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Abstract

Objectives: The purpose of this study was to examine the association between the perceptions of spousal

support self-efficacy in terms of dietary self-care and relationship happiness.

Methods: Forty-six couples, in which only one spouse has type 2 diabetes, completed questionnaires on

perceptions of spousal support self-efficacy and relationship happiness.

Results: Using an actor-partner interdependence model, we found that when persons with type 2 diabetes
were more confident in their spouse’s ability to provide them with support regarding their dietary self-
care, they reported more relationship happiness. We also found that when their spouse without diabetes
was more confident in their own abilities to provide such support to their partner, they reported more
relationship happiness. However, the person with diabetes’ confidence in their spouse’s support abilities
and the spouse’s confidence in their own support abilities were not associated with the other partner’s

relationship happiness.

Conclusions: This study offers a unique dyadic perspective on the determinants of happiness for couples
in which one spouse has type 2 diabetes. The perceived quality of spousal support appears to be
associated with relationship happiness in committed couples managing diabetes, regardless of the actual

support received or provided.



Introduction

The International Diabetes Federation estimates that approximately 425 million people have
diabetes worldwide, and expects that this number will rise to 629 million by the year 2045 [1]. If not
properly treated, diabetes can lead to severe health complications, including retinopathy, cardiovascular
disease, kidney disease, and foot ulcers [2]. Beyond these physical health challenges, the diagnosis and
management of diabetes can psychologically impact both the person with diabetes and their spouse.
Indeed, when one spouse has diabetes, both partners may face a variety of complex psychosocial factors

when adding diabetes care into their daily lives as a couple [3].

Research has shown that both persons with diabetes and their spouses report experiencing
psychological difficulties, including relationship distress and couple dissatisfaction [4, 5]. Relationship
distress is associated with lower levels of general well-being and mental health issues, particularly mood
disorders, anxiety, and substance abuse [6, 7, 8, 9]. Moreover, relationship problems are among the most
frequent reasons for seeking individual therapy [10, 11]. It is therefore essential to better understand the

potential effect of type 2 diabetes on both spouses’ relationship satisfaction.

It is well known that both spouses are affected in their daily life as a couple by the management
of diabetes, especially when dietary self-care is of concern [12]. Given the difficulties of maintaining
healthy dietary behaviours, the spouse without diabetes is very likely to be one of the most important
sources of support for the person with diabetes. Research exploring the burden of spousal support in
difficult situations has shown that this is an area of vital importance when trying to understand the
varying levels of couple satisfaction reported by spouses [13]. In this regard, the goal of the current study
is to assess the dyadic dynamics of the association between spousal support self-efficacy in terms of
dietary self-care (i.e., the person with diabetes’ confidence in their spouse’s ability to adequately provide
support in terms of dietary self-care and the confidence of the spouse without diabetes in their own ability
to provide such support to the person with diabetes) and relationship happiness in couples when one

person is diagnosed with type 2 diabetes.



Self-efficacy is defined as a person’s confidence in their ability to produce specific courses of
action to exercise influence over situations that affect their lives [14]. According to Bandura [14], self-
efficacy determines people’s feelings, thoughts, motivations, and behaviours. Based on Bandura’s self-
efficacy theory, it was hypothesized that when a person feels more confident in their ability to provide
support to their partner with diabetes, the level of support will increase, which, in turn, will results in
better dietary self-care and relationship happiness. To our knowledge, no previous study has examined the
effect of spousal support self-efficacy on relationship satisfaction in chronically ill people or in their

partner.

There have only been a few studies that have explored the relationship between perceived spousal
support in general (i.e., provided and received) and relationship satisfaction, including relationship
happiness, with chronically ill persons, and even less with a population living with diabetes. Overall,
these studies have found that the perception of receiving adequate spousal support is positively correlated
with self-reported relationship satisfaction in chronically ill persons [15, 16, 17, 18]. They also found that
the perception of receiving adequate support by the chronically ill person was positively correlated with

their partner levels of relationship satisfaction [15, 16, 17, 18, 19].

