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Abstract
Black men are disproportionately affected by type 2 diabetes (T2D) and experience higher diabetes-related complica-
tions than non-Hispanic White men. To address the complex barriers in diabetes self-management for Black men, we
implemented a 3-month peer-led and empowerment-based Diabetes Self-Management Education (DSME) and Support
(DSMS) intervention in Metro Detroit. Twenty-five Black men �55 years of age with self-reported T2D were rando-
mized to the intervention group (n=12)—10 hr of DSME and 9 hr of DSMS—or enhanced usual care (EUC) group
(n=13)—10 hr of DSME. Peer leaders (n = 3) were trained by certified diabetes care and education specialists (CDCESs)
to cofacilitate the support sessions. Outcomes (hemoglobin A1c [HbA1c], diabetes self-care activities, and diabetes dis-
tress) were assessed preintervention and postintervention. In the intervention and EUC groups, mean HbA1c
decreased by 0.20% (p = .52, SD = 0.99) and 0.13% (p = .68), respectively. General diet (p = .03, M change: 1.32,
SD = 1.71) and blood glucose monitoring (p \ .05, M change: 0.50, SD = 0.74) scores improved among those in the
intervention group. General diet scores also improved in the EUC group: mean change: 1.77, p = .08, although changes
were not statistically significant. Changes in diabetes distress scores differed based on the number of sessions attended,
with a significant decrease in those attending 7 to 12 sessions (n = 7), .50%, (p = .003, M change: 25.71, SD = 3.20).
Implementing a peer-led DSMS program for Black men was feasible, adopted, and led to positive changes in outcomes.
Scaling up the intervention and assessing sustainability is warranted.
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Introduction

In the United States, 11.6% of adults aged 18 years or
older are living with type 2 diabetes (T2D) (Centers
for Disease Control and Prevention [CDC], 2023).
T2D risk is associated with the built environment, par-
ticularly in urban settings such as Metro Detroit,
Michigan (Amuda & Berkowitz, 2019). T2D ranks as
the eighth leading cause of death in the Metro Detroit
area (Tian, 2023). Among individuals 45 to 64 years of
age and 65 years and older residing in Metro Detroit,
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16.1% and 23.3%, respectively, are living with a dia-
betes diagnosis (CDC, 2024). The prevalence of dia-
betes is significantly higher in Black men, who are at
an increased risk of developing the condition and are
more likely to die from its complications than non-
Hispanic White men (CDC, 2023; Michigan
Department of Community Health [MDCH], 2019).
Black men are more likely to experience blood glucose
levels above target ranges relative to non-Hispanic
White men (CDC, 2023). In 2021, age-adjusted dia-
betes death rates per 100,000 people in Michigan were
32.5 for White males, 18.4 for White females, 50.0 for
Black males, and 35.0 for Black females (Michigan
Department of Health & Human Services [MDHHS]
& Division for Vital Records & Health Statistics,
2022).

The need to exhibit strength, confidence, emotional
restraint, and authority serves as an obstacle for Black
males in adopting guidance from health care profes-
sionals and accessing support from family and com-
munity members (Hawkins et al., 2015, 2017). Black
men may encounter unique challenges when trying to
adopt health-promoting behaviors. Challenges include
a lack of social support, poor relationships with health
care providers as a result of mistrust, financial con-
straints due to high medical fees, the burden of long
working hours, and low health literacy due in part to
systemic barriers (Harvey & Alston, 2011; Hawkins
et al., 2015, 2017; Liburd et al., 2007; Muvuka et al.,
2020).

Gender-related norms among Black men also
include the ‘‘superman syndrome,’’ which is the belief
that Black men can manage their health without the
help of health care professionals (Harvey & Alston,
2011; Hawkins et al., 2015, 2017; Liburd et al., 2007).
The literature emphasizes the role of gender in health
behavior management and highlights the conflict
between male gender norms and adapting self-
management behaviors and engagement with health
care (Courtenay, 2000). Findings underscore the
importance of incorporating health messaging in dia-
betes self-management that aligns with the values and
goals specific to Black men. To promote gender-
specific programming, male interventionists such as
peer leaders, should be integrated to reduce the stigma
associated with seeking health care, to enhance com-
munication with health care providers, and to address
specific beliefs that undermine health (Fleming et al.,
2014).

