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ABSTRACT: Youth with type 1 diabetes (T1D) often face barriers to recreation participation, disease self-
management, and peer connection. This research note examined how a university-based diabetes camp,
grounded in a Community of Practice (CoP) model, supported youth learning, self-management, and
belonging. Participants were 33 youth, ages 11 to 18, attending a university-based diabetes day camp in
Northern Utah. Self-reported, open-ended post-camp evaluation responses were analyzed using Braun and
Clarke’s reflexive thematic analysis. Three themes were identified: applied diabetes knowledge, intentional
self-management in active settings, and belonging through shared experience. Findings suggest that
recreation-based camp programming supported practical diabetes learning, more deliberate self-
management behaviors, and meaningful peer relationships, thereby reducing isolation and normalizing
living with T1D. Results highlight the value of interdisciplinary, recreation-centered CoP models for
creating supportive recreation spaces for youth with chronic health conditions.

Keywords: Type 1 diabetes; Community of practice; Recreation camp; Youth development; Qualitative
research

1. Introduction

Type 1 diabetes (T1D) is a chronic condition characterized by autoimmune destruction of the insulin-
producing cells of the pancreas, leading to hyperglycemia (high blood glucose) and risk for short- and long-
term complications if not appropriately managed with exogenous insulin administration. While T1D can be
diagnosed at any age, it is one of the most common chronic conditions in childhood, affecting
approximately one in every 500 youth aged <20 years with >18,000 new cases in youth per year in the
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United States [1]. Recent global estimates indicate that 9.5 million people are living with T1D, including
1.85 million individuals younger than 20 years, and prevalence is projected to continue increasing over the
coming decades [2,3]. In fact, T1D diagnoses are expected to double worldwide by 2040 [2]. This disease
is lifelong and requires the person with diabetes to frequently measure glucose, estimate carbohydrate
intake, and administer insulin via multiple daily injections or continuous infusion with an insulin pump.
There is a high burden of illness in people impacted by T1D, with the economic burden estimated to exceed
$800 billion and the psychosocial burden to include higher rates of anxiety, depression, and stress-related
disorders—often referred to as “diabetes distress” when this impacts self-management [4,5]. Short-term
complications include severe hypoglycemia (low blood glucose) or diabetic ketoacidosis, both of which
can be immediately life-threatening. Long-term complications may include damage to small blood vessels
impacting the health of the kidneys, eyes, and nerves, in addition to damage to large blood vessels,
increasing the risk for heart attack and stroke. Physical activity has numerous health benefits in this patient
population, but is often limited in the setting of a lack of knowledge on how to effectively manage diabetes
during exercise. This is in part due to high variability in the impact on glucose across different types of
exercise, along with the risk of serious consequences from incorrect insulin calculation [6].

Youth with T1D must navigate complex disease-management demands that intersect with critical
developmental processes, including autonomy, identity formation, and peer belonging, heightening their
vulnerability to stress, emotional distress, and reduced quality of life [7-9]. Approximately one third of
adolescents with T1D demonstrate diabetes distress [10]. In addition to diabetes-specific stressors, youth
with T1D report significant demands with regard to school and social life, highlighting the need for more
psychosocial support to address both diabetes-specific and typical developmental stressors [11]. However,
youth with T1D participate less in traditional out-of-school recreation than their peers without diabetes,
suggesting the need for more intentional and accessible programming [12]. Providing a supportive
environment in which youth with T1D feel understood by others is essential to facilitating disease
acceptance and strengthening self-management skills for optimal long-term physical and psychosocial
outcomes. Medical specialty camps have long been used to address these challenges by creating safe,
socially meaningful environments where youth can learn, practice self-management, and interact with peers
who share similar lived experiences [13]. More broadly, organized camp experiences contribute to positive
youth development by building confidence, social skills, independence, and a sense of belonging [14].
Medical specialty camps vary widely in their structure and delivery. Frequency can range from annual
offerings to seasonal or recurring monthly events. Duration and format may differ significantly, including
multi-week residential camps, overnight or weekend experiences, weekday programs, or single-day events.
The target population can vary based on age and, in some cases, extend to the inclusion of siblings, peers,
or caregivers. These differences may be due to available infrastructure, organizational capacity, availability
of medical support, and experience of recreation professionals, along with local community feedback.

