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Diabetes (type 1 and type 2 dia-
betes combined) is the seventh 
leading cause of death in the 

United States and the leading cause 
of kidney failure, nontraumatic lower- 
limb amputations, and new cases of 
blindness. In 2017, more than 9% of 
the adult population in the United 
States had diabetes (1). People with 
diabetes are two to four times more 
likely than people without diabetes 
to die of heart disease or stroke, and 
~70% of people with diabetes have 
high blood pressure (1). In addition, 
the prevalence of depression is almost 
twice as high in people with type 2 
diabetes compared to the general 
population (2). One reason people 
with type 2 diabetes often suffer from 
poor health outcomes is that they lack 
self-efficacy to engage in necessary 

daily self-management behaviors such 
as engaging in physical activity, adher-
ing to diet recommendations, testing 
blood glucose, and checking feet (3).

Consistent with Bandura’s unified 
theory of self-efficacy (4), self-efficacy 
(or a person’s belief about his or her 
personal capability to accomplish a 
task) is a leading predictor of diabe-
tes self-management behaviors. For 
example, previous research indicates 
that behavior-specific self-efficacy 
relates to healthy eating and energy 
expenditure from physical activity 
(5). In addition, Gao et al. (6) report 
that self-efficacy is related to per-
forming diabetes self-management 
behaviors, including following a 
healthful diet, eating fruits/a low-fat 
diet, performing foot care, testing 
blood glucose, taking medication, 
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■ ABSTRACT
Individuals with type 2 diabetes must engage in daily self-management behav-
iors to prevent complications. Given that management may be shared with 
a person’s romantic partner, we examined both patients’ and their partners’ 
perceptions of relationship characteristics that were hypothesized to affect pa-
tients’ self-efficacy for diabetes management. Adults with type 2 diabetes and 
their partners (n = 52 couples, 104 individuals) completed measures of three 
aspects of relationships that are theorized to affect self-efficacy: partner invest-
ment, partner support, and relationship satisfaction. Patients reported their self- 
efficacy for diabetes management and weekly frequency of diabetes self- 
management behaviors. A common fate modeling approach in which constructs 
were modeled as agreement between partner reports showed that relationship 
factors (investment, support, and satisfaction) significantly predicted patient 
self-efficacy (R 2 = 0.49), which in turn predicted patient self-management 
behaviors. This model fit the data well [χ2 (41) = 48.60, P = 0.19; compara-
tive fit index (CFI) = 0.96; root mean square error of approximation = 0.06; 
and standardized root mean square residual = 0.07]. Interventions designed 
to support patients in their self-efficacy for self-management behavior may be 
improved through consideration of patients’ romantic relationships. 
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and exercising and that engaging in 
these behaviors was directly related 
to improved glycemic control. 
Studies have consistently found a 
relationship between self-efficacy for 
diabetes management and engage-
ment in diabetes self-management 
behaviors. These results have been 
stable across racial/ethnic groups and 
across varying levels of health literacy 
(7). To develop potential interven-
tion targets, researchers must identify 
correlates of self-efficacy for diabetes 
self-management.

Within health behavior research 
generally, there is growing recog-
nition that an understanding of a 
person’s interpersonal environment 
is crucial for encouraging behavior 
initiation and particularly mainte-
nance of behavior habits (8). Within 
the diabetes literature specifically, 
there is evidence of improved out-
comes for partnered individuals. 
Identifying interpersonal processes to 
encourage behavior change provides 
crucial information about potential 
intervention targets for practitioners 
working with people to manage type 
2 diabetes. However, few studies have 
examined the influence of romantic 
partners on self-efficacy for diabetes 
self-management. 

Previous research indicates that 
being married or cohabitating predicts 
better adherence to medical recom-
mendations (9). Further, for married 
people, their romantic partner is likely 
to be a primary source of support (10). 
Given that management of a chronic 
illness is often shared with a person’s 
romantic partner (11–13), the quality 
of one’s romantic relationship and 
partner interactions are important. 
Partners’ behaviors may inf luence 
patients’ self-efficacy for perform-
ing self-management behaviors and 
ultimately their health outcomes. 
Based on the dyadic coping model by 
Bodenmann et al. (14), we considered 
three constructs that represent ways 
relationship partners are theorized 
to affect health through changing 
a person’s perception of his or her 
ability to pursue healthy behaviors. 

In this way, relationship satisfaction, 
health-related social support, and 
diabetes-related partner investment 
were all conceptualized as predictors 
of a patient’s self-efficacy for diabe-
tes self-management. Satisfaction 
reflects general relationship quality 
and functioning, investment reflects 
how partners view management of 
the disease (specifically within their 
relationship), and support ref lects 
health-related resources provided 
by partners (15–24). Importantly, 
in the current study, all relationship 
constructs were assessed from both 
members of the couple so that mea-
sures of the constructs reflected both 
members’ perspectives.

Relationship satisfaction refers to 
the affect (positive versus negative) 
experienced in a relationship as well as 
the extent to which a partner fulfills 
the individual’s most important needs. 
Individuals with high relationship sat-
isfaction report lower systolic blood 
pressure (15), lower ambulatory blood 
pressure, lower stress, less depression, 
and higher satisfaction with life (16). 
Relationship satisfaction also relates 
to health outcomes in the context of 
diabetes. For example, there is some 
evidence of an association between 
marital quality and blood glucose 
control (16,17). In a prospective study, 
individuals with higher levels of rela-
tionship satisfaction reported greater 
satisfaction with their diabetes care 
regimen. Relationship satisfaction has 
also been related to engaging in self- 
management behaviors (17) as well as 
having greater satisfaction with diabe-
tes self-care (25).

