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BACKGROUND: Family support for adults’ diabetes care
is associated with improved self-management and out-
comes, but healthcare providers lack structured ways to
engage those supporters.
OBJECTIVE: Assess the impact of a patient-supporter
diabetes management intervention on supporters’ en-
gagement in patients’ diabetes care, support techniques,
and caregiving experience.
DESIGN: Multivariate regression models examined
between-group differences in support-related measures
observed as part of a larger trial randomizing participants
to a dyadic intervention versus usual care.
PARTICIPANTS:A total of 239 adults with type 2 diabetes
and either A1c >8%or systolic blood pressure >160mmHg
enrolled with a family supporter.
INTERVENTION: Health coaches provided training on
positive support techniques and facilitated self-
management information sharing and goal-setting.
MAIN MEASURES: Patient and supporter reports at
baseline and 12 months of supporter roles in diabetes
care and caregiving experience.
RESULTS: At 12 months, intervention-assigned patients
had higher odds of reporting increased supporter involve-
ment in remembering medical appointments (AOR 2.74,
95% CI 1.44, 5.21), performing home testing (AOR 2.40,
95% CI 1.29, 4.46), accessing online portals (AOR 2.34,
95% CI 1.29, 4.30), deciding when to contact healthcare
providers (AOR 2.12, 95% CI 1.15, 3.91), and refilling
medications (AOR 2.10, 95% CI 1.14, 3.89), but not with
attending medical appointments or with healthy eating
and exercise. Intervention-assigned patients reported in-
creased supporter use of autonomy supportive communi-
cation (+0.27 points on a 7-point scale, p=0.02) and goal-
setting techniques (+0.30 points on a 5-point scale,
p=0.01). There were no differences at 12 months in
change scores measuring supporter distress about pa-
tients’ diabetes or caregiving burden. Intervention-
assigned supporters had significantly larger increases in

satisfaction with health system support for their role
(+0.88 points on a 10-point scale, p=0.01).
CONCLUSIONS: A dyadic patient-supporter intervention
led to increased family supporter involvement in diabetes
self-management and increased use of positive support
techniques, without increasing caregiver stress.
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INTRODUCTION

Over half of adults with diabetes have an unpaid family mem-
ber or friend (“family supporter”) who regularly assists with
diabetes management.1 These family supporters help with es-
sential diabetes management tasks including taking medica-
tions and testing home blood glucose as well as more general
behaviors such as healthy diet and exercise.1,2 Adults with type
2 diabetes who report help with their diabetes care from a
support person have improved medication adherence 3–5 and
self-monitoring of blood glucose.6,7 Social support also has
been linked to improved clinical outcomes, including glycemic,
blood pressure, and lipid control.8 In addition to the benefits of
day-to-day self-management support, family supporters can
also enhance communication between providers and patients
at clinic visits9–11 and through online health portals.12

While general social support can be helpful to people with
chronic conditions like diabetes, providing support using spe-
cific techniques can enhance the positive impact on patient
behaviors. Help that is provided in a way that is “autonomy
supportive,” in which supporters acknowledge the patient’s
perspectives, provide choices, and affirm patient competence,
can bolster patients’ intrinsic motivation and engagement in
their self-care.13 Autonomy support from informal supporters
is associated with improved glycemic control and more fre-
quent self-monitoring of blood glucose in patients with type 2
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diabetes,14 and can reduce the negative impact of patients’
diabetes distress on glycemic control.15 In addition to auton-
omy support, setting goals and making action plans (i.e.,
collaborative goal-setting) with others can increase trust and
improve glycemic control.16

While recent guidelines from the American Diabetes Asso-
ciation on diabetes self-management education explicitly rec-
ommend involvement of family supporters,17 most healthcare
teams do not have structured approaches to educate and en-
gage supporters in diabetes care. Many family supporters
report not having enough information about the health status
of their care recipient and management regimen in order to
help effectively.18 To test a new approach to educating and
engaging family supporters in adults’ diabetes care, we con-
ducted a randomized controlled trial of the Caring Others
Increasing Engagement in Patient Aligned Care Teams (CO-
IMPACT) program. This program aimed to improve patients’
diabetes self-management and control through a 12-month
dyadic intervention that provided both patients and family
supporters with information, monitoring, and behavior change
tools. Here, we report the impact of the intervention on family
supporters’ roles in patient diabetes care, use of specific sup-
port techniques, and caregiving experience.

