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Abstract

Background: An understanding of acceptability among potential intervention participants is 

critical to the design successful real-world financial incentive (FI) programs. The purpose of this 

qualitative study was to explore adolescent and parent perspectives on the acceptability of using FI 

to promote engagement in diabetes self-care in adolescents with type 1 diabetes (T1D).

Methods: Focus groups with 46 adolescents with T1D (12–17 years old) and 39 parents of 

adolescents with T1D were conducted in the Seattle metropolitan area. Semi-structured questions 

addressed participants’ current use of incentives to promote change in diabetes self-care and 

receptivity to a theoretical incentive program administered by a third-party. Qualitative data were 

analyzed and emergent themes identified.

Results: Three thematic categories informed participant views about the acceptability of FI 

programs: 1) the extent to which using FIs in the context of diabetes management fit comfortably 

into a family’s value system, 2) the urgent need for improved self-care due to the threat of 

diabetes-related health complications, and 3) the perceived effectiveness for FIs to promote 

improved diabetes self-care. These factors together led most parents and adolescents to be open to 

FI program participation.

Conclusions: The results from this qualitative study suggest that well-designed FI programs to 

support diabetes management are acceptable to families with adolescents with T1D. Additionally, 

the use of FIs may have the potential to support adolescents with T1D in developing strong self-

care habits and ease the often-turbulent transition to independent self-care.
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INTRODUCTION

Approximately 80% of adolescents with type 1 diabetes mellitus (T1D) fall short of 

glycemic targets1 placing them at increased risk for acute complications such as diabetic 

ketoacidosis, as well as chronic complications such as blindness and kidney failure.2,3 Most 

adolescents struggle with diabetes self-care, including consistent glucose monitoring and 

timely, appropriate insulin administration.4,5 Blood glucose levels and, in turn, health 

outcomes, can be improved by increased engagement in recommended diabetes self-care 

practices.6

Financial incentive (FI) programs are a potentially promising strategy for improving self-

care practices and health outcomes in adolescents. Adolescents face converging barriers to 

adherence, such as social pressure, inclination toward risk-taking, depression, anxiety, and 

fatigue from chronic disease management.7–10 Therefore, adolescents are likely to benefit 

from programs that empower them to improve diabetes self-care engagement.5,11

The effectiveness of incentive strategies in improving both engagement in diabetes self-care, 

such as blood glucose monitoring, and glycemic control has been demonstrated in adults 

with T1D.12 Given these encouraging outcomes in adult populations, there is momentum 

towards exploring FI in adolescent patient groups. While pilot studies in adolescent 

populations are limited in both participant numbers and duration of follow-up, initial results 

hold promise. FI programs for adolescents with T1D led to improvements in the frequency 

of incentivized self-care behaviors.13,14 Further, in some, but not all, studies, increased 

engagement in self-care persisted after the discontinuation of incentives and was associated 

with durable reductions in HbA1c.15,16 This suggests that FI not only has the potential to 

improve clinical outcomes but may lead to long-term cost savings due to the relatively low 

cost of incentives as well as the preventative value of improved glycemic control.

Despite the potential benefits of incentive programs, there is concern regarding their use, 

particularly in adolescent populations. Parents may have ethical concerns about FI programs, 

such as worries about coercion, unfairness, and undermining the autonomy of adolescent 

decision-making (“undue inducement).17–20 While evidence regarding the long-term 

behavioral impacts of FI is limited, some predict that providing tangible rewards for health 

behaviors will erode adolescents’ intrinsic motivation.21–23 Finally, some parents may view 

the transfer of incentives within the context of a healthcare provider-patient relationship as 

an unacceptable violation of cultural or familial norms.24,25

Given that acceptability is a necessary condition for program uptake outside of randomized 

controlled trials, an understanding of acceptability among potential intervention participants 

is critical to design successful FI interventions.26,27 At this time, there is insufficient 

information characterizing family perspectives on using FI to support adolescents struggling 

with T1D management. Our primary aim was to assess intervention acceptability by 
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exploring adolescent and caregiver perspectives on using incentives to promote self-care in 

adolescents with T1D.

METHODS

Study design and research personnel

A qualitative study using focus groups (FG) with adolescents with T1D and parents of 

adolescents with T1D was conducted in 2018. The qualitative study is part of a larger project 

to develop and execute a discrete choice experiment to systematically assess patient 

preferences for financial incentives to promote improvement in adolescents’ diabetes self-

care.28 This report conforms to the Standards for Reporting Qualitative Research.29

The research team included a pediatric endocrinologist and health services researcher (FM), 

a medical anthropologist (KS), a behavioral economist and health services researcher (DW), 

an ethicist (SS), a research health psychologist (JYF), a senior pediatric endocrinologist 

(CP), and two clinical research associates (CL, KC). Focus group co-facilitators (FM, KS) 

have extensive experience working with adolescents.

