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The importance of maintaining 
optimal glycemic control for 
individuals with type 1 dia-

betes is well established (1). Lower 
socioeconomic status (SES) is con-
sistently identified as a risk factor for 
poor glycemic control and increased 
morbidity and mortality (2–6). The 
Pittsburgh Epidemiology of Diabetes 
Complications (EDC) study (3) 
found that individuals with type 1 
diabetes from lower SES backgrounds 
were more likely to suffer from renal 
disease, coronary heart disease, and 
neuropathy. The EDC study also 
found that risk factors for mortality 
in type 1 diabetes increase fourfold 
for individuals from lower SES back-
grounds (2). Although SES has been 
identified as a key variable in health 
outcomes for type 1 diabetes, quan-
titative studies generating these find-
ings often fail to explicate differences 
in social life that may lead to such 
disparities. Because SES is a social, 
rather than biological, feature, it is 
imperative to examine characteristics 

of social context that may influence 
glycemic control to develop the most 
effective interventions for reducing 
health disparities. This is crucial for 
pediatric patients with type 1 diabetes 
because early efforts to establish opti-
mal glycemic control happen within 
the broader social environment. 

Sociological studies on inequal-
ity in childhood and life experience 
demonstrate that middle- and upper-
class children have vastly different 
levels of social resourcing than chil-
dren from less affluent households 
(7–9). Middle- and upper-class 
children are exposed to a breadth of 
extracurricular and other engagement 
activities such as organized sports, 
artistic performance groups, and 
clubs, and their parents tend to have 
high levels of involvement and inter-
vention in the organizations in which 
they engage (7–10). Involvement in 
such activities in childhood is asso-
ciated with many benefits, including 
higher graduation rates, improved 
self-efficacy, decreased risk for depres-
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sion, greater social network density, 
and overall “thriving” (10–14). 
Working-class and poor families 
have fewer resources to provide such 
experiences for their children, and, 
consequently, children from these 
families are often expected to struc-
ture their own free time, are less likely 
to be directly supervised by adults, 
and function with greater levels of 
responsibility at earlier ages (9,10). 
Although participation in extracur-
ricular activities and high levels of 
parental involvement in childhood 
are identified as key variables in 
educational success (8,9,14), depres-
sion, and social isolation (10–12), 
this research could also be relevant 
to health disparities among pediatric 
populations with type 1 diabetes. 

There is a tremendous focus on 
social support in diabetes as it relates 
to glycemic control for pediatric 
populations (15–17). For example, 
parental involvement is crucial in 
attaining optimal glycemic control 
and consistent blood glucose moni-
toring (15–17). However, research on 
glycemic control and social support 
focuses primarily on family, teacher, 
and peer interactions surrounding 
diabetes (and blood glucose mon-
itoring in particular) and tends to 
examine diabetes-specific support 
systems (15–17). Also, existing stud-
ies consider parent interactions with 
the child rather than exploring pat-
terns of interactions between parents 
and diabetes care providers. This 
particular way of approaching social 
support fails to include a consider-
ation of larger group memberships, 
general parental interaction styles, or 
social identities unrelated to diabetes 
that may also have a profound impact 
on glycemic control. 

Given the importance of social 
support in diabetes as it relates to 
health outcomes (15–17) and existing 
research on inequality in childhood 
experiences (8,9), we examined social 
support resources available to youths 
with type 1 diabetes according to SES. 
Many factors contribute to disparities 
in health outcomes in type 1 diabetes 

given the complex interplay of SES 
and life experience that affect dietary 
choices, levels of physical activity, 
access to medical care, and exposure 
to stress. We specifically focus on 
social support because of its impor-
tance for pediatric populations and 
its propensity to be changed through 
intervention, as opposed to other 
factors that may be more difficult 
to change. Our framework extends 
previous studies by considering both 
diabetes-specific social supports, and 
nondiabetes social supports.

