burdensome.

Participants suggested improving access to CGM for Hispanic peo-
ple by introducing it early, providing more education, and addres-
sing financial barriers. Participants reflected on the missed
opportunity of not being introduced to CGM technology earlier
in their diabetes journey. Several emphasized the importance of
early and repeated exposure to CGM as part of routine diabetes
care. One participant, living with diabetes for 6 years, expressed
frustration over the lack of guidance at diagnosis: “I knew that
continuous glucose monitors already existed, but the doctor did
not make the effort to explain it to me clearly enough. I'm sorry
—I know they are very busy... but maybe they can have an assis-
tant, the nurse, to take two more minutes... because that alone, if
he had made that effort, perhaps I would have participated a long
time ago” (Interviewee <65 years). Another participant under-
scored the role that structured, formal education could play in
demystifying CGM use, comparing it to the classes they received

14
12
10

Alerts for low
blood sugar

Dietary
changes

FIGURE 2 |

No fears of
continuing/
will continue
using it

upon diagnosis: “There should be something so that doctors can
send [patients| to a continuous monitor class... It’s different from
sitting down to check it out, and to be able to ask questions, and
maybe even have a trial, for 10 days. I think that would do a lot of
good for the community” (Interviewee <65 years).

Cost remained a prominent barrier, particularly among partici-
pants whose insurance did not cover CGMs. Many voiced frustra-
tions with the financial burden and the challenges of navigating
discount programs. One participant shared, “I went to ask and my
insurance doesn’t cover it... and you have to pay a lot to get the
equipment... I always go to look for coupons, and the coupons
help me a lot, it lowers the price quite a bit. I think that coupons
should be provided in order to help many more people” (Inter-
viewee <65 years). Another added that even when programs exist,
access often depends on digital literacy or proactive support: “They
should make it easier to access the coupons... because not every-
one has access to computers or knows how to get in.”

Participants also suggested systemic improvements, such as sim-
plifying insurance navigation and increasing the availability of
Spanish-language materials. One participant noted that they
struggled to understand the device instructions due to language
limitations: “I couldn’t read the directions... I tried what I could
and I did, but I had to ask for help anyway, because there are
things you don’t understand” (Interviewee >65 years).

By the 8-week follow-up call, 11 of the 16 participants had inde-
pendently obtained a CGM through their provider and insurance
benefits, reflecting sustained interest and a willingness to over-
come barriers to continued use.

4 | Discussion

This study highlights the multi-level barriers and facilitators
influencing CGM adoption among Hispanic individuals with
insulin-treated T2D. Using the SEM as a framework, we identi-
fied key barriers at the system, interpersonal, and individual
levels, including cost and insurance challenges, lack of provider
introduction to CGM, and concerns about wearing the device.
After a trial period, participants expressed a strong interest in
continuing CGM use, citing improved glycemic awareness, die-
tary modifications, and reduced reliance on fingersticks glucose
monitoring as major benefits.

Improved
control

Fewer finger
stick tests

Frequency of CGM benefit themes discussed in focus groups after 30 days of CGM use in both cohorts.
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Our study contributes to the growing body of literature on disparities
in diabetes technology use by specifically exploring barriers and
facilitators to CGM adoption among Hispanic individuals with insu-
lin-treated T2D. The majority of our participants (54%) earned less
than $25,000 per year, highlighting the financial strain many face. At
the system level, insurance and cost were the top issues—especially
for those under 65 years, who often had trouble getting coverage or
faced high out-of-pocket costs. Some participants managed to get a
CGM through their insurance after the study, but others ran into
insurance coverage issues and expenses. These findings are consis-
tent with previous studies that have highlighted disparities in CGM
access due to insurance-related barriers, particularly among racial
and ethnic minority groups [25]. Interestingly, participants >65
years expressed fewer concerns about cost, suggesting that expanded
insurance coverage may reduce financial barriers.

At the community and interpersonal level, participants expressed
that healthcare providers often did not discuss CGM as an option. A
recent study confirms low CGM prescription rates among patients
with T1D and T2D in Federally Qualified Health Centers, with
disparities associated with race, ethnicity, and insurance status
[26]. Most participants who had learned about CGM prior to our
study had primarily done so through their community, such as
friends and family, not from their healthcare team. Additionally,
cultural considerations emerged as a potential barrier, with partici-
pants emphasizing the importance of having Hispanic/Latino
healthcare providers who understand the dietary and cultural chal-
lenges faced by Latino individuals with diabetes. The lack of Span-
ish-language instructions and resources was also cited by
participants, reinforcing the need for culturally tailored diabetes
education.

At the individual level, barriers included concerns about device
functionality, potential discomfort, and challenges in requesting
CGMs from healthcare providers. These findings align with prior
research by Yingling et al. [27], which identified fear, trust issues,
calibration requirements, and concerns about comfort as com-
mon barriers to CGM use in individuals with T2D. Similarly, Ni
et al. [28] conducted semi-structured phone interviews with T2D
patients prescribed CGM through a Medicaid program. They
found that while participants initially anticipated discomfort
with sensor placement due to their experience with fingersticks
testing, this concern was generally overcome after initial use, a
pattern also observed in our study [28].

Despite these barriers, participants also recognized the benefits of
CGM technology, including improved glycemic control, greater
dietary awareness, reduced need for fingersticks glucose testing,
and alerts for hypoglycemia. Many participants expressed frus-
tration that CGM had not been introduced to them earlier in
their diabetes journey, suggesting that early exposure and access
could improve long-term adoption. This highlights the need to
make CGM education a routine part of diabetes care for indivi-
duals who use insulin. Furthermore, efforts to improve financial
accessibility—such as expanding insurance coverage, increasing
provider awareness of discount programs, and advocating for
systemic changes to simplify access—could help more people
benefit from CGM technology.

Our study is one of the first to qualitatively explore CGM barriers
among Hispanic adults with insulin-treated T2D, using a struc-
tured framework to identify key challenges and opportunities.

Strengths of the study include its focus on a diverse Hispanic
population reflective of the Miami metropolitan area, the use
of Spanish-language focus groups, and the integration of pre-
and post-CGM use perspectives. However, limitations should
be acknowledged. As a small pilot study conducted at a single
center, the findings may not be generalizable to Hispanic popula-
tions in other geographic regions. While qualitative research pro-
vides in-depth insights, it is inherently limited by cohort size and
potential selection bias. Additionally, the study population had
suboptimal baseline glycemic control, which may have influ-
enced participant perspectives, including greater motivation to
engage with CGM and perceive its benefits. Therefore, these find-
ings may not fully reflect the experiences of individuals with
better glycemic control or lower perceived need for diabetes tech-
nology. In addition, the transcripts were translated prior to anal-
ysis, which may have resulted in minor alterations in contextual
meaning during the translation process. Future research should
expand on these findings through larger, multicenter studies and
quantitative analyses to further elucidate disparities in CGM
adoption and develop targeted interventions.

5 | Conclusion

Findings from this study suggest that while Hispanic individuals
with insulin-treated T2D face significant barriers to CGM access,
many are willing to use CGM when provided with appropriate
education and support. Addressing cost-related barriers, increas-
ing provider engagement in CGM discussions, improving Spanish-
language resources, and integrating structured CGM education
into routine diabetes care are important steps for enhancing
CGM adoption in this population.
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