Data tools

Facilitator guides for adolescent and parent FGs were developed according the study goals 

and adjusted as necessary throughout data collection as per standard qualitative 

methodology30. Questions addressed adolescents’ self-care tasks, challenges to completing 

self-care, incentivizing behaviors and outcomes, receptivity to financial incentives, incentive 

structures and pressure around self-care (Appendix A & B). FG participants also completed 

short written demographic questionnaires (Appendix C & D).

Focus Groups

A purposive sample of adolescents and parents of adolescents (hereafter parents) from the 

Seattle metropolitan area of Washington State was recruited from the Diabetes Clinic at 

Seattle Children’s Hospital. A group of 799 English-speaking adolescents (ages 12–17 

years) with a T1D duration of over one year were identified as potential participants from 

the medical record data. This group was approached via mail with letters describing the 

study. Letters allowed interested parties to opt-in to recruitment phone calls from study staff. 

During recruitment calls, parents were asked if the parent primarily responsible for the 

child’s diabetes care would like to participate in a FG in addition to the child participating. 

The sample was intentionally drawn from four geographic sub-regions of the Seattle 

metropolitan area that differed economically and ethnically. Participants were compensated 

$50 for FG participation. The Seattle Children’s Research Institute Institutional Review 

Board approved the study procedures. Parents provided written consent and youth 

participants provided written assent for participants under 18.

Eighty-five participants participated in 12 FGs that included 5–10 participants each. Two-

hour FGs were held on evenings or weekends in private meeting rooms that were familiar 

and convenient to the participants (e.g., hospital, neighborhood community center).
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The initial sample estimates were 12 FGs consisting of 8 adolescent FGs and 4 parent FGs. 

Midway through data collection, the team shifted the ratio to an equal number of parent and 

adolescent FGs (6 adolescent, 6 parent) in order to increase geographic (proxy for 

economic) and ethnic diversity and ensure saturation would be achieved for both parent and 

adolescent samples.31

Analysis

FGs were digitally recorded, professionally transcribed verbatim, and reviewed by an 

investigator (DW) to ensure data integrity. Data were uploaded into Dedoose Version 7.0.23 

(Sociocultural Research Consultants, Los Angeles, CA) for coding and thematic content 

analysis32–34 following the procedures outlined by Braun and Clark.35 A hierarchically-

organized codebook was developed based on our research goals, discussion 

guide topic areas, and an initial data review. Steps to codebook development were as follows: 

initial codes were derived from study goals and instrument questions; codes were adapted 

and augmented by a reading of two transcripts; codes were tested on three additional 

transcripts by both coders; the codebook was edited as appropriate until an exhaustive but 

manageable code list was reached.

Transcripts were open-coded by both FG facilitators using the final version of the codebook 

(Appendix E). Coders were blind to each other’s coding and all differences were resolved by 

discussion until 100% agreement was reached. When necessary, the codebook was modified 

to accommodate new codes or definitions. During synthesis, coded excerpts were 

summarized into theme domains and subdomains with associated quotes. Demographic data 

were compiled and tabulated in Stata (version 14) (Tables 1 & 2).

RESULTS

Three interconnected thematic concepts influenced whether parents and adolescents 

struggling with diabetes self-care viewed FI program participation as acceptable: 1) the 

extent to which using FIs in the context of diabetes management fit comfortably into a 

family’s value system, 2) the perceived effectiveness for FIs to promote improved diabetes 

self-care, and 3) the urgent need for improved self-care due to the threat of diabetes-related 

health complications. These three factors informed participants’ conclusions about their 

willingness to participate in an incentive program in an intertwined manner. For example, 

while some families viewed providing monetary rewards for behavior as generally 

incongruent with their family values, the anticipated effectiveness for FIs to address the 

threat of inadequate diabetes self-care outweighed some families’ concerns about FI 

program participation (Figure 1).

Comfort with FI Use for Diabetes Management

When discussing their experiential context for considering the acceptability of FI to promote 

diabetes self-care, the majority of participants indicated that their families widely embraced 

rewarding non-diabetes behaviors including chores, school work, oral health, and reading. 

