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Abstract
Communal coping, which involves a shared illness appraisal and engaging in collaboration
when illness-related problems arise, is likely beneficial for individuals with type 2 diabetes.
The purpose of this work was to examine the process by which communal coping may lead
to such benefits. First, we hypothesized that illness-related interactions characterized by
more communal coping would involve greater spouse support provision and greater
patient receptivity to support. Second, we hypothesized that such interactions would lead
to greater perceived problem resolution and more positive perceptions of the interaction.
Third, we expected communal coping to predict changes in long-term diabetes out-
comes—increased self-efficacy, improved self-care, and reduced diabetes distress—6
months later. Finally, we predicted that these long-term links would be partially explained
by the immediate interaction outcomes. We tested these hypotheses in a sample of 123
persons with recently diagnosed type 2 diabetes and their spouses. Patient and spouse
communal coping was observed in the laboratory during a diabetes stressor discussion,
and patients reported outcomes immediately after the discussion and 6 months later.
Results were largely consistent with hypotheses, but spouse communal coping was more
consistently linked to support outcomes, and only patient communal coping was linked to
changes in long-term outcomes. This work contributes to the literature indicating
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communal coping is beneficial for individuals with chronic illness and provides insight into
the process by which communal coping exerts these effects.
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Coping with a newly diagnosed chronic illness is a difficult challenge that requires

substantial effort and resources and can be cognitively and emotionally taxing.

Research in this area has traditionally focused on how individuals cope with the illness

on their own (Lazarus & Folkman, 1984), but it is becoming increasingly understood

that coping takes place within an interpersonal context (e.g., Afifi, Hutchinson, &

Krouse, 2006; Badr, 2004; Badr & Acitelli, 2017; Bodenmann, 1997, 2005; DeLongis

& O’Brien, 1990; Revenson, Kayser, & Bodenmann, 2005). For married individuals,

sharing the coping process with their spouse may help alleviate some of this burden and

improve self-care.

One form of interpersonal coping that is especially likely to be beneficial is com-

munal coping. The definition of communal coping adopted in this work is presented in

recent theory (Helgeson, Jakubiak, Van Vleet, & Zajdel, 2017) and reflects and expands

on Lyons, Mickelson, Sullivan, and Coyne’s (1998) original definition. Specifically,

communal coping consists of a shared illness appraisal and collaboration in managing

the illness and its demands. A shared illness appraisal is the perception that management

of the illness is the responsibility of the partner who has illness (referred to as the

“patient”) as well as the healthy partner (referred to as the “spouse”). Collaboration

consists of joint input, mutual effort, and a team approach to managing the illness,

consistent with other researchers’ related concept of collaborative coping (Berg,

Schindler, & Maharajh, 2008; Berg, Schindler, Smith, Skinner, & Beveridge, 2011).

Collaboration can take many forms including discussing illness-related issues; com-

bining efforts, skills, and knowledge to engage in joint problem-solving; and negotiating

responsibilities (Berg, Wiebe et al., 2008; Hoppmann & Gerstorf, 2013). The common

thread of these behaviors is that they involve joint efforts or involvement of both partners

in addressing illness-related issues. When partners collaborate, their roles as patient and

spouse are de-emphasized, and they are more equally involved in problem-solving. Both

partners actively work together in addressing and adapting to illness demands. Colla-

boration is distinguished from traditional definitions of social support, which typically

involve one person providing resources (e.g., information) to assist a second person with

his/her problem.

Although Lyons et al. (1998) developed the construct of communal coping nearly 20

years ago, little empirical work has examined it as they define it. Some measures capture

the shared appraisal element (e.g., Rohrbaugh, Mehl, Shoham, Reilly, & Ewy, 2008;

Rohrbaugh, Shoham, Skoyen, Jensen, & Mehl, 2012), and others reflect the collabora-

tion component (e.g., Berg, Wiebe et al., 2008). With the exception of work conducted in

our laboratory, measures have not reflected both components of the definition.
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Communal coping is related to, but distinct from other forms of interpersonal coping.

Some forms of interpersonal coping involve constructs related to the collaboration

component of the definition of communal coping (e.g., Berg, Wiebe et al., 2008; Bod-

enmann, 1997, 2005; Coyne & Smith, 1991, 1994). However, these forms of inter-

personal coping do not involve a shared appraisal of the illness in their assessment. For

instance, Bodenmann’s (1997, 2005) common dyadic coping strategy is defined as joint

problem-solving, joint information-seeking, sharing of feelings, mutual commitment,

and relaxing together. Most of these behaviors reflect the collaboration component of

communal coping but also include other behaviors that do not fit the definition of col-

laboration adopted in this work (e.g., relaxing together). The construct of active

engagement, involving the healthy partner in discussions and illness-related problem-

solving (Coyne & Smith, 1991), has some overlap with the collaboration component of

communal coping but does not articulate that the active engagement of the partner is

done jointly with the patient. Empathic coping, the partner accurately perceiving the

patient’s emotional response to stressors and communicating this understanding

(DeLongis & O’Brien, 1990), is also distinct from communal coping. Although likely

beneficial for couples, empathic coping neither involves a shared appraisal of the illness

nor collaboration in addressing illness-related issues. Thus, the interpersonal forms of

coping highlighted above involve varying degrees of overlap with the collaboration

element of communal coping. These theories may imply that partners hold a shared

illness appraisal, but only communal coping theories explicitly include shared illness

appraisal in the definition and empirical assessment. In this way, communal coping is

distinct from other interpersonal coping frameworks.

In recent theory (Helgeson, Jakubiak, Van Vleet et al., 2017), we defined communal

coping and outlined a process by which communal coping may lead to better psycho-

logical well-being, self-care, and health for individuals coping with chronic illnesses.

Below we describe a portion of this process, review empirical evidence, and highlight

aspects of the theorized process in need of empirical investigation. In reviewing the

literature, we draw on other related forms of interpersonal coping that overlap with either

the shared appraisal or the collaboration component of the definition. The aims of the

current investigation were to test unexplored aspects of this theorized process.

The communal coping process

Communal coping is likely to decrease distress and improve self-care through the

unfolding of a unique process that sets the stage for effective illness-related communi-

cation and management. First, communal coping is likely to optimize support interac-

tions. When spouses hold a shared illness appraisal, they will be more likely to offer

support to patients because they recognize that they play an active role in illness man-

agement, and so are not overstepping any bounds by offering such support. When

patients have a shared illness appraisal, they should be more receptive to support offered

by their spouses as it is perceived as collaboration (i.e., “working together” toward a

common goal rather than spouse support or assistance provided to the patient). Support

that is perceived as teamwork should be less threatening to patient’s self-efficacy

compared to traditional one-sided forms of support, which may unintentionally
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communicate negative messages about the patient’s abilities (Bolger & Amarel, 2007).