METHODS

Study Design and Setting. A total of 239 adult patients with
type 2 diabetes and high risk for diabetes complications as
defined below were recruited along with an unpaid family or
friend supporter from two primary care sites within the Veterans
Health Administration (VA). Patient-supporter dyads were ran-
domized to receive a multifaceted engagement intervention or
enhanced usual care over a 12-month study period. Dyads were
randomized 1:1 within strata of those cohabitating vs not. En-
hanced usual care for patients with diabetes within the VA
includes co-management by a nurse or clinical pharmacist with
the primary care provider, with individualized referral to diabetes
self-management classes, health psychology services, weight
loss programs, and automated telehealth to monitor home testing
results. No formal program for engaging supporters in patients’
care is available in these sites. In this study, participants in the
enhanced usual care group were also given a handbook with
general diabetes management information. Pre-specified primary
outcomes of the trial were changes in patient activation as
measured by the PAM-13 and UKPDS risk score.19 The present
study examines the proximal effects of the intervention on family
supporter involvement in patients’ diabetes care and caregiving
experience. This study was approved by the VA Ann Arbor
Institutional Review Board.

Eligibility Criteria. Patient criteria included a diagnosis of
type 2 diabetes, regular primary care at the VA, and risk
factors for complications including poor glycemic control

(A1c >8%) or blood pressure control (mean outpatient
systolic blood pressure >150mmHg over prior 9 months, or
if one measurement systolic >160mmHg). Family supporters
were adults nominated by the patient who talked with the
patient about their health at least twice per month and were
not paid to care for the patient. Additional details on
participant eligibility and study design can be found in the
published study protocol.19

Intervention. Patient-supporter dyads in the intervention arm
were invited to receive an initial health coach session,
biweekly automated diabetes monitoring calls, and primary
care appointment preparation calls and visit summaries. The
initial session performed by health coaches taught supporters
and patients positive support skills and effective strategies to
engage with healthcare providers. Health coaches had degrees
in health education and received training in basic diabetes
management, autonomy supportive communication, and
concepts fundamental to patient activation and action-
planning. Biweekly automated calls allowed patients to
report information about diabetes management by
responding to pre-recorded voice prompts. At the end of each
automated call, patients received a tailored message with
suggestions to address identified issues and make an action
plan. Family supporters received structured summaries of the
patient’s call responses with suggested supportive actions, for
example, offering the clinic phone number to contact the
patient’s primary care team. Healthcare providers did not
typically review call responses. Visit preparation calls made
by coaches to patients prior to primary care visits focused on
identifying concerns to discuss at the visit and encouraged
family supporter input. After primary care visits, patients and
supporters were provided summaries which included vital
signs, relevant lab results, medication regimen, and a summary
of diabetes-related issues discussed.

Support Measures. Patients and supporters answered surveys
at baseline and 12 months upon study completion. Supporter
involvement in 12 specific diabetes management tasks was
rated by patients on a 5-point Likert scale where 1 = “None of
the time” to 5 = “Almost always.” These questions were
developed and tested based on prior studies of patients with
diabetes and family supporters (see Appendix 1).20,21 Sup-
porters’ use of specific support techniques was rated by pa-
tients in the following areas: autonomy supportive communi-
cation (Important Other Climate Questionnaire (IOCQ));13

open communication about chronic illness (Couples’ Illness
Communication Scale (CICS));22 and collaborative goal-
setting and action-planning (adapted Patient Assessment of
Chronic Illness Care (PACIC) subscale).23 Family supporters
reported their level of distress about the patient’s diabetes
(adapted version of the Problem Areas in Diabetes scale
(PAID-5),24 previously used in the DAWN-2 study);25 self-
efficacy in helping the patient with disease management

Zupa et al: Family Supporter Involvement in Diabetes Self-management JGIM762



(adapted Stanford Chronic Disease Self-Efficacy Scale);26

satisfaction with VA support for their role as a caregiver
(single item included in Appendix 1); and general caregiving
burden (Modified Caregiver Stain Index (MCSI)).27

Patient and Supporter Characteristics. Characteristics
measured at baseline via survey included patient and
supporter sociodemographics, patient and supporter
relationship and cohabitation, patient use of insulin, and
supporter diagnosis of diabetes. Baseline HbA1c was
collected via venous sample at enrollment.

