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INTRODUCTION 
 
Background 
Some chronic diseases, like diabetes, can cause irreversible impairment to one’s health when 

not diagnosed or treated early. In the past 35 years, age-adjusted rate of adult diabetes 

diagnoses in the United States per 100 people increased by 127% (from 3.7 in 1980 to 8.4 in 

2014) (1). In 2016, diabetes was the 9th leading cause of death in the United States, and 

Diabetic Retinopathy (DR) was considered the leading cause of blindness among working-age 

adults in the United States (2,3). The estimated prevalence rate for adults aged 40 and older in 

the U.S. is 28.5% (4.2 million people), with about 4.4% (0.7 million people) living with vision-

threatening diabetic retinopathy (VTDR). This number is expected to grow, as it is estimated 

that 6.1 million Americans will have DR by the year 2020 (4).   

 

DR is a growing problem among the Hispanic population. Hispanics living in the U.S. age 50 

and older (the majority of Mexican descent) are more likely to develop DR (prevalence of 8%) 

than blacks (5.4%) and non-Hispanic whites (5.1%) (5,6). A cohort study done by the Los Angeles 

Latino Eye Study assessed 6,357 self-identified Hispanics, primarily of Mexican origin, in the 

greater Los Angeles area found that 1,217 participants tested positive for diabetes and among 

these, 46.9% had DR, 10.5% with severe non-proliferative diabetic retinopathy (NPDR) or 

proliferative diabetic retinopathy (PDR) (7).    

 

Early detection and prompt treatment can prevent up to 98% of diabetes-related visual 

impairment, although nearly 50 percent of all diabetics do not receive timely eye examinations 

(1). Data show that Hispanics in the U.S. are often undertreated and less likely to receive 

appropriate care, therefore, limiting their ability to control their glucose, blood pressure, and 

lipid levels; all of which are modifiable risk factors for the development and progression of DR 

(8).  

 

On a practical level, fear surrounding legal status and deportation is a key barrier to accessing 

timely medical care for many Hispanic communities in the U.S.  Additionally, a lack of 

knowledge about the U.S. healthcare system may limit a person’s ability to obtain culturally 

appropriate medical services or complete the necessary paperwork to speak with a medical 

professional. Both stigma around the disease and racial discrimination from a person’s 

surrounding community may also present as barriers to accessing care. Finally, lower 

socioeconomic status (SES) may inhibit Hispanics in the U.S. from obtaining the medications 

and treatments they need to live healthy lives post-diagnosis (9). 
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Goals 
Given the high prevalence of both diabetes and severe VTDR among Hispanics (particularly, 

Mexicans) living in the United States, along with increased barriers to care, the UC-Mexico 

Initiative, Health Working Group (HWG) implemented the Diabetic Retinopathy Pilot Project as 

a means to provide early diagnosis, referral, and treatment of DR to low-income Mexican 

immigrants living in Northern California. This program aimed to (1) prevent blindness among 

low-income immigrant communities through tele-retinal screening, health coaching, and 

medical referrals; (2) identify the perceived barriers for seeking eye care among low-income 

Mexican immigrants with diabetes; (3) seek the effectiveness of culturally appropriate 

counseling for prompting individuals diagnosed with DR to seek treatment; and (4) determine 

perceived risks of diabetes, DR, and their impact on individual health status. The study aimed 

to demonstrate the value of introducing innovative diagnostic technology in a non-clinical 

setting, to better reach isolated and underserved populations on a global scale. Providing 

immediate diagnosis together with culturally and linguistically appropriate health coaching 

services to persons diagnosed with DR is believed to encourage patient engagement, promote 

treatment adherence, and reinforce relationships between patients and eye specialists. 
 
Stakeholders 
The HWG has enlisted the services of the National Autonomous University of Mexico (UNAM), 

the Mexican Institute of Ophthalmology Fundación Conde de Valenciana (IOCV), the UC 

Berkeley School of Optometry (UCBSO) The UCB School of Public Health - Health Initiative of 

the Americas (HIA), and the Ventanillas de Salud (VDS) of the Mexican Consulates from Fresno 

and San Francisco, to conduct this project. 
 
Methods 
The Diabetic Retinopathy Pilot Project was a mix-method prospective cohort study measuring 

the value of early diagnosis, referral and treatment of DR in low-income immigrant communities. 

