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KEY POINTS

� Psychosocial interventions in pediatric type 1 diabetes address barriers to diabetes care
and enhance strengths to optimize self-management behaviors and improve emotional
well-being.

� Family-based interventions demonstrate the most robust impact across glycemic and
psychosocial outcomes. Youth-focused cognitive behavioral theory and motivational in-
terviewing approaches also demonstrate positive effects.

� The most common intervention components include a formal approach to problem-
solving and communication skills for healthy discussion and reduced family conflict.

� Interventions to improve health equity, caregiver well-being, and barriers to diabetes tech-
nology use show promising preliminary outcomes.
INTRODUCTION

The American Diabetes Association (ADA)1,2 and the International Society for Pediatric
and Adolescent Diabetes (ISPAD)3 provide psychosocial care recommendations for
youth with type 1 diabetes (T1D). Standards of care recognize that the daily demands
of diabetes can negatively affect mental health. In addition, mental health, family dy-
namics, and the broader context in which a family lives impact self-management
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behaviors and glycemic outcomes.1 Guidelines support creating a psychosocially-
minded multidisciplinary team that offers routine psychological assessment
and ongoing support beyond merely offering services when problems are identified.1,3

ADA and ISPAD both recommend administration of age-appropriate psychosocial
screening tools (patient-reported outcomes) at diagnosis, in periodic intervals (eg,
annually), when there are diabetes difficulties, and during life transitions.1–4 Although
generic measures of mental health are important to evaluate (eg, depression, anxiety,
psychiatric history), diabetes-specific factors that affect self-management should also
be assessed for youth and their caregivers.1,3 Diabetes-related screening may include
attitudes related to diabetes, expectations about and barriers to diabetes manage-
ment, the emotional impact of diabetes (eg, diabetes distress, fear of hypoglycemia
[FOH], health-related quality of life [HRQOL]), and family dynamics (eg, family commu-
nication and conflict, family involvement in diabetes tasks).1–4 Screeners also assess
for disordered eating behaviors and intentional insulin omission for weight loss,
diabetes-related strengths, cognitive assessment and school functioning, sleep prob-
lems, health literacy, and access to resources.1–4 Validated measures are often avail-
able for self-report by youth starting around age 8 years and for caregiver report.3

Parent-proxy report is also available for screening emotional and behavioral chal-
lenges in younger children.3

When indicated, evidence-based behavioral health interventions address barriers to
optimal self-care behaviors and build skills for enhanced diabetes and psychological
outcomes.1,3–5 ISPAD also encourages proactive interventions to prevent distress and
optimize diabetes management.3 The current review summarizes findings from select
systematic reviews and meta-analyses on psychosocial interventions in pediatric
diabetes to inform recommendations for care (Table 1, for a list of included reviews).
Evidence-based interventions are organized around key behavioral health targets,
including (1) emotional impact of diabetes and coping skills for youth with T1D, (2) fam-
ily dynamics and caregiver mental health, (3) systemic factors contributing to health
disparities, and (4) psychosocial factors affecting diabetes technology uptake and
use.
YOUTH-FOCUSED BEHAVIORAL HEALTH INTERVENTIONS
Psychosocial Factors Impacting Youth Diabetes Outcomes

The time-intensive, complex, and relentless nature of diabetes self-management can
impact youth mental health. Diabetes-specific distress refers to the negative emotions
people experience (eg, worry, guilt, anger) when living with diabetes and the burden of
daily self-management.6 Diabetes-specific distress is recommended to be routinely
monitored in youth ages 7 or 8 years and up and caregivers due to its high prevalence
and negative impact on self-management and glycemic outcomes.1,2 FOH can lead
to purposefully maintaining suboptimally higher glucose levels to prevent hypoglyce-
mia.7 HRQOL, and diabetes HRQOL specifically, refers to an individual’s subjective
experience of the impact that diabetes and its management have on daily functioning.8

The diabetes resiliencemodel9 recognizes the challenges of managing diabetes and
posits that protective processes are used to achieve optimal health and emotional out-
comes. Protective processes include goal setting, problem-solving, stress manage-
ment, and the ability to make meaning out of adverse experiences.9 Diabetes
strengths refer to adaptive skills including the perceived ability to manage the de-
mands of diabetes and rely on others for help when needed.10