Although there are many estab-
lished scales for measuring social 
support in diabetes (16,17), we chose 
simple list generators (18) because 
of their demonstrated reliability as 
an appropriate methodological tool 
for pediatric populations (19,20). 
List-generating questions prompt 
respondents to create a list for a par-
ticular measure (e.g., “List how many 
people you know who also have type 
1 diabetes”) rather than using closed-
ended multiple-choice categories (e.g., 
I know 0–4 people, 5–9 people, etc.).

We examined three general 
dimensions of social support for 
youths: 1) “diabetes contacts,” 
including the number of people a 
youth knows and is in regular contact 
with who also have diabetes (network 
size) and how he or she knows them 
(role relationship), 2) “youth diabetes 
coping activities,” or the number of 
activities a youth engages in that he 
or she identifies as helpful in coping 
with diabetes, and 3) “extracurricular 
activities,” consisting of all the social 
activities a youth engages in regularly. 
Parental social support was explored 
on two dimensions: 1) “parental diabe-
tes coping activities,” or the number of 
diabetes coping activities engaged in 
by parents, and 2) “parental support 
for diabetes care,” or who parents/
caregivers identify as the most 
important “go-to” people when there 
is a diabetes management problem. 

Methods 

Recruitment and Measures 
Data were collected over a 2-year 

period during the summers of 2011 
and 2012 for patients recruited from 
endocrine clinics at a university hos-
pital (n = 49). Informed consent and 
assent was obtained from all subjects 
under a protocol approved by the 
institutional review board where the 
research took place. Selection crite-
ria included 1) age 12–19 years and 
2) a diagnosis of type 1 diabetes for at 
least 2 years to ensure that the honey-
moon phase of the disease had ended. 
All eligible youths were approached, 
and only three families declined re-
cruitment attempts. Separate youth 
and parent/caregiver surveys taking 
no more than 30 minutes to complete 
were conducted. Surveys were either 
completed in clinic or taken home 
and returned by mail in postage-paid 
envelopes. Participants were com-
pensated with a $30 money order. In 
addition to survey data, A1C levels 
were obtained on all participants to 
measure glycemic control. 

Demographic Variables 
Measures for most sociodemographic 
variables, including age, sex, race, and 
SES, came from the General Social 
Survey codebook, with the inclusion 
of an open-ended category of “Other, 
please explain.” Parent/caregiver sur-
veys contained all demographic ques-
tions; youths did not complete these 
questions. There were two measures 
for SES: 1) total household income 
and 2) parental education. Knowing 
total household income allowed us to 
create income thresholds in keeping 
with existing typologies on U.S. eco-
nomic stratification (21). 

Social Support 
On the youth survey, the question for 
diabetes contacts was worded as fol-
lows: “List the names of people you 
know who have diabetes that you are 
in contact with at least once a year. 
Also, please tell how you know them 
(for example: Julie from camp, Mark 
from school).” Youths were also asked 
about participation in diabetes cop-
ing activities with a list-generating 
question worded: “List any activities 
that you participate in that help you 
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cope with the challenges of diabetes.” 
Youths were assigned a numeric score 
based on how many distinct names or 
activities they provided. For example, 
listing seven names resulted in a di-
abetes contacts score of 7. Although 
most diabetes social support scales 
ask about membership in a diabetes 
support group, we included more 
general wording to evoke any activi-
ties or group memberships the youths 
themselves identify as coping activi-
ties specific to diabetes. 

We also included a measure for 
youths’ engagement in extracurric-
ular activities with a list-generating 
question worded: “List your hobbies 
and/or extracurricular activities you 
participate in (sports you play, clubs 
you belong to, things you like doing 
in your spare time, etc.).” Although 
there was some overlap between 
diabetes coping activities and extra-
curricular activities (addressed below 
in our results), we believe this par-
ticular question adds a missing layer 
to research on social support within 
diabetes because the networks that 
connect youths to larger group mem-
berships outside of their diagnosis 
deserve specific empirical consider-
ation. Overall, numeric scores were 
created for social supports by quan-
tifying the total number of distinct 
items listed for each measure. 