Target population included low-income Mexican consular visitors who reported having diabetes 

(DM) and who voluntarily agreed to be screened and commit to a follow-up appointment with 

an eye physician for treatment, if the screening detected signs of DR. Within a 10-month 

timespan, participants were recruited from one rural area (n = 258 from the Fresno consular 

jurisdiction) and one urban area (n = 250 from the San Francisco consular jurisdiction). 
 
QUANTITATIVE STUDY 
Study Design  
Quantitative data were collected using a two-stage screening and diagnosis process. Tele-

retinal screening for DR was conducted in both San Francisco and Fresno Mexican consulates 



 

5 

through the VDS program. A general intake form and needs assessment survey were completed 

by participants to determine risk factors for DR and possible barriers to service utilization, and 

to identify areas where additional resources may be necessary to support future interventions. 

The fiscal agencies in San Francisco (Tiburcio Vasquez Health Center, Inc) and in Fresno (Family 

Healthcare Network) hired one health worker or “promotora” at each consulate, who were 

trained by eye care clinicians of UCBSO. The promotores were responsible for using the retina 

imaging camera, the implementation of the surveys, and sending the retina images to Mexican 

medical residents of the Mexican Institute of Ophthalmology Foundation Conde de Valenciana 

(IOCV).  

 

Mexican medical residents read the images and sent both diagnoses and recommendations to 

two eye care clinicians (one ophthalmologist and one optometrist) in the UCBSO. The eye care 

clinicians in UCBSO validated the diagnosis and, if necessary, referred patients to low-cost 

community clinics (Figure 1). The tele-retinal screening was performed using the Eye Picture 

Archive Communication System (EyePACS), a telemedicine program developed by Dr. Jorge 

Cuadros and Dr. Wyatt Tellis. EyePACS is a web-based application that uses “store and forward 

electronic consult (e-consult) technology”. The system allows health workers to take pictures of 

the retina and send them electronically to a trained health provider for interpretation (10). 

Figure 1: Flow diagram of study diagnosis, analysis, and referral procedures 
Source: Prepared by the authors   
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All patients received a phone call from a staff member on the project. If a patient tested 

negative for DR and did not have any other eye condition (including cataracts, glaucoma, 

maculopathy and occlusion), or if they tested positive for DR but did not require treatment, they 

were provided their results and were counseled on controlling their glucose, regularly checking 

their diabetes with a medical professional, and receiving an annual retinal examination. If a 

patient tested positive for DR or any other ophthalmological condition, or if they tested positive 

for DR and required treatment, they were provided information on the importance of seeking 

treatment to protect their vision. After a call with a positive testing patient, the HWG staff 

member sent them their screening results (labeled only by case ID #), a referral letter for 

treatment from UCBSO eye care clinicians, and a list of the clinics in each county where they 

could get accessible treatment for the DR to the individuals.  

 

Patients who received retinal screening and tested positive for DR requiring treatment were 

randomized into two categories: one group received direct follow-up by Mexican 

ophthalmology residents, while the other group did not. This randomization allowed 

researchers to evaluate whether or not a follow-up by a Mexican physician motivated patients 

to seek treatment for their DR.  Physicians called patients with an even case ID # (provided by 

EyePACS) within a week of the first call by the HWG staff, and provided patients with culturally 

appropriate counseling on diabetes, DR, and the importance of seeking treatment. All follow-

up calls were conducted in Spanish. A month following the call, the HWG staff called these 

patients back to determine whether or not they sought treatment, and asked those who 

previously completed the on-site needs assessment to answer a post-screening survey over the 

phone. Questions included whether or not patients believed their diabetes status contributes 

to their eyesight, whether or not they’ve sought out care for their eyesight in the past 12 

months, and barriers to accessing care.  
 
Definition and Grading of Diabetic Retinopathy  
Diabetic Retinopathy (DR) is defined as retinopathy (worsening eyesight/blindness) in persons 

with self-reported diabetes mellitus (DM). Grading protocols for DR were based on those 

established by the Early Treatment Diabetic Retinopathy Study (ETDRS) report number 10 (11). 