Although diabetes-specific distress and FOH are associated with suboptimal self-
care behaviors and glycemic outcomes,6,7 higher levels of diabetes-specific HRQOL



Table 1
Summary of select reviews on psychosocial interventions in pediatric diabetes

Reference, Date Summary of Focus Area

Barry-Menkhaus
et al,24 2020

Review of brief strategies for distress and self-management
that can be delivered alongside usual medical care

Bergmame & Shaw,11

2021
Systematic and scoping review of psychosocial interventions to

improve diabetes management

Boland et al,37 2019 Systematic review of barriers and facilitators to shared
decision-making in pediatric health care settings

Butler et al,57 2022 Review of health disparities and promising approaches to
improve health equity

Ellis & Naar,25 2023 Review of interventions to improve health disparities for racial
and ethnic minoritized youth

Feldman et al,32 2018 Systematic review of family-based interventions

Fitzpatrick et al,12 2013 Systematic review of problem-solving interventions for
diabetes self-management and glycemic outcomes

Gayes & Steele,23 2014 Meta-analysis of motivational interviewing for pediatric
health behavior change

Hilliard et al,13 2016 Review of behavioral interventions to promote diabetes
management

Hood et al,14 2010 Systematic review and meta-analysis of interventions with
adherence-promoting components on glycemic control

Ispriantari et al,34 2023 Systematic review of family-based interventions on health
outcomes

Lohan et al,43 2015 Systematic review of parenting interventions

McBroom & Enriquez,33

2009
Systematic review of family-based interventions on health

outcomes and family dynamics

Savage et al,18 2010 Systematic review of psychosocial interventions on health
outcomes

Tully et al,44 2017 Review of peer coaching interventions for caregivers

Wagner et al,61 2019 Review of interventions addressing diabetes-related
challenges organized by social ecological systems

Winkley et al,17 2006 Systematic review and meta-analysis of psychological
interventions on glycemic outcomes for children and adults

Winkley et al,15 2020 Systematic review and meta-analysis of psychological
interventions on glycemic outcomes for children and adults

Wu et al,16 2023 Systematic review and meta-analysis of resilience-promoting
interventions in adolescents

Zhao et al,45 2019 Meta-analysis of parenting interventions on psychosocial
adjustment in caregivers of youth
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and diabetes strengths are associated with more optimal self-care behaviors and gly-
cemic outcomes.8,10 By identifying an individual’s strengths and struggles related to
diabetes, effective behavioral health programs can be provided that build skills and
target areas of concern. Diabetes-specific interventions differ from general ap-
proaches for mental health difficulties that do not address challenges directly related
to diabetes.

Interventions for Children and Adolescents

Several published reviews evaluate the impact of youth-focused psychosocial inter-
ventions for diabetes-specific challenges.11–16 Some reviews and meta-analyses
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combine different youth-focused and family-based interventions and have mixed find-
ings. Some show small effects on glycemic outcomes,14,17 others show no treatment
effect,15 and some show mixed effects for glycemic, self-management, and psycho-
social outcomes.11,12,16 Results suggest that theory-based interventions contribute to
more positive health outcomes than a-theoretical interventions.18

Of the promising youth-focused behavioral health interventions, many are based on
social cognitive theory (SCT), cognitive behavioral theory (CBT), or motivational inter-
viewing (MI).11,13 SCT suggests that an individual’s belief in their ability to engage in
diabetes self-care behaviors and the anticipated positive or negative consequences
of each behavior influence the likelihood of completing self-management behaviors.19

CBT recognizes interrelationships between thoughts, emotions, and behaviors. Nega-
tive thoughts are modified about diabetes and other situations, and adaptive coping
behaviors are increased (eg, problem-solving, relaxation, assertive communication,
organizational skills) to improve self-management behaviors and emotional well-
being. MI recognizes that individuals vary in their readiness and willingness to change
and that the likelihood of change, such as engaging in new or more frequent diabetes
self-management behaviors, is enhanced when individuals articulate their own self-
motivating change-focused statements.20