Parent/caregiver surveys con-
tained a similar measure for social 
support with an item worded: “List 
any activities that you participate 
in on a regular basis that help you 
cope with the challenges of diabetes.” 
Parents/caregivers were thus assigned 
a numeric score for parental diabe-
tes coping activities. Additionally, 
parents were asked to complete 
the following open-ended ques-
tion designed to capture and better 
understand who the most important 
“go-to” people are when a problem 
arises with diabetes: “List the people 
that you most count on to help man-
age the challenges of diabetes. Briefly 
explain why.” We conceptualized this 
measure as parental support for dia-
betes care. 

Data Analysis 
Our list-generating questions were 
used to quantitatively analyze social 
support network size according to 
SES. Also, the social support lists 
were used to qualitatively examine 
role relationships for youths’ diabetes 
contacts and variations in the types 
of youth and parent coping activities. 
SPSS version 21 (IBM; Armonk, NY) 
was used for all quantitative data anal-
ysis, which included basic frequency 
distributions, a comparison of means, 
t tests, and Pearson’s correlation for 

A1C, and numeric demographic 
variables. A content analysis of social 
support answers was conducted using 
a method of constant comparison 
(22,23) through the following coding 
schema: 1) diabetes contacts role re-
lationships: “family tie,” “school tie,” 
“neighborhood tie,” “diabetes-specif-
ic activity tie,” and “other”; 2) youth 
and parent diabetes coping activities: 
“diabetes-specific professional re-
source” (activities/groups organized 
by local or national diabetes chapters 
or interests) and “diabetes nonspecif-
ic” (activities/groups not organized by 
local or national diabetes chapters or 
interests); and 3) parental support for 
diabetes care: “professional resource” 
(medical professionals) or “kinship 
resources” (family members). 

Results 
Table 1 presents participants’ char-
acteristics and mean A1C levels. In 
keeping with etiological trends in 
type 1 diabetes, our sample contained 
equal sex ratios and an overrepresen-
tation of whites. The mean age was 
15 ± 2.1 years. The mean duration 
of disease was 6.4 ± 3.4 years. Family 
income ranges varied; 38% were 
from the poor/working-class bracket 
(<$40,000), 33% were from the mid-
dle-class bracket ($40,000–$80,000), 
and 29% were from the upper 

TABLE 1. Characteristics of the Study Population and Comparison of Mean Glycemic Control and 
Social Supports

n  
(of total 49)

A1C (%) Diabetes 
Contacts 

Score

Youth 
Coping 
Score

Extracurricular 
Activities 

Score

Parent 
Coping 
Score

Age (years) 

(mean 15 ± 2.1)

Ages 12–15

Ages 16–19

27

22

8.6 ± 1.0

8.7 ± 1.3

3.6 ± 3.1

3.3 ± 2.9

1.5 ± 1.3

1.6 ± 1.6

4.2 ± 2.7

3.2 ± 2.5

1.9 ± 1.5

2.2 ± 2.4

Disease duration (years) 

(mean 6.4 ± 3.4)

≤6

≥7

26

23

8.7 ± 1.4

8.5 ± 0.8

2.5 ± 1.7*

4.3 ± 3.6

P <0.05, 
t test

r = 0.29,  
P <0.05

1.2 ± 1.0

1.7 ± 1.5

3.6 ± 1.9

4.2 ± 2.8

1.8 ± 1.7

2.1 ± 2.2

TABLE CONTINUED ON P. 65 →
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middle–class/upper-class bracket 
(>$80,000). Youths from lower SES 
households had higher mean A1C 
levels that were found to be statisti-
cally significant both through t tests 
for means and Pearson’s correlation 
coefficients. This was true when SES 

was measured by household income 
(r = –0.39, P <0.01) and by lev-
el of parental education (r = –0.32, 
P <0.05). There were high levels of 
correlation between the measures for 
SES (income and parental education; 
r = 0.75, P <0.000). High levels of 

collinearity among our variables and 
our small sample size limited our 
ability to use a true linear regression 
model. However, for preliminary pur-
poses, it is important to note that, as 
each numeric social support mea-
sure increased, A1C decreased with 

TABLE 1. Characteristics of the Study Population and Comparison of Mean Glycemic Control and 
Social Supports

n  
(of total 49)