This support, seen through the lens of a shared appraisal, is more likely to be perceived as

collaboration (“teamwork”) rather than support offered to the patient. Thus, communal

coping should generate illness-related interactions characterized by greater spouse

support provision and greater patient receptivity to spouse support.

Although it is theorized (Helgeson, Jakubiak, Van Vleet et al., 2017) that communal

coping will lead to optimized support interactions, only one investigation has examined

this link. In earlier work involving a subset of the current sample (n¼ 70), patients’ self-

reported communal coping (reflecting both shared appraisal and collaboration) was

linked to self-reports of greater spouse instrumental and emotional support provision.

Although an important first step, this work was cross-sectional and self-report in nature.

The current investigation aims to extend this work by examining links from communal

coping behavior to support provision and receptivity during interactions in the labora-

tory. This methodology will more directly assess whether interactions characterized by

communal coping involve more effective support exchanges.

Because communal coping is likely to generate more open, active illness-related

interactions, it should facilitate problem-solving and generate more positive percep-

tions of the interaction. Couples who cope communally are likely to arrive at more

effective resolutions to problems because they will generate more ideas when brain-

storming, share responsibility for illness management, pool their resources, and share

knowledge with each other to address obstacles to self-care. Thus, they will be better

equipped to meet the challenges or demands of the illness than couples who cope more

individually. Couple members are also likely to feel more positively about their inter-

action when patients feel that spouses are providing effective support and spouses feel

that patients are receptive to their support. These more positive, productive interactions

may explain long-term benefits of communal coping.

Previous work indicates that communal coping is related to better problem-solving.

“We-language” (i.e., first-person plural pronouns), which may reflect aspects of a shared

illness appraisal, has been linked to better problem-solving among couples in which one

person had obsessive–compulsive disorder or panic disorder (Simmons, Chambless, &

Gordon, 2008; Simmons, Gordon, & Chambless, 2005). However, this measure does not

capture the collaboration element of communal coping. Even less is known about links

from communal coping to perceptions of an illness-related interaction. However, indirect

evidence can be gleaned from existing work linking communal coping to positive

emotional states. In a daily diary assessment with this sample, on days when individuals

reported communally coping with diabetes (both shared appraisal and collaboration),

they reported more positive mood on that day and on that day compared to the previous

day (Zajdel, Helgeson, Seltman, Korytkowski, & Hausmann, 2018). In a daily diary

study of men coping with prostate cancer and their wives, mood was better on days that

collaboration was reported (Berg, Wiebe et al., 2008). However, neither study assessed

outcomes immediately after communal coping occurred. In earlier work involving this

sample, partner communal coping behavior during a diabetes stressor discussion, but not

own communal coping, was linked to greater perceived problem resolution for both

couple-members (Van Vleet, Helgeson, Seltman, Korytkowski, & Hausmann, in press).

However, this work did not examine the extent to which perceived problem resolution
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explained links from communal coping to long-term outcomes. Moreover, no research

has examined links from communal coping to positive perceptions of the interaction.

Thus, an aim of the current investigation is to examine links from communal coping to

immediate perceived problem resolution and positive perceptions of an illness-related

discussion. Another important aim is to examine whether these immediate outcomes

explain links of communal coping to long-term self-care and distress.

Over time, communal coping is theorized to increase patient self-efficacy, improve

self-care and reduce distress because it equips patients with greater resources to address

illness-related problems. The spouse can provide assistance with illness management

when obstacles arise. The help offered by spouses will also be unlikely to undermine

patients’ self-efficacy in managing their illness as it will be perceived as teamwork. The

spouse will also be a source of encouragement and companionship, all of which are

likely to make the patient feel more capable of illness management and reduce the stress

of handling the illness alone. Thus, communal coping should improve patient self-

efficacy and self-care and reduce distress over time.

Empirical work has linked communal coping to self-care. In the previously mentioned

daily diary study involving this sample, on days that communal coping (both shared

appraisal and collaboration) was reported, patients reported better self-care and better

self-care compared to the previous day (Zajdel et al., 2018). Partner we-language

(potentially reflecting a shared appraisal) during an illness-related interview was also

linked to better patient self-care in a cross-sectional analysis (Helgeson, Jakubiak,

Seltman, Hausmann, & Korytkowski, 2017). Relatedly, greater spouse we-language has

been linked to more successful treatment outcomes (Rentscher, Soriano, Rohrbaugh,

Shoham, & Mehl, 2015), and both patient and spouse we-talk have been linked to greater

abstinence during treatment for couples involving one spouse who abused alcohol

(Hallgren & McCrady, 2015). In a study of children with type 1 diabetes and their

parents, diabetes management was best when it was perceived as a responsibility shared

by the children and their parents (Helgeson, Reynolds, Siminerio, Escobar, & Becker,

2008), reflecting a shared illness appraisal. However, no existing work has linked

communal coping behavior during an illness-related interaction to long-term self-care

and self-efficacy.

Some related work has linked aspects of communal coping to less distress. Spouse

we-talk has been linked to reduced patient depression in a study of families of women

with breast cancer (Robbins, Mehl, Smith, & Weihs, 2013) and reduced depressive

symptoms in people coping with type 2 diabetes (Helgeson, Jakubiak, Seltman et al.,

2017). Relatedly, in a study of couples coping with type 2 diabetes, daily spousal support

was linked with decreased patient distress only when couples appraised diabetes as a

shared issue (Stephens et al., 2013).

Overall, existing work suggests that communal coping should be linked to long-term

self-efficacy, self-care, and reduced distress. Yet, little attention has been paid to the

process by which communal coping exerts such effects. This work aims to address

aspects of this theorized process in need of empirical investigation. Specifically, we

examine the link from communal coping to concurrent support provision and receptivity,

theorized immediate outcomes of communal coping that have been neglected in the

literature, and the extent to which immediate outcomes explain links from communal
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coping to long-term patient self-care, self-efficacy, and distress. We adopt the previously

described definition of communal coping (shared illness appraisal and collaboration) and

measure communal coping in the context of a behavioral interaction rather than relying

on self-report. We hypothesize that (1) communal coping during the discussion will be

linked to greater spouse support provision and patient receptivity to spouse support,

(2) communal coping will be related to greater problem resolution and more positive

perceptions of the discussion, (3) communal coping will predict improvements in self-

efficacy and self-care and reductions in distress over time, and (4) the immediate out-

comes of communal coping will partially explain long-term benefits for patients. We

focus on long-term patient outcomes in this work because the primary goal of communal

coping is to enhance patients’ psychological, behavioral, and physical health. This

process was examined in a sample of individuals with recently diagnosed type 2 diabetes

and their spouses. Since type 2 diabetes is a chronic illness that involves an extensive

self-care regimen in which spouses have many opportunities to be involved (i.e., diet,

exercise), it provides an ideal context in which to investigate communal coping.