Resilience promotion interventions, or positive psychology interventions, use CBT
and SCT to promote positive health and psychosocial outcomes.13,16 Although resil-
ience promotion interventions often teach more than one skill, the common thread is
problem-solving, including identifying the problem, evaluating possible solutions,
selecting the best option, and assessing impact.12,16 Coping skills training is one
group-based resilience promotion intervention that teaches problem-solving, stress
management, assertive communication skills, positive self-talk, and conflict resolution
and is associated with improved glycemic outcomes and HRQOL for teenagers 1-year
post-intervention.21 Supporting Teen Problem-Solving (STePS) is another teen-
focused group-based intervention that builds diabetes strengths by improving
emotion regulation, perspective-taking, problem-solving, and communication.22

STePS reduces diabetes distress and depressive symptoms with effects increasing
over 3 years.22

MI is a patient-centered empathy-led communication approach that increases the
likelihood of behavior change by understanding the barriers to change and enhancing
a youth’s intrinsic motivation.20 MI involves building awareness of discrepancies be-
tween current and desired behaviors, selectively reflecting youths’ statements about
reasons and ability to change, and setting and achieving attainable goals. MI is asso-
ciated with improvements in hemoglobin A1c (HbA1c) and diabetes self-management
behaviors for adolescents in the short and long term.23

Some reviews highlight the importance of mobile health approaches for teenagers
given their relevance and potential for dissemination.13 Technology-based interven-
tions include reminders or positive affirmations via text message, apps for self-
management monitoring, and reward-based gamified programs for self-management
behaviors.13 Although electronic interventions show some promise for self-efficacy
and self-management behaviors, findings are mixed and youth-focused interventions
do not appear to improve glycemic outcomes.13,24,25

Another review described brief interventions, referring to single session or low time
commitment approaches that are potentially scalable in clinic settings and for families
with low resources who may have limited availability to attend multiple sessions.24 Ex-
amples include a resilience-based intervention, as part of the Diabetes Strengths Study
that trainedproviders to emphasizewhat the youth is doingwell andpraise self-care be-
haviors, finding a positive impact on diabetes strengths, self-management behaviors,
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and diabetes distress.26 In addition, MI can be delivered by any provider in a clinic
setting by understanding what is important to a youth, focusing on the benefit of
engaging in specific self-management behaviors to improve personal priority areas in
the short term, and encouraging self-articulated reasons for change, though mental
health professionals may be able to garner more robust effects. Other brief strategies
include recommendations to pair diabetes tasks with other specific routine activities
and teaching components of interventions that would typically be delivered over multi-
ple sessions (eg, role playing to practice telling peers about diabetes; problem-solving
to address a diabetes-related stressor; encouraging youth “delegation” of tasks to
others increase tangible support).24
FAMILY-BASED BEHAVIORAL HEALTH INTERVENTIONS
Role of Parenting and Family Factors on Diabetes Outcomes

T1D impacts the entire family. When children are young, caregivers are directly
responsible for diabetes management.27 Young children may have difficulty commu-
nicating symptoms, engage in inconsistent food intake and physical activity, and may
have difficulty tolerating finger sticks, insulin injections, or technology insertion.27

Parenting behaviors around diabetes tasks and mealtime, and caregiver coping and
psychological adjustment, affect diabetes management.27 Diabetes distress and
FOH are common for caregivers and affect glycemic outcomes, the latter increasing
risk for intentionally maintaining higher glucose levels.27

Family involvement ideally becomes more collaborative in nature with as youth age.
Open communication, shared responsibility for diabetes tasks, and emotional support
from caregivers can enable self-efficacy (eg, parents’ transition from administration of
tasks to monitoring).28 Authoritative parenting, family cohesion, and positive commu-
nication are associated with better child adjustment, psychological functioning, and
glycemic outcomes.29,30 Conversely, authoritarian parenting, high levels of diabetes-
related family conflict, and diabetes-specific distress in caregivers are related to
decreased adherence and worse glycemic outcomes.31 Premature transition to inde-
pendence in self-care, especially as competing demands increase during adoles-
cence, can worsen self-management and glycemic control.29 “Miscarried helping,”
an overinvolved and intrusive parenting behavior that is negatively perceived by ado-
lescents, can also result in less engagement in self-care tasks, suboptimal glycemia,
and negative psychological outcomes.28