Health-related social support refers 
to a partner’s availability to provide 
aid for a variety of health-related 
stressors (26). When romantic part-
ners of people with chronic illnesses 
provide social support, patients report 
more engagement in self-management 
behaviors and improved health out-
comes. For example, health-related 
social support predicted patient 
self-efficacy for performing skin 
examinations among people at risk 
for melanoma (18). Specific to cou-

ples in which one member has type 2 
diabetes, an intervention targeting the 
partner’s support behavior demon-
strated improvements in medical 
outcomes (19). In another sample of 
couples facing type 2 diabetes, when 
spouses engaged in both social sup-
port and control actions, patients had 
higher energy expenditure from phys-
ical activity and greater self-efficacy 
for engaging in physical activity the 
following day (27). 

Another construct that takes into 
account the influence of a romantic 
partner is diabetes-related partner 
investment, or the degree to which a 
person’s partner feels a shared respon-
sibility for diabetes management and 
takes action to support diabetes man-
agement goals. We developed items to 
assess diabetes-related partner invest-
ment based on the communal coping 
(21,28,29) and dyadic coping litera-
ture (14,30). Diabetes-related partner 
investment has yet to be validated 
in a sample of patients with type 2 
diabetes. Lyons et al. (31) defines this 
construct as threefold: 1) one or both 
couple members hold beliefs that joint 
effort is advantageous, needed, or use-
ful; 2) couple members communicate 
about the situation; and 3) the couple 
engages in cooperative action to solve 
problems. 

Couples who view chronic illness 
as a shared responsibility generally 
have improved health outcomes 
compared to couples who view ill-
ness as an individual responsibility. 
For example, common dyadic cop-
ing in regard to general life stress 
has been related to higher levels of 
patient and partner diabetes self-ef-
ficacy (32). One measure employed 
to assess this construct is referred 
to as “we-talk,” which is a linguistic 
analysis that quantifies the extent 
to which partners discuss a problem 
using third-person plural pronouns 
(e.g., we) versus singular pronouns 
(e.g., he/she). This “we-talk” measure 
of partner investment/communal cop-
ing relates to better smoking cessation 
rates and improved health outcomes 
after congestive heart failure (21,22). 
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In addition, a focus group of 30 cou-
ples revealed that couples who felt 
they were “in this together” were 
better able to communicate and sup-
port each other and were more likely 
to engage in diabetes self-manage-
ment behaviors (23). Helgeson et al. 
(33) found that implicit communal 
coping, as measured by first-person 
plural pronoun usage during a diabe-
tes discussion, related to a reduction 
in patient distress and improved dia-
betes self-care behaviors. Although 
these findings suggest a relation-
ship between partner investment 
and health behaviors, more research 
is needed to examine the extent to 
which this process is mediated by 
self-efficacy (34).

Taken together, these three rela-
tionship factors represent what we 
believe are the important aspects of 
a relationship that affect self-efficacy. 
Relationship partners may encourage 
health behaviors, compliment their 
partners for engaging in health behav-
iors, model health behaviors, and 
provide motivation for engaging in 
health behaviors. Partners may influ-
ence patients’ confidence that they 
can manage diabetes. Social support 
and relationship satisfaction have been 
widely studied and conceptualized as 
predictors of a person’s self-efficacy 
beliefs, both within a diabetes pop-
ulation and more broadly. Partner 
investment is a newer construct that 
may capture unique aspects of cou-
ples’ interactions and beliefs about 
health behaviors. Consistent with the 
cognitive-transaction model of Badr 
and Acitelli (34), when both partners 
view an illness as a shared responsibil-
ity, they may be more likely to support 
each other and their relationship and 
thereby improve self-efficacy.

In the current study, we tested 
whether relationship factors, as 
reported by both partners, were 
related to patient self-efficacy for 
diabetes management. We concep-
tualized relationship factors as a 
construct comprised of these three 
overlapping but distinct variables 
and thus modeled it as a single latent 

relationship factor comprised of 
both couple members’ perceptions 
of relationship satisfaction, social 
support, and partner investment. 
We used a common fate modeling 
(CFM [35]) approach that assumes 
that both partners’ reports reflect a 
shared underlying characteristic of 
the relationship. Hence, the relation-
ship factors construct reflects shared 
variance on the part of both partners. 
Rather than examine differences 
between partner reports, as is done 
in the more commonly used actor- 
partner interdependence models, 
our focus was to examine the effect 
of agreed-on relationship factors on 
self-efficacy. An additional benefit of 
this approach to dyadic data analy-
sis is the ability to estimate models 
with relatively smaller sample sizes 
because of the smaller number of 
parameters being estimated. Further, 
we examined how well patient self-ef-
ficacy for diabetes management was 
related to engagement in diabetes self- 
management behaviors. We hypoth-
esized that relationship factors would 
be positively related to patient self- 
efficacy and that higher levels of 
patient self-efficacy would be related 
to more engagement in diabetes 
self-management behaviors.

Research Design and Methods

Procedure
Couples were recruited through 
Qualtrics survey response panels 
(Qualtrics, Provo, Utah), an online 
panel of individuals with interest in 
online surveys (36). We asked partici-
pants who agreed to participate in our 
study to complete the survey alone in 
a quiet location. Participants were 
compensated up to $4.50 (per cou-
ple) upon completing the survey. On 
average, it took couples ~1.5 hours 
to complete the online Qualtrics sur-
vey. Participants did not have access 
to their partner’s answers. Informed 
consent was obtained from all indi-
vidual participants in the study. This 
study was approved by the Colorado 
Multiple Institution Review Board 
(COMIRB; protocol 15-0427).