Method

Participants

Participants were 123 persons recently diagnosed with type 2 diabetes and their romantic

partners (who we refer to as the “spouse”). To be eligible for the study, patients needed to

be diagnosed with type 2 diabetes in the past 5 years, be married (67%) or living with

their partner in a marital-like relationship (33%), and have a partner who did not have

diabetes. The majority of couples were heterosexual (n ¼ 119), two were gay men

couples, and two were lesbian couples. Patients had been diagnosed on average for

1.55 years (SD ¼1.41). Average glycemic control measured by hemoglobin A1c was

6.99 (SD ¼ 1.71), which is good and expected given patients’ recent diagnoses. Sixty-

eight percent of patients were on oral medication only, 7% were on insulin, 12% took

both oral medication and insulin, and 15% took no medication. Average age of patients

and spouses was 54 years, ranging from 31 to 82. Just over half of the sample was White

(59% patients, 55% spouses), with the remainder being largely African American.

Average income was $50,000–$59,000 per year. Twenty-three percent of patients and

29% of spouses had completed college.

Recruitment and procedure

Participants were recruited from the community via mass transit advertisements, com-

munity health fairs, and placement of flyers and brochures in physician offices. Inter-

ested persons contacted the study director, were screened for eligibility, and scheduled to

complete the study session. Of the 397 people who contacted the study director, 256 were

deemed ineligible for participation, largely because they had been diagnosed for longer

than 5 years. Of the remaining 141, 4 refused without being able to determine eligibility,

12 refused after screening, and the remaining 125 agreed and completed study proce-

dures. The final sample size was 123, as two couples were dropped from analyses. One
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was removed because the couple was intoxicated, the other because the researchers

learned upon verification of medical records that the patient had type 1 diabetes. The

protocol was conducted with couples in their homes (80%), unless they preferred to

come to the university (20%).

The protocol began with separate patient and spouse interviews. Interviews were

structured and consisted of the administration of patient self-efficacy, self-care behavior,

and diabetes distress measures, and other measures as part of a larger investigation.

Afterward, patients and spouses completed questionnaires in which they rated the dif-

ficulty of 12 diabetes issues (e.g., diet, exercise, taking medication, visiting the doctor) to

prompt them to consider diabetes-related problems.

After questionnaires were collected, the couple was instructed to have a videotaped

discussion about the most difficult aspect of managing diabetes for 8 min, with the goal

of identifying ways to resolve the problem. Participants were told to continue the con-

versation until the research assistant returned. After the discussion, both couple members

completed a post-discussion questionnaire assessing immediate patient outcomes of

communal coping (perceived problem resolution, perceptions of the discussion) and

other measures beyond the scope of this investigation. Approximately 6 months later

(Time 2), couples were visited again in their homes or returned to the lab and patients

completed measures of self-efficacy, self-care, diabetes distress, and other measures as

part of the larger investigation.

After couples completed the initial study session and signed consent forms were

obtained to permit access to their medical records, date of diagnosis was verified with

physician records. At this point, medical records indicated that 4 of the 123 patients in

the study were outside the 5-year range (between 5 years and 8.5 years). Comparisons

between those whose diagnoses were less than and more than 5 years on demographic

variables and all study variables examined in this article revealed no group differences.

Thus, the four couples were retained in analyses. Couples were paid for their partici-

pation. All study procedures were approved by Carnegie Mellon University and the

University of Pittsburgh Institutional Review Boards.

Instruments

Communal coping. Four trained research assistants coded each videotape: two coded the

patient and two different research assistants coded the spouse. Coders viewed the entire

video once to become familiar with the interaction and then reviewed the video, focusing

on the target person they were assigned to watch (either patient or spouse), stopping the

video a minimum of every 2 min to take notes indicating behaviors reflecting the codes.

Coders were instructed to watch the video as many times as needed until satisfied with

their codes and notes, but a minimum of three times. A single interaction typically took

between 30 min and 60 min to code. After completing their viewings and notes, each

coder provided a single rating reflecting the extent to which the individual communally

coped during the entire 8-min conversation. This approach follows procedures outlined

by Feeney and colleagues (Collins & Feeney, 2000; Feeney, 2007).

Communal coping in patients was defined as the extent to which the current situation

seemed to be a joint problem, from the patient’s point of view. The patient talked about
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the problem in a way that indicated diabetes was viewed by the patient as a shared

problem that they managed together. “We-statements” could be indicative of communal

coping (e.g., “We watch what we eat,” “We exercise,” “We take that class.”), but it

depended on the content of those statements (i.e., “We don’t have anything to talk about”

would not reflect communal coping). Thus, coders took into consideration the we-

language the person used to talk about the problem, but also the content of those

statements as to whether they reflected joint problem-solving or collaboration. A low

score indicated that the problem was currently perceived as the patient’s individual

problem only or a behavior in which the patient engaged in on his/her own. Spouse

communal coping was defined in the same way, except from the spouse’s point of view.

Details on the coding of communal coping and examples can be found in Van Vleet,

Helgeson, Seltman, Korytkowski, and Hausmann (in press).

Research assistants rated the extent to which communal coping behavior occurred on

a 5-point scale, adopted from Feeney and colleagues’ measures (e.g., Collins & Feeney,

2000; Feeney, 2007), which took into consideration both the frequency and magnitude of

the behavior: 1 ¼ “Not at all,” 2 ¼ “Rare or low quality,” 3 ¼ “Occasional or moderate

quality,” 4 ¼ “Often or high quality,” and 5 ¼ “Consistent and highest quality.”

When two coders’ ratings differed by one point, the average was computed. When

differences exceeded one point, or one of the coders selected “Not at all” and the other

coder provided any other rating, the issue was resolved via a third-party arbitrated

discussion. The coders explained their rationale for their ratings with their detailed notes.

The third party made the final decision. Inter-rater reliability for observed communal

coping was good (intraclass correlation coefficient [ICC] ¼ .79 for patients and .80 for

spouses). This observed communal coping measure was moderately linked to more

traditional measures of communal coping, including self-reported communal coping (r

¼ .34 for patients, r¼ .27 for spouses, p’s < .01) and we-language used during a diabetes

coping interview (r ¼ .32 for patients, r ¼ .20 for spouses, p’s < .05).