Family-Focused Interventions

Several reviews evaluate family-based interventions, which broadly improve HbA1c,
self-management behaviors, family functioning, and HRQOL.32–34 Behavioral Family
Systems Therapy (BFST) improves maladaptive family interactions and rules, changes
negative assumptions about other family members’ behaviors, and enhances collab-
orative problem-solving and communication skills (eg, reducing blame and lecturing
through practicing non-accusatory statements, praise, and reflective listening).35

With positive outcomes on diabetes-related family conflict, self-management behav-
iors, and parent–child relationships, revisions were made to include content specific to
diabetes. The revised intervention, BFST for Diabetes (BFST-D), included behavioral
contracting in which attainable goals and the behavioral steps to achieve them were
identified along with associated privileges and consequences. Modifications resulted
in improved self-management behaviors and HbA1c.36

Within the clinic setting, shared decision-making reflects a general approach to collab-
orating with patients and families in goal setting and other aspects of care by centering
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youth and caregiver preferences and values.24,37 Another in-clinic intervention, Family
Teamwork, involves four visits during diabetes appointments in which psychoeducation
is provided on diabetes in the context of child development (eg, explaining themany fac-
torsaffectingbloodglucoseand theneed foractiveparental involvement).38,39An individ-
ualized responsibility sharingplandelineatescaregiver versus youth task responsibilities.
Collaborative problem-solving, emotional support, and communication with calm and
neutral language are encouraged for out-of-range numbers, meals, and exercise. Family
Teamwork improves family conflict, parent involvement, and HbA1c.38,39

Multifamily group therapy provides support to youth and their parents in a group
setting and incorporates approaches such as behavioral contracting,40 problem-solv-
ing,40,41 communication skills,40,41 and parent simulation of living with diabetes.42

Multifamily groups improve glycemic outcomes under certain circumstances41,42

and enhance psychosocial outcomes (eg, responsibility sharing, HRQOL).40

Caregiver-Only Interventions

Many family-based interventions include the youth with T1D, but some reviews focus
on caregiver-only interventions.43–46 One review evaluated peer coaching in which
trained caregivers of youth with T1D provided emotional support and practical guid-
ance on daily tasks.44 Mothers receiving peer coaching experienced less diabetes
distress, fewer management concerns, and more self-confidence.47 However,
follow-up studies resulted in inconsistent findings.48,49 A stepped care approach, in
which peer coaching was augmented by telephone-based CBT skills and then consul-
tation with a diabetes educator and psychologist if needed (First STEPS [Study of Type
1 in Early childhood and Parenting Support]), found significant improvements in parent
depressive symptoms over time.46,50

A few studies have focused on teaching CBT skills to support caregiver mental health
and diabetes management. The Reducing Emotional Distress for Childhood Hypoglyce-
mia in Parents (REDCHiP) intervention taught caregivers to identify worried thoughts
related to hypoglycemia, enhance coping strategies (eg, relaxation, positive self-talk)
and develop a fear hierarchy to engage in or imagine hypoglycemia-related situations
(eg, having another adult treat a low). REDCHiP improved caregiver FOH at post-
intervention and 3-month follow-up.51 A telephone-based parent support program also
taught CBT skills including problem-solving, resulting in improved short-term parenting
stress.52

Parenting training enhances positive parenting strategies to improve behavioral func-
tioning in youth. The standardized Positive Parenting Program (Triple P) was conducted
with parents of young childrenwith T1D and teaches parent behavior management skills
to increase positive behaviors (eg, praise, quality time, giving instructions) and reduce
misbehavior (eg, planned ignoring, setting ground rules, consequences, time out). Triple
P improved caregiver depressive symptoms, anxiety, diabetes-related family conflict,
and child disruptive behaviors for youth with preexisting challenges in the short
term.53 The DELFIN (Das Elterntraining für Eltern von Kindern mit Diabetes Typ 1 [The
parenting program for parents of children with type 1 diabetes]) caregiver group inter-
vention taught communication skills for diabetes-specific conflict situations. Metabolic
outcomes remained stable for the intervention group while the control group declined.54
HEALTH EQUITY INTERVENTIONS
Health and Mental Health Disparities in Pediatric Type 1 Diabetes