Peer leaders, who are trained lay individuals, play
an integral role in improving T2D self-management
within minority communities by providing diabetes
education, assisting with goal setting, problem-

solving, and offering social and emotional support
(Lee et al., 2018; Spencer et al., 2013). In racially mar-
ginalized populations, the involvement of peer leaders
who share cultural identity and have strong connec-
tions in the community is vital for improving diabetes
management (Heisler, 2007, 2010; Peers for Progress,
2010). Although studies have identified the effective-
ness of interventions that utilize peer leader models to
enhance blood glucose monitoring and clinical out-
comes (such as hemoglobin A1c [HbA1c] levels)
among racially marginalized populations, these inter-
ventions are not tailored to meet the needs of Black
men (Balls-Berry et al., 2015). Particularly, the lack of
content customization and messaging adjustment is
coupled with the predominant use of female peer lead-
ers in these studies, with women generally comprising
most participants in diabetes intervention studies
(Sherman et al., 2017). Matching peer leaders with
participants based on race and gender has the poten-
tial to enhance the appropriateness of the intervention
content and messaging (Hurt et al., 2015; Maulsby
et al., 2013; Sherman et al., 2017).

While there is limited research on the use of male
peer leaders with Black men living with T2D, male
peer leaders have been used to address other health
concerns, such as HIV, to provide health education
and support to Black men (Maulsby et al., 2013).
There is a gap however, in that this research primarily
consists of nonrandomized feasibility studies with
small sample sizes. It is important to assess whether
the use of male peer leaders as interventionists can
improve diabetes self-management outcomes through
empirically tested intervention methods.

The most effective approaches to diabetes manage-
ment incorporate Diabetes Self-Management
Education (DSME) and Support (DSMS). These two
components encompass the necessary knowledge,
skills, and abilities for individuals to care for their dia-
betes on an ongoing basis. DSME takes into account
the individual’s needs, goals, and life experiences,
guided by evidence-based standards (Powers et al.,
2016). Research findings demonstrate the effectiveness
of DSME in improving clinical outcomes, quality of
life, and cost-effectiveness in the short term (Lee et al.,
2018; Spencer et al., 2013). However, it is acknowl-
edged that DSME alone is insufficient to sustain the
substantial self-management efforts required for T2D.
To maintain these improvements, ongoing DSMS is
needed, which involves activities to support the imple-
mentation and continuation of behaviors essential for
managing T2D (Davis et al., 2022). DSMS can be
behavioral, educational, psychosocial, and/or clinical
in nature, and both health professionals and trained
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peer leaders can effectively deliver DSMS (Beck et al.,
2017; Piatt et al., 2010, 2012; Piatt & Zgibor, 2010;
Powers et al., 2016; Tang et al., 2011; Tang, Funnell,
Noorulla, et al., 2012; Tang, Funnell, & Oh, 2012).

The empowerment philosophy provided the foun-
dation for both the DSME and DSMS intervention
strategies and the peer leader training program
(Funnell et al., 2005, 2007). When using this philoso-
phy, participants reflect on their self-management
practices, discuss the emotional aspects of living with
diabetes, and play an active role in structured, person-
centered processes for establishing goals and resolving
issues (Funnell, 2023; Funnell et al., 2005).
Educational strategies include self-discovery and
problem-based learning, self-determined goal setting,
shared decision-making, creating equal partnerships,
and using person-centered communication and non-
stigmatizing language (Funnell, 2023; Kloss et al.,
2022).

Empowerment-based DSME and DSMS have
been effective in other studies that have used peer
leaders in partnership with certified diabetes care
and education specialists (CDCESs) (Funnell et al.,
2005; Piatt et al., 2018; Tang, Funnell, & Oh, 2012).
A study by Tang, Funnell, and Oh (2012) used a
participant-driven model, where individuals had
control over how often support was provided. This
model advanced self-sufficiency and suggested that
training peer leaders to provide empowerment-based
DSMS had sustained positive effects on self-care
behaviors (e.g., diet and insulin use) and metabolic/
cardiovascular health outcomes (e.g., glycemia and
serum cholesterol) (Tang, Funnell, & Oh, 2012). In
DSMS sessions with peer leaders, emphasis was
placed on supporting participants with self-
management skills and emotional coping, which
positively affected diabetes-related health behaviors
and health outcomes. In the Funnell et al. (2005)
study, the combination of the culturally sensitive
and patient-centered approach resulted in positive
outcomes and participant empowerment. Group
support, efficiency, and sustained positive changes
were reported by participants during the 1-year
follow-up period. The program, guided by empower-
ment principles, stressed informed decision-making
and behavioral goal setting, and integrated clinical,
psychosocial, and behavioral components. As evi-
denced by feedback from participants and educators,
the program placed value in trusting participants’
abilities to manage their diabetes and in the impor-
tance of the empowerment-focused approach in
DSME (Funnell et al., 2005). See Tang and Funnell
for a more detailed explanation of the

empowerment-based training approach (Funnell
et al., 2005; Tang, Funnell, & Oh, 2012).