From a parks and recreation perspective, the relevance of this work is clear. Using recreational spaces
to improve quality of life has always been at the core of the profession, and was elevated during the Benefits
Movement of the 1990s [15]. Organized recreation settings can serve as sites of health promotion, identity
development, and social inclusion. For clarity, “recreational spaces” encompass both natural environments
(e.g., parks, forests, and outdoor landscapes) and built environments (e.g., sports fields, gymnasiums, and
other campus recreation facilities). Recreational spaces, along with the professionals who oversee their
operations and foster community engagement, create and sustain opportunities for physical activity and
social interaction. Recreation professionals are therefore well-positioned to collaborate with health
promotion specialists, nurses, diabetes educators, and university partners to intentionally engineer programs
that are not only medically safe but also developmentally rich and socially affirming for youth. This position
also aligns with the American Camp Association’s Camps on Campus, which is grounded in positive youth
development and uses effective tools to measure its impact.
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One framework that may help explain how such programs function is the Community of Practice (CoP).
Wenger described communities of practice as groups organized around a shared domain, sustained through
mutual engagement, and expressed through a repertoire of shared practices [16]. In the context of diabetes
camp, a CoP can include healthcare providers, recreation professionals, counselors, volunteers, university
students, and youth who collectively support learning, belonging, and competent participation. These
different stakeholders contribute distinct experiential and professional knowledge. Healthcare providers
contribute clinical expertise to diabetes management, including teaching others about treatment of
hyperglycemia or hypoglycemia, troubleshooting diabetes technology, and sharing techniques to manage
the impact of physical activity and food on diabetes management. Recreation professionals facilitate skill
development and opportunities to promote physical activity and social engagement. Counselors and
volunteers contribute to program implementation and oversee activities while fostering relationships with
youth. University students contribute to the program’s delivery while developing professional
competencies and hands-on experience in a real-word setting. Youth are active collaborators of the CoP
through shared lived experience and contribution to mutual learning and support, such as in peer
conversations or contributions to structured skill-based or education-based activities. A CoP lens is
particularly useful for recreation research because it treats learning as social, participatory, and embedded
in teachable moments rather than as something delivered only through instruction. The reinforcement of
shared goals and the exchange of feedback contribute to adaptive programming and the enhancement of the
camp experience for youth, professionals, and students alike. Recent literature supports the use of a CoP in
diabetes family camp settings, with qualitative data from the perspective of parents of youth with T1D
emphasizing shared frustration with schools and the need to advocate for their children [17,18]. This
approach to applied research fits well within the diabetes recreation space, and further understanding of the
youth perspective in a CoP is needed.

Diabetes camp literature posits numerous psychosocial and educational benefits. However, fewer
studies have explored youths’ voices about what they actually learned at camp, the diabetes management
choices they made during camp, and how they connected with others with T1D in a recreational space.
Accordingly, this study offers an applied qualitative examination of a campus-based diabetes camp and
considers how a CoP model may help recreation professionals create supportive spaces for youth with
chronic health conditions [17].

The purpose of this study was to examine how youth described their experiences in a university-based
diabetes camp grounded in a CoP framework. Three questions guided the analysis: What did the youth
report learning about diabetes while attending camp? What choices did they report making related to
diabetes management during camp and were they different from those they made prior to attending camp?
How did they describe connecting with other campers?

2. Materials and Methods
2.1. Study Design

A qualitative descriptive design was used to examine youths’ perceptions of their diabetes camp
experience. The qualitative approach was appropriate because the purpose of the study was applied research:
to understand how participants described learning, self-management, and connection in a recreation service
setting. This design allows researchers to remain close to participants’ language and meaning while still
generating findings that can inform practice.