Health equity is a fundamental goal in pediatric diabetes that refers to the absence of
unfair differences in health across groups of people.55 Health disparities occur in the
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context of systemic unfair distribution of resources and opportunities, historical disin-
vestment, hierarchical social structures, and discriminatory laws and policies that
continue to enact harm on specific communities and result in systematic differences
in health. Disparities in diabetes are well-documented; racially and ethnically minori-
tized youth with T1D experience worse health and psychosocial outcomes, including
higher HbA1c levels, diabetes-related complications, less access to diabetes tech-
nologies, more difficulty engaging in diabetes care, higher diabetes distress, and
lower social support than non-Hispanic White youth.56,57 Youth and families with
lower socioeconomic resources also experience higher HbA1c levels, more hospital
admissions, and diabetes distress, and fewer opportunities to meet peers with
diabetes.57–59

Social determinants of health are the circumstances in which people live, work, and
grow and have been identified as important intervention targets to improve disparities
in health.55 Examples include difficulty accessing a treatment provider due to living far
away from a medical setting, lack of access to affordable transportation, food and
housing instability, financial difficulty, and exposure to chronic stress directly and indi-
rectly impacting glycemic control and psychosocial outcomes.25,55,57 A recent study
found that implicit bias in medical providers reduces diabetes technology access
such that families with public insurance are less likely to be offered technology, a prac-
tice that disproportionately affects racially and ethnically minoritized youth.60 Mental
health care stigma, low access to diabetes-related psychosocial support, and lack
of experienced and diverse mental health providers are barriers to care that also
disproportionately affect minoritized populations.57

Behavioral Health Interventions to Improve Health Equity

In addition to policy-related advocacy, culturally informed behavioral health interven-
tions and those designed to improve access to equitable health care are critical for
improving health and mental health equity.25,57,61 Culturally sensitive intervention ad-
aptations for racially and ethnically minoritized families include sharing short stories
about other families’ experiences to destigmatize challenges, using culturally tailored
materials, offering culturally relevant faith-based coping strategies, and creating
language-congruent clinics for Spanish-speaking families.25,57,62 One three-session
clinic-administered e-health intervention to increase caregiver monitoring for Black
teenagers, The 3Ms (standing for medicine, meter, and meals), was developed with
community partners, showing positive effects on HbA1c.63

To improve social determinants of health, Care Ambassadors increase clinic atten-
dance by focusing on scheduling/rescheduling and confirming appointments.64 In-
person service navigators who provide community referrals to address social needs
positively impact child health in other pediatric settings, with research in diabetes un-
derway.57,65 Providers can also be educated about insurance coverage for technology
and risk for implicit bias to reduce gatekeeping devices.25,60,66

For families with frequent diabetes care difficulties, Multisystemic Therapy (MST) for
diabetes involves intensive, home-based, individualized support to improve factors
affecting diabetes in family, peer, school, neighborhood/community, and medical
care settings.67 At the youth and family levels, MST may incorporate CBT, parenting
training, problem-solving, and communication skills. Within school, peer, and commu-
nity settings, diabetes support and monitoring are increased. In the medical setting,
clinic attendance barriers are addressed and family medical team communication
and collaboration is facilitated. MST reduces diabetes-specific distress, HbA1c, and
hospital admissions67 and has been adapted with preliminary positive findings to be
delivered by community health workers.68
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Novel Interventions in Children’s Healthcare (NICH) is a multisystemic intervention
focused on improving social determinants of health and diabetes management within
the broader environmental context.69 NICH involves 24/7 care coordination and case
management with frequent points of contact to advocate and communicate with the
health care team, access basic needs and resources, and organize services and
meetings with school and community agencies (eg, mental health care). For some
families, NICH has also involved BFST-D36 to enhance diabetes-related family dy-
namics.69 NICH lowers HbA1c, reduces medical costs, and improves emergency
department visits and hospital admissions for preventable diabetes concerns.70