Participants
Participants were adults who had 
been diagnosed with type 2 diabetes 
and their relationship partners (n = 52 
couples; Table 1). Both partners in 
the couple had to be willing to par-
ticipate to be included in the study. 
Participants were required to be mar-
ried or currently living with a roman-
tic partner, at least 18 years of age, and 
able to read and understand English.

Measures

Demographic and Medical 
Questions
Patients and partners indicated their 
sex, race, and ethnicity. In addition, 
patients self-reported their diabe-
tes status, age, length of marriage, 
approximate date of type 2 diabetes 
diagnosis, A1C, and medical condi-
tions using the Charlson Comorbidity 
Index (37). This index classifies co-
morbidities of patients based on 
the International Classification of 
Diseases (ICD) diagnosis codes (38). 
Each comorbidity was assigned a 
weight (from 1 to 6) based on the 
condition’s associated risk of mortal-
ity. A comorbidity score was created 
by calculating the sum of all weights 
for a patient. Higher scores indicate a 
higher probability of mortality (38).

Relationship Satisfaction
Relationship satisfaction was mea-
sured from patients and partners us-
ing the 10-item satisfaction subscale 
from the Investment Model Scale 
(39). This measure assesses the posi-
tive versus negative affect experienced 
in a relationship as well as the extent 
to which a partner fulfills an individ-
ual’s most important needs. Example 
items include, “I feel satisfied with our 
relationship” and “My relationship is 
close to ideal.” This measure has been 
deemed as reliable and valid for assess-
ing relationship satisfaction in ongo-
ing close relationships (39). The scale 
score was computed by averaging the 
10 items, with higher scores indicat-
ing higher levels of relationship sat-
isfaction. The internal consistency in 
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our sample was high for both patients 
(α = 0.94) and partners (α = 0.96).

Health-Related Social Support 
(Given/Received)
Health-related social support was as-
sessed from both patients and part-
ners. Items responded to by patients 
were identical to those used in the 
study by Franks et al. (26) and re-
flected health-related emotional and 
instrumental support that they receive 
from their partner. Items responded to 
by partners were adapted to reflect the 
same support measures, but with the 
partner as the provider of the support. 
This way, both partners rated the same 
behaviors related to support provid-
ed to the patient from the partner. 
Participants responded on a five-point 
scale from 0 (never) to 4 (every day) to 
four items pertaining to support pro-
vided to the patient during the past 
month. For example, patients were 
asked, “During the past month, how 
often has your spouse (or significant 

other) listened to your concerns about 
protecting your health?” Partners 
were asked, “During the past month, 
how often have you listened to your 
spouse’s concerns about protecting 
her or his health?” The scale score was 
computed by averaging the four items; 
higher scores indicated higher levels 
of health-related social support. The 
internal consistency in our sample was 
good for patients (α = 0.85) and part-
ners (α = 0.90). 

Partner Investment
Diabetes-related partner investment 
was reported by both partners. Items 
used to measure partner investment 
in smoking cessation (40) were adapt-
ed for diabetes management. This 
scale assessed the degree to which 
the partner considers management 
of the patient’s diabetes as a shared 
responsibility as well as the degree 
to which the partner takes action to 
help the patient engage in manage-
ment behaviors. Participants rated 

their agreement to five items on a 
scale from 1 (strongly disagree) to 7 
(strongly agree). An example item re-
ported by patients was, “The respon-
sibility of managing my diabetes is 
mine alone.” The corresponding item 
for partners was, “The responsibility 
of managing my partner’s diabetes 
is his or hers alone.” Disagreement 
with these items would indicate high 
partner investment. Another item 
was, “My partner and I are able to 
work together toward helping me 
manage diabetes,” as responded to by 
patients, and “My partner and I are 
able to work together toward helping 
my partner manage diabetes,” as re-
ported by partners. The scale score is 
computed by averaging the five items, 
with higher scores indicating higher 
levels of partner investment. This scale 
captures a unique aspect of how part-
ners view each other’s role in diabetes 
management. It has not been previ-
ously validated in this population; the 
internal consistency in our sample was 
satisfactory for patients (α = 0.67) and 
partners (α = 0.84). 

Self-Efficacy for Diabetes 
Management
The Self-Efficacy for Diabetes Scale 
(41) is an eight-item scale in which 
participants indicate how confident 
they feel from 1 (not at all confident) 
to 10 (totally confident) that they can 
engage in diabetes self-management 
behaviors. Only patients in our study 
were assessed on self-efficacy. Example 
items include, “How confident are 
you that you can choose the appro-
priate foods to eat when you are hun-
gry?” and “How confident are you 
that you can do something to prevent 
your blood glucose level from drop-
ping when you exercise?” The scale 
score was computed by taking the 
average of eight items, with higher 
scores indicating greater self-efficacy. 
The self-efficacy for diabetes scale has 
been demonstrated to have good in-
ternal consistency (α = 0.85) and a 
test-retest validity of 0.80 (41). In our 
sample, this scale had a satisfactory in-
ternal consistency (α = 0.69). 