The ETDRS grading system classify DR severity into five (5) distinct levels: mild nonproliferative 

retinopathy, moderate nonproliferative retinopathy, severe nonproliferative retinopathy, early 

proliferative retinopathy, and high-risk proliferative retinopathy. Diabetic macular edema, which 

falls under the DR umbrella, is classified into three distinct severity levels: diabetic macular 
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edema apparently absent, diabetic macular edema apparently present, and clinically significant 

macular edema (11).  
 
Statistical Analysis  
Participants were divided into two groups based on consular jurisdiction (Fresno or San 

Francisco). Data were reported as summary statistics, including mean (SD) values, median values 

(IQR), and frequency distributions. Differences between groups were analyzed using the chi-

squared or Fisher’s exact test for qualitative variables, and the t-test or Mann Whitney's U test 

for quantitative variables. Normality was tested with the Shapiro-Wilk test. Statistical analyses 

were conducted using a software program (STATA, version 15; StataCorp).  
  
QUALITATIVE STUDY  
Study Design  
Participants for the qualitative portion of the study were asked to complete an in-depth 

interview related to their perceptions of the risks associated with diabetes and DR. Participants 

answered several questions that asked to draw on personal experiences with diabetes. 

Questions were asked in the participants’ native language (Spanish). Interviewers took 

handwritten notes and did not record participant responses. A recruitment poster was placed 

in the entrances of the Mexican Consulates of Fresno and San Francisco, and intake 

coordinators from VDS orally presented the service to consular visitors several times a day. 

Beginning in May 2019, a short video, featuring Xochitl Castañeda and Dr. Marlon Maus, was 

presented to consular visitors prior to the oral presentation done by VDS intake coordinators 

as an additional method of recruitment. The video explained the pathology, contributing 

factors, and treatment methods related to diabetic retinopathy.  
 
 
 
Risk Perception Theory 
Qualitative surveys for this study were created with risk perception theory in mind. When 

discussing risk and behavior, it is important to consider the fundamental determinants of risk 

perception, including the factors that influence how risky a particular behavior can be for an 

individual’s health. Health today is frequently centered around the analysis of individual 

determinants of health so much so that it has become common in Western culture to place 

blame on individuals for poor health outcomes. Proximate risk factors often outweigh distal, 

social and structural determinants of health. As a result, our society may “lose interest in and 

come to neglect the importance of the social condition whose effect on health we originally 

sought to explain.” This shift in Western biomedical culture prevents individuals and health 
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professionals to understand health as holistic and multi-faceted, only furthering the barriers to 

understanding the actual risks of certain health behaviors (12). 
 
PRELIMINARY RESULTS 
Results provided in this report are preliminary, and will be updated as follow-up calls and further 

statistical analysis are conducted in the coming months.  

 
Demographic Information 
Out of all study participants, 496 completed an intake form during their screening session. 

Mean age of the study population was 53 years (±SD 0.47), with a significant older population 

in the Fresno versus the San Francisco consulate (54.6 years vs. 51.3 years; p-value <0.001). 194 

(39.1%) participants identified as male and 302 (60.8%) identified as female; no statistically 

significant difference in age was found between consulates. A larger percentage of San 

Francisco participants had higher education levels compared to Fresno participants. 

Additionally, almost 50% (n = 118) of Fresno participants did not have a medical insurance 

compared to 37.5% (n = 93) of San Francisco participants (p-value<0.05) (Table 1).   

 

Median years since DM diagnosis was 5 years (2-12 years). Fresno participants stated more 

years since they received a DM diagnosis than San Francisco participants (7 years vs. 4 years; 

p-value <0.001). 82.3% of participants said they went to the doctor in the past 12 months, with 

no significant differences between San Francisco and Fresno participants. As for DM 

complications, diabetic foot was most commonly mentioned in both groups, but with a higher 

prevalence in Fresno than San Francisco (37.6% vs. 18.9%; p-value<0.001). Only 10.3% of 

participants (n = 51) said they had been hospitalized due to DM in the past 12 months; no 

significant differences were identified between both groups (Table 1).   
 
Risk Factors Associated with Diabetic Retinopathy  
As for risk factors that have been associated with developing DR, 9.5% of participants stated 

they had been previously diagnosed with glaucoma, 23.8% had a family history of glaucoma, 

49.6% reported high blood pressure and 49.1% reported hypercholesterolemia. Less than 50% 

said they self-monitor their glucose and only 14.6% of all participants said they use insulin. 

