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An essential finding of the Diabetes
C o n t rol and Complications Tr i a l
(DCCT) (1) and the U.K. Pro s p e c t i v e

Diabetes Study (2) is the importance of self-

c a re behavior as part of an integrated pro-
gram to maintain good blood glucose con-
t rol over time (3). Some authors have
suggested frameworks for identifying and

o rganizing factors that are known to aff e c t
s e l f - c a re practices for use in clinical inter-
vention programs for patients with type 2
diabetes (4,5). These frameworks suggest 
that four groups of factors probably account
for most of the variability in self-care behav-
ior in patients with diabetes over time: char-
acteristics of the patient, the patient’s family,
the practitioner and health system, and the
community/work setting (6).

Of these four factors, characteristics
of the patient’s family, which is the primary
social context of disease management, is
the least explored. Several reasons exist
for devoting more attention to the family
re g a rding the clinical management of
type 2 diabetes. First, most disease man-
agement behavior evolves through, is
sanctioned by, or takes place within the
family or home setting. Second, the fam-
ily embodies the patient’s most powerf u l
and influential web of intimate personal
relationships and has an enormous sup-
p o rtive or deleterious effect on patient
b e h a v i o r, health, and well-being (7).
T h i rd, what is often interpreted as exclu-
sive patient self-care behavior is often the
result of combinations of patient and
spouse behavior or of spouse behavior
alone (8,9). Food preparation, exerc i s e
monitoring, and health monitoring, for
example, are often undertaken by family
members other than the patient. Fourt h ,
considerable data suggest that stress fre-
quently undermines tight glucose contro l
over time (10), and family stress and mar-
ital satisfaction play a powerful role in
this re g a rd (11,12). Fifth, the family’s sys-
tem of health-related beliefs, which is sup-
p o rted by culture and ethnicity, is the
basis for how patients and family mem-
bers recognize, understand, respond to,
and manage chronic disease over time,
even though some self-care behavior may
take place in other social settings such as
work (13,14). In these ways, the family
c reates a shared social reality that defines
and describes chronic disease and its man-
agement and that incorporates the overt or
c o v e rt involvement of the patient and all
members of the family system (15). These
conditions identify the family as unique and
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The Family and Disease Management in
H i s p a n i c and Euro p e a n - A m e r i c a n
P a t i e n t s With Type 2 Diabetes

O R I G I N A L  A R T I C L E

O B J E C T I V E — To determine the relationship between the characteristics of families
involved in disease management and the self-care practices of Hispanic and Euro p e a n - A m e r-
ican (EA) patients with type 2 diabetes.

RESEARCH DESIGN AND METHODS — A total of 74 Hispanic patients and 113 EA
patients with type 2 diabetes re c ruited from managed care settings were assessed on thre e
domains of family life (family stru c t u re / o rganization, family world view, and family emotion
management [four scales]) and five areas of disease management (biological, general health and
function status, emotional tone, quality of life, and behavioral [seven scales]). Analyses
assessed the independent associations of patient sex, family, and sex by family interactions with
disease management. 

R E S U LT S — Both sex and the three domains of family life were related to disease manage-
ment, but the results varied by ethnic group. For EA patients, sex, family world view, and fam-
ily emotion management were related to disease management (scores for Family Cohere n c e
w e re negatively associated with HbA1 c level and depression, and poor scores for Conflict Res-
olution were linked with high depression); for Hispanic patients, sex and family
s t ru c t u re / o rganization were related to disease management (high scores for Organized Cohe-
siveness were associated with good diet and exercise, and high scores for Family Sex-Role Tr a-
ditionalism were related to high quality of life). No significant interactions with sex occurre d .

C O N C L U S I O N S — Characteristics of the family setting in which disease management takes
place are significantly linked to patient self-care behavior, and these linkages vary by patient
e t h n i c i t y. A family’s multiple independent dimensions provide multiple targets for interv e n t i o n ,
and diff e rences in family norms, stru c t u res, and emotion management should be considere d
to ensure that interventions are compatible with the setting of disease management.
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distinguish it from other social re l a t i o n s h i p s
that provide social support ( 1 6 , 1 7 ) .