Project Support, Education, and Evaluation in
Diabetes (SEED) used an empowerment-based
approach to both DSME and DSMS, focusing on
selecting and training peer leaders who, as individuals
with diabetes themselves, brought shared experiences
and empathy to the program (Piatt et al., 2018). The
training content was rooted in the empowerment phi-
losophy and focused on person-centered goal setting
using the Specific, Measurable, Actionable, Relevant,
and Timely (SMART) criteria. Through group-based
problem-solving sessions, self-discovery, and ongoing
support, participants engaged in collaborative learn-
ing, and shared insights and strategies for effective
diabetes self-management. These studies and the work
of others (Spencer et al., 2013) highlight the impor-
tance of peer leaders who adopt an empowerment-
based approach in DSMS for adults living with T2D.

Integrating DSMS into communities, and lever-
aging available resources and community infrastruc-
tures are critical for lifelong diabetes management.
There is limited research on how to best organize and
implement these interventions in real-world commu-
nity settings, particularly for Black men. This study
aimed to examine the feasibility and acceptability of
an innovative model of DSMS using peer leaders
within a community-based setting. Findings may pro-
vide valuable insights into adapting and implementing
effective and sustained peer-led DSMS programming
for Black men with T2D, subsequently advancing our
understanding in the field.

Method

Pilot Study Overview

The Michigan Men’s Diabetes Project (MenD) was
first piloted as a 12-week randomized clinical control
trial. The aim of the pilot was to understand the feasi-
bility and acceptability of the Peer-Led Diabetes Self-
Management Support (PLDSMS) intervention and to
estimate the intervention effect size on the primary
outcome of diabetes self-management behaviors and
changes in HbA1c, and on secondary outcomes that
include diabetes self-efficacy and distress.

Setting

Participants were men who self-identified as Black
and were older than 55 years. The program was con-
ducted virtually using Zoom for Health at the
University of Michigan, which is a Health Insurance
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Portability and Accountability Act (HIPAA) compli-
ant platform (Zoom for U-M, n.d.).

Recruitment

A total of three peer leaders and 25 participants were
recruited—13 participants were randomized to the
enhanced usual care (EUC) group and the remaining
12 to the intervention group (Figure 1). Participant
inclusion criteria included a T2D diagnosis for at least
6 months prior to program start date and full-time
residency in the Metro Detroit area. Diagnosis was
determined via self-report or through verification of

medical records, and determination was dependent on
the method of recruitment. Eligible participants must
have also been under the current care of a physician
for diabetes. To confirm current care, at the baseline
assessment, individuals were asked whether they cur-
rently had a doctor, and if so, were asked to provide
their doctor’s contact information. The University of
Michigan Office of Research DataDirect system was
used as the primary tool for participant recruitment.
DataDirect is a self-serve data tool available to
MichiganMedicine employees and includes more than
4 million patients from the University of Michigan
(University of MichiganMedical School, n.d.). All but

Figure 1. Michigan Men’s Diabetes Project Flow Diagram
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two participants were recruited through DataDirect.
The Michigan Center for Urban African American
Aging Research Participant Resource Pool
(MCUAAAR PRP) was also utilized. The
MCUAAAR PRP is a volunteer registry that can be
accessed by scholars conducting research focused on
African Americans who meet their study criteria
(60.1% of male PRP members have a clinical diagno-
sis of T2D) (‘‘Participant Resource Pool,’’ n.d.). Those
with any of the following conditions were not eligible
to participate: a status of nonambulatory; serious
health conditions; psychiatric illness (severity requir-
ing hospitalization); or serious diabetes complications
(e.g., blindness that would impede meaningful partici-
pation). Individuals from DataDirect and the
MCUAAAR PRP were identified based on the speci-
fied eligibility criteria. Contact details were then
obtained, and the study staff reached out via phone,
inviting those eligible to participate in the study.

