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Diabetes mellitus type 1 (T1D) is one of the 
most common chronic illnesses in pediatrics. 
Child and adolescent psychiatrists (CAPs) may 

encounter pediatric patients with T1D whose emotional 
disruption increases the risk for poor glycemic control 
or diabetes complications. CAPs can assist pediatric 
providers and patients with T1D by providing collabora-
tive care, including patient and family education, moni-
toring for common emotional and behavioral concerns, 
and treatment. We will briefly review common presen-
tations of anxiety, depression, disordered eating, atten-
tion-deficit/hyperactivity disorder (ADHD) and family 
conflict in T1D. Mental health is an essential component 
of an integrated approach to pediatric diabetes care.

T1D is an autoimmune condition which commonly 
appears first in youth, which was previously known as 
juvenile or insulin-dependent diabetes to distinguish it 
from type 2, or insulin-resistant diabetes. T1D affects 
nearly 1.25 million people in the United States, with 
18,000 new diagnoses per year in those under age 20.1,2 

Youth diagnosed with T1D must perform a complex set 
of steps in order to achieve optimal glycemic control. 
After diagnosis, a child and parent must start treatment 
with a pediatric endocrinologist, learn to monitor and 
manage blood sugar, understand meal-based carbo-
hydrate calculations, administer insulin, and react to 
new signs and symptoms. Because of the challenges of 
adjustment to living with a chronic illness and the unique 
stresses of diabetic self-management, CAPs can play 
a crucial collaborative role in providing education, 
screening, and treatment of pediatric patients with T1D.

Current American Diabetes Association and American 
Academy of Pediatrics recommendations suggest 
screening all children with T1D annually for psychiatric 
and psychosocial factors that can influence metabolic 
control.3 While some patients may have mood lability or 

irritability in response to glucose highs or lows, they are 
also at higher risk for psychiatric disorders. Nearly 1 in 3 
youth with T1D also have depression, while 1 in 5 have 
an anxiety disorder.4 As a child with T1D grows and gains 
autonomy over their diabetes management, the risk for 
emotional disruption increases as children transition 
into adolescence and young adulthood.5 Psychiatric 
symptoms in adolescents predict risk for hospitalization 
for diabetic ketoacidosis, a life-threatening complica-
tion.5,6 Children with diabetes face risks of both acute 
metabolic complications, such as diabetic ketoaci-
dosis or hypoglycemia, as well as longer term risks of 
microvascular (retinopathy, neuropathy, nephropathy) 
or macrovascular complications.7 Depression, anxiety, 
disordered eating, ADHD and family conflict can all 
be associated with unique management challenges 
that can increase the risk of these poor metabolic and 
microvascular outcomes.

Anxiety and Depression

Anxiety and depression are associated with negative 
impacts on metabolic control and diabetes self-man-
agement.8 CAPs can help identify specific emotional 
challenges and formulate team-based responses to 
those difficulties. For instance, patients with needle 
phobia can struggle with the need for frequent glucose 
checks and insulin shot administration. While contin-
uous glucose monitoring systems and insulin pumps 
may allay some anxieties, they still require frequent 
and active diabetic management, such as responding 
to alarms.

Additionally, increasing depressive symptoms is asso-
ciated with poorer glycemic control.9 Adolescents with 
depression are less likely to accept parental assistance 
with diabetes care.10 Moreover, compared to the general 
population, youth with T1D are at an increased risk 
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for suicidal ideation, suicide attempts, and suicide.11,12 

Because youth with T1D have access to potentially 
lethal means such as insulin, safety planning may have 
to specifically address how to ensure means restriction 
while continuing diabetic management.

Diabetes-specific psychotherapy can be helpful for 
diabetes-related distress and depression or anxiety. For 
instance, group diabetes-specific coping skills training, 
which covers both education and adaptation to the 
illness, has been effective in youth, decreasing isolation 
and improving coping.13 Individual and group cogni-
tive-behavioral therapy has been effective in adults 
with T1D, but those effects have not been consistently 
demonstrated in youth.14-16 Antidepressants, including 
selective serotonin reuptake inhibitors such as fluoxe-
tine, remain the standard of care for major depressive 
disorder and anxiety disorders.17 Augmentation with 
atypical antipsychotics may have metabolic conse-
quences, including increased risk of hyperglycemia, 
and require additional caution.18,19