Although there are many studies of
the family and type 1 diabetes, primarily
with children and adolescents, there is a
notable absence of re s e a rch on the influ-
ence of the family on disease management
for adult patients with type 2 diabetes (18).
Identifying the linkages between specific
aspects of the family and specific areas of
disease management is crucial in designing
i n t e rventions that enhance self-care prac-
tices and improve patient health and well-
being because, in part, the outcomes of
clinical interventions affect and are aff e c t e d
by the family. In this article, we examine
the relationship between three areas of
family life and five areas of disease man-
agement for Hispanic and Euro p e a n -
American (EA) patients with type 2
diabetes. Below, we briefly summarize the
c u rrent literature on family influences on
disease management.

In general, the following family charac-
teristics have demonstrated consistently
negative relationships with chronic disease
outcomes: low family cohesion, high family
conflict, too rigid or too permeable genera-
tion boundaries, low levels of family org a n-
ization, hostile family affiliative tone, low
marital satisfaction, criticalness, lack of clear
communication, and low spouse involve-
ment (4,16,18–23).

A limited number of studies have
a d d ressed how family relationships aff e c t
the management of type 2 diabetes. For
example, patient-perceived barriers to diet
and medication have been related to ratings
of low marital satisfaction (24), and other
re s e a rch has found that non–disease-
related marital problems often are acted
out through the medium of diabetes (25).
P a t t e rns of spouse overinvolvement versus
i n d i ff e rence re g a rding disease management
also have been described (26,27). Like-
wise, Peyrot et al. (27) showed that a posi-
tive correlation exists between spouses on
level of knowledge about diabetes and that
a discrepancy in level of diabetes knowl-
edge between spouses is related to low
marital satisfaction. The re s e a rc h e r s
emphasized the need for “interpersonal
c o n g ruence” between spouses re g a rd i n g
diabetes so that friction between spouses
re g a rding disease management is kept to a
m i n i m u m .

Several factors have been identified
that influence the ways in which character-
istics of family relationships affect self-care
practices. The most important of these fac-

tors are non–disease-related stress (28),
patient sex (29), and patient ethnicity and
c u l t u re (30–33). The family–disease man-
agement relationship also is influenced by
patient education, social class, and accul-
turation. Thus, programs that incorporate
aspects of the patient’s family in the design
and implementation of intervention pro-
grams need to address these contextual
issues as well.

Several approaches have been under-
taken to organize the immense complexity
of the family into a practical framework for
family assessment (34,35). Fisher et al.
(36) identified four domains of family life
that demonstrated documented links with
various health outcomes (36). First, family
s t ru c t u re / o rganization addresses the arc h i-
t e c t u re of the family by assessing aspects of
family orderliness and patterns of ro l e s ,
rules, and boundaries among members
and between the family and the extern a l
world (37). Second, family world view
a d d resses the beliefs, values, and senti-
ments of the family, such as the belief in
fate and the degree of optimism. Related to
h i s t o ry and culture, family world view
considers the family’s fundamental beliefs
about the world and the family’s place in it.
T h i rd, family emotion management con-
siders how the family manages and
e x p resses feelings re g a rding conflict, close-
ness, affection, and loss (38). Fourth, fam-
ily problem solving addresses the pro c e s s e s
and outcomes of family problem re s o l u-
tion, such as those associated with manag-
ing a chronic disease (39). A major
s t rength of the four-domain family
a p p roach is that it provides a re a l i s t i c
model of family variability within a single
framework, a framework that has alre a d y
been applied to several other chronic dis-
eases (40,41).

In the present study, we sought to
extend the findings on family and disease
management to type 2 diabetes by identi-
fying those characteristics of family re l a-
tionships that display significant linkages
with specific aspects of disease manage-
ment, taking into consideration two major
additional factors, patient sex and ethnicity.

RESEARCH DESIGN AND 
M E T H O D S

Subjects
Patients who met the following criteria were
identified from billing and clinical data-
bases from 11 health facilities: a diagnosis of
type 2 diabetes, time since diagnosis

between 1 and 9 years, patient age between
25 and 62 years, no evidence of major dia-
betes complications (e.g., pro l i f e r a t i v e
re t i n o p a t h y, cere b rovascular accident or
m y o c a rdial infarction within the past 12
months, renal insuff i c i e n c y, amputations),
the patient and consenting spouse or part-
ner had been cohabiting for a minimum of
3 years, and the patient and spouse/part n e r
identified themselves as either Hispanic
( f rom Mexico or Central America) or EA.