A1C (%) Diabetes 
Contacts 

Score

Youth 
Coping 
Score

Extracurricular 
Activities 

Score

Parent 
Coping 
Score

Sex

Female

Male

24

25

8.6 ± 1.0

8.7 ± 1.4

4.2 ± 3.0*

2.7 ± 2.8

P <0.05, 
t test

1.8 ± 1.7

1.4 ± 0.9

3.8 ± 2.8

3.7 ± 2.8

2.5 ± 2.1

1.6 ± 1.4

Race/ethnicity

Black

Hispanic

White

Other 

4

3

41

1

10.2 ± 0.6†

8.8 ± 0.4

8.5 ± 1.1

—

1.6 ± 1.9

4.0 ± 0.8

3.7 ± 3.1

—

1.5 ± 1.1

2.3 ± 2.3

1.6 ± 1.4

—

2.6 ± 1.9

3.3 ± 1.5

4.0 ± 2.7

—

1.0 ± 0.4

1.6 ± 1.1

2.3 ± 2.1

Household income ($)

<40,000

40,000–80,000 

>80,000 

Other: “don’t know” 

18

15

14

2

9.4 ± 1.4*

8.1 ± 0.8

8.3 ± 0.9

—

P <0.01,  
t test

r = –0.39,  
P <0.01

1.6 ± 1.6*

4.5 ± 2.8

4.7 ± 3.8

—

P <0.01,  
t test

r = 0.40,  
P <0.01

0.7 ± 0.7*

2.0 ± 1.4

2.2 ± 1.6

—

P <0.01,  
t test

r = 0.42,  
P <0.01

2.5 ± 2.3*

4.0 ± 2.4

5.0 ± 2.5

—

P <0.01,  
t test

r = 0.38,  
P <0.01

1.1 ± 1.0*

2.1 ± 1.8

2.9 ± 2.3

—

P <0.01,  
t test

r = 0.44,  
P <0.01

Parental Education

Did not complete HS

HS diploma

AA/skilled degree 

BA/BS degree

Graduate degree 

Other: missing data 

3

17

10

10

7

2

10.9 ± 1.3*

8.8 ± 0.9

8.2 ± 0.9

8.2 ± 1.1

8.3 ± 0.8

—

r = –0.32,  
p <0.05

1.6 ± 1.1*

2.8 ± 1.9

3.2 ± 2.8

4.8 ± 3.0

4.5 ± 4.7

—

r = 0.25,  
p <0.05

1.0 ± 1.2*

1.3 ± 0.9

1.5 ± 1.1

2.0 ± 1.5

2.8 ± 2.0

—

r = 0.32,  
p <0.05

1.2 ± 0.9*

3.1 ± 2.5

4.0 ± 2.7

5.0 ± 2.0

4.8 ± 3.3

—

r = 0.39,  
p <0.01

1.3 ± 1.5*

1.6 ± 1.1

3.3 ± 3.1

3.4 ± 1.9

3.2 ± 1.8

—

r = 0.29,  
p <0.05

*P values (indicated when significant) are for t tests when examining categorical variables and for Pearson’s correlation 
coefficients when examining numeric variables. SES is examined numerically by using income in dollars and parental 
education in years. t Tests are only used when there is symmetry among cell values and are only presented in terms of 
the significant P values.
†Three of the black participants were at the <$40,000 income threshold (poor/working class), and one was at the 
>$80,000 income threshold (upper middle/upper class); one Hispanic youth was at the <$40,000 income threshold, and 
one was at the $40,000–$80,000 threshold, and one was at the >$80,000 threshold. There were not enough non-white 
participants to perform t tests.
AA, associate of arts; BA, bachelor of arts; BS, bachelor of science; HS, high school.

TABLE 1. Characteristics of the Study Population and Comparison of Mean Glycemic Control and 
Social Supports, continued from p. 64
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a statistically significant correlation 
for youth extracurricular activities  
(r = –0.38, P <0.007). 