Analyses. Dyadic data was analyzed according to group
assignment at randomization. Descriptive statistics were used to
characterize participants at baseline. For analyses of baseline to
12-month change in family supporter involvement in diabetes
management roles, increase in support was defined as ≥1 point
increase in the 5-point Likert scale response. Given the standard
deviation of these measures at baseline, a 1-point change
corresponded to an effect size of 0.7–0.9, which is considered a
moderate to large effect.28 Separate logistic regression models
assessed the effect of the intervention on supporter involvement.
Dyads whose supporters were involved at the highest level (5) in
a task at baseline were excluded from these models, as they were
unable to improve further over the study period. These dyads are
included in descriptive statistics summarizing baseline role
involvement, and the percent of dyads excluded from each
model for this reason is detailed in Appendix 2. Amount of
change in support techniques, supporter distress, and supporter
confidence was measured via linear difference at baseline to 12-
month scale scores. Separate linear regression models assessed
the effect of the intervention on each change score, adjusted for
the baseline score. If patients or family supporters did not answer
the measure for role involvement or support techniques at
baseline or month 12, they were excluded from analysis of that
outcome (6–11% of dyads per model). The primary independent
variable in all models was intervention versus control group
assignment. Model covariates, which were predetermined based
on theoretical impact on supporter involvement in diabetes care,
included patient age, race/ethnicity, cohabitation with family
supporter, baseline insulin use, and HbA1c. Sex of patients and
family supporters were not included in models as there was little
variation. A significance level of 0.05 was used for all tests;
correction for multiple comparisons was not performed as these
secondary analyses were hypothesis-generating to assess
proximal impacts of this intervention on support types and
caregiving experience.29

RESULTS

Two hundred and thirty-nine patient-supporter dyads were
enrolled in the study; 123 patient-supporter dyads were

assigned to the intervention arm and 116 to the control arm
(see Fig. 1 for details of dyad attrition). Of the 123 dyads
randomized to the intervention, 120 completed the initial
coaching session. One-hundred and fourteen patients complet-
ed at least one visit preparation call (median of 2 calls com-
pleted over the 12-month period). A total of 116 patients
completed at least one biweekly automated call with family
supporter summary (median of 25 calls completed).

Participant Characteristics (Table 1). As is common in the
VA population, patients were primarily male (96.6%) and
White, non-Latino (75.5%). Mean age was 64 years and
23.4% completed college. Most (59.4%) used insulin at base-
line, and the mean baseline HbA1c was 8.5% (standard devi-
ation 1.6%). Family supporters were predominantly female
(90%) and 70.3% lived with the patient. Most family sup-
porters were a spouse/partner (60.7%), followed by friend
(17.2%), adult child (11.3%), and other relatives (10.9%).
College completion rate was 23.0% for family supporters,
and 19.4% of supporters also had a diagnosis of diabetes.
Baseline levels of supporter confidence and distress
(Table 1) and involvement in diabetes care roles (Table 2)
were similar between groups. Mean involvement in diabetes
care roles at baseline was typically at level 2 (rarely) and
ranged from 1.8 for help navigating the healthcare system to
3.3 for help choosing healthy foods and encouraging exercise.

Intervention Effect on Support Roles (Table 3). In multivar-
iate regression models, supporters in the intervention group
were significantly more likely than controls to increase their
involvement in several areas of self-management assistance:
deciding when to contact healthcare providers about concerns
(AOR 2.12, 95%CI 1.15, 3.91), remembering to go tomedical
appointments (AOR 2.74, 95% CI 1.44, 5.21), remembering
to take (AOR 1.92, 95% CI 1.03, 3.59), refilling medications
(AOR 2.10, 95% CI 1.14, 3.89), performing (AOR 2.40, 95%
CI 1.29, 4.46) and reviewing (AOR 2.67, 95% CI 1.43, 5.01)
home testing results. Family supporters in the intervention
group were also more likely to report increased frequency of
using the VA online patient portal to view patients’ health
information (AOR 2.34, 95% CI 1.29, 4.30) compared to
those in the control group. There was no significant associa-
tion between intervention group and supporter use of email or
secure messaging to contact patients’ healthcare providers.
There also was no effect of intervention assignment on family
supporter assistance with navigating the healthcare system,
accompanying patients into exam rooms during clinic appoint-
ments, or encouraging healthy eating and exercise.

Change in Support Techniques (Table 4). In multivariate
regression models, intervention assignment was associated
with increased autonomy support (additional increase of 0.27
points (p=0.02) in IOCQ score on a 7-point scale) from base-
line to month 12 compared to the control group. Intervention
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assignment was also associated with an increase in collabora-
tive goal-setting (relative increase of 0.30 points (p=0.01) in
adapted PACIC score on a 5-point scale) compared to the
control group. Intervention assignment was not associated
with change in open communication about chronic illness
(CICS).