After receiving an intro d u c t o ry letter,
patients were screened for inclusion criteria
by a telephone interv i e w, and a home visit
for eligible patients and spouses was sched-
uled to introduce the project and to re v i e w
i n f o rmed consent. The project included a
1.5-h home visit, completion of question-
n a i res in the home (45 min), and a 2.5-h
o ffice visit for both the patient and the
s p o u s e / p a rt n e r.

S c reening identified 262 eligible
patients, of whom 187 agreed to part i c i-
pate (71% acceptance rate). The final sam-
ple consisted of 113 EA patients and 76
Hispanic patients and their spouse/part-
ners (Table 1). Most patients who re f u s e d
to participate ended the telephone inter-
view before screening was completed.
Most stated lack of time as the primary re a-
son for re f u s a l .

Measures of the family
T h ree of the four original family domains
described by Fisher et al. (36) (those with
the most direct links to disease manage-
ment) were included in the curre n t
re s e a rch: family stru c t u re / o rg a n i z a t i o n ,
family world view, and family emotion
management. Scales re p resenting each fam-
ily domain were selected as exemplars, and
no attempt was made to assess each
domain comprehensively in a single study.
All scales re f e rred to appraisals of the
p a t i e n t ’s current family (not the family of
origin), which included the patient, his or
her spouse/part n e r, and any off s p r i n g .
Extended family members were included
in the definition of “family” only if they
w e re residing within the same household.
All scales were translated into Spanish by
one translator and were back-translated
into English by a second translator. Diff e r-
ences were reconciled into a final Spanish
translation (31). Items were then re v i e w e d
by focus groups of Hispanic patients or
their spouse/partners, and final English and
Spanish protocols were pre p a red. Hispanic
patients elected to use either the Spanish or
English versions.



Family structure/organization
This family domain was assessed by using
two self-re p o rt scales. Organized Cohesive-
ness is a 13-item scale developed by Fisher
et al. (37) ( = 0.76) to assess the degree of
interpersonal closeness and orderliness in
the family. Originally developed as separate
scales, these two dimensions continually
demonstrated high interc o rrelations in sev-
eral studies (r 0.70) and were there f o re
combined in subsequent re s e a rch (42).
Family Sex-Role Traditionalism is a 13-item
scale developed by Felton et al. (43) ( =
0.79) to assess support for traditional sex
roles within the family, such as a woman’s
involvement in work outside the home.

Family world view
Family Coherence is a 13-item scale devel-
o p e d by Ransom et al. (44) ( = 0.84) to
assess the family’s belief that the world
is “comprehensible, meaningful, and
m a nageable,” based on the work of
Antonovsky (45).

Family emotion management
Because disagreements about diabetes and
its management can be a major stressor for
patients and spouses, we elected to focus
the assessment of this domain on the eff e c-
tiveness of conflict management (27). One
s e l f - re p o rt scale from the Multidimensional
Assessment of Interparental Conflict (46)
was included with items modified to re f e r
exclusively to conflict re g a rding diabetes
management. Conflict Resolution is a mod-
ification of a five-item scale ( = 0.75) that
assesses the degree to which the re s p o n-
dent believes that conflicts with his or her
s p o u s e / p a rtner re g a rding diabetes are not
e ffectively resolved. High scores re f l e c t
u n resolved conflict.

Measures of disease management
Based on the work of Glasgow (5), we
defined disease management broadly to
include five general areas, which were each
assessed by one or two scales.

1 . Biological: This area was assessed by
H b A1 c and BMI levels.

2 . General health: The General Health
subscale of the Medical Outcome
Study 36-Item Short - F o rm Health
S u rvey (SF-36) (47) includes five
items ( = 0.78) that are each rated on
a five-point scale. This subscale
assesses self-appraised general health.

3 . Diabetes quality of life: The Satisfaction
subscale of the Diabetes Quality of Life

(DQOL) developed by the DCCT (47a)
includes 15 items ( = 0.84) that are
each rated on a five-point scale. This
subscale assesses satisfaction with var-
ious components of diabetes care ,
including current treatment, sleep, and
disease burd e n .