2.2. Context

The REACH Weber Teen Diabetes Camp was part of a year-round, campus-based recreation service
for youth ages 11 to 17 living with T1D. The camp was designed to deliver an intensive, short-term summer
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experience to promote healthy lifestyle behaviors, diabetes self-management skills, and psychosocial well-
being among youth with T1D, though it is within a larger ecosystem of longitudinal support with weekend
and single-day events throughout the remainder of the year. This volunteer-based recreation program was
hosted in-person on a university campus in Northern Utah in a group format. The camp followed a Camps
on Campus model that utilized campus recreation spaces and personnel to expose youth to healthy, active
environments. Recreation spaces included a green space, gymnasium, classroom, outdoor pickleball court,
indoor swimming pool, indoor rock-climbing wall, and a nearby hiking trail and river for rafting.

Participants engaged in a structured five-day program that blended recreation, education, and social
support through organized activities (e.g., sports including soccer, indoor rock climbing, hiking, rafting
pickleball and swimming; field games including 9-square and gaga ball; and outdoor challenge activities),
informal peer social interaction, creative activities (e.g., crafts and basket weaving) and semi-structured
learning opportunities (e.g., healthy snack preparation and “Ask the Doc” Q&A sessions with healthcare
providers curated based on participant interest). Activities were delivered in a rotating schedule that
combined structured sessions with periods of flexible participation. Program delivery was supported
through a transdisciplinary CoP composed of healthcare providers, campus recreation professionals,
diabetes educators, and trained volunteers. All members had an active voice in the camp programming and
delivery, with some leading specialized activities (such as a Lions Club volunteer leading a week-long
basket-weaving workshop). The program was affiliated with university academic units and engaged
university students through service-learning, internships, and research roles. As a result, the camp
functioned not only as a youth program but also as a collaborative learning lab for practitioners and students.
A camp manual was available for reference and for training volunteers, and the camp session was delivered
as planned. No modifications were required throughout the camp session.

2.3. Participants
2.3.1. Inclusion and Eligibility Criteria

The primary inclusion criterion for the study sample was a formal clinical diagnostic assessment of
T1D. This diagnosis was verified prior to camp attendance through parental report, submitted during the
program registration process. Eligible participants also had to be between the ages of 11 and 17 at the time
of camp registration, although one participant turned 18 immediately prior to data collection and was
retained in the sample.

2.3.2. Sampling Strategy

Purposive sampling was used to recruit youth who attended diabetes camp and were able to describe
their experiences. All youth enrolled in the five-day REACH Weber Teen Diabetes Camp (N = 40) were
invited to participate in the post-camp evaluation, with recruitment occurring in-person immediately
following the camp programming. Participants self-selected into the study. A total of 33 youth
consented/assented and fully completed the qualitative evaluation, yielding an 83% response rate.

2.3.3. Sociodemographic Characteristics

Participants ranged in age from 11 to 18 years (M = 13.45). The sample identified as 58% female (n =
19), 36% male (n = 12), and 6% (rn = 2) missing or other gender responses. In terms of racial and ethnic
identity, the sample was 87.5% White, 6.3% Hispanic or Latino/a, and 6.2% who did not identify. The
average duration since their clinical T1D diagnosis was 6 years (S.D.= 4.03), ranging from a minimum of
two weeks to a maximum of 15 years.
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2.4. Ethical Considerations

The study received university Institutional Review Board approval prior to data collection. Parental or
guardian consent and youth assent were obtained in accordance with approved procedures. Participation in
the evaluation was voluntary, and responses were de-identified prior to analysis.

2.5. Data Collection

Qualitative data were collected through open-ended questions embedded in the post-camp evaluation
administered at the end of camp. The questions were grounded in self-determination theory and were guided
by previous diabetes camp research [7,13]. Youth responded to three prompts: (a) “What did you learn
about diabetes at camp?” (b) “What choice, related to diabetes management, did you make at camp?” and
(¢) “How did you connect with others during camp?” These prompts were designed to capture educational,
behavioral, and psychosocial dimensions of the camp experience. Because the questions were brief and
written for youth, many responses were concise; however, taken together, they provided useful insight into
what participants viewed as most salient.