Two of the three peer leaders who led the interven-
tion were recruited from the MCUAAAR PRP. The
third peer leader was a participant in a prior peer
leader study (Piatt et al., 2021). To be eligible, peer
leaders were required to have had a clinical diagnosis
of T2D for at least 1 year prior to the start date of the
study; be a current resident of Metro Detroit; have at
least an eighth-grade education; be willing to commit
to 24 hr of training; be actively working on his or her
own diabetes self-management goals; and be willing to
serve as a peer leader. Exclusion criteria mirrored that
of the participants.

Intervention Design

Peer leaders received 24 hr of group training over a 3-
month period by CDCESs. The CDCESs used train-
ing materials relevant to Black men with T2D.
Knowledge and skills that included measurement of
empowerment-based facilitation, communication, and
goal setting, were assessed. A complete outline of the
content covered, and skills assessed, is described else-
where (Hawkins et al., 2021; Tang, Nwankwo, et al.,
2012).

Participants were randomly assigned to either the
EUC group or intervention group. Those in the EUC
received 10 hr of virtual DSME over 6 weeks facili-
tated by one of the project CDCESs. Those in the
intervention group received 10 hr of virtual DSME
cofacilitated by a CDCES and two peer leaders.
Although the DSME was not part of a recognized or
certified program, all the recommended content from
the Diabetes Self-Management Education and
Support (DSMES) standards was addressed for both

groups (Powers et al., 2016). In addition, the interven-
tion group received 9 hr of PLDSMS over 6 weeks
with the trained peer leaders. Those in the EUC group
received six sessions of DSME, while the intervention
group received ongoing support (i.e., 12 sessions). The
CDCES was not present for the PLDSMS sessions,
but was available via telephone if needed to answer
content questions. To continue the partnership, the
CDCESs led monthly leadership development sessions
with the peer leaders via Zoom to discuss concerns
and questions, and to practice empowerment-based
communication skills and behavioral strategies.

A rolling recruitment was used for this study so
start dates were staggered for participants. Sessions
were held from July 2021 to October 2021 for seven of
the 12 participants in the intervention group, and
August 2021 to November 2021 for the remaining five
participants. For those in the EUC group, sessions
were held from July 2021 to August 2021 for seven of
the 13 participants, and August 2021 to September
2021 for the remaining six participants. All partici-
pants received a reminder phone call and text the day
before the first session. Peer leaders received US$10/hr
for training, leader review sessions, DSME sessions,
and DSMS sessions. Additional detail on intervention
design is presented elsewhere (Hawkins et al., 2021).

Primary Outcome Measures

Primary (HbA1c and self-care activities) and second-
ary outcomes were collected at baseline and at 3
months (intervention end). Participants received
US$20 after each completed assessment. HbA1c data
were collected using a point-of-care Siemens DCA
Vantage Analyzer, which is accurate and precise
(Whitley et al., 2015). Participants were asked to pro-
vide nonfasting finger stick capillary blood samples.
Self-care activities were measured using the Summary
of Diabetes Self-Care Activities (SDSCA) measure
(Toobert et al., 2000). The scale measures self-care
activities, with subscales assessed independently due
to low interitem correlations. The brief self-report
questionnaire measures management behaviors that
include blood glucose monitoring, foot care, physical
activity, and dietary management (general and specific
diet). Items are measured on a scale of 0 to 7, repre-
senting days per week, and subsequently averaged to
compute subscale scores. A higher score suggests bet-
ter self-care. Participation (session attendance) was
measured to assess intervention feasibility (Pearson
et al., 2020).

It is important to highlight that there is a distinc-
tion between timepoint data collection and session
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attendance. Participants who missed sessions were still
asked to complete timepoint assessments. All partici-
pants were contacted and scheduled for each
assessment.

Secondary Outcome Measures

Secondary outcomes included body mass index (BMI;
kg/m2); blood pressure (mmHg); depressive symptom
severity; diabetes self-efficacy; and diabetes distress.
BMI was calculated using height, measured in centi-
meters using a stadiometer, and weight, measured in
pounds on a calibrated digital scale. Height and
weight measurements were converted to meters and
kilograms, respectively, to properly calculate BMI.
Blood pressure was measured using an automated
machine that obtained three readings with 1 min
between each reading. The readings were averaged
and recorded.