4 . Emotional tone: The Center for Epi-
demiological Studies—Depre s s i o n
(CESD) (48) is a m e a s u re of depre s s i o n
during the past 4 weeks. It contains 20
items ( = 0.83). 

5 . Behavioral: Measures of exercise and
diet were included. 24-Hour Activity
(ACT24) is an index of physical activ-
ity during a 24-h period. The patient
indicates how many hours he or she
spends at five levels of energy expen-
d i t u re from rest to heavy activity dur-
ing a typical day. Each level is then
weighted by relative oxygen consump-
tion and is then summed for the entire
24-h period (49). Diet Observ a t i o n s
assesses the degree to which the patient
o b s e rved each of five American Dia-
betes Association dietary re c o m m e n-
dations (50) by using a 3-day food
re c o rd: less than recommended num-
ber of 1) calories and 2) carbohydrates
per day, 3) saturated fat intake 1 0 %
of calories per day, 4) total fat intake

30% of calories, and 5) consumption
of at least 20 g fiber/day. One point is
added to the patient’s score for each cri-
terion achieved (range = 0 – 5 ) .

Data analysis
Because the disease management scales
w e re moderately interc o rrelated, the general
multivariate likelihood criterion and its
associated F statistic (51) were used to
assess the independent relationship of each
of four sets of independent variables
(patient sex, family stru c t u re / o rg a n i z a t i o n ,
family world view, and family emotion
management) with the block of seven
dependent disease management scales. If a
multivariate test was significant at P 0 . 1 0 ,
given the initial evaluation of these data, we
examined the univariate tests to determ i n e
w h e re the significant linkages with the dis-
ease management scales occurre d .

The analyses were conducted separately
for Hispanic patients and EA patients. Eth-
nic diff e rences involve a host of contextual
e ffects that are not easily reduced to a set of
variables that can be controlled in a single
multivariate analysis (31,52). The two eth-
nic groups diff e red in several significant
respects (Table 1), and a test for homo-
geneity of the variance/covariance matrices
of the family scales in the two ethnic gro u p s
indicated a lack of equality ( 2 = 3 5 . 2 6 ,
df = 10, P = 0.0001). This result suggested
that the pattern of interc o rrelations among
the four family scales was significantly dif-
f e rent between the two ethnic gro u p s .

Because we were interested in patient
sex as a factor that may influence the fam-
ily–disease management relationship, we
also examined the multivariate test of four
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Table 1—Characteristics of the sample

P a t i e n t s

H i s p a n i c E A S t a t i s t i c P

n ( m a l e / f e m a l e ) 74 (48/26) 113 (67/46) 2 = 0.48 0 . 4 9
Age (years) 48.41 ± 8.91 51.69 ± 7.68 t = 2.71 0 . 0 0 7
I n c o m e * 4.25 ± 1.61 6.98 ± 1.63 t = 11.10 0 . 0 0 0
E d u c a t i o n † 3.13 ± 2.05 5.82 ± 1.34 t = 10.99 0 . 0 0 0
Years marr i e d 21.84 ± 10.40 24.34 ± 11.00 t = 1.57 0 . 1 2
C h i l d ren (n) 3.42 ± 2.09 2.16 ± 1.44 t = 4.93 0 . 0 0 0
Years since diagnosis 4.16 ± 2.31 4.31 ± 2.39 t = 0.46 0 . 6 4
Medication (diet and 1 2 / 5 6 / 6 1 9 / 6 7 / 2 7 2 = 8.70 0 . 0 1
e x e rcise/oral 
m e d i c a t i o n / i n s u l i n )

H b A1 c ( % ) 8.96 ± 2.12 8.18 ± 1.59 t = 2.92 0 . 0 0 4
M i c roalbumin (%) 41.96 ± 93.21 34.45 ± 95.18 t = 0.54 0 . 5 9
Waist-to-hip ratio 0.93 ± 0.06 0.95 ± 0.09 t = 1.06 0 . 3 1