2.6. Data Analysis

Data were analyzed using Braun and Clarke’s reflexive thematic analysis [19]. The research team first
familiarized themselves with the responses through repeated reading, then generated initial codes line by
line across the full dataset. Codes were iteratively compared and grouped into broader patterns, which were
then reviewed, refined, and named as themes. Throughout the analysis, the team moved back and forth
between individual responses and the overall dataset to ensure that themes remained grounded in participant
language and relevant to the study purpose.

Although the camp evaluation data consisted of short written responses rather than interview transcripts,
reflexive thematic analysis remained appropriate because it enabled the team to identify patterned meaning
across participants’ accounts while acknowledging the interpretive role of the researchers. Quotations are
reproduced verbatim except for minor spelling corrections that improve readability without changing meaning
(Table S3).

2.7. Researcher Reflexivity and Trustworthiness

The research team comprised individuals with backgrounds in recreation, health promotion, and
diabetes care, several of whom were directly involved in the development and implementation of camp
programming. This provided important context regarding the intervention but also introduced potential bias
toward positive interpretation of program outcomes. To address this, efforts were made to maintain
reflexivity throughout the study, including grounding interpretations in participant data. Team members
considered how their commitments to recreation-based health programming, youth development, and
diabetes support could shape interpretation and took deliberate steps to challenge assumptions and remain
attentive to disconfirming evidence.

Several strategies were used to strengthen analytic trustworthiness. The research team engaged in
prolonged data immersion, peer review of coding and theme development, consideration of negative cases,
and maintenance of an audit trail documenting key analytic decisions.

This study was guided by a pragmatic qualitative descriptive paradigm, appropriate for applied
program evaluation research seeking to describe participants’ experiences in accessible, practice-oriented
language. Rather than generating theory or deeply interpreting hidden meanings, qualitative description
aims to stay close to participants’ words while identifying patterns that can inform program improvement,
practitioner decision-making, and future evaluation. This orientation aligns with the goals of the REACH
Weber Tween—Teen Camp evaluation, which sought to understand what youth reported learning, how they
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described diabetes self-management behaviors, and how they experienced peer connection in a recreation-
based diabetes camp setting.

To enhance rigor and trustworthiness, several procedures were used throughout the qualitative analysis.
First, repeated data immersion was conducted by reviewing open-ended responses multiple times to become
familiar with participants’ language, patterns, and meanings before assigning final codes. Second, code
consolidation was peer-reviewed through discussion and refinement of initial codes to ensure that themes
accurately reflected the data rather than the researcher’s assumptions. Third, negative case analysis was
used to identify responses that diverged from dominant patterns, such as youth who reported limited
learning or minimal social connections. These divergent cases helped refine the themes and avoid
overstating program impact. Finally, an audit trail documented analytic decisions, including initial codes,
code clustering, theme development, and revisions. Together, these procedures strengthened credibility,
dependability, and transparency by demonstrating how interpretations were grounded in participant
responses and systematically developed across the analytic process.

This manuscript was drafted in accordance with the Standards for Reporting Qualitative Research
(SRQR) guidelines, and the SRQR checklist was used during editing; it is included in Supplementary
Material Table S1 [20,21]. The context surrounding the intervention was described in accordance with the
Template for Intervention Description and Replication (TIDieR) checklist, including in Supplementary
Material Table S2 [22].

3. Results

After analyzing the data, three themes emerged. (1) Applied Diabetes Knowledge, (2) Intentional Self-
Management in Active Settings, and (3) Belonging Through Shared Experience.