Current study

The goal of this study was to assess the dyadic patterns in the association between spousal support
self-efficacy in terms of dietary self-care and relationship happiness with couples where one person is
diagnosed with type 2 diabetes. An actor-partner interdependence model (APIM) [20] was applied to
estimate actor and partner effects in a given model. An actor effect is considered to be the extent to which
one’s own score on an independent variable can influence their score on a dependent variable. Similarly,
partner effect is considered to be the extent to which one’s own score on an independent variable can

influence their partner’s score on a dependent variable [21]. APIM is the only method of statistical



analysis that can assess actor and partner effects while controlling for the interdependence of the data. For

more details on APIM, see the Statistical Analyses subsection.

First, we hypothesized that there would be actor effects for the person with diabetes and their
spouse without diabetes, including (1) a direct link between the person with diabetes’ confidence in their
spouse’s ability to provide them with support regarding their dietary self-care and their own relationship
happiness (see direct path A; in Figure 1). We also hypothesized (2) a direct link between spouse’s
confidence in their own abilities to provide such support to their partner and their own relationship
happiness (see direct path A; in Figure 1). Second, we hypothesized partner effects for both the person
with diabetes and their spouse without diabetes, including (3) a direct link between the person with
diabetes’ confidence in their spouse’s ability to provide them with support regarding their dietary self-
care and their spouse’s relationship happiness (see direct link P> in Figure 1). Finally, we hypothesized
(4) a direct link between spouse’s confidence in their own abilities to provide such support to their partner
and the relationship happiness of the person with diabetes (see direct link Pi> in Figure 1).

Methods

Participants and procedure

Forty-six heterosexual Canadians with type 2 diabetes and their spouse (N = 46 couples)
participated in this study (see Table 1 for sociodemographic information). While a sample size of at least
200 participants is ideal according to the guidelines specified by standard practices [22], this was not
feasible given the difficulties of recruiting a large sample of couples that met the current study’s
eligibility criteria. All participants were recruited from a database of a diabetes clinic located within a
major hospital in Quebec, which contained the names of persons with diabetes (type 1 and type 2) who
had indicated interest in participating in behavioural studies in diabetes (N = 226). Of these, 102 met the

eligibility criteria. A total of 46 persons with diabetes and their non-diabetic spouses voluntarily agreed to



participate (42 couples were married and four were cohabiting), which constitutes a response rate of

45%. We did not use data from those who were not interested in participating.

All participants conformed to the following eligibility criteria: (a) one of the partners had been
diagnosed with type 2 diabetes for at least the past three years; (b) there had been no major changes in
diabetes-related medication for the past three months to ensure that the results were independent of
adapting to the new medication (e.g., transfer to insulin); and (c¢) the couple had been cohabiting for at
least six months. Participants were excluded if they: (a) did not live with their partner; (b) did not
understand English fluently, as identified by their healthcare professional; (¢) had been in hospital within
the past three months; and (d) had communication or other cognitive difficulties, as identified by their

health-care professional.

All eligible persons with diabetes and their spouses who agreed to participate were invited to
meet a research assistant either at their diabetes clinic or at their own home. After signing the consent
forms, both partners filled out the questionnaires in separate rooms. A research assistant circulated every
15 minutes to answer questions as they filled out the questionnaires. As this study was part of a larger
research project, each couple also participated in a videotaped discussion about a diabetes topic that was
related to their relationship; however, this data was not used in the current study. Participants received an
honorarium of 25 Canadian dollars for their participation. The ethics aspects of this study have been

approved by the Research Ethics Committee of an eastern Canadian university.

Measures

Spousal support self-efficacy. The Perceptions of Spousal Support Efficacy Scale (PSSES) [23] is
a 37-item self-report questionnaire, which is intended to measure the perception of support self-efficacy
in terms of dietary self-care. One version assesses the person with diabetes’ confidence in their spouse’s
ability to adequately provide support in terms of dietary self-care. Another version assesses the spouse

without diabetes’ confidence in their own ability to provide such support to their partner. Both versions



use a scale from 0 (not at all confident) to 100 (totally confident). A global score was calculated and used
in the analyses for both the persons with diabetes and their spouses. Higher scores indicated a greater
degree of confidence. High levels of internal consistency were found by Nouwen [23] with a UK sample
and in the current study for the person with diabetes (o = .99 and .96, respectively) and their spouse

without diabetes (o0 =.99 and .99, respectively).