Data are n or means ± SD. *Income values are as follows: 1 = $5,000, 2 = $6,000–10,000, 3 =
$11,000–20,000, 4 = $21,000–30,000, 5 = $31,000–40,000, 6 = $41,000–50,000, 7 = $51,000–75,000, 8 =
$76,000–100,000, 9 = $101,000. †Education was categorized by level of education completed: 1 = grade 6,
2 = grades 7–9, 3 = grades 10 and 11, 4 = high school diploma, 5 = some college education, 6 = 4-year college
d e g ree, 7 = some graduate-level education, and 8 = postgraduate degre e .



t e rms that re p resented the interaction of
sex with each of the family variables. Hier-
a rchical multiple re g ression equations
w e re tested for each of the seven disease
management scales for each of the two
ethnic gro u p s .

R E S U LT S

Initial analyses
EA patients were better educated (t = 1 0 . 9 8 ,
P 0.001), had higher family incomes (t =
11.10, P 0.001), were more likely to be

receiving insulin therapy ( 2 = 8.70, P =
0.01), and had lower HbA1 c levels (t = 2 . 9 2 ,
P = 0.004) than Hispanic patients (Table 1).
No significant diff e rences were found
between ethnic groups re g a rding micro a l-
bumin, waist-to-hip ratio, or time since
diagnosis. Interc o rrelations among the four
family scales (median r = 0.20) and among
the seven disease management scales
(median r = 0.18) were only moderate.

Analysis of main effects
Both sex and the combined set of family
scales from the three family domains were
significantly related to the block of disease
management scales for each ethnic gro u p
( Table 2). The pattern of the linkages
between each of the three sets of family
scales and disease management, however,
varied by ethnic group. For EA patients, the
multivariate F values for patient sex, family
world view, and family emotion manage-
ment demonstrated significant indepen-
dent associations with the vector of the
seven disease management scales. Family
s t ru c t u re / o rganization failed to reach s i g-
nificance. For Hispanic patients, the F v a l-
u e s for patient sex and family s t ru c t u re /
o rganization reached significance. The F v a l-
u e s for the other two family domains failed
to reach significance.

Table 3 presents the re g ression coeff i-
cients for patient sex and for each of the
four family scales with each of the seven

disease management scales separately for
EA patients and Hispanic patients (sex
was scored as a dummy variable: women
= 0, men = 1 ) .

EA patients
For the family world view domain, high
s c o res for Family Coherence were linked
with better HbA1 c levels, better general
health (SF-36 General Health subscale), bet-
ter diabetes quality of life (more satisfac-
tion), and less depression. For the family
emotion management domain, poor score s
for Conflict Resolution were related to high
d e p ression. The significant diff e re n c e
between male and female patients for dis-
ease management was due primarily to the
finding that EA male patients were more
physically active than EA female patients
( a c c o rding to ACT24).

Hispanic patients
High scores for Organized Cohesiveness
w e re related to good behavioral manage-
ment (high ACT24, high Diet Observ a-
tions), and high scores for Family Sex-Role
Traditionalism were related to good dia-
betes quality of life (DQOL Satisfaction
subscale). Significant diff e rences between
male and female patients in disease man-
agement also occurred. Hispanic male
patients re p o rted a lower BMI and were
m o re physically active than Hispanic
female patients (ACT24).
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Table 2—Multivariate analyses of the effects of
patient sex and family on disease management

E ff e c t F P

EA patients (n = 113)
M a i n 2 . 3 2 0 . 0 0 0 1
S e x 1 . 8 9 0 . 0 8 0 0
Family 2 . 4 2 0 . 0 0 0 1

S t ru c t u re / o rg a n i z a t i o n 1 . 3 2 0 . 2 0 0 0
World view 3 . 6 0 0 . 0 0 2 0
Emotion management 2 . 3 6 0 . 0 3 0 0

Hispanic patients (n = 74)
M a i n 2 . 4 7 0 . 0 0 0 1
S e x 7 . 6 3 0 . 0 0 0 1
F a m i l y 1 . 8 9 0 . 0 0 6 0

S t ru c t u re / o rg a n i z a t i o n 1 . 7 3 0 . 0 6 0 0
World view 1 . 5 6 0 . 1 6 0 0
Emotion management 1 . 2 6 0 . 2 9 0 0