Diabetes Technology Considerations and Interventions

Diabetes technology provides psychosocial advantages for youth and their families,
including decreased distress, improved HRQOL, greater freedom, and greater control
over life and diabetes.66,71 Among the challenges that could contribute to discontinu-
ation are information overload, device or insertion discomfort, size and visibility of de-
vices, alarm intrusiveness, sensor/adhesive failures, or other technical difficulties.66 In
addition, some youth feel that wearing devices is a constant reminder of diabetes.66

Many challenges can be addressed by provider education and psychosocial sup-
port. One crucial element may be expectation setting when starting a device. Youth
and caregivers may expect technologies to be hands-off66 and disappointment may
lead to device discontinuation. Education should include realistic expectations for
what a device can do and what the experience of placing, wearing, and using it entails.
Anticipatory guidance can be provided around common challenges with technology to
proactively identify and problem solve around concerns (eg, guidelines for caregiver–
adolescent communication related to remote monitoring; troubleshooting common is-
sues related to adhesive or sensor malfunctions; strategies to optimize alarms and
reduce “fatigue”).
Although no reviews have been published specifically on interventions for technol-

ogy uptake and use, one study on a caregiver-focused intervention for CGM use, Stra-
tegies to Enhance New CGMUse in Early Childhood (SENCE),72 was noted in a review
of family-based interventions.46 Caregivers of young children were taught CBT skills
for CGM-related situations (eg, identifying caregiver emotions related to out-of-
range glucose levels, cognitive restructuring for negative thoughts about alarms,
relaxation, problem-solving, communication skills), resulting in improved caregiver
diabetes distress and FOH.72
DISCUSSION

Psychosocial care involves understanding the factors that affect diabetes outcomes
for youth and families and providing evidence-based interventions to address barriers
and build strengths to optimize diabetes care, mental health, and daily functioning.
Family-focused interventions that improve communication, collaborative problem-
solving, and responsibility sharing are the most robust for improving both glycemic
and psychosocial outcomes.32 Youth-focused interventions frequently teach CBT
skills or use MI to increase motivation for change, significantly improving diabetes
distress,22 self-management behaviors,11 and glycemic outcomes.11,21 Fig. 1 summa-
rizes the components from the evidence-based interventions that improve psychoso-
cial, behavioral, or glycemic outcomes in youth with T1D.
Problem-solving and communication skills are both components of effective youth-

focused and family-based interventions, suggesting that these approaches are partic-
ularly impactful. However, one review identified that problem-solving as a stand-alone



Fig. 1. Intervention components included in evidence-based psychosocial interventions in
pediatric diabetes. aImproves glycemic outcomes. bImprove health behaviors. cImprove psy-
chosocial outcomes. dIntervention focused on psychosocial aspects of diabetes technology
use. NICH, Novel Interventions in Children’s Healthcare69,70; Care Ambassadors64; MST, Mul-
tisystemic Therapy67,68; The 3Ms63; Service Navigation57,65; provider education on implicit
bias25,60,66; BFST-D, Behavioral Family Systems Therapy for Diabetes35,36; Family Team-
work38,39; multifamily group therapy40-42; Coping Skills Training21; STePS, Supporting Teen
Problem-Solving22; motivational interviewing23; Diabetes Strengths Study26; REDCHiP,
Reducing Emotional Distress for Childhood Hypoglycemia in Parents51; Triple P, Positive
Parenting Program53; peer coaching44,47; First STEPS, Study of Type 1 in Early Childhood
and Parenting Support46,50; SENCE, Strategies to Enhance New CGM Use in Early
childhood.72
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approach seems insufficient for improving outcomes, noting that interventions seem
most impactful when problem-solving is delivered along with other family-based or
youth-focused intervention components over multiple sessions.12 Further, when
problem-solving and communication skills are delivered within a family context, the
skills differ from those delivered within a youth-only framework. Specifically, family-
based problem-solving refers to a collaborative process involving jointly identifying
a problem, setting an attainable goal, listening to feedback from other family mem-
bers, and selecting a solution that is mutually satisfactory, sometimes requiring
negotiation and conflict resolution. In contrast, when conducted individually, youth
unilaterally brainstorm, evaluate, select, and implement a chosen solution. Similarly,
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communication training in the context of youth-focused interventions teaches youth
how to assertively ask for what they need or set boundaries. Family-based communi-
cation skills involve open and healthy dialogue to reduce blame, conflict, and miscom-
munication while increasing productive discussion, perspective-taking, and ability to
listen. Both formats improve coping, but only family-based interventions improve
conflictual interactions and shared responsibility for diabetes management within
the family system; a possible reason family-based interventions seem more success-
ful in improving outcomes. To further develop and study these and other diabetes-
specific interventions, researchers should evaluate and compare intervention compo-
nents to identify specific factors driving outcomes.
Interventions to improve caregiver well-being beyond parenting strategies alone are