TABLE 1. Demographic Characteristics of the Sample (n = 52)
Patient Partner

Age, years, mean (SD) 50.60 (10.82)

Sex, % 

Female

Male

67.3

32.7

26.9

71.2

Heterosexual couples, % 90.39

LGBT couples, % 9.62

Race/ethnicity (%)

White

Black

Asian/Pacific Islander

Native American

Multiracial

Other

Hispanic*

82.7

11.5

3.8

0.0

0.0

1.9

7.7

75.0

13.5

3.8

1.9

1.9

3.8

7.7

Self-reported A1C, %, mean (SD) 7.21 (2.58)

Comorbidity index, mean (SD) 1.44 (0.67)

Length of marriage, years, mean (SD) 22.03 (13.64)

Partner diagnosed with type 2 diabetes, % 17.3

Time since diagnosis, years, mean (SD) 8.40 (7.62)

*Refers to the percentage of participants across all races who identified as 
Hispanic. LGBT, lesbian, gay, bisexual, and transgender.
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Diabetes Self-Management 
Behaviors
The Summary of Diabetes Self-Care 
Activities (SDSCA) measure (42) was 
used to assess self-management behav-
iors. The SDSCA has been established 
as a valid measure for research purpos-
es and assesses general diet (e.g., follow 
a diet plan), specific diet (e.g., eat five 
or more servings of fruits and vegeta-
bles), exercise, blood glucose testing, 
and foot care (41). The SDSCA also 
assesses medication adherence; how-
ever, these items were omitted from 
data collection to reduce participant 
burden and because they do not dif-
ferentiate between insulin injections, 
pumps, and oral medications used 
commonly by people with diabetes. 
Items were averaged to compute each 
two-item scale. Higher scores indi-
cated higher frequency of engaging in 
the self-management behavior. Each 
question uses the stem “On how many 
of the past 7 days…?” to assess the 
frequency of each self-management 
behavior. 

Analyses 
Data cleaning and descriptive statistics 
were conducted using SPSS 23 (IBM 
Corp., Armonk, N.Y.). The primary 
research questions were evaluated in 
Mplus 6 (Muthen & Muthen, Los 
Angeles, Calif.). A pure CFM ap-
proach was used; covariances among 
error terms of the latent indicators 
were not allowed (35). The common 
fate model implies that dyad members 
are similar to one another on a given 
variable due to a shared or dyadic la-
tent variable (34). This approach takes 
into consideration both partners’ per-
ceptions and considers the couple to 
be the unit of analysis. Each partner’s 
response on the construct is used as 
an indicator of the latent variable 
representing the construct. We used 
this approach to examine relationship 
variables that correspond to respons-
es from both relationship partners. In 
addition, this approach estimates few-
er parameters than alternative dyadic 
analyses and thus requires a smaller 
sample size. Missing data within these 

models were handled using full infor-
mation maximum likelihood estima-
tion within Mplus 6 to use all avail-
able data. Fewer than 5% of responses 
were missing for any individual model 
variable. 

Results
A total of 52 patient and partner cou-
ples (n = 104 individuals) completed 
the study. Demographic information 
is presented in Table 1. Approximately 
47% of patients reported knowing 
their most recent A1C. On average, 
these patients self-reported a mean 
A1C of 7.21% (55 mmol/mol) [SD 
2.58% (9 mmol/mol)]. Couples had 
been married for ~22 years (mean 
22.03, SD 13.64), and patients re-
ported being diagnosed with type 
2 diabetes for ~8 years (mean 8.40, 
SD 7.62). When both partners had 
a diagnosis of type 2 diabetes (9/52 
couples), the first participant to com-
plete the study was considered the 
“patient.” Nonsignificant t tests sug-
gested that there were no differences 
between couples where one partner 
was diagnosed with type 2 diabetes 
versus both partners being diagnosed 
on any of the variables included in the 
model.

Means and SDs of study variables 
are presented in Table 2. Participants 
in the sample generally reported 

high levels of relationship satisfac-
tion, health-related social support, 
and diabetes-related partner invest-
ment. Patients reported engaging in 
self-management on most days of the 
week with the exception of exercise. 
A similar pattern of self-management 
activities was reported by Toobert et 
al. (42). Partners reported significantly 
higher levels of relationship satisfac-
tion (mean 3.44) than patients (mean 
3.27; t = 2.05, P <0.05). Partners also 
reported higher levels of diabetes-re-
lated partner investment (mean 4.38) 
than patients (mean 3.67; t = 4.61, 
P <0.05). There were no significant 
differences between patient- and 
partner-reported health-related social 
support. 

Correlations of study variables 
are presented in Table 3. All of the 
relationship factor variables were 
positively related to patient-reported 
self-eff icacy for diabetes self- 
management. Several covariates were 
considered: length of marriage (exclu-
sive of cohabitation), age, sex, A1C, 
comorbidity, and time since diagnosis. 
No tested covariates were significantly 
related to self-efficacy for diabetes 
management; therefore, none were 
included in the model presented below. 

Diabetes-related partner invest-
ment was carefully examined because 
it was a newly developed scale. It sig-

TABLE 2. Means and SDs of Study Variables

Scale 
Range

Mean (SD)

Patient Partner

Relationship satisfaction 1–4 3.28 (0.79) 3.45 (0.67)

Health-related social support 0–4 3.82 (1.08) 3.90 (1.04)

Diabetes-related partner 
investment

1–7 3.67 (1.31) 4.39 (1.46)

Self-efficacy for diabetes 
management

1–10 7.54 (1.86)

Diabetes self-management 
behaviors

Testing blood glucose 0–7 days 5.90 (2.47)

Exercise 0–7 days 3.50 (2.21)

General diet 0–7 days 5.71 (1.98)

Specific diet 0–7 days 4.95 (1.43)

Checking feet 0–7 days 4.98 (2.33)
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nificantly and positively correlated 
with relationship satisfaction and 
health-related social support, as 
reported by both partners (Table 2). 
Further, patient reports were signifi-
cantly correlated with partner reports 
for diabetes-related partner invest-
ment (r = 0.681, P <0.001). Means 
for all items are presented in Table 4.