Table 3—S t a n d a rdized re g ression coefficients for multivariate analyses of the effects of sex and family on disease management

S t ru c t u re / o rg a n i z a t i o n

O rg a n i z e d Family Sex-Role World view Emotion management
Dependent variable S e x C o h e s i v e n e s s Tr a d i t i o n a l i s m (Family Cohere n c e ) (Conflict Resolution) R2 P

EA patients (n = 113)
H b A1 c 0 . 0 7 0 . 0 5 0 . 0 1 0 . 2 0 * 0 . 1 5 0 . 0 4 0 . 4 4 0
B M I 0 . 1 4 0 . 0 1 0 . 1 3 0 . 0 2 0 . 0 2 0 . 0 4 0 . 4 2 0
SF-36 (General Health) 0 . 1 4 0 . 1 5 0 . 1 9 † 0 . 3 4 ‡ 0 . 0 1 0 . 2 1 0 . 0 0 1
DQOL (Satisfaction) 0 . 1 4 0 . 0 7 0 . 0 2 0 . 3 3 ‡ 0 . 1 4 0 . 2 3 0 . 0 0 1
D e p re s s i o n 0 . 0 9 0 . 1 2 0 . 1 2 0 . 3 8 ‡ 0 . 3 2 ‡ 0 . 3 8 0 . 0 0 1
A C T 2 4 0 . 2 4 † 0 . 1 3 0.13 0 . 1 6 0 . 1 4 0 . 1 1 0 . 0 3 0
Diet observ a t i o n s 0 . 1 1 0 . 0 9 0 . 1 2 0 . 1 6 0 . 1 2 0 . 0 4 0 . 4 6 0

Hispanic patients (n = 74)
H b A1 c 0 . 0 5 0 . 1 0 0 . 0 1 0 . 0 6 0 . 0 1 0 . 0 2 0 . 9 4 0
B M I 0 . 5 2 ‡ 0 . 1 0 0 . 1 9 0 . 0 1 0 . 0 5 0 . 3 1 0 . 0 0 1
SF-36 (General Health) 0 . 1 7 0 . 0 2 0 . 0 3 0 . 0 1 0 . 3 3 ‡ 0 . 2 4 0 . 0 0 2
DQOL (Satisfaction) 0 . 1 5 0 . 0 6 0 . 3 1 † 0 . 2 2 0 . 1 5 0 . 1 5 0 . 0 4 0
D e p re s s i o n 0 . 1 1 0 . 1 2 0 . 1 4 0 . 4 3 ‡ 0 . 2 1 † 0 . 1 3 0 . 0 9 0
A C T 2 4 0 . 2 6 † 0 . 3 1 ‡ 0.14 0 . 0 6 0 . 0 2 0 . 1 8 0 . 0 2 0
Diet observ a t i o n s 0 . 0 9 0 . 2 6 † 0 . 2 3 * 0 . 0 4 0 . 0 2 0 . 1 3 0 . 0 8 0

*P 0.10; †P 0.05; ‡P 0 . 0 1 .



Interaction effects with patient sex
The multivariate test for the conditional
e ffect of sex on the family–disease manage-
ment relationship failed to reach signifi-
cance for both ethnic groups (EA patients:
F = 0.84, df = 28,400, P = 0.70; Hispanic
patients: F = 1.02, df = 28,248, P = 0 . 4 4 ) .
In addition, none of the separate univariate
interaction effects reached significance.

C O N C L U S I O N S — The findings indi-
cate significant linkages between character-
istics of the family and disease management
that support a social ecological perspective
of the management of chronic disease. The
p a t t e rn of family–disease management link-
ages, however, differs by ethnic group: fam-
ily world view and family emotion
management are linked to disease manage-
ment for EA patients, and family stru c-
t u re / o rganization is linked to disease
management for Hispanic patients. In gen-
eral, disease management is best in families
described as well organized, in families with
clear traditional sex roles, in families that
have an optimistic belief that life is under-
standable and manageable, and in families
in which both spouses are able to re s o l v e
d i ff e rences of opinion re g a rding diabetes
c a re. Furt h e rm o re, diff e rences in disease
management occur by patient sex: male
patients from both ethnic groups re p o rt
m o re physical activity than female patients,
and male Hispanic patients have a lower
BMI than female Hispanic patients.