Relationship happiness. The fourth item of the Dyadic Adjustment Scale- 4 items [24] was used
(i.e., “Please circle the number which best describes the degree of happiness, all things considered, of
your relationship”). Using a 7-point Likert-type scale, responses ranged from 0 (extremely unhappy) to 7

(perfect). A higher score indicated a higher perception of the degree of happiness in the relationship.

Statistical analyses

Preliminary analyses were first completed in order to evaluate missing data and outliers. An
evaluation of missing data using Little’s missing completely at random (MCAR) test was done. We used
the expectation maximization method in order to estimate missing values. A Mahalanobis distance test
was also carried out to detect outliers. Descriptive statistics were assessed for all sociodemographic
information. The means, standard deviations, and Pearson correlations were also assessed for all variables
of interest for persons with type 2 diabetes and their spouses separately in order to control for the

nonindependence of the data.

We employed an APIM via structural equation modeling (SEM), as described by Kenny and
Ledermann [20], to conduct our principal analyses. This method allowed us to test if an individual’s score
had an influence on their partner’s score, while simultaneously controlling for the non-independence of
data. Moreover, SEM is particularly useful in assessing dyads that are distinguishable [20]. In the current
study, dyads were differentiated by whether they were the person with diabetes or the spouse without
diabetes. All hypotheses were tested in one model using a maximum likelihood robust estimator (see

Figure 1). The independent variables consisted of (a) the person with diabetes’ confidence in their



spouse’s ability to provide support in terms of dietary self-care and (b) the spouse’s confidence in their
ability to provide such support to their partner. Dependent variables consisted of both partner’s
relationship happiness. This statistical method tests both actor effects (i.e., the extent to which one’s own
independent variable influences one’s own dependent variable) and partner effects (i.e., the extent to
which one’s own independent variable influences the other partner’s dependent variable). Additionally,
the use of maximum likelihood estimators with robust standard errors and a robust test statistic for model
evaluations allowed us to correct for non-normal distributions [25]. Adhering to the guidelines set by
Kenny and Ledermann [20], which recommend using phantom variables (i.e., k parameters), we
calculated dyadic patterns in the data to compare actor and partner effects. The k parameter is a ratio of
the partner effect on the actor effect, which is computed separately for each partner when studying
distinguishable dyads. In total, there were two different £ parameters that were estimated: k; = p;2/a; for
persons with type 2 diabetes and k. = p;/a; for spouses without diabetes (see Figure 1). Bias-corrected
bootstrapped 95% confidence intervals (Cls) were also estimated in order to better interpret the &
parameters, considering that the distribution of the ratio was likely to be skewed. The principal analyses

in our study were calculated with Mplus Version 7.2 [25].

Results

Preliminary and descriptive results

Results showed that the data may be assumed missing completely at random, ¢? (26) = 0.00, p =
1.00, and that there were no variables with more than five percent (5%) missing data. There were no
multivariate outliers identified. Sociodemographic information are summarized in Table 1. Means,
correlations, and standard deviations for persons with diabetes and spouses for spousal support self-

efficacy and relationship happiness are presented in Table 2.

Main results



Figure 1 presents the theoretical model of the APIM via the SEM method, showing links between
(a) one’s confidence in their own or in their spouse’s ability to provide support regarding dietary self-care
and one’s own relationship happiness (i.e., actor effects); (b) one’s confidence in their own or in their
spouse’s ability to provide support in terms of dietary self-care and the spouse’s relationship happiness
(i.e., partner effects); and (c) the ratio of actor and partner effects, which informs us about existing dyadic
patterns in the data (k parameters). All unstandardized standardized results and unstandardized structure
coefficients are presented in Table 3. Results showed two significant actor effects: (a) for persons with
type 2 diabetes, their confidence in their spouse’s ability to support them with their dietary self-care was
significantly related to their own degree of relationship happiness (p =.001); and (b) for spouses without
diabetes, their confidence in their own ability to provide support to their partner with type 2 diabetes was
significantly related to their own degree of relationship happiness (p = .001). However, none of the
partner effects were found to be significant: (a) for persons with type 2 diabetes, their confidence in their
spouse’s ability to support them with their dietary self-care was not significantly related to their spouse’s
degree of relationship happiness (p = .29); and (b) for spouses without diabetes, their confidence in their
own ability to provide support to their partner with type 2 diabetes was not significantly related to the

degree of relationship happiness of their partner with type 2 diabetes (p = .17).