3.1. Applied Diabetes Knowledge

The first theme captured the practical and experience-based knowledge that youth reported gaining at
camp. Rather than describing abstract information, participants tended to reference actionable insights from
everyday diabetes management. Many comments focused on food, carbohydrates, low blood sugar, insulin
timing, or the body’s response during activity. For example, one camper wrote, “That you shouldn’t eat
more than 15 carbs to treat your low”, while another reported learning that “we have to eat healthy, not just
dose and wait”. A third participant noted learning “to change how to dose depending on numbers”.

These comments suggest that teachable moments occurred throughout the recreation experience. Camp
learning was embedded in real situations and reinforced through lived practice. Participants also described
learning how activity and diabetes interact. One camper wrote, “Before activities, I put my pump in exercise
mode”, while another noted learning that “low blood sugar should be more serious to me than it is”. Even
brief responses reflected an applied orientation: youth were not merely learning about diabetes in general,
but learning how to respond to their chronic condition. These moments took place among volunteers, some
of whom also had T1D. This pattern aligns with the CoP framework, which emphasizes knowledge
generated and reinforced through shared practice.

At the same time, not all participants reported new learning. A few wrote “nothing” or indicated that
they already knew the material. These responses are important because they suggest variability in prior
experience, diabetes duration, and perceived novelty. For some veteran campers or adolescents with a
longer duration of diabetes, the value of camp may have resided more in practice, social reinforcement, or
confidence rather than in new information.
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3.2. Intentional Self-Management in Active Settings

The second theme reflected the ways participants described making deliberate choices about diabetes
care during camp. These responses moved beyond knowledge acquisition to the enactment of self-
management behaviors in an active recreation environment. Youth referenced checking glucose, dosing
insulin earlier, adjusting carbohydrate intake, seeking help, and making healthier food choices. One
participant wrote that “it was easier to remember to give insulin for lunch”, while another described
“checking my blood sugar more often”. A younger camper reported choosing “to tell grown-ups when I am
low”, and another indicated a decision “to dose ahead of time”. These self-management strategies were also
more common since all 33 campers had T1D and were taking similar actions.

These responses suggest that camp served as a setting for practicing self-management in real time,
rather than as a purely educational intervention. Participants were navigating meals, exercise, excitement,
fatigue, and peer interaction while also managing T1D. One camper wrote, “I did a lot more exercise than
I do normally, so my numbers were lower”, illustrating awareness of how recreation participation altered
glucose regulation. Another participant described choosing to eat when low, while another mentioned being
“smart about dosing”. Taken together, these responses suggest that the camp environment helped youth
connect knowledge to action and make more intentional health-related decisions.

The recreation setting appears especially relevant here. Physical activity can complicate diabetes
management, but it also provides a meaningful context for learning. Campers also had to remove all medical
equipment (e.g., insulin pumps) for the rafting day, which created unique learning opportunities to be used
outside of camp. While in rafts, pumps were removed and stored to be reconnected at snack time and at the
end of the day, or using other glucose monitoring or insulin administration if needed. Camp allowed
participants to test strategies, notice patterns, and discuss decisions with peers and adults in real time. In
that sense, self-management was not isolated from recreation; it was practiced through recreation. This
applied context is important for professionals seeking to design interdisciplinary programs for youth with
chronic conditions.

3.3. Belonging Through Shared Experience

The third and most salient theme involved peer connection, belonging, and normalization. Youth
frequently described connecting with others through games, conversation, and shared experiences of
disease. Some comments were simple: “By playing games”, “I made some friends and had fun”, or “talking
to them”, but together they pointed to the social importance of camp. Other responses made the connection
to T1D identity more explicit. One participant wrote, “I connected by not being afraid to share about
diabetes”. Another explained, “We all have diabetes, so [we connected] through similar experience”. A
third noted that the connection came because “all are type 1.