The main model fit the data well 
[χ2 (41) = 48.60, P = 0.19; compar-
itive fit index (CFI) = 0.960; root 
mean square error of approximation 
= 0.060; and standardized root mean 
residual = 0.068; Figure 1]. In this 
model, an overall relationship factor 
was estimated with both partners’ 
responses to all three relationship con-
structs as indicators. This latent factor 
was modeled as a predictor of patient 
self-efficacy for diabetes management, 
which was modeled as a predictor of 
patient health outcomes. All covari-
ances among error terms of the latent 
indicators were not allowed, but 
covariances among residuals of the 
behavior measures were allowed. All 
factor loadings were significant and of 
acceptable strength, which supported 
the estimation of latent relationship 

factors driving the judgments of both 
partners. In other words, partners’ 
reports were sufficiently correlated 
to support a CFM characterization 
of relationship factors. Standardized 
estimates are shown.

Effects of Relationship Factors 
on Patient Self-Efficacy for 
Diabetes Management
Higher levels of relationship factors 
(relationship satisfaction, social sup-
port, and partner investment) were 
related to higher self-efficacy for di-
abetes management. The latent rela-
tionship factors’ variable explained a 
substantial proportion of variability in 
self-efficacy for diabetes management 
(β = 0.70, R 2 = 0.49, P <0.001).

Effects of Patient’s  
Diabetes Self-Efficacy on  
Self-Management Behaviors
A patient’s self-efficacy for diabetes 
management was significantly asso-
ciated with the patient’s self-reported 
blood glucose testing (β = 0.31, 
R2 = 0.09, P <0.05), exercise (β = 0.31, 
R 2 = 0.09, P <0.05), and adherence to 
a healthy diet (β = 0.51, R 2 = 0.26, 
P <0.001). We observed nonsignifi-

cant effects on adherence to diabetes- 
specific diet recommendations 
(β = 0.25, R 2 = 0.06, P = 0.052) and 
checking feet (β = 0.16, R 2 = 0.02, 
P = 0.59).

Discussion
The most novel aspect of our study is 
that relationship factors reported by 
both partners predicted a substantial 
proportion of variability in patients’ 
self-efficacy for diabetes management. 
A previous meta-analysis of couple- 
oriented interventions for people with 
chronic illness revealed that interven-
tion effects could be strengthened by 
targeting partners’ influences on pa-
tients’ health behaviors and indicated 
a need for dyadic research specifically 
in the area of type 2 diabetes (43). 
Our work supports this suggestion 
given the high association observed 
between relationship functioning 
and self-efficacy for diabetes self- 
management. For comparison, a pre-
vious study found that health literacy, 
diabetes education, and being em-
ployed together explained about 12% 
of the variance in diabetes self-efficacy 
(44). In our study, relationship factors 
explained 49% of the variance in di-

TABLE 4. Diabetes-Related Partner Investment Items
Item Mean (SD)

Patient report (n = 52)

1. The responsibility of managing my diabetes is mine alone.* 5.73 (1.82)

2. When I think about negative consequences of not following the recommended diabetes 
management treatment (diet, medication, blood glucose testing, exercise), I view this as “our” 
problem (shared by my partner and me equally) rather than just my problem.

3.71 (2.17)

3. Ultimately, I must face the challenges of managing my diabetes, as an individual, rather than 
depending on my partner.*

5.54 (1.78)

4. My partner and I have useful discussions about how to manage my diabetes. 4.77 (2.08)

5. My partner and I are able to work together toward helping me manage diabetes. 5.13 (1.95)

Partner report (n = 50)

1. The responsibility of managing my partner’s diabetes is his or hers alone.* 4.30 (2.33)

2. When I think about the negative consequences of my partner not following the recommended 
diabetes management treatment (diet, medication, blood glucose testing, exercise), I view this 
as “our” problem (shared by my partner and me equally) rather than just his or her problem.

4.96 (2.08)

3. Ultimately, my partner must face the challenges of managing his or her diabetes, as an  
individual, rather than depending on me.*

4.63 (2.25)

4. My partner and I have useful discussions about how to manage his or her diabetes. 4.92 (2.08)

5. My partner and I are able to work together toward helping my partner manage diabetes. 4.98 (1.98)

Range for all items is 1–7. *Items were reverse-scored when computing mean scale scores.
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abetes self-efficacy. This large effect is 
notable and suggests that relationship 
factors should not be overlooked as 
future studies continue to refine our 
understanding of the development 
of self-efficacy for self-management 
behaviors among patients with type 
2 diabetes. Further, the association 
between relationship factors and self- 
efficacy may be an underestimate giv-
en that other unmeasured relationship 
constructs may also contribute to a per-
son’s feelings of self-efficacy.

Our findings that patients’ self- 
efficacy for diabetes management 
predicted patients’ self-reported 
blood glucose testing, exercising, and 
adherence to a healthy diet is con-
sistent with previous research (5–7). 
Somewhat surprising was the less 
strong association found between 
patients’ self-efficacy for diabe-
tes management and adherence to 
diabetes-specific diet recommenda-
tions. One explanation for this is that 
the specific diet items refer to eating a 
low-fat diet. More recent recommen-
dations for diabetes focus more on a 
balance of carbohydrates and healthy 
fats (45). Further, patient self-efficacy 
for diabetes management was not 
related to patients’ self-reported fre-
quency of engaging in foot care. This 
result may be because the self-efficacy 
for diabetes scale does not include 

items specific to foot care, although 
previous research has shown a relation-
ship between diabetes self-efficacy and 
foot care (7). It is also possible that, 
although participants were engaging 
in foot care, they did not consider it 
a part of diabetes management when 
rating their self-efficacy. In addition, 
the internal consistency reliability for 
self-efficacy for diabetes management 
was somewhat low (α = 0.69), which 
may have contributed to this nonsig-
nificant finding. 