Following Kenny and Ledermann’s [20] most recent guidelines, we added the & parameters to a
second model in order to estimate dyadic patterns. The ratio parameter and bias-corrected bootstrapped
95% CI for persons with type 2 diabetes were k1 = .52; 95% CI [-.18; 2.65] and were k> = -.35; 95% CI [-
0.83; 0.50] for spouses without diabetes. One model was tested in order to interpret the k£ parameters. ki
Cls for persons with type 2 diabetes included multiple variables (i.e., 0, .5, 1); however, since the partner
effect was not significant, we did not set &; to the variable closest to its estimate (0.52), which would have
been 0.5. As for spouses without diabetes, k> Cls also included multiple variables (e.g., -.5, 0, etc.);
therefore, because the partner effect was not significant, we did not set 4> to the variable closest to its

estimate (-.36), which would have been -0.5. Given that none of the partner effects were significant, we



set ki to 0 and k> to 0, and found that this did not worsen the fit, X* (2, N = 46) = 0.25, SRMR = 0.06,
RMSEA = 0.1, 95%CI [0; 32], TLI = 0.94, CFI = 0.98. These results confirmed that for persons with type
2 diabetes and their spouses, their perceptions of spousal support self-efficacy each revealed actor-only

patterns.

Discussion

The goal of this study was to use a comprehensive actor-partner model to assess the association
between spousal support self-efficacy and relationship happiness in couples where one person is
diagnosed with type 2 diabetes. Our findings showed that the confidence of persons with diabetes in their
spouse’s ability to provide them with support regarding dietary-self-care was associated with their own
relationship happiness, and that the the spouse’s confidence in their own ability to provide such support
was related to their own relationship happiness. These results are consistent with previous studies
conducted among healthy couples, which have demonstrated that in times of distress, one’s perception of
their partner’s support is associated with relationship satisfaction in both partners [26, 27]. Results of the
current study are also consistent with studies conducted on couples where one partner has a chronic
illness. These studies have also found that one’s perception of receiving spousal support is positively
correlated with their own relationship satisfaction [18, 15]. These findings could be explained in the light
of attachment theory. Indeed, research has shown that positive care (e.g., providing comfort, support, and
security to each other) is associated with secure a romantic attachment [28]. Moreover, it is also well
known that positive care between both partners is one the major determinants of relationship quality [29].
Therefore, it would appear that secure couples are more likely to engage in caregiving behaviours (e.g.,
offering positive support to their partner) and caregiving behaviours are highly associated with the quality

of the relationship.

Contrary to our hypotheses, no partner effects were found. Specifically, the person with diabetes’

confidence in their partner’s ability to provide support was not associated with their spouse’s relationship
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happiness, and the spouse’s confidence in their own ability to provide support was not related to
relationship happiness in the person with diabetes. Our findings suggest that relationship happiness in
persons with type 2 diabetes could be explained by their perception of the support they receive, rather
than the level of confidence in the support abilities reported by their spouse. Similarly, spouse’s
relationship happiness could be explained by their perception of their support abilities, rather than the
confidence in the ability of the spouse without diabetes to give support as perceived by the person with
diabetes. In short, regardless of the actual support received or provided, it is the perception of the quality
of support that is associated with relationship happiness in committed couples having to manage
diabetes. These findings highlight the importance for continued investigations into perceived partner
support in understanding relationship happiness and mental health. That being said, participants in this
sample were in long-term committed relationships and were generally very happy in their relationship,
suggesting little variability in this outcome. Thus, future research with larger and more diverse samples
are recommended before ruling out any contributing effects of one partner’s support on the other’s

relationship happiness.