These comments suggest that camp provided more than social interaction; it created a setting in which
diabetes was normalized rather than hidden. Campers were encouraged to advocate for themselves,
especially outside of the recreation experience. Youth were among peers who understood glucose checks,
insulin decisions, snacks, low glucose levels, and the everyday inconveniences of living with T1D. That
shared understanding appears to have reduced self-consciousness and fostered comfort. For some youth,
connection occurred through structured or unstructured play, such as gaga ball, 9-square, soccer, or rafting.
For others, connection emerged through conversation and mutual disclosure.

4. Discussion

This research note examined youths’ post-camp reflections from a university-based diabetes camp
framed as a CoP. Three findings stand out. First, the youth described camp learning as practical and action-
oriented. Second, they reported making more intentional diabetes management choices during active
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recreation. Third, and most notably, they described peer connection and shared disease identity as central
to the camp experience. This theme is especially meaningful in light of the literature suggesting that camp
may reduce isolation among youth with T1D [7,13,23,24]. These data reinforce that point from the youths’
own perspective. In a recreation-centered setting, social belonging appeared to be both a program outcome
and a mechanism through which other outcomes occurred. Feeling understood by peers may make it easier
for youth to ask questions, practice self-management openly, and experience diabetes as one part of life
rather than as a stigmatized difference. This ultimately results in advocating for T1D and themselves.

These findings extend the existing diabetes camp literature by showing how a parks and recreation
setting can serve as both a site of health learning and a space of social belonging. Many parks and recreation
agencies offer summer camp programs. This CoP model could be used in these settings. Prior research has
demonstrated that diabetes camps can improve self-care confidence, reduce diabetes distress, expose youth
to new technologies, and help youth feel understood by others with diabetes while lessening feelings of
isolation [7,13,23,24]. Prior work has also examined the value of family-centered diabetes camps and
partnership-based program models, including the role of interdisciplinary collaboration in supporting youth
outcomes [17,25,26]. The present study adds a qualitative, youth-centered perspective that highlights how
these outcomes may be produced through participation in a CoP. Learning occurred not only through formal
education but also through meals, activities, glucose monitoring, peer conversations, and observing others.
This is consistent with Wenger’s view that learning is situated within participation and shared practice [16].

For youth with T1D, recreation settings can become powerful spaces when medical management is
normalized rather than treated as a disruption. Participants’ comments suggested relief, familiarity, and
openness in being around others. For parks and recreation professionals, this underscores that inclusion is
not only about safety protocols or accommodation; it is also about creating social conditions in which youth
feel recognized and comfortable participating fully. The youth perspective gathered in this study notes the
importance of strategies to normalize medical care at camp. For example, recreational games allow for
connection. In a traditional setting, stopping the check of blood sugar isolates the child with T1D. An action
a camp may take is to modify game rules to normalize health checks. Building in a break for everyone where
all players hydrate, and campers with T1D can check their glucose without disrupting the momentum of the
game, is a simple but effective strategy that can normalize appropriate medical care in a recreational space.

The findings also carry implications for partnership-based programming. This camp was supported by
an interdisciplinary team that included recreation professionals, students, healthcare providers, educators,
and volunteers. This collaboration strengthened the program’s ability to integrate physical activity, diabetes
education, and psychosocial support. As demonstrated in previous related diabetes camp work, partnership
structures can be central to the sustainability and relevance of medical specialty camp programming [7,13].
A CoP lens helps explain why: shared purpose, mutual engagement, and practice-based interaction support
both youth outcomes and program delivery.

In particular, the theme of applied diabetes knowledge has relevance to healthcare delivery
optimization. Traditional outpatient diabetes education in a clinical setting is highly directive. Available
literature shows that while youth may have diabetes knowledge, this textbook understanding doesn’t always
translate into improved glycemic control. This may be due in part to clinics not replicating the volatility of
real-life situations. In contrast, campers in our study reported learning actionable, dynamic rules (e.g.,
“change how to dose depending on numbers”). Teachable moments during camp experiences allowed
campers to move from textbook knowledge to applied knowledge (e.g., knowing how to dose for a
pickleball game). In addition, shared practices and social reinforcement between other youth and volunteers
with T1D likely play a role in youth gaining actionable knowledge. A key distinguisher identified in the
variety of responses indicates a range in types of education perceived as beneficial by youth. For example,
newly diagnosed campers with T1D gained foundational tactical skills (e.g., the 15-g carb rule), whereas
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veteran campers derived value from social normalization. This suggests that an educational approach is not
“one-size-fits-all” and should be grounded in the perspectives and prior experiences of the participants.