Observed interaction behaviors. In addition to patient and spouse communal coping, spouse

emotional support provision, spouse instrumental support provision, and patient recep-

tivity to spouse support were also coded, using the same 5-point rating scale described

above. Below are the definitions and inter-rater reliabilities for each observed behavior.

Spouse emotional support provision. Spouse emotional support provision was defined as

behaviors that reflect the spouse providing support that was focused on the emotional

needs of the patient. This included being sympathetic and responsive, conveying

understanding (e.g., “I understand”), reassurance (e.g., “It will be OK, you will be

fine.”), empathy (e.g., “I understand what you are going through”), validating/

acknowledging feelings (e.g., “That must be hard”), providing encouragement (e.g.,

“Keep up the good work”), and complimenting the patient (e.g., “You are doing a great

job”; ICC ¼ .70).

Spouse instrumental support provision. Spouse instrumental support provision was

measured as the average of two codes: instrumental support (advice/assistance) and

problem-solving behavior. Instrumental support (advice/assistance) was defined as the

extent to which the spouse provided actual, tangible assistance to the patient that was
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focused on resolving the problem. This included any type of support effort aimed at

problem-solving, including making suggestions, giving advice, providing information,

and providing concrete help (e.g., offering to take the patient to the doctor; ICC ¼ .68).

Problem-solving behavior was defined as the extent to which the spouse actively

engaged in trying to solve the problem, including negotiation, compromise, and gen-

erating ideas that would help to solve the problem (beyond just talking about the

problem; ICC ¼ .72). Because these two codes were strongly correlated (r ¼ .68,

p < .001) and theoretically tapped similar helping constructs, we combined the two into

an index of instrumental support provision.

Patient receptivity to spouse support. Patient receptivity to spouse support attempts was

defined as behaviors that convey either nonverbally or verbally that the spouse’s input/

advice is welcomed, accepted, and appreciated (ICC ¼ .70). This included providing

more information in response to the spouse’s questions and agreeing with or nodding in

response to the spouse’s comments/suggestions.

Immediate outcomes. After the discussion, patients and spouses completed measures of

immediate outcomes.

Perceived problem resolution. Patients completed two items that measured perceived

problem resolution: “How much progress did you make in resolving this diabetes

problem?” and “Do you think discussing this problem helped to solve it?” Responses

were made on a 5-point scale ranging from “None” to “A lot” for the first item and from

“Not at all” to “A lot” for the second item. Because the two items were highly correlated

(r ¼ .62, p < .001), and both reflected progress in resolving the diabetes problem, a

perceived problem resolution scale was created by averaging the 2 items.

Perceptions of the discussion. A shortened version of Feeney and Cassidy’s (2003)

measure, originally designed to assess perceptions of adolescent–parent conflict dis-

cussions, was used to assess patients’ perceptions of the discussion. Patients rated the

extent to which six adjectives described their discussion with their partner on a 5-point

scale from 1 ¼ “Not at all” to 5 ¼ “Very much.” Three adjectives were positive

(“pleasant,” “cooperative,” and “helpful”) and three were negative (“argumentative,”

“disagreeable,” and “annoying”). Negative items were reverse-coded and combined with

positive items to create a patient positive perceptions of the discussion index (a ¼ .79).

Long-term patient outcomes. Patients completed measures of long-term outcomes at Time

1 and Time 2.

Self-efficacy. The self-efficacy subscale of the Multidimensional Diabetes Ques-

tionnaire (Talbot, Nouwen, Gingras, Gosselin, & Audet, 1997) was administered at Time

1 (a ¼ .88) and Time 2 (a ¼ .90). This scale consisted of 7 items, with ratings made on a

scale from 0% to 100%, reflecting patients’ confidence in executing various aspects of

diabetes self-care (e.g., diet, keeping blood sugar under control).

Self-care. Self-care behavior was measured with the Summary of Diabetes Self-Care

Activities (Toobert & Glasgow, 1994), which measures dietary intake, exercise/energy

Vleet et al. 9



expenditure, and medication adherence. Subscales were standardized and combined into

a self-care index, as all subscales reflected self-care behavior (a¼ .80 at Time 1, a¼ .81

at Time 2).

Diabetes distress. The 17-item Diabetes Distress Scale was administered to measure

patients’ experience of diabetes-related problems in several domains, including emo-

tional burdens (e.g., “Feeling that diabetes is taking up too much of my mental and

physical energy every day”), physician distress (e.g., “Feeling that my doctor doesn’t

know enough about diabetes and diabetes care”), regimen distress (e.g., “Feeling that I

am not testing my blood sugars frequently enough”), and interpersonal distress (e.g.,

“Feeling that friends or family don’t appreciate how difficult living with diabetes can

be”; Polonsky et al., 2005, a ¼ .91 at Time 1, a ¼ .92 at Time 2). Responses were made

on a 6-point scale, ranging from 1 ¼ “Not a problem” to 6 ¼ “A serious problem.”

Overview of the analysis

Before conducting primary analyses, links of demographic variables (race, sex, age,

income, education, marital status, length of diagnosis, and relationship length) to

communal coping and outcomes were examined. Because patient race was significantly

linked with patient communal coping (t ¼ 2.06, p ¼ .04, indicating White patients

engaged in more communal coping than non-White patients), and patient sex was

marginally linked with spouse communal coping (t¼ 1.82, p¼ .07, indicating spouses of

men engaged in more communal coping than spouses of women), all analyses that

examine links of communal coping to immediate and long-term outcomes control for

patient race and sex.

First, we examined links of communal coping to spouse support and patient recep-

tivity to spouse support. Second, we investigated links from communal coping to

immediate patient outcomes (perceived problem resolution and perceptions of the dis-

cussion). Third, we examined links of communal coping to long-term diabetes outcomes

at Time 2 (self-efficacy, self-care, diabetes distress), including both patient and spouse

communal coping in the regression models and controlling for Time 1 levels of out-

comes. Finally, we examined the extent to which immediate outcomes mediated links

from communal coping to long-term outcomes.

Results

Descriptive statistics

Descriptive statistics for all study variables are displayed in Table 1. Zero-order cor-

relations among all study variables are shown in Supplementary Table 1. Patient and

spouse communal coping behavior was moderately correlated (r ¼ .50, p < .01).

Is communal coping related to support interactions?

Patient communal coping was marginally linked to greater emotional support pro-

vided by the spouse (partial r ¼ .17, p ¼ .07). Contrary to expectations, patient
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communal coping was unrelated to spouse instrumental support and patient recep-

tivity to spouse support.