Strenghts, limitations, and future studies

The greatest strength of this study is its use of the perspectives collected from both partners
within a dyad. Many studies that have incorporated the fields of health psychology and relationship
adjustment have often assessed only one partner, and thus narrow the scope of unearthing potential
discoveries [27]. By specifically studying one distinct population of people with a single diagnosis of
chronic illness (i.e., type 2 diabetes), this allows us to isolate, or at the very least narrow, specific
variables within this population, and test whether a link is present between these variables. Despite this
study’s strengths, some limitations should be outlined. First, the small sample size increases the
probability of type II error, which may have limited our ability to find significant partner effects.
However, the perception of received and offered spousal support was associated with relationship

happiness in persons with type 2 diabetes and their spouse without diabetes, respectively, which supports
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the need for continued research. Due to the use of a correlational design, we cannot infer
causality/directionality even though indicators of relationship quality, such as relationship happiness, are
often conceptualized as an outcome measure in the field. Moreover, findings from this study should be
generalized with caution, as the sample was predominantly comprised of Caucasian individuals involved
in long-term committed relationships. Future research would benefit from recruiting more diverse couples
in terms of ethnic background, sexual orientation, and levels of commitment. Although we deliberately
chose to employ self-report questionnaires to obtain subjective measures of spousal support, the use of
data collected from self-report measures pose a limitation (i.e., social desirability bias and experiencing
difficulties with recall). To obtain a more complete picture of the role of support in relationship happiness
in couples challenged with diabetes, future studies may wish to incorporate both subjective and objective
measures of support. Future studies may also seek to use the entire DAS-4 or DAS-32 since this would
provide a greater insight into various dimensions of relationship quality beyond that of happiness. In
addition to the aforementioned study limitations, there remain several research questions that were not
addressed within the current study that could prospectively further deepen insights regarding the
association between spousal support and relationship happiness in adults with type 2 diabetes and their
partners. Future studies may also seek to examine how relationship happiness associated with clinical
variables (e.g., duration of diabetes, diabetes-related complications, and co-morbidity) as well as
psychological well-being may impact, explain, precede or follow the association between spousal support
and relationship quality. Moreover, although self-efficacy for dietary related spousal support was
measured and is the focus of this study, a standardized measure of dietary self-care behaviour would have

helped to capture how perceived support impacts actual self-care.

Conclusions

In this study, we examined the association between spousal support self-efficacy and relationship
happiness among couples in which one spouse has type 2 diabetes. Using a unique dyadic perspective, we

discovered that when persons with type 2 diabetes were more confident in their spouse’s abilities to
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provide them with support regarding dietary self-care, they also reported more happiness in their
relationship. We also found that when the spouse without diabetes was more confident in their own ability
to provide their partner with support with respect to dietary self-care, they reported more relationship
happiness. Diabetes affects both the person with the condition and their romantic partner, who often
witness the difficulties of integrating diabetes care into daily life and their relationship. This study
supports the notion that the perception of being supported and of being supportive is crucial for
relationship happiness, and provides us with insights into the determinants of the quality of romantic
relationships where one spouse has type 2 diabetes.

Funding Statement

This study was funded by a start-up grant from the Quebec Diabetes Association (now Diabéte-

Québec) to the second author.

Author Contributions

All authors were fully responsible for the manuscript content and editorial decisions. They were

involved at all stages of the manuscript development and have all approved the final version.

Author Disclosures

The authors report no conflicts of interest.

References

[1] International Diabetes Federation. Across the globe. https://diabetesatlas.org/across-the-globe.html.

Updated 2017. Accessed September 9, 2019.

[2] Fowler MJ. Microvascular and macrovascular complications of diabetes. Clin Diabetes. 2011;29:116—

122. doi:10.2337/diaclin.29.3.116.

13


https://diabetesatlas.org/across-the-globe.html.%20Updated%202017
https://diabetesatlas.org/across-the-globe.html.%20Updated%202017

[3] Young-Hyman D, de Groot M, Hill-Briggs F, et al. Psychosocial Care for People With Diabetes: A
Position Statement of the American Diabetes Association. Diabetes Care. 2016 Dec; 39(12): 2126-2140.
[4] Franks MM, Hemphill RC, Seidel AJ, Stephens MAP, Rook KS, Salem JK. Setbacks in diet
adherence and emotional distress: A study of older patients with type 2 diabetes and their spouses. Aging
Ment Health. 2012;16:902-910. doi:10.1080/13607863.2012.674486.