This is the first study to examine 
partner investment in a diabetes popu-
lation. On average, partners’ responses 
were highly concordant. Positive 
correlations with other relation-
ship variables indicated that partner 
investment is related to other rela-
tionship constructs. Among all scale 
items, patients reported the highest 
mean for the item, “The responsibil-
ity of managing my diabetes is mine 
alone”; however, the corresponding 
item for partners was rated the lowest. 
Similarly, patients reported a lower 
total scale mean than partners for dia-
betes partner investment. This result 
suggests that partners may view dia-
betes management as a responsibility 
they share with their partner more so 
than patients. This dynamic deserves 
future consideration because it could 
inform how diabetes education mes-

sages should be framed for couples. 
Internal reliability was somewhat low 
for patient reports on this new mea-
sure, suggesting future validation work 
may focus on revising some items or 
creating additional items to more fully 
capture this construct.

Several limitations should be 
addressed. The study was cross- 
sectional and observational, and 
therefore future studies are needed 
for stronger evidence of causal rela-
tionships. Although we theorize that 
aspects of patients’ relationships affect 
their ability to manage diabetes, this 
association may be the result of other 
causal pathways. For example, it is 
possible that people who are having 
problems managing their diabetes 
may also be having problems managing 
their relationship or may be more likely 
to be partnered with someone who 
does not have the necessary resources 
to adequately support their diabetes 
management. Still, establishing the 
correlational associations in the pres-
ent study is a first step in establishing 
these constructs as potential interven-
tion targets. 

Further, the study relied on self- 
reported health behaviors, which are 
limited by artifacts such as recall bias 
and social desirability bias. About half 
of the participants did not know their 
most recent A1C, and the other half 

■ FIGURE 1. Common fate model. *P <0.05; **P <0.001. Partner Investment, diabetes-related partner investment; Partner 
Support, health-related social support; Self-Efficacy, self-efficacy for diabetes management. Standardized estimates are shown. 
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self-reported it. Participants may not 
have accurately reported A1C, and 
those who did not know their most 
recent value may have had less well 
controlled diabetes. Future research 
should consider participants’ glycemic 
control. Also, self-reported diabetes 
status is not as ideal as having clini-
cal data; however, several studies have 
shown that self-reported diabetes status 
is highly accurate compared to fasting 
blood glucose and A1C measurement 
(46–48).

It is also possible that an online 
sample is not representative of all 
individuals with type 2 diabetes; 
however, the demographics of our 
sample were similar to those of peo-
ple with type 2 diabetes in general. 
Additionally, in 17.3% of couples, 
both partners were diagnosed with 
type 2 diabetes, similar to what has 
been reported among larger samples 
(49). Health-related social support and 
diabetes-related partner investment 
may have had a different meaning to 
partners who also had diabetes. We 
did not find evidence of these couples 
being distinct on study constructs, 
but those tests were underpowered. 
Future studies should consider the 
unique situation of couples in which 
both partners have diabetes. Further, 
only participants whose partner was 
willing to participate were included; it 
is possible that partners who are less 
supportive or less satisfied with their 
relationship were underrepresented. 
Of note, couples in the current study 
reported being diagnosed with type 2 
diabetes for ~8 years. Results may dif-
fer in couples facing a new diagnosis. 
Similarly, couples in this study were in 
long-term marriages (an average of ~22 
years), and relationship dynamics may 
be different for individuals in younger 
relationships. 

Conclusion
We found support for an association 
between relationship factors and di-
abetes self-management behaviors. 
Relationship factor constructs such 
as relationship satisfaction, health- 
related social support, and diabetes- 

related partner investment provide 
potential targets to be tested within a 
diabetes management intervention. In 
this way, relationship factors may serve 
as useful ways to strengthen and sustain 
self-efficacy for diabetes management. 
In addition, future research should ex-
amine the relationship between social 
control and diabetes self-management 
behaviors because some evidence sug-
gests that social control is helpful for 
improved self-management in combi-
nation with social support. For exam-
ple, among couples in which one mem-
ber has type 2 diabetes, when spouses 
engage in both social support and con-
trol actions, patients have higher ener-
gy expenditure from physical activity 
and greater self-efficacy for engaging in 
physical activity the following day (27). 
A systematic review by Arden-Close 
and McGarth (50) found that cou-
ple-focused interventions may be more 
effective than individual interventions 
but that more three-armed studies are 
needed to assess the added benefits of 
partner involvement. In addition to 
intervention development, future re-
search should consider relationship dy-
namics closer to the  diabetes diagnosis 
and examine more extensively couples 
in which both partners have diabetes. 
The current study suggests that close 
relationship partners are important to 
consider when helping people manage 
a chronic condition. 

Acknowledgments
The authors acknowledge Qualtrics for 
funding participant recruitment. They 
also thank the research assistants in the 
Healthy Couples’ Lab, particularly Matthew 
Klein and Sydneyjane Varner, for their 
contributions. 

Duality of Interest
No potential conflicts of interest relevant to 
this article were reported.