Spouse communal coping was significantly linked to greater spouse emotional sup-

port (partial r ¼ .22, p ¼ .02) and greater patient receptivity to spouse support (partial

r ¼ .18, p ¼ .05) but was unrelated to spouse instrumental support.

Is communal coping related to immediate outcomes?

Patient communal coping was significantly linked to greater perceived problem reso-

lution (partial r ¼ .30, p < .01) and more positive perceptions of the discussion (partial

r ¼ .34, p < .01).

Likewise, spouse communal coping was linked to greater perceived problem reso-

lution (partial r ¼ .35, p < .01) and more positive perceptions of the discussion (partial

r ¼ .24, p < .01).

Does communal coping predict long-term diabetes outcomes?

When both patient and spouse communal coping were entered into regression analyses

predicting long-term outcomes, controlling for Time 1 values, only patient communal

coping predicted marginal increases in self-efficacy, significant improvements in self-

care, and significant decreases in diabetes distress at Time 2 (see Table 2).

By contrast, spouse communal coping was unrelated to changes in self-efficacy and

diabetes distress at Time 2. Surprisingly, spouse communal coping was linked to

declines in self-care (b ¼ �.16, p ¼ .05). Given this unexpected finding, we further

explored the data for outliers that contributed to this association and identified one

outlier.1 When this couple was removed from the analysis, the link from spouse com-

munal coping to changes in self-care was nonsignificant.

Table 1. Descriptive statistics for study variables.

Mean SD Range

Patient communal coping 2.31 1.10 1.00–5.00
Spouse communal coping 2.48 1.11 1.00–5.00
Spouse emotional support 2.46 1.07 1.00–5.00
Spouse instrumental support 2.67 1.07 1.00–5.00
Patient receptiveness to spouse support 2.41 .89 1.00–5.00
Patient perceived problem resolution 3.68 .95 1.00–5.00
Patient positive perceptions of discussion 4.40 .68 2.17–5.00
Patient Time 1 self-efficacy 67.94 20.72 13.57–98.29
Patient Time 1 self-care .00 .56 �1.44–1.24
Patient Time 1 diabetes distress 2.13 .90 1.00–5.58
Patient Time 2 self-efficacy 65.73 22.65 1.57–100.00
Patient Time 2 self-care .00 .59 �1.50–1.26
Patient Time 2 diabetes distress 2.10 .92 1.00–4.92

Note. SD ¼ standard deviation.
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Do immediate outcomes of communal coping mediate links to long-term
diabetes outcomes?

Next, we examined whether immediate outcomes explained long-term links from

communal coping to changes in diabetes outcomes. Because patient communal coping

predicted changes in all long-term outcomes and also predicted both immediate out-

comes of the discussion, perceived problem resolution and positive perceptions of the

discussion were examined as potential mediators in the links from patient communal

coping to changes in self-efficacy, self-care, and diabetes distress. Mediation analyses

were conducted using PROCESS version 2.16 in SPSS version 23 (Hayes, 2013), con-

trolling for patient race and sex. To maximize power, regression analyses were con-

ducted in which Time 2 outcomes were predicted by Time 1 outcomes. The

unstandardized residual was saved and used as the dependent variable in analyses. First,

each mediator was examined independently. If both mediators were significant in sep-

arate analyses, analyses were conducted that simultaneously included both mediators in

the model to determine whether each mediator independently explained the link from

patient communal coping to changes in diabetes outcomes. Mediation figures are pre-

sented in Supplementary Figures 1 through 3.

Self-efficacy. Results indicated that perceived problem resolution mediated the link from

patient communal coping to increases in self-efficacy. The paths from patient communal

coping to greater perceived problem resolution (Path a), from perceived problem reso-

lution to increased self-efficacy (Path b), and from patient communal coping to increased

self-efficacy (Path c) were all significant. When both patient communal coping and

perceived problem resolution were included in the model, the link from patient com-

munal coping to self-efficacy was reduced but remained significant. The significance of

the indirect effect of perceived problem resolution on self-efficacy was tested using a

bootstrap estimation approach with 5,000 samples (Preacher & Hayes, 2004; Shrout &

Bolger, 2002). The indirect effect was significant, as the bootstrapped 95% confidence

interval for the indirect effect did not overlap zero (b¼ 1.22, bootstrapped 95% CI¼ .45,

2.45), indicating mediation of perceived problem resolution in the link from patient

communal coping to improved self-efficacy.

Results did not indicate mediation of positive perceptions of the discussion in the link

from patient communal coping to self-efficacy.

Table 2. Regression results examining links from communal coping to long-term outcomes.

Self-efficacy Self-care Diabetes distress

Patient race .18* �.04 �.07
Patient sex �.01 .02 .02
Time 1 .64*** .67*** .75***
Patient communal coping .15y .17* �.21**
Spouse communal coping �.12 �.12 .09

Note. Values reflect standardized b’s. Time 1 refers to the dependent variable value at Time 1.
***p � .001; **p � .01; *p � .05; yp � .10.
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Self-care. However, findings provided no evidence that perceived problem resolution

mediated the link from patient communal coping to self-care.

However, findings indicated that positive perceptions of the discussion mediated the

link from patient communal coping to improved self-care. The paths from patient

communal coping to more positive perceptions of the discussion (Path a), from percep-

tions of the discussion to improved self-care (Path b), and from patient communal coping

to improved self-care (Path c) were significant. When both patient communal coping and

positive perceptions of the discussion were included in the model, the link from patient

communal coping to self-care became marginal. The indirect effect of positive percep-

tions of the discussion was significant (b ¼ .03, bootstrapped 95% CI ¼ .01, .06),

indicating mediation in the link from patient communal coping to improved self-care.

Diabetes distress. Results indicated that perceived problem resolution mediated the link

from patient communal coping to decreases in diabetes distress. The paths from patient

communal coping to greater perceived problem resolution (Path a), from perceived

problem resolution to decreases in distress (Path b), and from patient communal coping

to decreased distress (Path c) were significant. When both patient communal coping and

perceived problem resolution were included in the model, the link from patient com-

munal coping to distress became nonsignificant. The indirect effect of perceived prob-

lem resolution to decreases in distress was significant (b¼ �.06, boostrapped 95% CI¼
�.12, �.02), indicating perceived problem resolution mediated the link from patient

communal coping to decreases in diabetes distress.

Findings also indicated that positive perceptions of the discussion mediated the link

from patient communal coping to decreased diabetes distress. The paths from patient

communal coping to more positive perceptions of the discussion (Path a), from per-

ceptions of the discussion to decreased distress (Path b), and from patient communal

coping to decreased distress (Path c) were significant. When patient communal coping

and perceptions of the discussion were both included in the model, the link from patient

communal coping to decreased distress became nonsignificant. The indirect effect of

perceptions of the discussion was significant (b ¼ �.05, bootstrapped 95% CI ¼ �.13,

�.001), indicating perceptions of the discussion mediated the link from patient com-

munal coping to decreased diabetes distress.