[5] Lister Z, Fox C, Wilson CM. Couples and diabetes: A 30-year narrative review of dyadic relational
research. Contemp Fam Ther. 2013;35:613-638. doi:10.1007/s10591-013-9250-x.

[6] Davila J, Karney BR, Hall TW, Bradbury TN. Depressive symptoms and marital satisfaction: within-
subject associations and the moderating effects of gender and neuroticism. J Fam Psychol. 2003;17:557—
570. doi:10.1037/0893-3200.17.4.557.

[7] Proulx CM, Helms HM, Buehler C. Marital quality and personal well-being: A meta-analysis. J
Marriage Fam. 2007;69:576—-593. doi:10.1111/j.1741-3737.2007.00393 x.

[8] Whisman MA, Uebelacker LA. Comorbidity of relationship distress and mental and physical health
problems. In: Snyder DK, Whisman MA, eds. Treating Difficult Couples: Helping Clients with
Coexisting Mental and Relationship Disorders. New York, NY: The Guilford Press; 2003:3-26.

[9] Whisman MA, Uebelacker LA, Bruce ML. Longitudinal association between marital dissatisfaction
and alcohol use disorders in a community sample. J Fam Psychol. 2006;20:164—167. doi:10.1037/0893-
3200.20.1.164.

[10] Gurman AS, Fraenkel P. The history of couple therapy: a millennial review. Fam Process.
2002;41:199-260. doi:10.1111/j.1545-5300.2002.41204.x.

[11] Maling M, Gurtman M, Howard K. The response of interpersonal problems to varying doses of
psychotherapy. Psychother Res. 1995;5:63—75. doi:10.1080/10503309512331331146.

[12] Stephens MAP, Hemphill RC, Rook KS, Franks M. It Sometimes Takes Two: Marriage as a
Mechanism for Managing Chronic Illness. In: Agnew CR, South SC, eds. Interpersonal Relationships

and Health. New York, NY: Oxford University Press; 2014:109—-132.

14



[13] Collins NL, Ford, MB. Responding to the needs of others: The caregiving behavioral system in
intimate relationships. J Soc Pers Relat. 2010;27:235-244. doi:10.1177/0265407509360907.

[14] Bandura A. Self-efficacy : The exercise of control. New York : Freeman; 1997.

[15] Tramonti F, Gerini A, Stampacchia G. Relationship quality and perceived social support in persons
with spinal cord injury. Spinal Cord. 2015,53:120-124. doi:10.1038/sc.2014.229.

[15] Boeding SE, Pukay-Martin ND, Baucom DH, et al. Couples and breast cancer: Women’s mood and
partners’ marital satisfaction predicting support perception. J Fam Psychol. 2014,28:675-683.
doi:10.1037/fam0000019.

[16] Hagedoorn M, Dagan M, Puterman E, et al. Relationship satisfaction in couples confronted with
colorectal cancer: The interplay of past and current spousal support. J Behav Med. 2011;34:288-297.
doi:10.1007/s10865-010-9311-7.

[17] Checton MG, Magsamen-Conrad K, Venetis MK, Greene K. A dyadic approach: Applying a
developmental-conceptual model to couples coping with chronic illness. Health Educ Behav. 2015,42:
257-267. doi:10.1177/1090198114557121.

[18] Schokker MC, Stuive I, Bouma J, et al. Support behavior and relationship satisfaction in couples
dealing with diabetes: Main and moderating effects. J Fam Psychol. 2010;24:578-586.
doi:10.1037/200210009.

[20] Kenny DA, Ledermann T. Detecting, measuring, and testing dyadic patterns in the actor-partner
interdependence model. J Fam Psychol. 2010;24:359-366. doi:10.1037/a0019651.

[21] Fitzpatrick J, Gareau A, Lafontaine MF, Gaudreau P. How to use the actor-partner interdependence
model (APIM) to estimate different dyadic patterns in MPLUS: A step-by-step tutorial. Quant Methods
Psycho. 2016;12:74-86. doi:10.20982/tqmp.12.1.p074.