Seven (7) of the female participants (2.3%) had been pregnant in the last 6 months. Statistically 

significant differences between San Francisco and Fresno participants were found for family 

history of glaucoma (32.2% vs. 15.8%; p-value<0.01), self-monitoring of glucose (51.0% vs. 

32.1%; p-value<0.001), and insulin use (9.3% vs. 19.9%; p-value<0.01) (Table 1).  
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As for alarming eye symptoms, 74.8% of participants from both groups declared having 

experience blurriness, 38.5% floaters in vision, 34.2% acute eye pain, 22.5% dark spots in vision, 

14.4% distorted vision, and 8.0% loss of side view (Table 1).  
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Retina Screening Results 
The final day of screening was on September 27th, 2019. In total, 508 participants were 

screened at the Ventanillas de Salud of the Mexican Consulates from Fresno and San Francisco, 

with 258 screened in Fresno and 250 screened in San Francisco. Number of referable and non-

referable conditions varied per month (Figure 2). Of the 508 patients screened, 150 tested 

positive for some form of DR (prevalence = 29.53%). 51 were found to have mild 

nonproliferative DR (10.04%), 56 with moderate nonproliferative DR (11.02%), 17 with severe 

nonproliferative DR (3.35%), and 26 with proliferative DR (5.12%).  
 
Other related conditions, including glaucoma, macular edema, cataracts, oclusion, and 

maculopathy, were all measured as part of patient screening. Some patients tested positive for 

both DR and other conditions requiring referral, while others did not test positive for DR but 

tested positive for other conditions instead. Of the 508 patients screened, 20 tested positive 

for glaucoma (prevalence = 3.94%). 28 patients tested positive for clinically significant macular 

edema (5.51%). 25 patients tested positive for cataracts (4.92%). 3 patients tested positive for 

oclusion (0.59%) 14 patients tested positive for maculopathy (2.76%), and 17 patients tested 

positive for other, unspecified conditions (3.35%).  
Figure 2: Cases per month, referable and non-referable conditions 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: Prepared by the authors 
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Needs Assessment Results 
This needs assessment analysis uses a systematic approach to ensuring that the HWG uses their 

resources to improve community health in the most efficient way. 384 consenting participants 

answered questions related to perceptions of vision quality, engagement with medical 

professionals, barriers to access, risk perceptions of DM, and perceived facilitators for eye 

screening. 

 

18 (12.8%) San Francisco participants and 41 (16.8%) Fresno participants graded their vision as 

poor (p-value<0.001), with 74.3% of all participants declaring vision worsening with time. 178 

participants (81.2%) of both groups stated that tools for reading could help with their daily 

activities. Also, 55.7% (n=122) referred tools for filling in format as helpful for their daily 

activities. More than 95% of participants in both groups declared knowing that vision loss could 

be caused by DM (Table 2). 

 

As for perceived barriers for going with and ophthalmologist/optometrist, the main barrier 

mentioned by both groups was the cost of the medical visit (53.8%). Other barriers mentioned 

were having no medical insurance (45.5%), lack of time (19.1%), and lack of public transportation 

(10.0%). Shame and not feeling comfortable with his/her doctor were perceived by 6.1% of total 

participants. 11% (n=42) of participants from both groups stated that they were afraid of going 

to the ophthalmologist/optometrist. Only 5% stated perceiving no barriers to ophthalmological 

care. A higher percentage of participants in Fresno vs. San Francisco identified cost (59.0% vs. 

44.5%; p-value<0.01) and lack of public transportation (13.3% vs. 3.9%; p-value<0.01) as 

barriers (Table 2).  

 

Perceived facilitators mentioned by participants were spanish speaker provider (85.4%), more 

information about vision loss due to DM (33.4%), provider of the same race/ethnicity (23.1%), 

and more support from family and friends (19.6%). Differences between Fresno and San 

Francisco participants were identified for provider of same race/ethnicity (31.4% vs. 8.8%; p-

value<0.001), more information about vision loss (46.3% vs. 11.0%; p-value<0.001), and more 

support from family and friends (28.0% vs. 5.1%; p-value<0.001). 91% of participants identified 

having more disposition of doing the eye screening if it was done by their primary care doctor 

versus a specialist (Table 2).  
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Qualitative Results 
Qualitative interviews were completed with 12 participants (male n = 5, female n = 7), and were 

conducted between May and August 2019. Of the men interviewed, 3 (60%) were between 30 

and 50 years, 1 was above 65 years (20%) and 1 did not provide his age (20%). Of the women 

interviewed, 4 (57.14%) were between 30 and 50 years, 2 (28.57%) were under 65 years, and 1 

(14.28%) was over 65. All qualitative interview participants voluntarily agreed to participate in 

an in-depth interview with a member of the HWG. Participants answered several questions that 

asked to draw on personal experiences with diabetes. Questions were asked in the participants’ 

native language of Spanish, and were focused on identifying various elements associated with 

risk perception and risky behaviors.  
 