Youth Social Support and 
Demographic Variables 
Table 1 also presents a mean com-
parison of social support measures 
for youths. SES was significant in 
social support; youths from higher- 
SES households (whether deter-
mined by income or parental edu-
cation level) had higher mean scores 
for diabetes contacts, diabetes coping 
activities, and extracurricular activi-
ties than youths from working-class 
households (P <0.01 for t tests with 
$40,000 as the defining income cusp 
level). Sex was found to be significant 
for diabetes contacts; females had sig-
nificantly more diabetes contacts than 
their male counterparts (P <0.05, 
t test). Diabetes contacts were also 
significantly higher for youths who 
had lived with diabetes the longest 
(P <0.05, t test; r = 0.29, P <0.05 for 
Pearson’s correlation). 

Figure 1 presents a content anal-
ysis of diabetes contacts and diabetes 
coping activities revealing patterned 
differences in the type of activity by 
SES; affluent youths listed three times 
more diabetes-specific professional 
organizations or activities in which 
they were regularly involved. This 
was also seen with diabetes contacts; 
a content analysis of role relation-
ship revealed that youths from more 
affluent households were more likely 
to be connected to other youths with 
diabetes through diabetes-specific 
professional activities, whereas youths 
from less affluent households knew 
other people with diabetes mainly 
through happenstance (e.g., a school 
tie rather than a tie from a diabetes- 
specific group). 

There were areas of overlap in the 
lists youths generated for extracur-
ricular activities and diabetes coping 
activities; 40% of youths listed at least 
one activity as both an extracurricu-
lar and a coping activity, and of those 
youths, all but two were from middle- 
or upper-class households. Almost all 

(90%) of the youths who listed some-
thing as both an extracurricular and 
a coping activity explained (without 
being prompted to do so) that the 
extracurricular activity functioned as 
a coping mechanism because it made 
them forget about diabetes or allowed 
them to feel “normal.” Youths elabo-
rated in their lists for diabetes coping 
activities by saying things such as, 
“The best activity to help me cope is 
where I am treated like everyone else” 

(white male, 19 years of age, house-
hold income >$80,000) or “Anything 
that lets them see I am just like them 
[people without diabetes]” (white 
female, 17 years of age, household 
income $40,000–$80,000).

Parental Social Supports 
and SES
A comparison of mean parental social 
supports by each demographic vari-
able also appears in Table 1. Parental 
coping activities were significant-

■ FIGURE 1. Content analysis for type of social support by total household income  
(A, <$40,000; B, >$80,000). Diabetes-specific professional resources include such 
things as local Juvenile Diabetes Research Foundation chapters, diabetes camps, 
Children with Diabetes events, and American Diabetes Association membership. 
Nonspecific resources for youth contacts include knowing someone with diabetes 
through a neighborhood tie or a school tie rather than through a diabetes-specific 
professional tie. Nonspecific resources for youth and parent coping activities include 
such things as attending church, family vacations, and hobbies such as crafting 
or hiking. 

A

B
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ly higher for families with incomes 
>$40,000 and parental education 
levels at the Associate of Arts/Skilled 
Trade degree or higher. Figure 1 shows 
a content analysis of types of parental 
support by household income. More 
than 80% of parents from middle- 
and upper-class households listed 
diabetes-specific professional activ-
ities (e.g., support groups, Children 
with Diabetes events, and Juvenile 
Diabetes Research Foundation 
[JDRF] walks), whereas there were 
only two occasions in which parents/
caregivers from poor/working-class 
households listed such activities. In 
addition, 40% of parents from the 
middle to upper class noted that they 
held leadership titles in diabetes- 
specific organizations, with comments 
such as:

 “I mentor newly diagnosed fam-
ilies. [Husband’s name] serves 
on the JDRF board.” (parents 
of a white male, 17 years of age; 
household income >$80,000; 
maternal level of education 
bachelor’s degree)

“I regularly chair diabetes fund-
raising events and co-chair 
several committees related to dia-
betes events and groups.” (mother 
of a white male, 15 years of age; 
household income $40,000–
$80,000; maternal level of 
education graduate degree)

“I work in different capacities 
in diabetes education as a nurse 
and through local organiza-
tions.” (mother of a black male, 
17 years of age; household income 
>$80,000; maternal level of 
education graduate degree)

There were no examples of parents 
from working-class or poor families 
listing such leadership positions.