The theme of intentional self-management in active settings is also relevant to improving the overall
health of youth with T1D on a population level. Youth with T1D may experience fear of hypoglycemia or
loss of diabetes control as barriers to participation in physical activity [27]. This fear of hypoglycemia can
lead to intentional hyperglycemia, in which one keeps their blood sugars high on purpose before exercise
to avoid hypoglycemia, or sedentary behaviors, which increase long-term risks of health consequences such
as cardiovascular disease. In this study, campers actively experimented with managing blood sugars with a
variety of physical activities. Youth were able to try “exercise mode” on insulin pumps and even navigate
how to manage diabetes while removing their insulin pump (“gear-free”’) for a window of time during
rafting. A structured recreation camp served as a safe and controlled site for youth to manage their diabetes
in more challenging situations (exercise and gear-free periods).

As previously mentioned, adolescence is a high-risk period for diabetes distress, which is negatively
correlated with optimal diabetes management [28]. The theme of belonging through shared experience is
directly relevant to empowering youth to improve self-management. In this study, campers were able to
connect with others experiencing the same day-to-day demands of T1D. This peer connection allowed
campers to foster friendship and likely served as a buffer against diabetes distress, though no formal scale
was used to evaluate this given the scope of the study. Normalizing diabetes care and medical technology
reduced the friction of self-care. Feeling understood allowed youth to ask questions more confidently and
openly as well as to practice self-management. The mechanism behind this is social normalization within
a CoP, which lowers stigma, thereby likely reducing diabetes distress and contributing to increased mastery
and improved diabetes management.

In summary, several implications for park and recreation administration emerge. First, agencies and
university recreation programs should consider medical-specific recreation programs to be legitimate forms
of inclusive recreation services, not merely adjuncts to clinical care. Second, staff training should address
both risk management and the social dimensions of participation, including how to foster a sense of
belonging and peer support. Third, interdisciplinary partnerships may enhance capacity by bringing
together different forms of expertise while maintaining a recreation-centered philosophy. Examples could
include where a parks and recreation agency partners with a local university and a hospital/clinic to combine
clinical safety with leadership demonstrating competency in T1D management.

This study also has limitations. The data came from brief written post-camp responses rather than
interviews or focus groups, which limited depth and the ability to probe meaning. The study was based on
a single camp in a single region, so the findings should not be generalized broadly. In addition, the research
team’s close involvement with the program required ongoing reflexive attention to potential bias. Still, the
brevity of the dataset aligns well with the purpose of a Research Note: to offer concise, practice-relevant
findings on an innovative model.

Future research could build on this work by incorporating interviews, longitudinal follow-up, and
comparative analysis across different camp formats, ages, or duration of diabetes diagnosis. Additional
studies might also examine how year-round recreation programming shapes self-efficacy, peer support,
recreation participation, and quality of life among youth with T1D. For park and recreation administrators,
such work would help clarify how specialized recreation environments can serve as durable sites of health
promotion and youth development. For healthcare providers, such work would help contextualize the role
of therapeutic recreation camp programs as clinical intervention tools for patients exhibiting diabetes
distress or with glycemic outcomes not at goal.
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5. Conclusions

In conclusion, this study suggests that a university-based diabetes camp organized as a CoP can create
a safe and meaningful recreation environment for youth. Through participation in active, socially supportive
camp experiences, youth described learning practical diabetes strategies, making more intentional self-
management choices, and building connections with peers who shared similar challenges. These findings
support the innovation of recreation-centered, transdisciplinary models for serving youth with chronic
health conditions.
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