Many participants had also already tried to incentivize diabetes self-care behaviors and 

outcomes. One adolescent noted that her parent offered prizes for lowered A1C numbers, 
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which she often earned, though her sibling did not. Family-generated incentive schemes 

included diverse rewards and sometimes complex incentive behaviors and outcomes (Table 

3).

The widespread experiences with various incentives suggested that for most participants’ 

families, the use of FIs to promote diabetes self-care fit comfortably into the family’s value 

system. One parent explained that she viewed FI as acceptable because it functionally 

aligned with societal concepts of paid work: “We said, ‘Look, your father gets paid for doing 

what is expected of him. How is [paying for diabetes self-care] any different? We 

compensate people for doing what we expect’” [Parent FG3].

All participants were asked what parents would think of their child being rewarded for 

diabetes self-care. While the majority of participants discussed their family’s openness to FI, 

a few parents and adolescents talked about FIs being incongruent with their family’s 

philosophy. These parents saw diabetes self-care as a given obligation and good health as the 

only acceptable reward; for example one parent said: “You’re being rewarded hopefully with 

good health and everything. I think, unfortunately, [it’s] their burden to carry and just giving 

money just because you try to live a healthy life…it’s not worth [a financial reward]” [Parent 

FG6].

Urgent Need for Improved Self-Care

Parental desire, and in some cases desperation, for novel strategies to improve their child’s 

diabetes self-care was a contextual factor that pushed even parents who were generally 

uncomfortable with FI to further consider its potential value. Parents talked about 

desperation growing out of a lived experience that made them intimately familiar with the 

immediate threat of suboptimal self-care: “This is a serious disease. He was in diabetic 

ketoacidosis last January, it was the most terrifying thing. I mean, it was horrible to see him 

like that. So sick, he was throwing up, dry heaving, it was awful” [Parent FG5]. Even 

participants who had not experienced acute complications were consistently focused on 

managing the daily threat: “My biggest fear, and I’m sure everyone can concur, is the low 

[glucose level]” [Parent FG11].

Perhaps even more challenging than avoiding short-term complications was acknowledging 

and navigating the threat of long-term health consequences: “They can’t see the big picture. 

They can’t see the end result. They just think they’re invincible. They don’t know they’re 

gonna be blind [later]” [Parent FG12], explained one parent. Teens reported parents used 

“bigger scary stories” to describe acute complications that could result from poor 

management of the daily threat: “They’ve told me stories about people with diabetes who 

don’t take care of themselves, lose fingers and toes and sometimes legs” [Adolescent FG2]. 

Immediate adolescent priorities undermined parental attempts to instill a focus on long-term 

health in adolescents: “I was so heartbroken and wanted to cry. I was like, ‘Oh my gosh, you 

are going to ruin all of your organs because you are embarrassed about beeps [from your 

continuous glucose monitor]’…I felt so sad about that” [Parent FG8].

This understanding of consequential short- and long-term outcomes of inadequate diabetes 

self-care led some parents to want to exhaust all options that they perceived might be 
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effective in promoting improved self-care: “We’ve taken him to the nutritionist. We have 

done counseling. We’ve done all these things but he just... doesn’t want to face the fact that 

this is what his life is and what he has to do” [Parent FG6]. Thus, for some parents, 

desperation for an effective tool to promote diabetes self-care outweighed any discomfort 

with using FIs as a means to motivate their adolescent with T1D.

Perceived Effectiveness for FI Programs to Promote Improved Diabetes Self-Care

Participant’s beliefs about the potential of FI programs to positively impact self-care 

behaviors was a key driver in making their conclusions about the acceptability of FI 

programs. While families’ prior attempts to generate their own incentive programs gave 

context to perceived effectiveness, they also considered how a third-party incentive 

administrator would impact the likely success of a FI program achieving the desired 

outcome of improved self-care.

Anticipated Impact of FI Programs on Short- and Long-Term Self-Care 
Engagement—The vast majority of adolescents and parents believed that FI had the 

potential to promote increased self-care behavior during the short-term incentive period. 

Both adolescents and parents shared that FI have a unique motivational value for adolescents 

given limited earning opportunities.

Adolescents discussed how FI could have an impact because it conveys an immediate benefit 

whereas routine engagement in diabetes self-care does not usually convey a perceptible 

immediate effect: “[FI] keeps you more motivated because you’re actually getting a reward, 

you’re not just working for nothing” [Adolescent FG7] Participants also considered whether 

new FI-inspired habits would deteriorate after the incentive period, and if so, whether that 

would that negate the benefit of using FI. A substantial proportion felt that developing the 

habit would override the tendency to backslide once rewards disappeared, because “once it 

becomes routine, it’s just routine” [Adolescent FG10].