Change in Supporter Caregiving Experience (Table 4).
Intervention assignment was associated with an adjusted
relative increase in supporter satisfaction with VA support
for their role (+0.88 points on a 10-point scale, p=0.01).
There were no significant differences between study arms in
change in supporter self-efficacy (p=0.92) or diabetes distress
(p=0.55) associated with helping the patient, or overall care-
giver strain (p=0.27).

DISCUSSION

With increased recognition of the potential benefits of involv-
ing family supporters in diabetes care, finding effective strat-
egies to increase family supporters’ involvement in diabetes
management and increasing supporters’ use of evidence-based
communication strategies are a key area of focus for diabetes
practitioners. We found that a program that provided sup-
porters with training in effective communication for health
behavior change, as well as updates on patient self-
management concerns and summaries of health information
after primary care visits, increased supporters’ active involve-
ment in self-management assistance without negative impacts
on supporter distress or strain. This is particularly notable in
that the intervention was compared to usual care within a high-
resource, well-established primary care medical home setting.
As a consequence, the intervention may have even greater
impact in other settings with less comprehensive routine care.

Interventions which specifically aim to educate family sup-
porters in self-management assistance have been shown to
improve diabetes outcomes.30 A recent evaluation of an inter-
vention focused on goal-setting for health behavior change

Fig. 1 Dyad attrition.

Table 1 Patient and Support Person Baseline Characteristics

Intervention,
N=123 dyads

Control,
N=116 dyads

Patients
Age, median6 62 (12) 64 (16.5)
Sex = female, n (%) 6 (4.9%) 2 (1.7%)
White non-Latino(a), n (%) 88 (72.1%) 91 (79.1%)
College completed, n (%) 29 (23.6%) 27 (23.3%)
HbA1c, mean6 8.4 (1.5) 8.6 (1.8)
Use insulin, n (%) 78 (63.4%) 64 (55.2%)

Support persons
Relationship to patient
Spouse/partner of patient, n

(%)
75 (61.0%) 70 (60.3%)

Friend 25 (20.33) 16 (13.79%)
Adult child 9 (7.32%) 18 (15.52%)
Other relative 14 (11.38%) 12 (10.34%)

Cohabitation with patient, n
(%)

86 (69.9%) 82 (70.7%)

Sex = female, n (%) 109 (88.6%) 106 (91.4%)
White non-Latino(a), n (%) 100 (94.3%) 92 (94.8%)
College completed, n (%) 25 (20.3%) 30 (25.9%)
Diagnosis of diabetes, n (%) 22 (18.2%) 24 (20.7%)

Support person caregiving experience
Distress about patient diabetes

(adapted PAID-5), mean6; scale
range 0–20; higher scores indi-
cate more distress

6.0 (4.7) 6.7 (5.1)

Self-efficacy for caring for
patient’s diabetes (Stanford),
mean6; scale range 0–10; higher
scores indicate more self-
efficacy

7.6 (1.8) 7.5 (1.6)

Caregiver strain (CSI), mean6,
scale range 0–26; higher scores
indicate more strain

3.6 (3.7) 4.7 (4.4)

Satisfaction with VA support
for caregivers as reported by
support persons, mean6, scale
range 1–10; higher scores
indicate greater satisfaction

6.9 (2.9) 6.7 (3.2)
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through phone coaching with text message follow-up for
adults with type 2 diabetes and their informal supporters
showed that the intervention improved a composite measure
of supporter involvement.31 Another study examining the
impact of one training session on motivational coaching for
patients with type 2 diabetes and supporters followed by
automatic sharing of home blood glucose monitoring results
with informal supporters demonstrated increased support for
blood glucose testing.32 Our study builds on this evidence that
brief training of family supporters to promote positive support
techniques can increase self-management assistance for pa-
tients with type 2 diabetes. In addition, our study provides
novel insight into changes in supporter involvement in specific
diabetes self-management roles and support qualities.
In this intervention, supporter involvement increased more

for self-management tasks that were diabetes-specific (such as

taking diabetes medications and checking glucose levels) than
for general lifestyle behaviors like healthy eating and exercise.
However, supporters had high levels of involvement in life-
style behaviors at baseline, so the intervention had less poten-
tial to increase supporter help with these behaviors.