To further explore whether perceived problem resolution or positive perceptions of

the discussion played a larger role in explaining the link from patient communal coping

to changes in diabetes distress, both immediate outcomes were included in the model.

Results revealed that perceived problem resolution, but not perceptions of the discussion,

mediated the link from patient communal coping to reduced diabetes distress. When

patient communal coping, perceived problem resolution, and perceptions of the dis-

cussion were simultaneously included in the model, the link from patient communal

coping to decreased distress was nonsignificant, the link from perceived problem res-

olution to decreased distress remained significant, and the link from positive perceptions

of the discussion to decreased distress became marginal. The indirect effect of perceived

problem resolution on diabetes distress was significant (b ¼ �.05, bootstrapped 95% CI

¼ �.11, �.01), while the indirect effect for positive perceptions of the discussion was

not (b ¼ �.04, bootstrapped 95% CI ¼ �.11, .02). Thus, perceived problem resolution
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played a larger role in the mediation of patient communal coping behavior to decreases

in diabetes distress.

Discussion

The purpose of this work was to better understand the process by which communal

coping leads to benefits for persons with recently diagnosed type 2 diabetes. First, we

hypothesized that communal coping behavior would breed more supportive diabetes-

related interactions—specifically, more support provided by the spouse and greater

patient receptivity to spouse support. Second, we predicted that these active, colla-

borative discussions would facilitate problem-solving and generate positive perceptions

of the discussion. Third, we hypothesized that communal coping would lead to improved

self-efficacy and self-care and reduced diabetes distress over time. Fourth, we hypo-

thesized that the immediate outcomes of communal coping—perceived problem reso-

lution and positive perceptions of the discussion—would partially explain links to

longer-term diabetes outcomes.

Our findings were largely consistent with predictions, although evidence was stronger

for some links than others. Consistent with recent theory (Helgeson, Jakubiak, Van Vleet

et al., 2017), evidence indicated that both patient and spouse communal coping were

related to greater spouse emotional support provision, and spouse communal coping was

also related to greater patient receptivity to spouse support. These findings are consistent

with other work involving this sample, which linked self-reported communal coping and

we-language to patient reports of greater emotional support receipt from spouses (Hel-

geson, Jakubiak, Seltman et al., 2017). Here, we extend these links to observed com-

munal coping behavior and support in the context of a diabetes conversation. The pattern

that spouse communal coping—but not patient communal coping—was linked to greater

patient receptivity to spouse support is also somewhat consistent with research that has

more consistently linked spouse we-language than patient we-language to patient out-

comes (Robbins et al., 2013; Rohrbaugh et al., 2008). Spouse communal coping may be

especially beneficial to patients because it communicates that the spouse is willing to be

involved in management and that the patient is not facing diabetes alone.

Surprisingly, neither patient nor spouse communal coping behavior was related to

spouse instrumental support provision during the discussion. This finding conflicts with

work involving couples coping with type 1 diabetes (Helgeson, 2017), and a subset of

this sample (Helgeson, Jakubiak, Seltman et al., 2017), which linked self-reports of

communal coping to instrumental support. Notably, this previous work measured

communal coping and instrumental support by self-report, whereas the current investi-

gation involved more objective measures of communal coping and support behaviors

occurring within a diabetes stressor discussion. Thus, previous work linking communal

coping and instrumental support may reflect participants’ global perceptions of support

received from the spouse rather than actual instrumental support provision. However, it

is possible that the current research was underpowered to detect such effects. Post hoc

power analyses indicated that given the sample size, the current investigation was suf-

ficiently powered to detect more moderate effect sizes (b � .25) for these links, but was

likely underpowered to detect effects of the magnitude indicated in results.
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As expected, both patient and spouse communal coping behavior were linked to

immediate outcomes of the discussion—perceived problem resolution and more

positive perceptions of the discussion. That is, communal coping produced its intended

effects—when couples worked together, they felt they made progress and felt good about

their conversation. We see this as a major contribution of this research. This was the first

investigation to examine immediate outcomes of communal coping after it occurred in

the lab and to examine immediate outcomes as potential mediators in long-term links to

diabetes outcomes. These findings are somewhat consistent with previous research

involving this sample that linked daily reports of communal coping to daily reports of

mood (Zajdel et al., 2018) and other research on prostate cancer that has linked daily

reports of collaboration to daily mood (Berg et al., 2008). The present research extends

this work by examining outcomes immediately after communal coping occurred.

Importantly, patients who engaged in more communal coping during the discussion

reported improvements in self-care and reductions in diabetes distress. These findings

are generally consistent with a growing body of research establishing links from com-

munal coping (Helgeson, Jakubiak, Seltman et al., 2017; Zajdel et al., 2018) and related

constructs (Berg et al., 2008; Robbins et al., 2013; Rohrbaugh et al., 2008, 2012) to better

self-care and less distress and extends this work by establishing these links observa-

tionally and longitudinally.

Finally, immediate outcomes—perceived problem resolution and positive per-

ceptions of the discussion—partially explained links from communal coping to

changes in diabetes outcomes. This was the first investigation to examine potential

mediators in the link from communal coping to outcomes, and thus is a key con-

tribution of this work. These findings support the idea that when patients com-

munally cope with diabetes, spouse input is seen in a more positive light and

facilitates problem-solving. These immediate benefits may translate into long-term

improvements in self-care and well-being.

Taken together, the findings suggest that when either the patient or the spouse

engages in communal coping during an illness discussion, spouses provide more emo-

tional support to the patient. Moreover, when spouses engage in more communal coping

in these discussions, patients are more receptive to their support. When either partner

engages in communal coping during the discussion, patients report feeling that the

discussion was more productive and positive in nature. Although both patient and spouse

communal coping had these immediate benefits, only patient communal coping was

related to changes in long-term diabetes outcomes. This suggests that spouse communal

coping is related to somewhat more effective illness-related support exchanges and

patient communal coping (but not spouse communal coping) leads to long-lasting

benefits for patients.

This work has several important strengths worth highlighting. The use of obser-

vational data adds richness to the understanding of communally coping with chronic

illness. Little existing observational work exists in this area. This more fine-grained

communal coping measure captured both the shared appraisal and collaboration

components of the communal coping definition and is more likely to reflect how

couples typically handle diabetes issues in their homes than self-report methods.