[22] Weston R, Gore PA. A brief guide to structural equation modeling. Couns Psychol. 2006;34:719—
751. doi:10.1177/0011000006286345.

[23] Nouwen A. Perception of spousal support efficacy. School of psychology, University of
Birmingham, Birmingham; 2000 (Unpublished manuscript).

15



[24] Sabourin S, Valois P, Lussier Y. Development and validation of a brief version of the Dyadic
Adjustment Scale with a nonparametric item analysis model. Psychol Assess. 2005,17:15-27.
doi:10.1037/1040-3590.17.1.15.

[25] Muthén LK, Muthén BO. Mplus User’s Guide. 6th ed. Los Angeles, CA: Muthén & Muthén; 2010.

https://www.statmodel.com/download/usersguide/Mplus%20Users%20Guide%20v6.pdf

[26] Lafontaine MF, Greenman PS, Péloquin K, Bélanger C, Nouwen A. Fonctionnement conjugal et
problémes de santé: diabéte, douleur chronique et maladie coronarienne. In: Lussier Y, Sabourin S, eds.
Les fondements de la psychologie du couple. Québec: Presse de I’Université du Québec; 2017: 545-579.

[27] Gleason MEJ, lida M, Shrout PE, Bolger N. Receiving support as a mixed blessing: Evidence for
dual effects of support on psychological outcomes. J Pers Soc Psychol. 2008;94:824—838.
doi:10.1037/0022-3514.94.5.824.

[28] Mikulincer M, Shaver PR. Relations between the attachment and caregiving systems. In: Mikulincer
M, Shaver PR, eds. Attachment in Adulthood: Structure, Dynamics and Change. 2nd ed. New York, NY:
The Guilford Press; 2016:347-371.

[29] Lakey B. Social support processes in relationships. In: Simpson JA, Campbell L, eds. The Oxford
Handbook of Close Relationships. New York, NY: Oxford University Press; 2013:711-728.

Lakerveld J, Palmeira AL,van Duinkerken E, Whitelock V, Peyrot M, Nouwen A. Motivation: key to a
healthy lifestyle in people with diabetes? Current and emerging knowledge and applications. Diabet Med,

2020;37:464-472.

16


https://www.statmodel.com/download/usersguide/Mplus%20Users%20Guide%20v6.pdf

Table 1

Sociodemographic information

Characteristic Person with type 2 diabetes S
Sex, n
Male 26 20
Female 20 26
Age in years 63.48 £+ 8.38 61.73 £ 13.20
Duration of relationship in years  36.73 + 10.04 36.73 £ 10.04
Education, n (%)
Grade school 13 (28) 17 (37)
High school 14 (30) 14 (30)
College 6 (13) 8 (17)
University 13 (28) 7 (15)

Note. Data are mean + SD unless otherwise specified.
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Table 2

Descriptive statistics of zero-order correlations between spousal support self-efficacy in terms
of dietary self-care and relationship happiness reported by persons with type 2 diabetes and

their spouses

Measure M SD 1 2 3 4
1. Person with 58.9 25.28 1 S56** S1x* .08
diabetes’ 3

confidence in their
spouse’s ability to

adequately provide
support in terms of

dietary self-care

2. Person with 3.93 1.41 - 1 A2%* A8*E
diabetes’
relationship
happiness

3. Spouse’s 67.9 23.05 - - 1 40*
confidence in their 6

own ability to
provide such
support to their

partner
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4. Spouse’s
relationship

happiness

3.73

1.30

**p<.01.

*p<

.05.
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Table 3

Unstandardized standardized factor loadings and unstandardized structural coefficients for model

parameters

Parameter estimate Unstandardized

Standardized

xX—1
Actor effects
Person with diabetes’ confidence in their spouse’s ability to
provide support regarding dietary self-care — Person with 0.02
diabetes’ relationship happiness
Spouse’s confidence in their own ability to provide such
support — Spouse’s relationship happiness 0.03
Partner effects
Spouse’s confidence in their own ability to provide support 0.01
regarding dietary self-care — Person with diabetes’
relationship happiness
Person with diabetes’ confidence in their spouse’s ability to  -0.01

provide such support — Spouse’s relationship happiness

0.43

0.52

0.21

-0.20

.00

.00

17

.29
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