Depressive symptom severity was measured using
the 2-item Patient Health Questionnaire (PHQ-2)
(Kroenke et al., 2003). The PHQ-2 was reported to

have construct and criterion validity. Scores range
from 0 to 6, with a score of �3 indicating probable
major depressive disorder (Kroenke et al., 2003).

To measure diabetes self-efficacy, the 8-item
Diabetes Self-Efficacy Scale (DSES) was used
(a=.85; test retest validity=0.80) (Lorig et al.,
2009). Items range from 1 (not confident at all) to 10
(totally confident); the higher the score, the higher the
self-efficacy. Diabetes-related distress was assessed
using the 17-item Diabetes Distress Scale (a=.93)
(Polonsky et al., 2005). The scale ranges from 1 (no
problem) to 6 (serious problem).

Statistical Analyses

We performed a paired sample t test using Rubin’s
method to test for differences in HbA1c, diabetes
self-care activities, BMI, blood pressure, depressive
symptoms, diabetes self-efficacy, and diabetes dis-
tress from preintervention (baseline) to 3 months
postintervention among those who participated in
peer-led DSMS and those who did not participate.

Table 1. Program Participant Characteristics at Baselinea

All participants Treatment Control Peer leaders
(N=28) (n=12) (n=13) (n=3)

Age (years)
Mean (SD) 62.8 (7.1) 64.4 (5.6) 62.1 (5.8) 59.7 (16.6)
Range 42 - 75 57 - 74 56 - 74 42 – 75

Hemoglobin A1c
Mean (SD) 7.5 (1.7) 7.7 (2.2) 7.4 (1.3) 7.2 (0.9)
Range 5.7 – 12.8 6.0 – 12.8 5.7 – 10.5 6.6 – 8.2

Highest degree or level of school completed
Some college 11 (39.3) 5 (41.7) 5 (38.5) 1 (33.3)
College graduate 4 (14.3) 1 (8.3) 1 (7.7) 2 (66.7)
Graduate degree 12 (42.9) 5 (41.7) 7 (53.8) 0 (0)
Unknown 1 (3.5) 1 (8.3) 0 (0) 0 (0)

Employment Status
Full-time 13 (46.4) 5 (41.7) 7 (53.8) 1 (33.3)
Retired 11 (39.3) 5 (41.7) 4 (30.8) 2 (66.7)
Unknown 4 (14.3) 2 (16.6) 2 (15.4) 0 (0)

Marital Status
Single 6 (21.4) 2 (16.7) 3 (23.1) 1 (33.3)
Married 20 (71.4) 10 (83.3) 8 (61.5) 2 (66.7)
Unknown

Annual Household Income
\$50,000 7 (25.0) 5 (41.7) 1 (7.7) 1 (33.3)
�$50,000 21 (75.0) 7 (58.3) 12 (92.3) 2 (66.7)

Insurance Status (select all that apply)
Group plan through employer 18 (64.3) 6 (50.0) 10 (76.9) 2 (66.7)
Medicare 13 (46.4) 6 (50.0) 6 (46.2) 1 (33.3)

Received DSMEb

Yes 25 (89.3) 11 (91.7) 11 (84.6) 3 (100)
No 3 (10.7) 1 (8.3) 2 (15.4) 0 (0)

aReported as ‘‘n’’ and prevalence (%).
bDiabetes Self-Management Education.
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Multiple imputation was used to handle missing data
among the control group at follow-up, with the
assumption that data were missing at random. Five
imputed data sets were created, and the Markov
chain Monte Carlo (MCMC) method was used.
Descriptive statistics were used to report program
participant demographic characteristics at baseline.

To assess the effect of session attendance on the
outcomes, the paired sample t test was performed.
This tested for differences in the primary and second-
ary outcome measures among the proportion who
attended .50% and ł50% of the PLDSMS sessions.
Statistical significance across all models was defined
as having a value of p \ .05.

SAS software version 9.4 (SAS Institute, Inc.) was
used for all statistical analyses. Study data were col-
lected and managed using REDCap electronic data cap-
ture tools, CTSA: UL1TR002240 (Harris et al., 2009).

We used the CONsolidated Standards Of Reporting
Trials (CONSORT) reporting guidelines (Schulz et al.,
2010) (Supplemental Table S1). Individuals were asked
to provide written informed consent prior to participat-
ing. The study protocol was approved by the University
of Michigan Medical School Institutional Review
Board (IRBMED)HUM00190932.