emerging with preliminary positive effects for caregiver FOH51 and depressive symp-
toms.50 Similarly, health equity interventions are being developed and evaluated,
including culturally relevant adaptations and approaches to improving modifiable so-
cial determinants of health.29,61 Interventions addressing technology-based psycho-
social challenges are emerging.
Although psychosocial interventions are effective for improving glycemic, behav-

ioral, and psychosocial outcomes for youth and caregivers, access remains limited.
In recent studies on implementation of psychosocial screening, the most common
barriers to screening in pediatric settings include time constraints, limited perceived
impact of screening on medical decision-making, and difficulty knowing how to
respond to elevations, including challenges identifying referrals.73,74 The existing
shortage of mental health providers,75 worsened by the spike in mental health needs
during the COVID-19 pandemic,76 has only increased the barriers families face in
accessing psychosocial care.
Solutions are needed to improve access to evidence-based psychosocial care for

youth with diabetes. Embedding trained mental health providers within multidisci-
plinary clinics can improve access to evidence-based, diabetes-specific interventions
and reduce the burden of finding and following up with external referrals. Training for
diabetes care providers to effectively and thoughtfully deliver components of interven-
tions in brief formats (eg, MI, problem-solving, family communication) may address
some diabetes-specific challenges for some families. Community resources and pro-
grams can also be provided to families, including organizations providing peer
connection, resources to help families with high social needs, and referrals to outpa-
tient therapeutic support via the American Diabetes Association’s mental health pro-
vider directory.77 Ongoing training for mental health providers in the community about
diabetes-specific considerations and interventions78 will also increase availability of
evidence-based psychosocial care.
The current review summarizes findings from other published reviews, and limita-

tions reflect limited diversity (participants predominately identified as non-Hispanic
White and were well-resourced) and small sample sizes. Future research is needed
with increased demographic diversity in terms of race, ethnicity, socioeconomic sta-
tus, and family structure.11,15 This review also may not include more recent studies
published after these prior reviews were completed. To date, no interventions included
in reviews target child FOH, disordered eating behaviors (or the diabetes-specific
behavior of intentional insulin omission for weight loss), sleep difficulty related to dia-
betes, or cognitive difficulties (eg, executive function challenges), reflecting unique
risks in pediatric diabetes that can negatively impact health and psychological well-
being.3 Additional research is needed to examine pathways to improve glycemic out-
comes given mixed findings. Research should also investigate which approach to use
for specific individuals and families. Finally, a focus on implementation and
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dissemination is critical to increase access to effective interventions. Assessment of
cost-effectiveness and facilitators and barriers to implementation are also needed.

CLINICS CARE POINTS
� Psychosocial assessment and evidence-based interventions are of critical importance when
working with youth with type 1 diabetes.

� Diabetes-specific psychosocial interventions address barriers to care and build individual and
family-based strengths to optimize self-management behaviors and improve psychological
well-being.

� Family-based interventions seem strongest for improving outcomes and teach collaborative
problem-solving and family communication to resolve common diabetes challenges.

� Youth- and caregiver-only interventions that provide cognitive behavioral and motivational
interviewing strategies can also improve diabetes distress, diabetes strengths, quality of life,
and glycemic outcomes.

� Clinicians should recognize barriers contributing to health disparities and provide culturally
sensitive recommendations and referrals. There are systems-level interventions that can
comprehensively support families with the greatest social needs.

� When starting diabetes technology, set realistic expectations and proactively address
common challenges to support continued use.
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