Figure 2 presents parental support 
for diabetes care by total household 
income and parental level of edu-
cation. With regard to who their 
“go-to” people are when it comes to a 
problem in diabetes care, 80% of par-
ents from the highest income brackets 

and educational levels listed their 
child’s pediatric endocrinologist/
medical staff (professional resource) 
as their most important “go-to” per-
son. In contrast, 80% of parents from 
the lowest income bracket and educa-
tional levels listed a family member 
(kinship resource). Interestingly, 
when asked to explain their answers, 
affluent parents commented readily 
on the quality and access of their 
children’s diabetes medical staff, 
whereas less affluent parents focused 
on the primacy and value of family. 
These contrasting viewpoints are cap-
tured in the answers of two parents 
in our sample who share the same 
physician—one from the highest 
income and education threshold and 
the other from the lowest:

 “Dr. [name of pediatric endo-
crinologist] and [name of nurse 
educator] are the most important 
people to us—always available 
for education or trouble-shoot-
ing. Our psychologist also helps 
[youth’s name] cope and to 
understand his responsibilities.” 
(mother of a white male, 15 
years of age; household income 
>$80,000; maternal level of 
education graduate degree)

“My sister and cousin help me 
when there is a problem with 
[youth’s name] diabetes. Family 
is so important. Family’s all you 
got in this world!” (grandmother 

of a white male, 14 years of age; 
household income <$40,000; 
maternal level of education less 
than a high school diploma) 

Discussion 
Our data indicate that youths with 
type 1 diabetes from lower SES back-
grounds are under-resourced in many 
areas of social support. They know 
few people who also have diabetes; 
neither they nor their parents typical-
ly engage in diabetes-specific groups 
or organizations; they participate in 
few, if any, extracurricular activities; 
and their parents turn to other fam-
ily members rather than to medical 
professionals for help when there are 
challenges in diabetes management. 
We posit that this lack of social sup-
port has important implications for 
disparities in health outcomes.

These discrepancies in social activ-
ities indicate that youths from lower 
SES households participate less often 
in activities supervised by adults and 
are less likely to have parents interact 
with the pediatric endocrine staff. 
Consequently, they may have fewer 
prompts for blood glucose monitor-
ing and other behaviors that improve 
glycemic control (15,24,25). This 
point helps clarify that providing 
more diabetes education for low- 
income parents may not be as valu-
able as increasing adult supervision 
during after-school hours or provid-

■ FIGURE 2. Parental support for diabetes care by total household income.
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ing more opportunities for contact 
with diabetes-specific professionals 
in general because youths who most 
need the help of diabetes profession-
als remain isolated from them.

Also, although sex was not the 
focus of our study, our findings indi-
cate that males may have fewer social 
supports when it comes to diabetes 
contacts. Although there were no 
observed sex differences in glycemic 
control, the differential resourcing 
may have a bearing on other health 
outcomes such as depression and 
social isolation. 

Research on social support in 
diabetes could be enhanced by con-
sidering the extracurricular activities 
youths engage in, as well as the types 
of support activities related to dia-
betes in which their parents engage. 
Roughly half of the youths in our 
sample commented that participa-
tion in extracurricular activities or 
groups unrelated to diabetes were 
their most valuable coping activi-
ties because they allowed them an 
identity beyond their diagnosis. 
Theoretically, the lower levels of 

involvement in extracurricular and 
other structured engagement activi-
ties by working-class and poor youth 
demonstrated here and in research 
unrelated to diabetes (8–10) may have  
direct implications for youths with 
type 1 diabetes because depression, 
social isolation, and lack of paren-
tal involvement can hinder efforts 
to achieve optimal glycemic control 
(15,26). Extracurricular involvement 
can also serve as a bridge for youths 
in poor and working-class house-
holds, providing resources beyond 
their local communities and often 
serving as liaisons for college schol-
arships. Moreover, the infrequency 
with which parents from lower SES 
households engage in diabetes profes-
sional groups or seek professional help 
with diabetes care warrants further 
attention. We need to better under-
stand the barriers that keep some 
parents from professional resources, 
whether these stem from  a lack of 
time, money, or cultural ease in such 
engagement or from other concerns. 