Table 2 Baseline Supporter Roles in Patient Diabetes Care and
Perceived Quality of Support

Frequency of supporter
involvement (1 never–
5 almost always)

Intervention,
N=123 dyads
mean (SD)

Control,
N=116
dyads
mean (SD)

Help remembering to go to
appointments

2.8(1.5) 3.1 (1.5)

Help reviewing home testing
results (n=220)*

2.5 (1.3) 2.7 (1.4)

Help remembering to perform
home testing (n=221)

2.2 (1.3) 2.6 (1.4)

Access patient’s online portal, n (%)† 20 (16.3%) 20 (17.2%)
Help deciding when to contact

healthcare providers about
concerns (n=238)

2.8 (1.4) 3.0 (1.5)

Help remembering to refill
medications

2.2 (1.3) 2.5 (1.5)

Help remembering to take
medications

2.6 (1.4) 2.9 (1.5)

Coming into room for patient’s
medical appointments (n=238)

2.3 (1.6) 2.2 (1.7)

Help with choosing healthy foods 3.3 (1.3) 3.4 (1.2)
Help navigating healthcare system

(n=238)
1.8 (1.1) 2.0 (1.3)

Help with encouragement to exercise
(n=238)

3.3 (1.3) 3.4 (1.4)

Use of secure messaging/email to
contact patient’s providers, n (%)†

6 (4.8%) 5 (4.4%)

Perceived support quality
Autonomy supportive
communication (IOCQ),
scale range 0–7; higher
scores indicate greater
autonomy support

5.5 (1.0) 5.3 (1.1)

Discuss health goal-setting
(adapted PACIC subscale),
scale range 0–5; higher
scores indicate more
goal-setting

2.4 (1.0) 2.2 (1.0)

Open communication about
chronic illness (CICS),
scale range 0–20 (n=234);
higher scores indicate more
communication

16.5 (2.9) 16.0(2.8)

*n = number of patients with complete data for each measure. Patients
who answered that the role was not applicable to them (e.g., they did
not do home testing) or opted not to answer the question are not
included
†Item ratings provided by the support person, all others provided by the
patient

Table 3 Adjusted Intervention Effect on Odds of Increase in
Frequency of Support Role from Baseline to 12 Months

(Intervention vs. Control Group)

Support role AOR* (95% CI)

Help remembering to go to appointments (n=177)† 2.74 (1.44, 5.21)
Help reviewing home testing results (n=174) 2.67 (1.43, 5.01)
Help remembering to perform home testing

(n=180)
2.40 (1.29, 4.46)

Access patient’s online portal (n=213) 2.34 (1.29, 4.30)
Help deciding when to contact healthcare providers
about concerns (n=181)

2.12 (1.15, 3.91)

Help remembering to refill medications (n=193) 2.10 (1.14, 3.89)
Help remembering to take medications (n=178) 1.92 (1.03, 3.59)
Coming into patient’s medical appointments

(n=178)
1.75 (0.86, 3.56)

Help with choosing healthy foods (n=173) 1.62 (0.88, 2.97)
Help navigating healthcare system (n=206) 1.49 (0.84, 2.63)
Help with encouragement to exercise (n=161) 1.18 (0.63, 2.24)
Use of secure messaging/email to contact patient’s
providers (n=214)

1.11 (0.35, 3.49)

*Odds Ratio for intervention group vs. control group from logistic
regression adjusted for patient’s age, race, baseline insulin use and
baseline HbA1c, and cohabitation with family supporter for outcome of
change ≥ 1 point on scale of 1 = none of the time 5 = almost always
†n = number of patients with complete data included in each model.
Patients who answered that the role was not applicable to them or
started at highest level of support (5/5) were not included in the model
Bold entries are results where p < 0.05

Table 4 Adjusted Intervention Effect on Changes in Perceived
Support Quality and Support Person Caregiving Experience from

Baseline to 12 Months

Perceived support quality Intervention effect* on
change over 12 months
(95% CI)

p
value

Autonomy supportive
communication (IOCQ)
(n=221)†

0.27 (0.05, 0.49) 0.02

Discuss health goal-setting
(adapted PACIC subscale)
(n=221)

0.30 (0.07, 0.52) 0.01

Open communication about
chronic illness (CICS) (n=221)

0.00 (− 0.58, 0.58) 0.99

Support person caregiving experience
Distress about patient diabetes
(adapted PAID-5) (n=213)