These findings have several implica-
tions for clinical care. First, interventions to
i m p rove diabetes management may need to
be broadened to consider how changes in
s e l f - c a re practices and outcomes will aff e c t
and be affected by the family or home set-
ting of care. For example, the eff e c t i v e n e s s
of programs to improve diabetes-re l a t e d
p roblem solving may be related to the
beliefs, stru c t u res, emotional tone, and pat-
t e rns of relationships that exist in the set-
ting in which most disease management
takes place (53). Likewise, patients in fam-
ilies that are in constant conflict will have
considerable difficulty following diabetes
management re g i m e n s .

Second, the multiple independent asso-
ciations between domains of family life and
disease management suggest that the family
is not a unidimensional construct (e.g., the
s u p p o rtive vs. the nonsupportive family).
The family’s multiple dimensions pro v i d e
multiple targets for intervention that are
d i ff e rent in each ethnic group but can be tai-
l o red to the needs of individual patients

and families, such as training in couple
p roblem-solving and conflict re s o l u t i o n
skills or help with family organization and
o rderliness re g a rding disease management.

Likewise, the data suggest that disease
management also is not a unidimensional
c o n s t ruct. Family linkages with disease
management occur mainly within the qual-
ity of life and behavioral areas, with varia-
tion by ethnicity. This finding suggests the
need to move beyond an exclusive focus on
biological outcomes to assess the eff e c t i v e-
ness of clinical interv e n t i o n s .

T h i rd, the findings suggest that diff e re n t
family domains are associated with disease
management in the two ethnic groups. The
d i ff e rences, however, may have as much to
do with diff e rences in sample size, social
class, and life stress as they do with ethnic-
ity per se. For example, the finding that
family stru c t u re / o rganization is associated
with disease management for Hispanic
patients but not for EA patients may be
related to the fact that Hispanic patients,
who in our sample had a much lower
socioeconomic status than EA patients,
re p o rted much higher levels of familial and
extrafamilial stress than EA patients. High
s t ress may increase the importance of family
s t ru c t u re / o rganization as a stabilizing forc e
re g a rding disease management. This specu-
lation is supported by an exploratory analy-
sis in which we repeated the family
s t ru c t u re / o rganization and disease manage-
ment analyses for EA patients by contrasting
those EA patients who re p o rted high levels
of multiple stresses with those who re p o rt e d
low levels of multiple stresses. We re a s o n e d
that, if family stru c t u re / o rganization moder-
ated the effects of multiple stresses on dis-
ease management, then highly stressed EA
patients would have family stru c t u re / o rg a n-
ization–disease management re l a t i o n s h i p s
similar to those of Hispanic patients. Similar
to Hispanic patients, we found that highly
s t ressed EA patients displayed far more link-
ages between family stru c t u re / o rg a n i z a t i o n
and disease management than did EA
patients with less stre s s .

The lack of uniform findings between
the ethnic groups in the other family
domains directs attention to diff e re n c e s
between groups in social class and stre s s
within the context of diff e rent cultural
beliefs and practices. These factors pro v i d e
additional points of re f e rence for develop-
ing culturally relevant patient-specific
i n t e rventions (54).

Several cautions need to be considere d
when reviewing these findings. For exam-

ple, we included patients who were at a re l-
atively early stage of the disease, we
assessed a very complex set of re l a t i o n-
ships (the family) with a limited range of
family scales, we included only two ethnic
g roups, and we assessed the patients only
at one point in time. More compre h e n s i v e
longitudinal re s e a rch with patients and
families with type 2 diabetes is needed.

These findings suggest that, like other
c h ronic diseases, characteristics of family
relationships are linked to disease manage-
ment in type 2 diabetes. Further re s e a rch to
describe these relationships over time is
n e c e s s a ry. Despite the added complexity,
incorporating specific aspects of family
o rganization, world view, emotion man-
agement, and problem solving into inter-
vention programs, with or without other
family members present, may help patients
to better integrate disease management
skills into their life context. Pre l i m i n a ry
family assessment and intervention guide-
lines already have been proposed (4) that
should highlight this pro c e s s .
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