Synopsis of Results 
Blame. Participants were asked why they believed they became diabetic. Respondents 

believed a variety of individual and sociocultural factors were to blame for their disease status; 

including stress from work and life, failure as an individual, poor diet and lifestyle, and genetics. 

One participant believed Latinx communities often place blame on others or on external factors, 

and don’t consider that they themselves might be to blame for the diagnosis. One participant 

was unsure of what contributed to his diabetes, but that they knew they had to take better care 

of what they put in their body after receiving their diagnosis. 
 
Fear. Interviewers asked participants what they feared about a positive diagnosis, why they 

used certain treatments or medications over others to manage their diabetes, and what they 

would like to do to better manage their diabetes and vision. One participant was fearful of 

constantly injecting themselves with insulin, as it looked painful. Participants stated they were 

in disbelief, worried, and scared by their diagnosis of DM. One participant said they almost 

cried when they found out they had the disease. Participants expressed their fears of getting 

the diagnosis and managing the disease, as some (especially male participants) were the sole 

breadwinners for their extended families.  
 
Prioritization. Participants were asked what methods they use to manage their DM and what 

lifestyle changes they and their family made once diagnosed. Almost all respondents stated 

they use oral medication and a combination of healthy eating and exercise. A few respondents 

said they didn’t use insulin because they didn’t believe it necessary, or that their diabetes wasn’t 

at the point where it was required to manage their health. One participant mentioned the use 

of moringa and yerba maestra to better manage symptoms of diabetes. Some respondents said 

they feel Mexican style food (tortillas, red meat, etc.) are bad for managing their diabetes, 

although many were actually diagnosed with DM after migrating to the United States. One 
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participant believed that older generations ate healthier and lived longer, as many of the foods 

consumed today are chemically processed. 
 
Barriers to access. Participants were asked what makes it difficult to manage their DM, to 

which many said they felt like they didn’t have the financial means to manage their health in the 

way they’d like. In addition, participants commented on the stress from working long hours and 

not having the time to live a “healthy lifestyle”. One participant mentioned they feel a lack of 

self-control when it comes to monitoring their intake of healthy foods. Another stated they 

didn’t have enough information about both DM and DR, and would like to participate in health 

education programs to better orient themselves to the disease. Many participants expressed 

concerns speaking to medical professionals, saying they felt it hard to trust doctors who 

appeared “malagradecidos” (ungrateful) and unable to provide them and their families with 

accurate and thoughtful medical attention.  

 

Normalization of behaviors. Participants were asked how cultural norms from both Mexico 

and the United States have changed the way they manage their health and diabetes. A couple 

participants believe US culture surrounding stress has normalized long workdays with little time 

to focus on life outside one’s job. Others believe American society is based around excess and 

convenience, normalizing unhealthy diet and exercise habits. As previously mentioned, some 

participants and their families were diagnosed with DM after arriving to the US. Many 

participants believed it was hard to assimilate to US norms and customs, so much so that they 

felt embarrassed by their inability to do so. One participant mentioned feeling encouraged 

upon learning that some of their colleagues are diabetic, and realized they could support each 

other through the management process.  
 
Fatalism. Participants were asked how DR would impact their daily lives, their jobs, and their 

friends/families. One participant was fearful of how much it would change their life, and knew 

a friend who committed suicide after developing DR. Another participant believed they 

wouldn’t go blind from diabetes. Others mentioned they were afraid of becoming dependent 

on others to live. Some mentioned they were afraid their family would suffer from their inability 

to work if they were to go blind, as they have children and extended family who depend on 

them.  
 