Results

Among the intervention group, 11 of the 12 (92%)
participants completed both the preassessment and
postassessment, and among the EUC group, 8 of the

13 (62%) participants completed both the preassess-
ment and postassessment (Table 1 and Figure 2).

A nonlinear relationship between time and partici-
pation rate was present among the control group.
Session 6 marked the highest rate of participation
(77%, 10 of 13).

HbA1c levels decreased by 0.20% (SD=0.99,
p=.52) from baseline to 3 months in the intervention
group (Table 2), and by 0.13% (p=.68) in the control
group (Table 3). Among those in the intervention
group, there was a statistically significant difference in
general diet (M change: 1.32, SD=1.71, p=.03) and
blood glucose monitoring scores from baseline to 3
months (M change: 0.50, SD=0.74, p \ .05).
Among those who attended more than half of the total
number of sessions held, a difference in diabetes dis-
tress scores from baseline to 3 months (M change:
25.71, SD=3.20) was statistically significant
(p=.003), representing improvement.

General diet scores increased from baseline in both
the intervention (M change: 1.32, SD= 1.71, p= .03)
and control groups (M change: 1.77, p = .08).
However, changes in the control group were not statis-
tically significant. Relatedly, blood glucose monitor-
ing scores increased from baseline in both the
intervention (M change: 0.50, SD = 0.74, p = .05)
and control groups (M change: 2.44, p = .24).
Changes in the control group were not statistically sig-
nificant. Systolic (M change: –5.23, SD = 8.15, p =
.07) and diastolic (M change: –1.33, SD = 7.57, p =
.61) blood pressure decreased in the intervention

Figure 2. Program participant attendance over time. The intervention group attended 12 sessions, while those in the control
group were expected to attend six sessions
Note. Intervention and control group sessions were independently held.
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group, whereas systolic (M change: 10.34, p = .24)
and diastolic (M change: 0.15, p= .98) blood pressure
increased in the control group.

Discussion

This 3-month pilot randomized clinical control trial
sought to examine the feasibility and acceptability of
a novel self-management education and support pro-
gram for Black men with T2D, while also measuring
changes in primary and secondary outcomes. Our
study contributes to addressing health disparities
among Black men, a population often underserved in
research and health care. The partnership between the
CDCES and peer leaders, and the empowerment-
based approach underscored the uniqueness and
importance of this intervention program. Participants
in the intervention group exhibited positive changes in
HbA1c levels, general diet and blood glucose monitor-
ing scores, and blood pressure. The control group also
experienced some positive improvements in health
outcomes, but changes were not significant.
Participant engagement varied over the sessions, with
participation rates peaking at 83% in the intervention
group. On average, though, rates were slightly lower
compared with other peer-led diabetes prevention
interventions (Tang et al., 2014). Although all sessions
were held on Zoom, suggesting increased accessibility,
preliminary feedback indicated that there were chal-
lenges around using Zoom software, mainly for older
men. Reasons beyond difficulties with the software
may have also contributed to fluctuations in engage-
ment over time.

As demonstrated in our study, peer-led support
interventions are effective in lowering HbA1c levels
and improving self-management behaviors, particu-
larly among those with low medication taking and
self-management support levels (Moskowitz et al.,
2013). Our results align with existing literature on the
positive impact of peer-led programs on HbA1c and
self-management behaviors. Culturally tailored inter-
ventions, as evidenced by a diabetes self-management
program for Chinese Americans, have proven effec-
tive in improving diabetes self-management skills
(Sun et al., 2012). Peer-led programs, such as one
implemented in a low-income population in Mali,
have led to improvements in glycemic stability and
anthropometric measures (Debussche et al., 2018).
Additional studies support the current findings,
although mixed. Extended peer support slightly
improved blood pressure, as reported in one study
(Simmons et al., 2015), and potentially improved car-
diovascular health, as reported in another studyT
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(Tang et al., 2015). Other studies reported no signifi-
cant changes in glycemic stability with community-
based DSME and peer support, but significant reduc-
tions in diabetes distress (Ju et al., 2018; Presley et al.,
2020). Importantly, none of the aforementioned stud-
ies used empowerment in any aspect of the training or
in any of the intervention components, aside from
Debussche et al. (2018). Here, the authors described
the intervention as being an empowerment-based pro-
gram, grounded in theory. The approach shaped the
design of the educational sessions, sessions that
included tailored handouts and new curricula. These
studies collectively emphasize the need for a complete
understanding of the specific health outcomes targeted
by peer-led interventions, while considering duration,
participant characteristics, and level of support
provided.