The limitations of our study 
include its small sample size, an 

underrepresentation of non-white 
participants, and a lack of focus on 
social media as a mechanism of social 
support. Further investigation is 
needed to increase our understanding 
of the empirical relationship between 
social support, SES, and glycemic 
control. Given the limited sample size 
and nature of this exploratory study, 
we cannot statistically test these 
relationships; rather, we can simply 
demonstrate differences in social 
life for youths with type 1 diabetes 
according to their family SES.

More research is also needed to 
better understand racial disparities in 
social support as it may relate to gly-
cemic control (27,28). Given the fact 
that black and Hispanic youths living 
in the United States have a three-
times-greater risk for living in poverty 
(29), racial disparities are somewhat 
entangled with SES disparities. In 
fact, SES has been found to be more 
important in overall disparities for 
type 1 diabetes than race/ethnic-
ity alone (6). Our sample, however, 
lacked enough non-white participants 
to adequately demonstrate any com-

TABLE 2. Recommendations to Reduce Health Disparities Among Youths With Type 1 Diabetes
Recommendation Rationale

Make preemptive efforts with at-risk families 
to maintain regular contact with households 
between office visits using text messaging or 
phone contact based on available resources 
to quickly ascertain issues of concern. 

Lower-income families in this study indicated that they rely more 
readily on kinship networks than on diabetes professionals in  
diabetes management and tend to be involved in few activities that 
connect them to health care providers. Lower-income youths are 
also hospitalized much more frequently for serious diabetes-related 
complications (5). 

Do not rely on the Internet as the sole source 
of communication with at-risk families, and 
update contact information frequently. 

Research on computer use in the United States indicates that only 
49% of households making ≤$25,000/year have access to the Internet 
(29). Phone outreach will be important. Also, the working poor tend 
to move more and change telephone numbers frequently given the 
constraints of poverty. 

Consider cultural differences in parenting 
styles when assigning insulin regimens. 

Youths from lower-SES households are more likely to be unsuper-
vised by adults and to have low levels of direct monitoring (8,9).  
In addition, for publically insured youths, access to supplies or  
technology may change as they transition into adulthood. 

Recognize extracurricular involvement as a 
meaningful resource for coping with the  
challenges of diabetes. 

There are many documented benefits of engaging in extracurricular 
activities in childhood and adolescence. For youths with type 1 dia-
betes, such involvement increases social resourcing and provides an 
identity beyond their diagnosis, thus offsetting disease stigma (30). 

Reduce barriers that keep lower-income  
families from gaining access to diabetes  
professional resourcing. 

Income constraints can create obstacles for having transportation to 
office visits, affording diabetes camps for children, or having access 
to online diabetes resources. Direct financial support in the form 
of transportation vouchers or scholarships, as well as incentives for 
keeping office visits, are invaluable. 
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parisons of social supports according 
to race or ethnicity.

In addition, our research did not 
allow for a systematic comparison of 
social networks facilitated through 
social media versus face-to-face 
contact (e.g., gaming with friends 
online vs. participating in a monthly 
videogame club through a local 
organization). 

Despite these limitations, our 
data have important implications 
for youths with type 1 diabetes. 
Unearthing the basic notion that 
youths from lower SES house-
holds have few opportunities for 
diabetes-specific or nonspecific 
social support provides a new lens 
through which to frame solutions. 
Efforts to increase family education 
and involvement should be paired 
with interventions that also provide 
resourcing beyond the family level. 
Increasing social support in the forms 
of diabetes contacts, social activities 
for youths, and professional resources 
for parents may provide effective 
intervention strategies for reducing 
health disparities in youths with type 
1 diabetes. We couple the findings 
from this study with existing research 
on childhood inequalities to offer the 
recommendations for diabetes health 
care providers listed in Table 2.
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