Author Contributions 
J.S.W. planned the study, collected the data, 
analyzed the data, and drafted the manu-
script. K.W.R. advised on study design and 
analyses and contributed to manuscript 
preparation. J.S.W. is the guarantor of this 
work and, as such, had full access to all the 
data in the study and takes responsibility for 

the integrity of the data and the accuracy of 
the data analysis.

References 
1. Department of Health and Human 
Services, Centers for Disease Control and 
Prevention (CDC). National diabetes sta-
tistics report: estimates of diabetes and its 
burden in the United States, 2017. Available 
from https://www.cdc.gov/diabetes/ 
pdfs/data/statistics/national-diabetes- 
statistics-report.pdf. Accessed 7 January 
2018

2. Ali S, Stone MA, Peters JL, Davies MJ, 
Khunti K. The prevalence of co-morbid 
depression in adults with type 2 diabetes: a 
systematic review and meta-analysis. Diabet 
Med 2006;23:1165–1173 

3. Powers MA, Bardsley J, Cypress M, et al. 
Diabetes self-management education and 
support in type 2 diabetes: a joint posi-
tion statement of the American Diabetes 
Association, the American Association 
of Diabetes Educators, and the Academy 
of Nutrition and Dietetics. Diabetes Care 
2015;38:1372–1382 

4. Bandura A. Self-efficacy: toward a uni-
fying theory of behavioral change. Psychol 
Rev 1977;84:191–215 

5. King DK, Glasgow RE, Toobert DJ, 
et al. Self-efficacy, problem solving, and 
social-environmental support are associated 
with diabetes self-management behaviors. 
Diabetes Care 2010;33:751–753 

6. Gao J, Wang J, Zheng P, et al. Effects of 
self-care, self-efficacy, social support on  
glycemic control in adults with type 2  
diabetes. BMC Fam Pract 2013;14:14 

7. Sarkar U, Fisher L, Schillinger D. Is 
self-efficacy associated with diabetes 
self-management across race/ethnicity  
and health literacy? Diabetes  
Care 2006;29:823–829 

8. La Guardia JG, Patrick H. The influence 
of the social environment on health behav-
ior. In Human Motivation and Interpersonal 
Relationships. Dordrecht, the Netherlands, 
Springer, 2014, p. 299–315

9. DiMatteo M. Social support and 
patient adherence to medical treat-
ment: a meta-analysis. Health Psychol 
2004;23:207–218

10. Gottlieb BH. Selecting and planning 
support interventions. In Social Support 
Measurement and Intervention: A Guide 
for Health and Social Scientists. New York, 
Oxford University Press, 2000, p. 195–220

11. Berg CA, Upchurch R. A developmen-
tal-contextual model of couples coping with 
chronic illness across the adult life span. 
Psychol Bull 2007;133:920–954 

12. Searle A, Norman P, Thompson R, 
Vedhara K. Illness representations among 
patients with type 2 diabetes and their part-



V O L U M E  3 2 ,  N U M B E R  1 ,  W I N T E R  2 0 1 9 	 15

w o o l d r i d g e a n d r a n b y

ners: relationships with self-management 
behaviors. J Psychosom Res 2007;63:175–184

13. Revenson TA, DeLongis A. Couples 
coping with chronic illness. In The Oxford 
Handbook of Stress, Health, and Coping. 
New York, Oxford University Press, 2011, p. 
101–123

14. Bodenmann G, Bradbury TN, Pihet S. 
Relative contributions of treatment-related 
changes in communication skills and dyadic 
coping skills to the longitudinal course 
of marriage in the framework of marital 
distress prevention. J Divorce Remarriage 
2009;50:1–21 

15. Trief PM, Morin PC, Izquierdo R, et 
al. Marital quality and diabetes outcomes: 
the IDEATel Project. Fam Syst Health 
2006;24:318–331 

16. Holt-Lunstad J, Birmingham W, Jones 
BQ. Is there something unique about 
marriage? The relative impact of marital 
status, relationship quality, and network 
social support on ambulatory blood pres-
sure and mental health. Ann Behav Med 
2008;35:239–244

17. Trief PM, Ploutz-Snyder R, Britton KD, 
Weinstock RS. The relationship between 
marital quality and adherence to the 
diabetes care regimen. Ann Behav Med 
2004;27:148–154

18. Robinson JK, Stapleton J, Turrisi R. 
Relationship and partner moderator vari-
ables increase self-efficacy of performing 
skin self-examination. J Am Acad Dermatol 
2008;58:755–762

19. Trief P, Sandberg JG, Ploutz-Snyder R, et 
al. Promoting couples collaboration in type 
2 diabetes: the diabetes support project pilot 
data. Fam Syst Health 2011;29:253–261

20. Khan CM, Stephens MAP, Franks MM, 
Rook KS, Salem JK. Influences of spousal 
support and control on diabetes manage-
ment through physical activity. Health 
Psychol 2012;32:739–747

21. Rohrbaugh MJ, Mehl MR, Shoham 
V, Reilly ES, Ewy GA. Prognostic signifi-
cance of spouse we talk in couples coping 
with heart failure. J Consult Clin Psychol 
2008;76:781–789

22. Rohrbaugh MJ, Cranford JA, Shoham V, 
Nicklas JM, Sonnega JS, Coyne JC. Couples 
coping with congestive heart failure: role 
and gender differences in psychological 
distress. J Fam Psychol 2002;16:3–13

23. Beverly EA, Penrod J, Wray LA. Living 
with type 2 diabetes: marital perspectives of 
middle-aged and older couples. J Psychosoc 
Nurs Ment Health Serv 2007;45:24–32