Black men experience worse diabetes-related health
outcomes that include higher rates of lower limb
amputations, compared with other racial and ethnic
groups. The convergence of race and gender places
Black men in a compounded situation, where they face
distinct challenges that hinder meaningful participa-
tion in peer-led diabetes self-management programs.
Understanding the specific challenges faced by Black
men is necessary for designing interventions that reso-
nate with their experiences. Tailoring diabetes self-
management and support programs to the unique
needs and experiences of Black men can enhance the
effectiveness of these programs. This may include
addressing social and systemic factors that contribute
to health disparities.

Designing and implementing interventions requires
active community engagement and a great degree of
cultural sensitivity that are often inherent in peer-led
programs (Okoro et al., 2018). Black male peer leaders
living in the same area, with the same health condition,
and of similar age and socioeconomic status, by virtue,
share similarities with the participants. Programs that
are culturally relevant and cognizant of the challenges
faced by Black men can foster trust and increase par-
ticipation rates. Collaborating with community leaders
and stakeholders can support recruitment efforts and
lead to greater acceptance of program objectives and
strategies among the target population.

Our findings also underscore the importance of
empowerment-based approaches, especially for Black
men. Empowering individuals to take ownership of
their health and well-being can serve as a means for
positive behavior change. The integration of empow-
erment strategies into peer-led interventions may con-
tribute to overcoming systemic challenges and
deepening a sense of autonomy and self-advocacy

among Black men living with T2D. The intervention
integrated targeted health education tailored to
address the health literacy needs of Black men.
Increasing support and education around diabetes
management that emphasizes the importance of self-
care within the context of culture and gender can
empower individuals to make informed decisions
about their health.

Limitations

Black men living with T2D are more likely to have
functional limitations that include lower limb amputa-
tion and limited mobility due to diabetes-related com-
plications. Although virtual programs address
barriers to in person attendance, there are limitations.
Future studies may find value in measuring the impact
of a virtual versus in-person intervention. While
efforts were made to reduce loss to follow-up, some
participants did not complete the follow-up assess-
ment, affecting generalizability. Of note, there were no
statistically significant differences in baseline charac-
teristics between controls with preintervention and
postintervention data and those with no follow-up
data. The lack of significant differences in baseline
characteristics between the two groups indicates that
minimal bias was introduced as a result of attrition. In
this study, we evaluated differences in psychosocial
factors; however, the study was not inclusive of all fac-
tors that may have affected participant engagement.
Individuals were not randomly selected to participate,
which may have introduced self-selection bias.
Participants who chose to enroll may differ systemati-
cally from those who did not, further affecting the
generalizability of our findings. Many of the partici-
pants were generally healthy prior to enrollment and
their enthusiasm may have influenced the observed
positive outcomes. Finally, the sample size was small
and the follow-up period in our study was limited to 3
months. Although this time period was adequate to
assess short-term outcomes, an extended follow-up
period is needed to evaluate whether the observed pos-
itive changes were sustained.

Recommendations

Future research should address these limitations
through the refinement of recruitment strategies to
improve generalizability and through the exploration
of a wider array of relevant psychosocial factors.
Extending the follow-up period to assess the long-term
impact on health outcomes, specifically as it relates to
HbA1c, is also warranted. Psychosocial factors,

10 American Journal of Men’s Health



including social support, mental health, and stress, can
significantly affect engagement and outcomes in dia-
betes self-management programs. Examining these
additional factors could provide further insight into
participant experiences. Including age of diabetes onset
as a predictor of peer-led diabetes intervention efficacy
was not the objective of this study; however, investiga-
tors may find usefulness in evaluating diabetes dura-
tion as a predictor of acceptability, which may
influence future program development. Utilizing a
combination of objective measures and qualitative data
could also enhance the robustness of future studies.

Initial and continued engagement from participants
is important for the success of peer-led programs.
Assessing the sustainability of HbA1c reductions post-
intervention and utilizing a difference-in-differences
technique with an increased sample size will provide a
more comprehensive understanding of intervention
effect. These recommendations will help close existing
gaps and contribute to the literature on effective peer-
led interventions for Black men.
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