Participants viewed the short-term FI period as the catalyst that would make self-care 

consistent enough for adolescents to experience a “new normal.” A parent explained how 

they anticipated the interconnected elements of self-efficacy, feeling better, and perceived 

health benefits leading to long-term proper self-care; “Over the six-month period [in an FI 

program, my child would] realize… ‘Wow, I can do this.’ And after a while, the financial 

piece will fade away. ‘Cause they’ll see, ‘I feel good. My numbers are better, I’m healthier, 

and Dad or Mom don’t have to remind me all the time to do something.’ So, I think there’s 

more benefits to it in the long run” [Parent FG11]. One teen was adamant that FI-inspired 

behavior change coupled with feeling better would promote permanent change: “That would 

have changed my life as a [younger] kid. If I would’ve realized that, like, with money 

changing this habit, I feel better. I would never have gone back to the way things were. That 

would have been my life” [Adolescent FG9].

While the vast majority of participants saw the potential success of an FI program for 

themselves or their children, a few expressed concerns that not all teens would develop 

positive habits, and some would become reliant on the reward. As one adolescent expressed, 

“Once I’m on my own later off, I might not actually do it on my own because I’m expecting 
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to get paid or something like that, but I’m not” [Adolescent FG10]. Several adolescents were 

also wary due to the belief that FI was not sufficient to promote behavioral change, even in 

the short term, due to other barriers; “I think regardless of whether you get rewards or not, 

you’re going to run into issues” [Adolescent FG10]. One parent was adamant that her child 

would earn the FI but would consciously not change his behavior permanently nor develop 

positive habits.

Anticipated Impact of Third-Party Administration on FI Effectiveness—Many 

participants who anticipated that FI programs would be effective in promoting diabetes self-

care had previous experience with the failure of family generated incentive schemes. 

Although family generated incentives often did not result in the desired goal of changing 

their child’s behavior long-term, most parents conceded that the failure of their personal use 

of FI was likely due to poor implementation. Some acknowledged that selecting a behavior 

or outcome to incentivize based on the parent’s expectations rather than considering the 

difficulty of the task from the adolescent’s perspective had set the family up for failure; “I 

always focused on paying or rewarding the behavior that was causing us the most erratic 

blood sugar management…I see now that possibly, I picked the worst thing because it was a 

major piece for him to get into place…maybe if I’d started with something that wasn’t, as 

you might call it, high pressure” [Parent FG3].

Parents who recognized flaws in their family’s incentive programs often anticipated that FI 

administered in a structured, third-party program would overcome these shortcomings. One 

parent shared that their adolescent sees the endocrinologist as a more credible expert than 

the parent, implying that adults associated with an incentive program might be similarly 

credible. Another observed, “It has more value if somebody else gives it to them” [Parent 

FG3]. Several parents said that adolescents would be more honest if a third party was paying 

them. Parents also reflected that they had previous experience with third-party administered 

incentive programs succeeding with their children, such as with their orthodontist for oral 

self-care and with the local library for promoting summer reading. An adolescent explained 

that she liked the idea that her parent would not have to finance the incentives stating that 

she already felt guilty about the cost of her disease knowing “that diabetes especially 

siphons a lot of resources out of my family” [Adolescent FG10].

Participants were also excited about how third-party administrators would provide outside 

accountability for diabetes self-care, addressing a point of tension in their current systems 

created by relying on adolescents for accurate self-reports. Participants were optimistic that 

this feature of FI programs would de-escalating existing power struggles between 

adolescents and parents: “I wanna get away from all of that. I wanna have a good 

relationship with him, not be the diabetes police and mom’s a b**ch you know?” [Parent 

FG11]. For one busy parent, the program could not happen fast enough: “I got kids in 

college, I got all the stuff going on, and you come to me with an organized plan: ‘Okay, this 

is what we have. If you do this, you get this. Here [are] all the boundaries.’ Done” [Parent 

FG3].
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DISCUSSION

The qualitative results of our study highlight that most potential FI program participants, 

adolescents struggling with T1D management, and parents of adolescents with T1D viewed 

a FI program designed to support diabetes self-care as acceptable. Many families already 

attempt to use incentives and believe that systematic and consistent FI could be leveraged 

when adolescents are struggling to engage in recommended T1D self-management with 

increased independence. These findings, combined with the fact that meeting glycemic 

targets is challenging for most adolescents, suggest that while the use of FI is not a 

comprehensive strategy that would be utilized by all families, it is a possible lever to 

increase adolescent engagement in T1D self-care that should be rigorously explored.