Another strength of this work is that it involved a large, representative community

Vleet et al. 15



sample. Couples included in this study were diverse in age, ethnicity, income, and

education. Thus, the characteristics of this sample speak to the generalizability of our

findings. This is also the first study to examine the immediate outcomes of communal

coping; that is, to test whether communal coping in the context of discussing diabetes

problems is associated with progress in resolving those problems and feeling positively

about the discussion.

While the data in this investigation are longitudinal, allowing us to establish the

temporal sequence of communal coping and outcomes, causal claims cannot be made. It

will be critical for future work to experimentally manipulate communal coping and

assess changes in immediate and long-term outcomes so such claims can be made. Such

work would be integral to communal coping interventions.

Although patient communal coping was linked to changes in diabetes outcomes

over time, spouse communal coping did not predict changes independent of patient

communal coping. One potential explanation for these null findings is that spouse

communal coping may take longer than patient communal coping to have long-term

effects. As mentioned earlier, the correlation between patient and spouse communal

coping was moderate. Therefore, another potential explanation for these null findings

may be that communal coping is not beneficial if partners’ communal coping behavior

is discrepant from one another.

Important next steps for this area include investigating immediate and long-term

effects of couples’ diabetes-related discussions as they naturally unfold in the home.

This would require ecological momentary assessment, so that patients’ and spouses’

perceptions of the discussion, each other, and mood can be captured in the moment.

Little is known about the frequency of such interactions or patients’ and spouses’ per-

ceptions of such interactions in real time. Such work would provide invaluable insight

into the design of communal coping interventions (Donato & Bertoni, 2016). It is also

important to better understand how couples come to communally cope with an illness

versus coping more independently. Do couples eventually come to an agreement by

having direct discussions or is the development of communal coping more nuanced?

What happens when couple-members disagree about whether the illness is a shared

issue? These questions warrant further investigation.

It is also critical that future research consider the long-term consequences of com-

munal coping for the spouse. One concern with communal coping is that there might be

costs to the spouse who does not have diabetes in terms of illness involvement. Spouses

may feel burdened by involvement in the illness and may become distressed by the

increased knowledge surrounding the health problem and/or exposure to the patient’s

distress. The extent to which these costs exist is unclear. We suspect that the costs of

communal coping are outweighed by the benefits for both partners, and our previous

work involving this sample provides some preliminary evidence that this is the case. In a

subset of this sample, self-reported communal coping was related to lower distress for

both couple members (Helgeson, Jakubiak, Seltman et al., 2017). However, more work is

needed before confident claims can be made.

Twenty years after Lyons and colleagues introduced the construct of communal

coping, accumulating evidence indicates that communal coping is beneficial to indi-

viduals with chronic illness. Yet, little is known about the process by which communal
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coping may exert these benefits. The goal of this work was to outline the potential

unfolding of this process. We assert that communal coping is beneficial to individuals

with chronic illness by providing a positive atmosphere in which patients see the support

offered by their spouse in a positive light and strengthen their problem-solving skills.

Over time, these immediate benefits translate into improved self-care and well-being. As

such, communal coping prepares individuals for optimal adjustment in the face of

chronic illness.
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Note

1. Because the finding that spouse communal coping was related to decreases in self-care was

counterintuitive, we explored for potential outliers that could account for it. To do so, couples

were categorized into four groups, using median splits for patient and spouse communal coping:

(1) both patient and spouse were low in communal coping, (2) patient was high and spouse was

low, (3) spouse was high and patient was low, and (4) both patient and spouse were high in

communal coping. Boxplots were used to identify outliers by placing the couple grouping

variable on the X-axis and self-care on the Y-axis. Among the group in which both partners

exhibited high amounts of communal coping behavior, one patient reported substantial worsen-

ing of self-care from Time 1 to Time 2. Because this case exceeded 1.5 times the interquartile

range, this case was identified as an outlier. When analyses were rerun without this couple, the

link from spouse communal coping to changes in self-care was nonsignificant.

References

Afifi, T. D., Hutchinson, S., & Krouse, S. (2006). Toward a theoretical model of communal coping

in postdivorce families and other naturally occurring groups. Communication Theory, 16,

378–409.

Vleet et al. 17



Badr, H. (2004). Coping in marital dyads: A contextual perspective on the role of gender and

health. Personal Relationships, 11, 197–211.

Badr, H., & Acitelli, L. K. (2017). Re-thinking dyadic coping in the context of chronic illness.

Current Opinion in Psychology, 13, 44–48.

Berg, C. A., Schindler, I., & Maharajh, S. (2008). Adolescents’ and mothers’ perceptions of the

cognitive and relational functions of collaboration and adjustment in dealing with type 1

diabetes. Journal of Family Psychology, 22, 865–874.

Berg, C. A., Schindler, I., Smith, T. W., Skinner, M., & Beveridge, R. M. (2011). Perceptions of

the cognitive compensation and interpersonal enjoyment functions of collaboration among

middle-aged and older married couples. Psychology and Aging, 26, 167–173.

Berg, C. A., Wiebe, D. J., Butner, J., Bloor, L., Bradstreet, C., Upchurch, R., . . . Patton, G. (2008).

Collaborative coping and daily mood in couples dealing with prostate cancer. Psychology and

Aging, 23, 505–516.

Bodenmann, G. (1997). Dyadic coping: A systematic-transactional view of stress and coping

among couples: Theory and empirical findings. European Review of Applied Psychology,

47, 137–140.

Bodenmann, G. (2005). Dyadic coping and its significance for marital functioning. In T. A.

Revenson, K. Kayser, & G. Bodenmann (Eds.), Couples coping with stress: Emerging per-

spectives on dyadic coping (pp. 33–49). Washington, DC: American Psychological

Association.

Bolger, N., & Amarel, D. (2007). Effects of social support visibility on adjustment to stress:

Experimental evidence. Journal of Personality and Social Psychology, 92, 458–475.

Collins, N. L., & Feeney, B. C. (2000). A safe haven: An attachment theory perspective on support

seeking and caregiving in intimate relationships. Journal of Personality and Social Psychology,

78, 1053–1073.

Coyne, J. C., & Smith, D. A. F. (1991). Couples coping with a myocardial infarction: A contextual

perspective on wives’ distress. Journal of Personality and Social Psychology, 61, 404–412.

Coyne, J. C., & Smith, D. A. F. (1994). Couples coping with a myocardial infarction: Contextual

perspective on patient self-efficacy. Journal of Family Psychology, 8, 43–54.

DeLongis, A., & O’Brien, T. (1990). An interpersonal framework for stress and coping: An

application to the families of Alzheimer’s patients. In M. A. P. Stephens, J. H. Crowther, S.