0.28 (− 0.65, 1.22) 0.55

Self-efficacy for caring for
patient’s diabetes (Stanford)
(n=216)

− 0.02 (− 0.46, 0.42) 0.92

Caregiver strain (CSI) (n=214) 0.48 (− 0.38, 1.33) 0.27
Satisfaction with VA support
for caregivers as reported by
support persons (n=180)

0.93 (0.30, 1.55) 0.01

*Coefficient from intervention vs. control group predictor from linear
regression models adjusted for patient age, race, baseline insulin use
and baseline HbA1c, cohabitation with family supporter, and the
baseline score for each respective measure
†n, number of patients with complete data included in each model
Bold entries are results where p < 0.05
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Determining how best to increase effective family involve-
ment in diabetes-specific tasks is particularly important, be-
cause prior observational studies have shown that naturally
occurring social support for diabetes-specific tasks is not
associated with improvements in patient adherence to those
behaviors.33 One possible way an intervention can enhance
support for self-management tasks is by improving supporter
knowledge and confidence in their ability to provide help in
these areas, as has been reported among caregivers of patients
with heart failure.34 In a study of informal caregiving of adults
with heart failure, supporters who received summaries of the
self-management problems reported by their care recipients,
with education and guidance on how to help, reported in-
creased confidence in their caregiving ability and had in-
creased involvement in disease-specific roles including med-
ication adherence.35,36 Future family interventions for adults
with diabetes can focus on increasing supporters’ disease-
specific knowledge and involvement in skilled diabetes tasks.
The CO-IMPACT intervention aimed to change not just

how much support was provided but how it was provided. In
this study, we found significant increases relative to controls in
supporter use of autonomy supportive communication and
collaborative goal-setting. Importantly, this intervention re-
sulted in increased supporter use of positive techniques after
only one in-person training session, suggesting it may be
feasible to incorporate effective training on these techniques
into diabetes self-management education sessions or
healthcare visits. In addition, summaries of self-management
concerns identified in automated calls were designed to en-
courage goal-setting and action-planning between patients and
supporters. Prior studies achieving similar changes in these
support techniques (e.g., IOCQ and PACIC scores) to those
reported in this study have yielded changes in self-
management behavior and clinical outcomes. 14,37–39 There-
fore, even if supporters provide the same level of support over
time, their attempts at helping may be more effective with
increased use of these positive support techniques.
Finally, it is important that, despite increased involvement

in care recipients’ diabetes management, this intervention did
not result in greater diabetes distress or caregiving strain
among family supporters. We did not find significant changes
in supporter self-efficacy, possibly as a result of high ratings at
baseline in both study arms. However, the intervention was
associated with increased satisfaction with the health system
support for family supporters’ roles, which may be due to
meeting supporters’ desire for more information about care
recipients’ medical regimen and health status, and expressly
involving supporters in preparing for and following up on
medical visits. This information and involvement could, in
turn, increase caregivers’ confidence and knowledge about
how to support the patient.

Limitations

Participants in this study were predominantly male Veterans,
and supporters were mostly female. In the general population,
women are more likely to serve in the caregiving role than
men,40 but results could be different for female care recipients.
There was also limited racial, ethnic, and geographic diversity
in our sample, which may limit generalizability of results.
Because analyses presented here analyzed outcomes accord-
ing to group assignment, we are unable to evaluate the relative
impact on supporter engagement of various levels of interven-
tion involvement.

CONCLUSIONS

This study has important implications for healthcare pro-
viders aiming to improve support for their adult patients
who are actively managing diabetes. It is possible to
improve family level and type of involvement in key
aspects of diabetes care. Brief coaching on positive sup-
port techniques can be used during healthcare visits or
diabetes education sessions. The bulk of this intervention,
which included supporters in diabetes monitoring and
medical visit information sharing, was carried out remote-
ly over telephone and email, and thus could be delivered
to patients and family in rural areas or during restrictions
on in-person encounters as have been experienced during
the COVID-19 pandemic.
In conclusion, the CO-IMPACT patient and family support-

er engagement intervention increased family supporter in-
volvement in several diabetes management behaviors and
increased use of positive support techniques, without increas-
ing supporter stress. Approaches to chronic disease manage-
ment, such as the primary care medical home and diabetes
self-management education, can incorporate these mecha-
nisms to engage informal family supporters to maximize ben-
efits from this underutilized and potentially powerful resource
to promote self-management behaviors and improve outcomes
for patients.
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