Our FG participants’ multifaceted analysis of acceptability maps on to theoretical 

frameworks outlining the components contributing to the perceived acceptability of health 

interventions. As described by Sekhon et al, the potential intervention participants’ concept 

of acceptability was assembled by weighing the perceived effectiveness and fit of the 

intervention with their value system.27 While our FG participants focused on Sekhon’s 

constructs of perceived effectiveness and ethical acceptability, we anticipate that cognitive 

and emotional responses would evolve throughout FI program participation. Thus, temporal 

assessment of intervention acceptability should be considered both during and after 

intervention participation in order to identify ways to continually optimize program uptake 

and engagement.

The results of pilot FI programs for adolescents with T1D are well aligned with our FG 

participants’ predictions of increased frequency of self-care behavior.13,36. This may be 

linked to increased program engagement in older teens with more financial independence.36 

However, these studies had small samples, some did not include control groups, most had 

weak theoretical underpinning for the value and structure of incentives, and incentives rarely 

resulted in sustained changes in health behaviors. Thus, there remains a need to test different 

structures for a T1D FI program to determine the ideal value and structure of incentives to 

promote meaningful behavior change in a cost-effective manner. Discrete choice 

experiments offer a methodology in which adolescents can compare the motivational value 

of dozens of possible incentive structures, thus strengthening the economic theory behind 

the design of future FI programs.37,38

Adolescents and parents both articulated an anticipated trajectory for adolescents’ positive 

behavior change and increased understanding of the link between consistent self-care and 

“feeling better”, resulting in intrinsic motivation beyond the incentive period. This is 

reinforced by the perspectives of adolescents in pilot FI programs stating that extrinsic 

financial rewards aided them in realizing the intrinsic value of self-care.13 While some trial 

programs incorporating FI have led to sustained improvements in participant HbA1c15,16 

others had non-significant effects on glycemic control.13,36 This heterogeneity highlights the 

need for future work to optimize the structure of FI to appeal to adolescent preferences and 

address the multifactorial nature of glycemic control. Future FI trials should include 

randomized controlled trials that utilize these optimized incentive structures and include 

long-term monitoring of glycemic control, measures of intrinsic motivation.39 The inclusion 
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of a non-incentivized control groups with goal setting support would help to distinguish the 

effect of the value of incentives from the effect of engagement with a program itself.

Beyond the potential of FI for mitigating the immediate and long-term health threat of not 

meeting glycemic targets, participants also highlighted the appeal of FI programs as a tool to 

assist in the often-turbulent transition to independent self-care. While families are 

encouraged to increase the responsibility that adolescents assume for their care as they 

mature, there is scarce support to facilitate this increase in independence.40–42 Information 

regarding the impact of FI on family dynamics is of particular interest due to concordance 

between high rates of conflict in parents-child dyads and worse glycemic control.43 

Exploration of change in diabetes distress and family conflict should be considered in the 

evaluation of future FI pilot programs.44,45

This study has limitations. Due to the qualitative nature of our data, the present work simply 

supports the hypothesis that FI may be able to support improved self-care and that families 

may be open to participating in an FI program, but does not test effectiveness of specific 

attributes of such a program. A rigorous quantitative study in a socioeconomically diverse 

sample could help determine which incentive designs could promote meaningful 

engagement in adolescent diabetes self-care. Also, while our FGs were racially 

representative of the adolescent population served by the Seattle Children’s Hospital 

Diabetes Clinic and our parental focus groups were socioeconomically representative, there 

were gaps in self-reported socioeconomic information from adolescent participants and our 

findings may not be generalizable. While we did not observe a difference between mothers 

and fathers in our FGs, self-identified primary caregivers were mostly mothers and it is 

possible that fathers would hold different opinions. However, since mothers do more 

childrearing than fathers, their perspective may better represent desired incentives.46,47

FI programs that couple appropriately valued incentives with meaningful diabetes self-care 

behaviors offer an acceptable potential strategy to promote optimal glycemic control and 

thus, improved health outcomes. Additionally, the use of FIs may help adolescents with T1D 

develop strong self-care habits, easing the often-turbulent transition to independent self-care. 