Knowledge of behaviors. All interview questions helped interviewers assess participants’ 

knowledge of health behaviors as they relate to DM and DR. Participants who had more than 

one diabetic in their family said they worried about their parents’ diabetes management, as 



 

17 

some felt their parents didn’t take proper care of themselves. Others went to the doctor 

frequently and learned about health management with their family members, so that their 

children would manifest healthy diet and exercise habits early on. One participant was curious 

as to why they were diagnosed with diabetes after moving to the United States, while others 

were diagnosed in Mexico and found it hard to manage their diabetes after immigrating.  
 
DISCUSSION & CONCLUSION 
The results of this study show that prevalence of DR is 29.5%, which is lower than the prevalence 

found in The Los Angeles Latino Eye Study (LALES) (46.9%) (7). This could be related to the fact 

that participants from our study were younger than those of LALES (who were all over 40 years) 

and thus, may have had fewer years, on average, living with DM. The National Diabetes 

Surveillance System showed an increase in DM rates in the US, but the CDC in 2014 (data only 

up to 2010) showed a decrease in complications (13). This has been seen worldwide: more DM, 

but less proportion of DR (14, 15). It should also be noted that this study population is not 

reflected in general populations of other studies (13, 15). 

 

Study participants identified a number of barriers to receiving eye care in clinical settings, 

including costs of medical visits (53.8%), having no medical insurance (45.5%), lack of time 

(19.1%), and lack of public transportation (10.0%). There were important differences between 

the San Francisco and Fresno participants, mainly in having medical insurance, educational 

levels, DM complications, risk factors associated with DR, and barriers and facilitators to 

ophthalmic care. These differences show the importance of knowing the context and target 

population to design and implement public health interventions.   

 

Fundamental cause theory posits that individuals with certain marginalized identities are more 

“at risk of risks” than others due to social, structural, and environmental barriers to accessing 

resources like healthcare services (12, 16). While qualitative participants expressed a number of 

risk perceptions rooted in individualistic behavior changes, it is important to recognize the 

barriers that have contributed to their abilities in managing their health. Many participants 

noted working long, odd hours in order to provide for their families. When asked how going 

blind would affect them, a large number of participants spoke to their role as the sole 

breadwinner of their home, and how important they are to their family’s financial stability. These 

financial and familial pressures inhibit individuals from creating a work-life balance that is 

conducive to managing stress and chronic disease, as many said they were too busy trying to 

make a living, and didn’t have the free time to visit their doctors, work out, and shop for 

nutritious food. These individual-level health behaviors speak volumes to the effects both 
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societal and structural barriers can have on individual health outcomes. Migrants in the US face 

several of these barriers after arrival: restrictive immigration laws that do not allow the 

integration of migrants to effectively assimilate into their “host” society, language barriers, 

differing cultural norms, limited work opportunities, shifting family dynamics, and financial 

instability (16).  

 

The present research demonstrates the value of increasing access to culturally sensitive health 

education and diagnostic screening services for Mexican immigrants in the United States. 

Providing long-term equitable access to health promotion, disease prevention, and care for 

migrants is a fundamental strategy for improving health conditions in this population. (17) The 

ideal scenario would be the integration of migrants (independently of the migratory status) into 

the country's health system. However, in countries where anti-migratory perspectives and 

restrictive laws still prevail, community-based approaches have shown to be effective in 

improving health outcomes in vulnerable or “hard-to-reach” populations (16). There is evidence 

that mobilizing health assets (e.g. knowledge and skills in health promotion and prevention, 

screening tools, and basic primary-care) within communities not only improves health 

outcomes, but also promotes equity and increases people’s control over their health and lives 

(18). 
   
 
RECOMMENDATIONS 
With the added stress of managing a chronic disease like DM, individuals can struggle to 

manage their health and suffer from more severe consequences. Future research related to 

migrant health should be focused on addressing these structural determinants of health and 

evaluate the impact of non-clinical or community based approaches for improving health 

outcomes in migrant populations. In addition, medical schools and practitioners must 

encourage new doctors to engage in cultural sensitivity/anti-bias training to better empathize 

with patients and increase cultural humility among health practitioners. Finally, funding for 

clinics that cater to low-income communities of color should increase to allow for more long-

term intervention programs that deliver health services directly to specific communities. Not 

only will this increase early access to care/treatment, but also will allow interventions to leave 

the bubble of academia and be utilized by the general public.  
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