24. Helgeson VS. Young adults with type 
1 diabetes: romantic relationships and 

implications for well-being. Diabetes Spectr 
2017;30:108–116

25. Trief PM, Wade MJ, Britton KD, 
Weinstock RS. A prospective analy-
sis of marital relationship factors and 
quality of life in diabetes. Diabetes Care 
2002;25:1154–1158

26. Franks MM, Stephens MAP, Rook 
KS, Franklin BA, Keteyian SJ, Artinian 
NT. Spouses’ provision of health-related 
support and control to patients participating 
in cardiac rehabilitation. J Fam Psychol 
2006;20:311–318 

27. Khan CM, Stephens MAP, Franks MM, 
Rook KS, Salem JK. Influences of spousal 
support and control on diabetes manage-
ment through physical activity. Health 
Psychol 2012;32:739–747 

28. Lewis MA, McBride CM, Pollak KI, 
Puleo E, Butterfield RM, Emmons KM. 
Understanding health behavior change 
among couples: an interdependence and 
communal coping approach. Soc Sci Med 
2006;62:1369–1380

29. Robbins ML, Mehl MR, Smith HL, 
Weihs KL. Linguistic indicators of 
patient, couple, and family adjustment 
following breast cancer. Psychooncology 
2013;22:1501–1508

30. Rottmann N, Hansen DG, Larsen 
PV, et al. Dyadic coping within couples 
dealing with breast cancer: a longitudinal, 
population-based study. Health Psychol 
2015;34:486–495

31. Lyons RF, Mickelson KD, Sullivan MJL, 
Coyne JC. Coping as a communal process. J 
Soc Pers Relat 1998;15:579–605

32. Johnson MD, Anderson JR, Walker A, 
Wilcox A, Lewis VL, Robbins DC. Common 
dyadic coping is indirectly related to dietary 
and exercise adherence via patient and 
partner diabetes efficacy. J Fam Psychol 
2013;27:722–730 

33. Helgeson VS, Jakubiak B, Seltman H, 
Hausmann L, Korytkowski M. Implicit and 
explicit communal coping in couples with 
recently diagnosed type 2 diabetes. J Soc 
Pers Relat 2017;34:1099–1021 

34. Badr H, Acitelli LK. Re-thinking dyadic 
coping in the context of chronic illness. Curr 
Opin Psychol 2017;13:44–48

35. Ledermann T, Kenny DA. The common 
fate model for dyadic data: variations of a 
theoretically important but underutilized 
model. J Fam Psychol 2012;26:140–148

36. Qualtrics. Qualtrics homepage. Available 
from www.qualtrics.com. Accessed 24 April 
2018

37. Charlson M, Szatrowski TP, Peterson 
J, Gold J. Validation of a combined 
comorbidity index. J Clin Epidemiol 
1994;47:1245–1251

38. Sundararajan V, Henderson T, Perry 
C, Muggivan A, Quan H, Ghali WA. New 
ICD-10 version of the Charlson comorbidity 
index predicted in-hospital mortality. J Clin 
Epidemiol 2004;57:1288–1294

39. Rusbult CE, Martz JM, Agnew CR. 
The investment model scale: measuring 
commitment level, satisfaction level, quality 
of alternatives, and investment size. Pers 
Relatsh 1998;5:357–387 

40. Grinberg A, Rohrbaugh MJ, Lewis 
MA, Ranby KW, Toll BA, Lipkus IM. 
Measurement of communal coping in 
dual-smoker couples. Paper presented 
at the annual meeting of the American 
Psychological Society in Chicago, Ill., May 
2012

41. Lorig K, Ritter PL, Villa FJ, Armas 
J. Community-based peer-led diabetes 
self-management: a randomized trial. 
Diabetes Educ 2009;35:641–651

42. Toobert DJ, Hampson SE, Glasgow RE. 
The summary of diabetes self-care activities 
measure: results from 7 studies and a revised 
scale. Diabetes Care 2000;23:943–950

43. Martire LM, Schulz R, Helgeson 
VS, Small BJ, Saghafi EM. Review and 
meta-analysis of couple-oriented interven-
tions for chronic illness. Ann Behav Med 
2010;40:325–342 

44. Bohanny W, Wu S-FV, Liu C-Y, Yeh S-H, 
Tsay S-L, Wang T-J. Health literacy, self-effi-
cacy, and self-care behaviors in patients with 
type 2 diabetes mellitus. J Am Assoc Nurse 
Pract 2013;25:495–502

45. Academy of Nutrition and Dietetics. 
Evidence-based nutrition practice guideline 
on diabetes. Available from www.andeal.
org/topic.cfm?cat=3251. Accessed 12 March 
2018 

46. Margolis KL, Lihong Qi L, Brzyski R, 
et al. Validity of diabetes self-reports in the 
Women’s Health Initiative: comparison with 
medication inventories and fasting glucose 
measurements. Clin Trials 2008;5:240–247 

47. Schneider ALC, Pankow JS, Heiss G, 
Selvin E. Validity and reliability of self-re-
ported diabetes in the Atherosclerosis Risk 
in Communities Study. Am J Epidemiol 
2012;176:738–743

48. Espelt A, Goday A, Franch J, Borrell C. 
Validity of self-reported diabetes in health 
interview surveys for measuring social 
inequalities in the prevalence of diabetes. J 
Epidemiol Community Health 2012;66:e15

49. Leong A, Rahme E, Dasgupta K. 
Spousal diabetes as a diabetes risk factor: a 
systematic review and meta-analysis. BMC 
Med 2014;12:12

50. Arden-Close E, McGrath N. Health 
behaviour change interventions for couples: 
a systematic review. Br J Health Psychol 
2017;22:215–237 