Future research is needed to determine the ideal value and structure of FI in order to design 

programs in which the upfront costs of providing FI will be offset by the reduction of 

extreme and costly health events over an individual’s lifetime.2,3,16,48 Our qualitative results 

indicate that it is prudent to continue work to identify effective ways to deploy FI as a 

strategy to support adolescents in achieving self-care goals for diabetes management.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1: 
Factors influencing adolescent and parent views on the acceptability of financial incentive 

programs
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Table 1:

Demographic data (adolescents)

Adolescent Characteristics (n = 46) n (%)

Racial background

 White, non-Hispanic 32 (69.6)

 Non-white, non-Hispanic 10 (21.7)

 Hispanic 3 (6.5)

 Prefer not to answer 1 (2.2)

Age

 12–14 years 18 (39.1)

 15–17 years 28 (60.9)

Gender

 Female 25 (54.4)

 Male 20 (43.5)

 Other 1 (2.2)

Living with

 Both caregivers 39 (84.8)

 Alternating between caregivers 4 (8.7)

 Other 2 (4.35)

Number of children aged < 18 living in household (mean, standard deviation) 1.71, 0.79

Insurance

 Private 13 (28.3)

 Public 9 (19.6)

 Other/Don’t know 24 (52.2)

Most recent HbA1c (mean, standard deviation) 8.57, 1.71

Years since diagnosis (mean, standard deviation) 7.09, 3.86

Primary caregiver

 Mother 25 (54.4)

 Father 9 (19.6)

 Both 11 (23.91)

 Other 1 (2.2)

Annual Household income

 $50,000 - $74,999 3 (6.5)

 $75,000 - $125,999 2 (4.4)

 $125,000+ 3 (6.5)

 Don’t know 38 (82.6)
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Table 2:

Demographic data (caregivers)

Caregiver Characteristics (n = 39) n (%)

Racial background

 White, non-Hispanic 29 (74.4)

 Non-white, non-Hispanic 5 (12.8)

 Hispanic 4 (10.2)

 Prefer not to answer 1 (2.6)

Age

 35–49 years 26 (66.7)

 15–17 years 13 (33.3)

Gender

 Female 35 (89.7)

 Male 3 (7.7)

 Other 1 (2.6)

Education level

 High school or less 5 (12.8)

 Vocational school/some college 11 (28.2)

 College/graduate/professional degree 23 (59.0)

Number of children aged < 18 living in household (mean, standard deviation) 1.63, 0.81

Insurance

 Private 29 (72.5)

 Public 10 (25.0)

 Other 1 (2.5)

Annual household income

 <30,000 - $49,999 7 (17.9)

 $50,000 - $74,999 18 (46.2)

 $125,000+ 9 (23.1)

Adolescent’s most recent HbA1c (mean, standard deviation) 8.94, 2.00

Years since adolescent’s diagnosis (mean, standard deviation) 6.25, 0.07

Adolescent living with

 Both caregivers 31 (77.5)

 Alternating between caregivers 3 (7.5)

 Only once caregiver 5 (12.5)

 Other 1 (2.5)

Adolescent gender

 Female 22 (55.0)

 Male 18 (45.0)

Adolescent age

 12 – 14 years 16 (40.0)

 15 – 17 years 24 (60.0)
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Table 3.

Examples of behavior and outcomes already incentivized with corresponding incentives

BEHAVIOR REWARD

Checking blood glucose level $100/month
Driving privileges
Sleepovers away from home
Special meal

Administering basal insulin Ear piercing

Administering mealtime insulin independently Play date/sleepover

Administering insulin for correction of hyperglycemia Continuous glucose monitor

Using continuous glucose monitoring system Driving privileges
iPhone

Calibrating continuous glucose monitor sensor TV show

Changing insulin pump site Spontaneous small gifts

OUTCOME ONLY REWARD

“Good” blood glucose level Enthusiastic high-five from parent
Video game CD
Break from wearing continuous glucose monitor

“Good” management Permission to attend summer camp solo

Lower A1c Special dinner
Driving lessons

Blood sugars “straight and perfect” for “a whole entire week” Video Game

BEHAVIORS AND OUTCOMES REWARD

Consistent glucose checks, changing insulin pump sites without being 
prompted, and majority of glucose levels being in target range for one week

Cash payment with bonuses (loosely structured system)

Check blood glucose level as recommended and be within target range most 
of the time

Driving privileges

A1c within goals of therapy and maintaining supplies Permission to attend out-of-state college

“Continuous” self-care for 3 months including checking glucose levels and 
administering insulin reliably

iPhone (for initial 3 months of self-care) and minutes for 
phone/data use (for continuing self-care)
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