E. Hobfoll, & D. L. Tennenbaum (Eds.), Stress and coping in later life families (pp. 221–240).

New York, NY: Hemisphere Publishing Corporation.

Donato, S., & Bertoni, A. (2016). A relational respective on patient engagement: Suggestions

from couple-based research and intervention. In G. Graffigna (Ed.). Promoting patient

engagement and participation for effective healthcare reform (pp. 83–106). Hershey, PA:

IGI Global.

Feeney, B. C. (2007). The dependency paradox in close relationships: Accepting dependence

promotes independence. Journal of Personality and Social Psychology, 92, 268–285.

Feeney, B. C., & Cassidy, J. (2003). Reconstructive memory related to adolescent-parent con-

flict interactions: The influence of attachment-related representations on immediate percep-

tions and changes in perceptions over time. Journal of Personality and Social Psychology,

85, 945–955.

Hallgren, K. A., & McCrady, B. S. (2015). We-language and sustained reductions in drinking in

couple-based treatment for alcohol use disorders. Family Process, 55, 62–78.

18 Journal of Social and Personal Relationships XX(X)



Hayes, A. F. (2013). Introduction to mediation, moderation, and conditional process analysis: A

regression-based approach. New York: Guildford Press.

Helgeson, V. S. (2017). Young adults with type 1 diabetes: Partner relationships and implications

for well-being. Diabetes Spectrum, 30, 108–116.

Helgeson, V. S., Jakubiak, B., Seltman, H., Hausmann, L. R. M., & Korytkowski, M. T. (2017).

Implicit and explicit communal coping in couples with recently diagnosed type 2 diabetes.

Journal of Social and Personal Relationships, 34, 1099–1121.

Helgeson, V. S., Jakubiak, B., Van Vleet, M., & Zajdel, M. (2017). Communal coping and

adjustment to chronic illness: Theory update and evidence. Personality and Social Psychology

Review. Advance online publication. doi:https://doi.org/10.1177/1088868317735767

Helgeson, V. S., Mascatelli, K., Seltman, H. J., Korytkowski, M. T., & Hausmann, L. R. M. (2016).

Implications of supportive and unsupportive behavior for couples with newly diagnosed dia-

betes. Health Psychology, 35, 1047–1058.

Helgeson, V. S., Reynolds, K. A., Siminerio, L., Escobar, O., & Becker, D. J. (2008). Parent and

adolescent distribution of responsibility for diabetes self care: Links to health outcomes.

Journal of Pediatric Psychology, 33, 497–508.

Hoppmann, C. A., & Gerstorf, D. (2013). Spousal goals, affect quality, and collaborative problem

solving: Evidence from a time-sampling study with older couples. Research in Human Devel-

opment, 10, 70–87.

Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal, and coping. New York, NY: Springer.

Lyons, R. F., Mickelson, K. D., Sullivan, M. J. L., & Coyne, J. C. (1998). Coping as a communal

process. Journal of Social and Personal Relationships, 15, 579–605.

Polonsky, W. H., Fisher, L., Earles, J., Dudl, R. J., Lees, J., Mullan, J., & Jackson, R. A. (2005).

Assessing psychosocial distress in diabetes. Diabetes Care, 28, 626–631.

Preacher, K. J., & Hayes, A. F. (2004). SPSS and SAS procedures for estimating indirect effects in

simple mediation models. Behavior Research Methods, 36, 717–731.

Rentscher, K. E., Soriano, E. C., Rohrbaugh, M. J., Shoham, V., & Mehl, M. R. (2015). Partner

pronoun use, communal coping, and abstinence during couple-focused intervention for proble-

matic alcohol use. Family Process, 56, 348–363.

Revenson, T. A., Kayser, K., & Bodenmann, G. (2005). Couples coping with stress: Emerging

perspectives on dyadic coping. Washington, DC: American Psychological Association.

Robbins, M. L., Mehl, M. R., Smith, H. L., & Weihs, K. L. (2013). Linguistic indicators of

patient, couple, and family adjustment following breast cancer. Psycho-Oncology, 22,

1501–1508.

Rohrbaugh, M. J., Mehl, M. R., Shoham, V., Reilly, E. S., & Ewy, G. A. (2008). Prognostic

significance of spouse we talk in couples coping with heart failure. Journal of Consulting and

Clinical Psychology, 76, 781–789.

Rohrbaugh, M. J., Shoham, V., Skoyen, J. A., Jensen, M., & Mehl, M. R. (2012). We-talk,

communal coping, and cessation success in a couple-focused intervention for

health-compromised smokers. Family Process, 51, 107–121.

Shrout, P. E., & Bolger, N. (2002). Mediation in experimental and nonexperimental studies: New

procedures and recommendations. Psychological Methods, 7, 422–445.

Simmons, R. A., Chambless, D. L., & Gordon, P. C. (2008). How do hostile and emotionally

overinvolved relatives view relationships? What relatives’ pronoun use tells us. Family

Process, 47, 405–419.

Vleet et al. 19



Simmons, R. A., Gordon, P. C., & Chambless, D. L. (2005). Pronouns in marital interaction: What

do “you” and “I” say about marital health? American Psychological Society, 16, 932–936.

Stephens, M. A. P., Franks, M. M., Rook, K. S., Iida, M., Hemphill, R. C., & Salem, J. K. (2013).

Spouses’ attempts to regulate day-to-day dietary adherence among patients with type 2 dia-

betes. Health Psychology, 32, 1029–1037.

Talbot, F., Nouwen, A., Gingras, J., Gosselin, M., & Audet, J. (1997). The assessment of

diabetes-related cognitive and social factors: The multidimensional diabetes questionnaire.

Journal of Behavioral Medicine, 20, 291–312.

Toobert, D. J., & Glasgow, R. E. (1994). Assessing diabetes self-management: The summary of

diabetes self-care activities questionnaire. In C. Bradley (Ed.), Handbook of psychology

and diabetes: A guide to psychological measurement in diabetes research and practice

(pp. 351–375). London: Harwood Academic.

Van Vleet, M., Helgeson, V. S., Seltman, H. J., Korytkowski, M. T., & Hausmann, L. R. M.

(in press). Communally coping with diabetes: An observational investigation using the

actor-partner interdependence model. Journal of Family Psychology.

Zajdel, M., Helgeson, V. S., Seltman, H. J., Korytkowski, M. T., & Hausmann, L. R. M. (2018).

Daily communal coping in couples with type 2 diabetes: Links to mood and self-care. Annals of

Behavioral Medicine. Advance online publication. doi: https://doi.org/10.1093/abm/kax047

20 Journal of Social and Personal Relationships XX(X)

https://doi.org/10.1093/abm/kax047


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