Diabetes Distress

Patients with T1D, especially adolescents and young 
adults, may also experience difficulties with adjustment, 
which is sometimes called diabetes distress, char-
acterized by poor coping or denial about the illness.20 
As a child understands more about their illness, they 
may struggle with telling teachers and friends, or have 
guilt or embarrassment about their diagnosis or being 
“different.” Diabetes distress may elicit an emotional 
response to specific daily diabetes self-management, 
such as fear of injections or anxiety about blood sugar. 
Cognitive distortions about diabetes have been associ-
ated with increased stress and worse glycemic control.21 
Specific rating scales, such as the Diabetes Distress 
Scale, can help identify youth at risk.22

Eating Disorders

Disordered eating, including under-dosing or skipping 
insulin, is much more common in adolescents, espe-
cially female adolescents, with T1D.23 Not only can 
under-dosing and associated hyperglycemia lead to 
unhealthy weight loss, but it can also increase the risk 

of complications of T1D.24 The Diabetes Eating Problem 
Scale can be used to screen for disordered eating and 
insulin misuse.25 Psychoeducation, providing informa-
tion about the risks of under-dosing to adolescents with 
T1D as well as their parent and other care providers, can 
remediate some of the attitudes and behaviors asso-
ciated with disordered eating and catch concerning 
behaviors early.26

Executive Functioning and ADHD

Executive functioning encompasses planning and orga-
nizing abilities which may affect outcomes in T1D. To 
manage diabetes, one has to count carbs for each meal, 
calculate insulin, remember to bring insulin, figure out 
when and where they will be eating meals, and many 
more decisions that require planning and organization. 
Poor executive functioning has been repeatedly demon-
strated to be associated with poor glycemic control, 
especially for adolescents.27-29 Those with a diagnosis 
of ADHD and T1D experience twice the risk of diabetic 
ketoacidosis.30 Although stimulant medication remains 
the treatment of choice for ADHD in those with T1D, 
the appetite-lowering effects of stimulants could put 
patients at risk of hypoglycemia.31 CAPs can provide 
guidance to children, parents, and the endocrine team 
about careful midday insulin dosing in those who expe-
rience appetite suppression. Behavioral treatment 
modalities such as working memory training have been 
used in adolescents with type 1 diabetes and show 
some benefits, especially when combined with other 
psychological treatments.32

Family Conflict

Parents or caregivers take a primary role in managing 
T1D for many young children. School-age children are 
generally expected to understand and communicate 
symptoms of low blood sugar, carry diabetic supplies, 
and develop autonomy around eating, glucose checks, 
and exercise. Older children are expected to slowly 
and progressively take over the daily responsibilities 
of diabetes care.33 Older adolescents should be estab-
lishing and reinforcing self-care skills and learning to 
integrate these skills into their social and academic 
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lives. This will help to reinforce the relationship 

between diabetes control, prevention, and screening 

for its complications.34 Like other developmental mile-

stones, individual and family variation contributes to 

the progression to independent diabetes self-manage-

ment. Psychosocial and environmental factors, such as 

poverty and food insecurity, can play a significant role 

in family’s ability to navigate the additional challenges 

of T1D.

Given the crucial role of parental monitoring and gradual 

transition of autonomy, family conflict can be a unique 

risk factor for children and adolescents with diabetes.35,36 

Assessing the child’s psychiatric symptoms and family 

functioning can provide meaningful information about 

the potential need for family intervention. Stressful family 

situations, including adverse childhood experiences, 

can contribute to emotional disruption and nonadher-

ence to recommendations.37 Multisystemic Therapy and 

Family-Based Systems Therapy have demonstrated 

that intensive, family based treatments can improve 

glycemic control youth with T1D.38,39

Conclusion

Recognizing that children, adolescents, and young 

adults with type 1 diabetes may be at risk of emotional 

disruption is an important opportunity for education, 

identification, and collaboration between healthcare 

providers. Because of their ability to identify vulnerability 

to common psychiatric symptoms and family dynamics 

in their interactions with patients with T1D, CAPs should 

be embedded within endocrinology clinics, providing 

early referral for concerns about patients and their 

family functioning and immediate response to positive 

screens. In addition to the benefit of their direct access 

to patients and their mental health, CAPs can help 

improve metabolic control and decrease the risk for 

complications by promoting and discussing the poten-

tial effect of these comorbidities with pediatricians and 

interdisciplinary health systems.

Take Home Summary

Children, adolescents, and young adults with 
type 1 diabetes commonly experience emotional 
disruption, conflict, and psychiatric illness that 
may affect their diabetes management. Collabo-
rative relationships between child and adolescent 
psychiatrists and diabetes providers can facilitate 
education, referral, and treatment.
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